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A. Summary and Recommendaticns

The government of Tunisia (GOT) is committed to a policy of delivering
basic integrated health care services nationwide. The concept of how this
is to be accomplisned has emerged through the efforts of health planners
in the Ministry of Public Health (MOPH) assisted by external consultants,
and has been developed and tested in Tunisian- and donor-sponsored pilot
projects.

In 1976, Family Health Care, Inc. (FHC), at the request of the GOT and
USAID took a herd look at the existing health system of health care deiivery
in Tunisia. With the MOPH, they developed a model to serve as the basis of
a national program of providing basic integrated, effective. and accessible
services to the scattered populations of rural Tunisia. Siliana and Sidi
Bouzid provinces, identified as among Tunisia's most impoverished areas,
most bereft of health infrastructure,were chosen as the sites for imple-
mentation of the AID-funded program. In 1977, the Rural Community Health
Project (RCH) was approved. Its goal is to enhance the quality and coverage
of health services in Siliana and Sidi Bouzid, throuagh:

(1) A restructured health manpower system for non-physician personnel,
including redefining the role and tasks of such personnel and
in-service training

(2) The integration of preventive and curative pr-imary care services
(including family planning)

(3) An improvement and expansion o the outreach components of the
primary care system (both cap’ and technical) to the community
level

(4) Revising and strengthening bu ary planning and health manage-
ment capability through the i. «vice training and orientation
of supervisors, managers, and comnunity leaders as well as
improving the medical records system

(5) Strengthening preventive medicine internships
(6) Evaluation design and implementation

To summarize, the RCH Project is intended to contribute significantly
to the establishment of national standards for the broader, more effective
use of {at present) under-utiiized non-physician personnel at the local
level, while, at the same time, establishing a field practice setting where
medical students and interns can be educated in the principles of community
medicine.

Except for construction, implementation of the RCH Project has been

delayed. However, hopefully, a technical assistance team will be fielded
and the other project activity underway in the next 8-9 months,

-1 -



On November 6, 1579, AID/W officially endorsed amending the RCH project
to extend the project area to include the part of Kasserine province which
is under the AID-funded Central Tunisia Rural Development Project (CTRD),
as a sub-project of CTRD. This approach was taken to facilitate a more
comprehensive technical assistance program and to speed up the documen-
tation and approval process. Ideally, such an amendment should build
flexibility into the project design to serve as a tool for early-course
correction, to supply needed supplementary inputs, and to act as a means
to extend successful project elements into a wider geographic area.
Minimally, the amencment should reflect the most current assessment of
needs, resources and the thinking and interests of the people responsible
for health planning and implementation.

The team was sent to Tunisia in mid-November to make the above assess-
ment and initiate the process of preparing the necessary documentation and
designing the proposed amendment. The next phase will be to draft the
actual amendment. The team recommends that this take place:

(1) If possible, 6 months after the RCH TA team has arrived in order
to ensure that among other reasons, the amendment {(a) reflects the
current needs and requirements of an ongoing project, and
() does not put a strain on existing resources; or

(2) If time constraints and/or funding obligation deadlines prohibit
waiting the length of time suggested above, the second best
scenario would be to hold off design until the TA team is in
country ard has linked up with their Tunisian counterparts. Any
need to supplement the TA/counterpart team could be more readily
identified and the team's and the counterparts experience drawn
upon for the amendment design. Design could then go ahead with
the collaboration of USAID and AID/W and should be in time for
FY 81 obligation; or

(3) If not in time, .ne third best scenario would be to design the
amendment (a) after a contractor has been selected for the RCH
Project (TA component) and (b) with the active »articipation of
the Tunisian counterparts. In all cases, the MOPH should play an
active role and indicate when it feels the time is most appropri-
ate,

Programming recommendations can take one of two courses:

1. On a larger scale, the PP amendment can extend RCH project
activity to include the 5 delegations of Kasserine province
under the CTDA with medifications/additions where necessary
to reflect the larger project area, the existing conditions
in Kasserine and recent Tunisian health cutreach program
experience. This means some additional technical assistance
and capital inputs (supplies and equipment for tew/renovated
facilities and perhaps some transport support). Program modi-
fications will more likely be considered by the MOPH once the
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technical assistance team for Siliana and Sidi Bouzid is in
place;

2. On a smaller scale, the amendment can be limited to specific
interventions that would serve to support RCH and MOPH
national program goals. Such interventions may include:

(a) U.S. participant training (long and short term)
in public health management and statistics;

(b) Providing further TA support to the internship
program in community medicine;

(c) Short term technical assistance in blindness
prevention as part of primary care training;

(d) Supporting a program of "internships" in rural
areas for midwives;

(e) Providing funding for the MOPH's National Infant-Maternal
Morbidity/Mortality Survey.

The following report accomplishes three tasks. First, in the text
and the appendices, it summarizes the team's assessment of current needs
and resources relevant to the design and execution of RCH in Kasserine
province. Second, it analyzes the impact of project delavs and the inter-
vening policy and program changes of the MOPH on the implementation of RCH
and its extension to Kasserine, Finally, although circunstances surround-
ing the project are historically unique to Tunisia, the report raises the
larger issues these circumstances and challenges suggest as they might
apply to any health project. The body of the report is crganized around
four such issues:

I. Health Planning as a Process

A. National Commitment ot Basic Integrated Realth Care

B. Medjez el Bab: Pilot Project in Integrated Medicine
C. Implementation of a National Basic Health Care Program
D. RCH and the National Program

II. Uneven Implementation of Project Components

III. Limited and Shifting Resource Allocations

A. Budget and Finance

B. Transport



III. (Continued)
C. Health Manpower
IV. Health and Regional Development

The appendices give curreni data on health needs and resources for
Central Tunisia and are intended as a resource for the framers of the
amendment and for use in project implementation.



I. Health Planning as a Process

A. National Commitment to Basic Integrated Health Care: Tunisia
expressed its national commitment to basic integrated health care in the
Fifth Five Year Economic and Social Development Plan (1977-81). The major
thrusts presented were:

1) Development of preventive medicine and the integration of
preventive and curative services;

2) Maximize cost-effectiveness of health expenditures by
increasing utilization of health infrastructure and material;

3) Promote a more equitable distribution of facilities and
medical and paramedical personnel.

National commitment is clear and has recently been reiterated by Prime
Minister Nouira and the new Minister of Public Health.

The evolution of these objectives into a national program is a
complex and dynamic process. To date there have been multiple pilot
projects and experimental programs. Several foreign donors and various
MOPH actors have participated in the ongoing process of defining the
form that integrated medicine is taking and will take in Tunisia. As
Design Study II emphasized, "The Tunisian rural health care delivery
system is both dynamic and progressing." Many important issues, such as
the integration of family planning and the job profile of basic health
care workers, have not been resolved. There are, in addition, alternative
models of how the rural health infrastructure will look (Appendix I). It
is unlikely that a single uniform national program will be defined, but
that the national profile of integrated health care will emerge out of the
continuing process of health planning and programming.

Current MOPH planning and policy are -benefiting from the success of
several rural-based ongoing health delivery projects. A Tunisian-Belgian
project on Cap Bon is extending preventive services including vaccination
and family planning education in rural areas using public health auxili-
aries. In Le Kef, a Dutch-sponsored project is based on extending services
out of two maternal and child health centers through the use of mobiie
teams and extension workers including aides familiales. The Medjez el Bab
Project in Integrated Medicine provides the most comprehensiv: model of a
working Tunisian program of integrated health care delivery operating
within existing financial, infrastructure and persornel constraints.

B. Medjez el Bab: Pilot Project in Integrated Medicine: This
project, fosterea by the MOPH and building on a moribund WHG project, is
considered as the most important modei for a national program for the
following reasons:

1) It is staffed and has been developed entirely by Tunisians
using Tunisian resources.

-5 -



2) The project has functioned within existing budgetary allocations,
with existing personnel allotments and with no additional infra-
structure. It benefits from the fact that unlike other rural
health facilities, it administers its own budget.

3) It has been successful in reaching the community and extending
services, Notably, since the beginning of the project, hospital
occupaticn rates have increased markedly while length cf stay
has dropped; almost half of the births now take place in mater-
nity wards; and vaccination coverage has increased to more than
80%.

4) It has retrained paramedical workers to work as polyvalent health
workers and has served as a training ground for medical students,
interns and midwives from the University of Tunis.

The project functions out of the circumscription rospital of Medjez
E1 Bab, which serves a population of 70,000, 65% rural and 35% urban. 1In
addition, there are two maternal and child health centers, one of which
has maternity beds, and 12 dispensaries. Mobile teams and itinerant
pclyvalent nurses go out, further, to community gathering points (P.R.) to
perform both preventive and curative services for rural populations.

Physicians and midwives play a key role, administering the program,
training paramedical workers, redefining the tasks of and supervising para-
medical personnel, as well as delivering clinical services which back up
the extension services. Training is accomplished through group sessions
and in-service training.

In addition, medical students and interns in public health from the
University of Tunis and student-midwives have participated in the program.
Two of the first interns will be replacing a Dutch team in Le Kef.

Maintenance of medical records and supervision of the daily schedules
of paramedical workers is conducted at t*e dispensary level to ensure
adequate ‘nedical coverage and supervision.

Community outreach has been accomplished by itinerant nurses and mobile
medical &nd paramedical teams at central meeting places (shops, schools,
houses, religious shrines, and so on), as well as at the household level to -
follow up on specific cases. Social workers {assistantes sociales) from the
Ministry of Social Affairs have been assigned to dispensaries and maternal
and child health centers. They play an active role in the health care team
as educators and provide some services. The project recognized tne need
for a further outreach component and proposed a pilnt project, using aides
familiales, female health workers, to extend services to women in rural
peripheral areas. This project has not been aczepted by the Ministry of
Health because of the expense and difficulty of ceveloping such a new cadre
of workers nation-wide.



Community participation has also begun to develop within the project
area reflecting the increasing interest in and demand for health services.
Two conmunities participated in enlarging their local dispensary, supplying
both material and labor. Private citizens in Medjez E1 Bab (and in the Cap
Bon-Nabeul project), offer their homes and shops as meeting places for the
itinerant health worker and as places to post health-related information.
There has also been some cooperation in supplying transport to patients to
supplement the Timited ambulance and vehicle capacity.

C. Implementation of a National Basic Health Care Program: Experi-
ence in Medjez E1 Bab, Cap Bon-Nabeul and in other projects has led to
development of a model for a national program which was proposed for fund-
ing to the World Bank in November 1979 (Projet Démocraphique II). A
four-tiered system was designed to serve populations on the provincial
level:

SCRVICES (Not exhaustive) ////\\\ POPULATION SERVED

Medical, paramedical services, referral Regional 200,000
services, laboratory, surgery Hospit4l

Emergency services, laboratory, x-ray, Circumscription 30,000
maternity, hospital beds hospital
Curative and preventive care, /=~ ——————————

Medical and paramedical consul- Dispensaries/ 5,000

tations: Pediatrics, Family Plan- /Maternal and Child Health
ning, pre-natal, post-partum
Medical, paramedical consul- / ———~————— = —— — —— ~ 300-
tations, vaccination, malnu- Meeting Place/ 3,000
trition screening, follow-up, Health Post

health education services

The World Bank, through a proposed loan of some 10 miiiion dinars
(approximately $25 miliior), would helo the GOT realize the extension of this
national program of basic health care delivery on a large scale. This
program, not yet formalized, is envisioned to begin in early 1981. As an
initial stage, the project would support the extension of the above model in
the health regions of Sousse and Jendouba (excluding the province of
Siliana) and in the province of Zaghouan through the construction of cis-
pensaries and health posts, the improvement of existing circumscription
hospitals, the construction of necessary lodging for medical and paramedical
personnel and the supply of vehicles.

At the same time, the Bank's support is expected to be directed at the

national level; to the support of training and curriculum develorment, deve-
lopment of an integrated Information, Education and Communicatiun component,
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and the strengthening of management and administrative capabilities,
especially through impreved data gathering, monitoring, evaluation and
planning capabilities (MIS).

D. RCH and the National Program: Tunisian MOPH officials emphasize,
and the team agrees, that the RCH Project, based on Design Study II, is
consistent with Tunisian commitment to, and objectives and goalc fer, rural
health care delivery. Because of thic and the reasons discussed below,
there is little interest within the MOPH in reopening the discussion of
basic policy issues; modifications proposed now might only serve to further
delay the implementation of the project. The MOPH believes and the team
concurs that the most important step is to get RCH underway. Updating and
re-examining planning criteria and derivative program proposals wou'd best
take place in the context of an ongoing project with the personnel] who are
responsible for implementation as active participants.

This section raises areas where changes have occurred or policies have
been clarified in the two years of experience since the FHC team conducted
its survey. These areas of change need to be considered in designing the
implementation and extension of RCH.

The nature of outreach which was left, perhaps purposefully, undefined
in Design Study II, has been clarified by experience in pilot projects and
emerging national policies. The current alternative models of rural health
infrastructure are compared in Appendix I.

Experimentation with job restructuring is leading to a redefinition
of the role for paramedical workers. On November 30, the Minister created
a Commission on Integrated Medicine to address the bureaucratic, educa-
tional and legal issues implicit in redefining the tasks of integrated
health personnel. The Commission's report will certainly be completed by
the time the technical assistance team arrives and will help to define
the scope of needed curriculum and in-service training.

Because an essentially cautious approach to the delivery of curative
services by non-medical personnel is followed, the role of physicians in
basic health care delivery is stressed. Further, because of the increasing
numbers of medical students, increased medical involvement in rural areas is
a more immediate possibility. Therefore, the intern program planned in RCH
should emerge as a central element of the project. Additional technical
assistance personnel may be required through the amendment to strengthen
this aspect of the project.

Because of the great national interest and activity in integrated
medicine, RCH will have a more clearly defined but aonetheless important
role to play. In fact, RCH will be the first province-wide approach as
pilot outreach activity is currently on a limited scale. In addition, most
of the current outreach programs hav2 bezen carried out in the coastal
regions which have different socio-gconomic and demographic characteristics.
They are characterized by a more extersive and dense community structure in
the form of towns, villages and agricultural cooperatives. The population
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of central Tunisia is more dispersed, i11ccessible, impoverished and bereft
of health services and infrastructure than the northern and coastal areas.
Fertility and infant mortality rates, among other indicators of health
status, are higher. Since ¢:-ntral Tunisia is similar to a large part of
the country which is presently underserved, the lessons learned in basic
health services provision will be directly relevant to the national
program.

II. Uneven Implementation of Project “omponents

Because of delays, budgetary contingencies, programming errors,
changing policies and other unanticipated factcrs, the sequence and timing
of the implementation of any project may bear no relation to programming
needs or goals. However difficult it is to predict what delays and
problems of implementation will cccur, uneven implementation of project
components of some kind is virtually inevitable. There can be important
consequences of this for any project, i.e.:

1)  Loss of momentum, reflected in hesitancy to implement other
project eiements and reluctance to commit additional human
or material resources.

2) Loss of interest in project activities, problems and results;
disinterest in innovative (sometimes time-consuming), solutions.

3) Isolation of a project from national planning. Whereas represen-
tatives of foreign donors are external to a national planning
process, they may participate and act as catalysts for new
approaches. The advantages of participation are lost, however,
ghen continuity of personnel ard program implementation are

roken.

4) Public interest in and involvement with a project diminishes
when there is uneven implementation and a project gets off to
a "bad start".

In the case of RCH, considerable delays in identifying a contractor,
fielding an acceptable team and prolonged negotiations Teading to host
country contractine have resulted in an uneven implementation of project
components with construction far out-stripping technical assistance, curri-
culum development, research and other project elements. The first phase of
construction in Siliana and Sidi Bouzid will be completed by June 1980. The
second will begin in January 1981.

In developing plans for the project amendment, the team encountered
some of the consequences outlined above: a disinterest in innovation, iso-
lation from the mainstream of the planning process, shift of interest to
other donors and programs. The strategy for amendment design needs to take
into account this situation and take steps to ameliorate it. The main bur-
den of correcting the situation, however, must fall on the Mission and on
the technical assistance team when it is fielded.



I1II. Limited and Shifting Resource Allocations

Health resources in rural Tunisia are limited and subject to reallo-
cation and change from influences that are often external to on-going
activity and current need.

Budgetary, manpower and transnortation resources are most critical to
basic rural health services development and will have pro.ound impact on
the direction and role of the RCH project (including :ts amendment) in
central Tu.isia. For that reason, *-- followirg is an overview of current
trends in (1) MOPH budgetary and financial management, (2) available trans-
port and (3) health manpower training, policies and staffing patterns.

A. Budget and Finance

The MOPH is cognizant of its limited budgetary resources (parti-
cularly foreign exchange? and is attempting to redress inequities in the
health service delivery system through more cost-effective programming and
a reallocation of resources.

To get an understanding of the existing MOPH system of budget
and finance, a brief overview is outlined below. Following is a discussior
of incremental expenditure associated with AID-financed project activity in
the health sector and the impact of additional expenditure on the MOPH's
budget. Ir addition, an overview is given of recent events affecting the
MOPH's finance and budgetary management that could influence the direction
and level of future resource flows in the health sector.

The GOT's annual budget is divided into three categories:

Titla I - The functional or operating Budget
(personnel, supplies, materials, some transport
related expenditure), administered by the
Ministry of Finance;

Title II - The investment or €apital Budget
(construction, renovation, new equipment,
eguipment replacement, special programs - in-
cludes vaccination rrograms and health
education campaigns) administered by the
Ministry of Plan;

Title III - The corrections budget (not
necessarily an annual occurrence).

The budgetary process of the MOPH involves the Director of the
Office of Planning and Statistics along with the Directors and Administra-
tors of the Institutes and the University ar.d Provincial Hospitals. To
draw up the next year's budget, a negotiating process begins between the
Planning Office and the various Directors; next year's estimated require-
ments are based on last year's budgetary allocation. Since information on
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program and facility costs as well as potential consumer demand for
services (based on morbidity data) is not available, only a rough idea of
what estimated requirements might be, exists.

According te the Director of Planning, the budgets drawn up on
the provincial level (Title I) are badly done. Instructional information
is now being distributed to Administrators in order to improve the quality
of the estimate and standardize budgetary procedures. In addition, in
order to properly justify budgetary requirements and prioritize need, the
Office of Planning is in the process of setting up the capacity for ascer-
taining, (1) trends in morbidity and mortality by province, and (2) costs
of_opﬁrating health facilities (especially dispensaries and salles de
soins).

Budget increases for all sectors are strictly set by the Prime
Minister's Council which has final approval. Due to the GOT's severe
foreign exchange constraint, allocations for the Title II budget are
especially strict and increases difficult to get. The Title II fund is
closely monitored by the Ministry of Plan. On the provincial level, the
governor's office plays an important role in its administration.

On the provincial leval, disbursements for Title I funds are the
responsibility of the provincial hospital administrator. This includes
personnel payments, transport and equipment maintenance, supplies and drugs
(through the provincial hospital's central pharmacy). Because the admini-
strator does have control over disbursements, this often means the provin-
cial hospital wili monopolize funds. It a conflict of need arises between
the provincial hospital and some of the outlying rfacilities (i.e., cir-
cumscription hospitals, dispensaries, salles de s0ins), the former gets
first priority to the detriment of the latter. This bias is indicative of
the entire healtn delivery system: Institutes and University and Provincial
Hospitals located in urban areas, absorb 74 percent of the total Title I

budget.

Unfortunately, a complete picture of allocations by province
(Title I) cannot be learned from the budget as not all expenditure is
covered by the provincial hospital's budget (the largest and most important
health facility in the province). Some commodities, personnel and ather
miscellaneous expenditure are included under general headings not broken
down by province. Nor can it be ascertained what percentage of funds are
absorbed by the various health service facilities located in the rural and
urban areas.

Any budgetary analysis of the impact of incremental expenditures
due to the implementation of the RCH projectin Siliana and Sidi Bouzid or
the impact of extending project activity into Kasserine is premature. The
RCH project has not yet begun implementation (with the exceptior of con-
struction) and project components for an add-cn have not yet been defined.
An update, however, of the budgetary allocations to Siliana and Sidi Bouzid
provinces since FHC first conducted its analysis in 1977 is in order to get
an idea of the future availability of funds to cover the costs of an
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expanding cutreach system. In addition, a brief surmary will be given of
events subsequent to the report that may influence future allocations to
the area. The financing of health care in Tunisia will then be discussed.

Using the 1976 budget cdata, the FHC Design Study II Report
concluded that the recurrent cost impact of RCH project activity on the
area's budget was reasonable. To meet planned expenditure, the budget for
the area would either have to grow at a real rate of 12.7% per annum to
absorb additional operating costs in three years or 7.4% per annum to absorb
additional costs in five years.

To get a rough idea of the trend in the health sector (MOPH) and
provincial (Siliana and Sidi Bouzid) health budgets since that time, an
analysis of the MOPH recurrent budget indicates a growth F?te of approxi-
mately 10% per annum since 1976 (at constant 1976 prices)-/. In addition,
the health sector's share of the national budget has remained fairly
constant at 8%. This is well above the average for developing countries
which is around 5%. Crudely estimating Siliana and Sidi Bouzid provincial
budgets using FHC methodologyZ/, indicates a per annum growth rate of
roughly 11% from 1976 to 1979 (at constant 1976 prices). Of course, it must
be remembered that it cannot be ascertained where the increased budgetary
allocations were spent (i.e., rural vs. urban health services, curative vs.
preventive, etc.). But in any case, the additional allowance which is
above the mid range of what FHC recommended was needed to meet incremental
project expenditure is encouraging.

Since the Design Study II Report, three events have occurred
that will influence MOPH budgetary policy and allocations. First, delays in
RHC precject implementation have resulted in increased capital costs due to
inflation, particularly in the area of construction and equipment purchases.
The MOPH has estimated a shortfall of funds in the neighborhood of 10 to 15
percent due to escalating construction costs. And, the equipment prices
cited in Design Study II are said to be one-fourth of their real value.
As a consequence, construction and renovation in Siliana and Sidi Bouzid
have been cut back to the minimum deemed necessary (i.e., 16 Type A1 faci-
lities, four Type Cy) facilities and one Type B.facility are planned for
construction). In Kasserine, the MOPH plans to build (with GOT resources),
17 Type Ay facilities, two A, one C1 and one Type B. Lodging will be
included for the health workers. Given the current constraint on foreign
exchange, the GOT will be hard pressed to adequately eguip these facilities
without external assistance.

Second, the World Bank sponsored project that is adjacent to
Siliana province will most probably have a significant impact on MOPH allo-
cations for primary care services in rural and urban areas. Unfortunately,

1l Please refer to the statistical annex for the MOPH Title I budget.

2/ That i, inflating the provincial hospital budget by 125 percent
to account for allocations outside of this line item.
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at this time that impact cannot be assessed because the magnitude and
timing of project 1nputs are currentiy not known. In any case, to avoid
competing for GOT resources (i.e., personnel, fuel, supplies, etc.) and
straining the absorptive capacity of the area, it is crucial that coordi-
nation of doncr efforts occur.

Third, the MOPH has recognized the importance of being able to
account for program and facility operation costs and important budgetary
revisions have been proposed. As of January 1980 the MOPH will remove all
personnel expenditures from the provincial hospital budget and shift it to
the budget for central administration. Eventually, an administrative capa-
bility will be established at the (health) regional level to take charge
of the responsibility for determining budgetary requirements and making
payments; personnel and other operating expenditures will be placed under
the control of the health regions. Budgetary line items are proposed to
be broken down by facility (i.e., salle de soins, dispensary, etc.) and the
capacity to do so will be developed over the next few years through an
improved management information and medical records system. The direction
of expenditure as well as the efficiency with which allocations are used
can then be more readily obtained and used to reinforce and strengthen
management/administration capability. In addition, requests from the
regions for increased budgetary allocations can be based on eviderice ratner
than on the estimation.

The financing of health care is done through a variety of means.
Mcst salaried employees are covered by the CNSS (National Social Security
System), including government workers. Members of the CNSS are required to
utilize the government provided health services that are under the auspices
of the MOPH, and are reimbursed for 85 percent of incurred expenses.

As the demand for private health services has increased, some
private employers are being pushed into buying supplemental insurance (semi-
private and private), thus creating an alternative to the CNSS and the
public health system. Reimbursement under these plans ranges from 85 to
100 percent of consumer expenditure. In addition, increasingly significant
out-of-pocket payments are being made for health services in the private
sector.

Other modes of health services financing through special programs
include: (1) the Caisse Franco-Tunisienne, a reciprocal agreement esta lished
with the French government that provides free care for French employees and
their dependents who live in Tunisia and vice versa; (2) special services
for the military (which has its own hospital system); (3) public insurance
for university students, the national guard and the police; and (4) free
services for the urban and rural poor (indigents). With the exception of
the military, all are provided health care under the public health service
system. Indigents identified by the omda (community leader), must carry a
carte de soin {health card) to receive free medical care. The MOPH is not
reimbursed by any external source for health service expenditure on
indigents; costs are absorbed by the annual budget.
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Looking at the source of finance for system usf-s on the
dispensary level in Siliana, Sidi Bouzid and Kasserine prov. "<es, the
bulk are indigents at 56.1, 71.5 and 62.5 percent of total consultations
respectively. The next largest consumer category incliude the CNSS members
who represent 26.6, 20.6 and 29.1 percent of total consultations at dis-
pensaries in Siliana, Sidi Bouzid and Kasserine provinces respectively.

Those who pay out-of- pocket make up 1.0 percent of consultations 1n
Siliana, 1.2 percent in Sidi Bouzid and 0.9 percent in Kasserine. 1/ The
rest, who represent a minor percentage of the total, fall into other
categories.

B. Transport

The success of a rural health care delivery system is dependent
upon adequate transport to resupply health facilities and to move patients
and medical personnel to and from those facilities. In central Tunisia,
the MOPH is confronted with many of the transport and logistical problems
that are common to developing countries:

1) Lack of foreign exchange which prohibits the purchase
of necessary vehicles and needed equipment;

2) Lack of adequate roads, particularly during the
rainy season;

3) Lack of a properly functioning cold chain system;

4) Lack of regular maintenance for vehicles and equipment
which rencer them inoperable and shorten their 1ifespan.

These problems are exacerbated by the widely dispersed population of central
Tunisia which makes the job of providing accessible health services that
much more difficult.

The MOPH has a clear 1dea of its transport problems and vehicle
needs in rural areas (cf. Projet Demographique II). While AID does not en-
vision funding vehicles under the PP amendment, the broad issues of trans-
port need to be addressed because of their 1ong term importance both tu the
project and to the national program in ruiral areas.

The FHC team in conjunction with the MOPh examined transport
requirements in Siliana and Sidi Bouzid and determined that the number of
vehicles (4-wheel drive) that was needed for supply distribution and
personnel/patient transport was two per delegationisite. Initially, however,
one functioning dual-purpose vehicle for each delegation site was felt to be
sufficient (see Design Study II, p. 54).

'/MOPH Sur 1'Activite deS Dispensaires Durant le 2eme Trimestre 1978,

(October 1979).
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From a casual! observation, it appears that the tota: number of MOPH
vehicles in Kasserine province meets this mirniimum requirement. In Kasser-
ine city, the provincial hospital has at least four venicies used a$
ambulances plus an unknown number o“ vehicles that are used by the mobile
health teams. 1In addition, each of the four circumscription hospitals

has at its disposal one land rover, one ambulance and one car for the
resident physician.

Once the RCH project and its extension into Kasserine is underway,
the number of vehicles in central Tunisia may prove to be insufficient;
i.e., Design Study Il may have underestimated the minimum number required
for successful project operation; the project may create additional needs
(such as the transporting of interns to the project area); current main-
tenance practices in central Tunisia may prove to be insufficient to keep
vehicles operating regularly.

Therefore, after the project is underway, short term technical
assistance would be appropriate to examine the entire question of transport
and venicle maintenance for health care delivery in central Tunisia. Among
other issues to be considered should be the use of public transport and the
role of the private sector in transportation and maintenance. For example,
one of the activities planned under the CTRD umbrella is to beef up the
public transport system, putting in more buses and improving the roads,
particularly those with access to health facilities. In addition, patients
who can afford it travel considerable distances for health care services in
Touages (group-hired taxis with pre-set destinations), taxis, private cars
and trucks as well as buses and trains. Although less well developed in
the central Tunisia area, these existing means of transport are a resource
and RCH planning for Togistics and transport should take account and make
maximum use of them.

Eventually, community participation in the precvision of transport
for patients referred to more distant health facilities may alsc be a
solution. The health project at Medjez E1 Bab which benefits from community
cooperation in supplying transport has demonstrated the feasibility of this
idea.

The use of private sector maintenance facilities and personnel
should also be considered as a means to reduce the difficulty of obtaining
spare parts from Tunis and the Tong down-time of vehicles waiting to be
repaired at central government maintenance yards. Preliminary observation
indicates that the problem with utilizing the private sector may not be
so much the Tlack of funds, but the maldistribution of budgetary resources.

A larger allocation of funds from the central MOPH to the provinces (or, to
go along with plans for decentralization, the sanitary regions) might enable
health administrators to handle maintenance problems more quickly and
effectively through utilizing nrivate sector maintenance capabilities.

Thus, the search for creative and cost-effective solutions in this
critical area should benefit not only from an understanding of Tunisia's
needs and resources but also from the experiences of the MOPH and other AID-
sponsored projects and the public/private transportation system itself,
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C. Health Manbower

The RCH project addresses the lack of trained health personnel in
central Tunisia in two principle ways:

1) By retraininy currently under-utilized and ineffective
paramedical personnel and restructuring their job des-
criptions to reflect their increased skills.

2) Strengthening the internship procram in preventive medicine.

Recent figures indicate that the number of paramedical and medical
personnel in the three provinces of central Tunisia has increased since
Design Study II (Appendix II C gives current staffing levels). Kasserine
has greater numbers of persinnel than Siliana and Sidi Bouzid in all cate-
gories. Therefore, it is anticipated that there will be sufficient
personnel available to staff facilities at least at the levels which FhC
regarded as minimal.

Long-term staffing is dependent, however, on national training,
recruiting and staffing patterns. Recent changes in these areas will have
an impact on the personnel available for assignment and training in
central Tunisia.

Physicians: As the Tunisian system of primary health care has deve-
loped, the physician plays a central and critical role even when he does
not, personally deliver all of the services. The physician:

delivers services, not all of which require high levels
of skill and training

serves as the point for referrals, legitimizing the entire
system (including peripheral, non-medical personnel)

bears the major burden of training paramedical
personnel in both formal and non-formal contexts

. supervises and provides legal coverage for paramedical
personnel performing preventive and curative acts

. is the catalyst for instilling enthusiasm, motivation and
high performance in primary care workers

is the most effective promoter of innovation in the health
care system

. plays an important administrative role in health delivery
systems

Despite the fact that there is a shortage of physicians, especially
Tunsian nationals, in rural areas (Appendix II C), there has been no
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reduction in the scope of work they are expected to fulfill. This shortage
and the inability of the few over-extended physicians to meet these unreal-
istic expectations are the principle causes of the problems in the rural
health care system.

Tunisia is attempting to solve this proolem by: 1) assigning MOPH
physicians on a more equitable basis (in 1973, Tunis lost 38 MOPH physi-
cians while the rest of the country had a net gain of 49, (Appendix II C);
2) increasing medical school enrollments and developing community medicine
programs and internships; and 3) encouraging medical school involvement with
rural areas by dividing the country between the three medical faculties.
(Tunis' area includes Siliana, Sousse's Kasserine; and Sfax's Sidi Bouzid).
Because of the critical roie of the physician and because the number of
medical students has increased markedly and will peak in the next few years,
the portion of the RCH project addressed to strengthening the internship
progr n will be particularly important.

Senior Medical Technicians: A recent change in paramedical training
has been to raise the level of certain categories of nurses to that of
senior medical technicians. Training for these categories is conducted by
the medical schools and entrance requirements are higher {the baccalauréat).
This change affects mid-wives, x-ray technicians, nutritionists and others
(Appendix III C.2).

The question should be raised if increasing entrance requirements and
length of training will have the effect of reducing personnel available to
staff rural and provincial facilities especially in such important cate-
gories as obstetrics, x-ray, and nutrition. This is of particular concern
since Kasserine and other rural provinces are already understaffed in these
categories vis a vis the national total. For example, as of June 1979,
there were no x-ray technicians in any of the three central Tunisia pro-
vinces (Appendix III C.2).

Furthermore, the training in the medical schools may not be appropriate
to the integrated approach supported and needed in rural areas. In the case
of the mid-wives, they have been almost totally supplanted by the new
category of senior medical technicians in obstetrics (Appendix II D.3).
Their training, emphasiziny obstetrics, is inappropriate to the more general
approach needed in MCH centers and rural facilities. Officials working in
integrated health facilities in Tunis have found that these new workers
have to be reoriented to the more integrated approach through in-service
training in order to serve as effectively as lesser-trained mid-wives.
Because of the importance of mid-wives to rural programs, the RCH amendment
might include some activity in the form of internships or field activity
directed specifically to this new category.

Other Paramedical Personnel: Paramedical personnel include hospital
nurses, specialized nurses and public health auxiliarjes. This latter cate-
gory includes the aides-soignants and agents de santé and is the category to
whom much of the training efforts of RCH will be directed.
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Experience with this category of worker in Medjez E1 Bab and other
pilot projects has helped to clarify the future roles they may be able to
play in rural Tunisia. The approach employed sc far can be characterized
as essentially cautious. It is still illegal for paramedical workers to
“practice medicine". Paramedicals in existing programs offer curative
services only under close medical supervision. For example, at Medjez El
Bab, although these workers play an expanded role, medical personnel super-
vise the daily schedule of activities of non-medical workers.

Paramedical persconnel are trained at 14 Public Health professional
schools lucated throughout the country. There is, however, no public health
school in central Tunisia. Plans to build one in Kasserine appear to have
been dropped. Currently, students from the three provinces of central
Tunisia go to the schools in Gafsa and Le Kef or elsewhere for training.
(The team has requested statistics for the percentage of students currently
enrollec who are originally from central Tunisia). In theory, workers are
assigned th—oughout the country after graduation without regard to origin.
In practice, it appears to be difficult to attract personnel to rural areas
on a permanent basis unless they are from that region. It needs to be
determined in the near future if Central Tunisia will suffer from short
falls in trained paramedical personnel in the Tong run because of the lack
of local training facilities and under-representation in the ex*sting public
health schools. If this is so, as it appears likely, it also needs to be
determined whether such measures as supplemental local training or concours
specifique might be taken to increase future available personnel levels in
central Tunisia.

Community Health Workers: Despite the commitment to a proliferation of
health facilities and health personnel in rural areas, there appears to be
a need for greater and more direct contact between health personnel and
rural people especially in certain public health campaigns which need near
universal participation, in dispersed areas where access to health services
is difficult and infrequent and where movements are circumscribed. A
number of pilot outreach projects, particularly those in family planning,
have found it useful to add a low-level female worker to extend1 ealth
services to the household and to facilitate contact with women.~ In some
regions, social workers (assistantes sociales) from the Ministry of Social
Affairs have cooperated with the MOPH on an ad hoc basis to provide such
comminity health services.2

Y Notably the Dutch ‘Le Kef project, community based contraceptive
distribution projects in Bir Ali and Jendouba, family planning education
in Kasserine (FPIA), and integrated services in Mahdia (ASDEAR).

2/ The category of assistante sociale was formerly part of the Ministry
of Health and Social Affairs. When this ministry was divided into
the Ministries of Health and of Social Affairs, the latter was assigned
the assistante sociale.
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MOPH officials have considered the possibility of introducing a female
worker, an aide familiale, a3 a new cadre of worker. However, this has
been rejected both on an experimental basis in the Medjez E1 Bab project
and as part of the national health program for two reasons, briefly
mentioned above. The first is bureaucratic. A new job category would have
to be created in the civil service statutes. However, the need to recruit
female workers willing to remain in rural areas who might have little
formal education, might conflict with the necessity of meeting educational
requirements for government employees. The second, and more fundamental
reason, is financial. The MOPH estimates that 6,000 aides familiales
would be necessary for national coverage (1:1,000). At approximately
$100/month per worker, the estimated annual cost would be $7,200,000,
considered prohibitive.

A more feasible appreach is 1) to continue to work on an ad hoc basis
with the Ministry of Social Affairs' workers with the hope that this link
may be formalized in the future, and 2) to involve workers from other
ministries and local offices for orien*ation and cooperation in specific
health campaigns. In addition, in the ‘ontext of an ongoing project, it
may be possible to experiment with other forms of community participation
and outreach. In addition to the coope.ation of individuals such as
religious leaders and businessmen, five bases for contact and participation
may be considered.

1) Omda: The lowest level of political organization is the Omdat,
headed by the Omda. Appointed by the delegate who, in turn, is appointed
by the governor, the Omda may have considerable political power as well as
daily and intimate contact with the population in his area. Currently,
he plays a role in health programs, recording births and deaths; determining
which families qualify for indigent status and thus for social service
programs including health care and child feeding programs; and motivating
the population to participate in government programs. In some cases, the
wife of the Omda has also played an influential role, for example, in
motivating women to accept birth control. In Kasserine, there are seven
delegations and 80 Omdats (1979).

2) The Neo-Destour Party: The Tunisian political party and the
associated women's organization, the Union Nationale des Femmes Tunisiennes
(UNFT) play a significant role in educating and motivating people with
respect to government programs. Historically, the UNFT, in particular,
has been active in family planning education, primarily in urban areas.
They have had education and handicraft training programs in rural areas
for girls. The number of Destourian party cells in Kasserine has recently
increased from 96 to 162.

3) Kinship structure: Kinship in central Tunisia is generally
traced through the male line. Groups of brothers, patrilineal extended
families and clans are important social ‘and econemic units, often serving as
the basis for residence, social ties and marriage, and access to land,
animals and water. It is advisable to be aware of and to respect clan lines
when identifying a community health worker or programming home visits. Aides
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familiales operating with the Kasserine family planning program have faced
difficulties when attempting to operate across clan lines.

4) Traditional practitioners: Traditional practitioners, especially
traditional birth attendants (gablas), continue to play an important role
in central Tunisia despite the fact that they are operating illegally and
against MOPH policy. An estimated 90 percent of births in Kasserine occur
at home attended, in many cases, by traditional birth attendants. Some
pilot projects have estaplished contacts with gablas and given them
instruction in sterile techniques and, in at least one case, supplies.
However, it is unrealistic to expect that any formal program could be
developed in the near future without a major and unexpected national policy
shift. Currently, the women themselves are reported to be wary of official
contact because of fear of reprisals. An attempt by family planning
officials in Kasserine to establish a training program directed at gablas
failed because the women were suspicious and refused to participate.
Finaliy, the informal nature of the role of gabla poses some problems.

Many function only occasionally and informally, as birth attendants. Only
a few have a wide reputation and attend many birihs. Because of these
factors, and because many rural women give birth unattended, even by a
gabla, an educational program on pregnancy and birth reeds to be directed
at a wider audience than traditional birth attendants.

5) Schools: School health is supervised by a school nurse or,
where there 1s none, by the itinerant nurse. Responsibilities include
preventive tasks such as vaccination, inspection, following cases of con-
tagious disease and referral of suspected cases to a physician, as well as
supplying teachers technical assistance in health education. The team
suggests that the TA team explore the needs and potential for school
participation, directed at the students themselves as well as to the larger
community through a child-to-child or child-to-family program.
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IV. Health and regional development

While the importance of health-related factors in regional development
projects is often strassed on paper, in reality, healtnh is rarely considered
as a critical area of intervention. Programs with reqional economi. goals
usually emphasize projects with direct ard measurable economic impact, ofter
to the exclusion of projects with more indirect effects.

This is soecificallv the case in central Tunisia despite the fact that
the proposed expansion of the Rural Community Health project would formally
be a sub-project of the larger Central Tunisia Rural Development {CTRD)
project. In part this reflects the fact that the Tunisian implemerting
organization, the Central Tunisia Development Authority (CTDA) has only
recently received legislative approval and is still an embryonic body.

Its initial focus is thus, necessarily, on consolidating its regional
political base and on developing projects with immediate and demonstrable
economic impact; primarily those related to agriculture.

The CTDA has not yet defined an expanded role for the future in the
area of health. Organizationally, there is a Health, Nutiition and Family
Planning section under the Division of Rural Services. Dr. Daly, the
Regional Director for the Gafsa Public Health Region (which includes Gafsa,
Sidi Bouzid and Kasserine provinces) has been appointed head of this section.
As no other members of this section have been identified, it exists, so far,
only on paper. In an initial discussion of the topic of health in regional
development, Mr. Bougateff, the Director of CTDA, made it clear that the
CTDA supports the health prodrams and priorities envisioned by the GOT/MOPH.
However, the CTDA has neither the staff nor the resources to initiate or
administer health projects.

Furthermore, national health programs are run almost exclusively within
and by the MOPH. The MOPH has 1ittle history of inter-ministerial or inter-
agency cooperation which would bear on the implementation of a recional health
project. Within the MOPH, the National Office of Family Planning and Population
probably has the most experience in inter-ministerial coop=ration, especially
in the realm of health education. Nevertheless, the MOPH is willing to
cooperate with the CTDA in a multi-sectoral approach but sees, as does the
Mission, that the initiative for such an integrated approach needs to be
Tunisian and originate primarily within the CTDA.

Fostering a multi-sectoral approach to socio-econormic development is a
long-term undertaking. As a first step to encourage the integration of
health into the CTDA's approach, the team recommends that the GOT and USAID
consider steps to strengthen the CTDA's capacity to gather and analyze data on
the interrelation of health and economic factors. Specifically, the team
urges that the CTDA consider including in its planning unit, a health or
social planner who could bring a holistic approach to socio-economic develop-
ment planning.
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In addition, such advisory groups as the Universities of Wisconsin and
Cornell should be alerted to A.I.D.'s concern with health as an integral
part of regional development and supply advisory staff who can bring these
concerns to the fore. 1/ As a consequence, base line evaluation and monitering
data should: (1) Use health and nutritional status indicators as important
base line indicators of the quality of life (in addition to the economic and
consumption oriented indicators now used), and examine the impact of projects
on these indicators, i.e.:

The impact of switching from grain farming to
irrigated gardens and cash crops on family

diet. Cursory observations suggest that fresh
produce grown in garden plots is usually shipped
for sale in urban areas and may not find its

way to local tables. In addition, purchased
food is often of little nutritional value --
coffee, tea, sucar and white bread -- so that
overall, the irrigated gardens may have an
unintended deleterious effect on local diet;

Improved availability and cleanlinsss of
water sources may result in a reduction in

infant mortality and morbidity, especially when
combined with an effective educational campaian.

(2) Examine the interrelation of health and economic factors and the influence
of health status on regional socio-economic development, i.e.,:

Determine the relation of health status of
a worker and his family with such economic
factors as productivity and absenteeism;

Ascertain the importance of female agricultural
labor and the significance of reproductive
behavior and maternal and child health to
agricultural productivity.

Such integration on the level of research and planning may provide the
Tong term basis for future multi-sectoral cooperation and nroject execution
which will be more than mechanical or externally imposed.

1/

-~ An.informant survey questionnaire prepared and administered with Cornell
University in the fall of 1979 as a CTRD baseline survey almost totally
ignores health, nutrition and population as socio-economic indicators.
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1. Models of Rural Health Infrastructure
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Appendix 11 A.1

000" Binars

I. Total GOT (Recurrent Budget

11. MOH (Recurrent) Budget

A,
B.
C.

Au
Un

thorized expenditure

foreseen expenditure

Total (consolidated) Budget

11

/1 in %

Detaiied MOH (Recurrent) Budget

“Breakdown

I. Minister of i‘ealth & Cabinet

11. Uperations

(Article 30) Civil Servants

{Article 31) Tomporzv./contractual personnel

(Article 32) Fericpent unstilled workers

(Article 33) Ad-hoc/temporary personnel

Subtotal (Salaries)

(Article 40) (Administrative) Supplies/Materials
(i.e., rents, utilities, fucl, furniture, uniforms, etc.)

(Article 41) Transportation/Per Diem

Subtotal

(Article 50) Hospitals (includes institutes, centers,
regional hospitals, etc.)

Total (III)

1I1l. Public Interventions

(Article 61) Office of Family Planning

Office of Thermal Spas

Subtotal

Cultural Activities

(Article 80) Contributions to International
Organizatinns (transferred to Ministry of
Foreign fffairs since 1979)

Total (IV)

Source:

udget de 1'Etat (Titre ler), Ministere

de Ta pubTique

NA = Not Available

*

Percentage does not include unforeseen expenditure

Ministry of Health Recurrent Budget
reakdown

1977 1978 1979

00

35 417 44 130 51 462
3 826 2 640 NA

39 243 46 770 51 462

9.0% 9.0  8.23.

30 35 22

4 831 6 299 5 570

159 172 177

683 369 430

4 4 4

5 677 6 844 6 181

584 510 592

173 166 193

757 676 785

28 158 35 580 43 370

30 592 43100 50 336

NA 484 554

NA 420 450

706 904 1 004

87 89 100

2 2 0

795 995 1104



IT A.2

base Salary

Public Health
Aux

Public Health
hurse

{Specialist)
Nurse

Technician
Superieur

Physician

Month

92.837

116.462

137.G87

144,212
$30.000

* *k
Averace Salary for 0Pk Personnel (Dinars)

Allowances/Mo.

Risk

15.600

15.000

15.000

15.000
15.000

*Assuning 10 years experience

Family

8.400

€.400

8.400

8.400

**TL 1.000 = $2.50

Source:

D.A.F., Government of Tunisia

General

16.666

20.000

25.000

25.000
40.000

(1979)

Total
Salary Per
Month

13%.000

166.000

191.000

199.000
590.000

Total Salary
Per Year

1670.000

1299.000

2300.000

2386.000
7080.000



Appendix II 4.7: Standard Dispensary Bquipment List and Cost
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(Suite)

~ MEDICAL

EDICAL -

{ Poire & lavement O.R.L.

3 Haricots

1 Crachoirs sur pied

- {0 Fissettes pour alcool

- 12 Paires de gants

- 12 Paires de doictiers 2 1 doigt

~ 12 Paires de doigtier & 2 do i:ts

- 3 Verres graduész (dimensions diverses) 125 -~ 250 = 500

- 2 Bouilleurs émeillés

2 Cuvettes énaillées (grand modéle)



Health Facilities in Tunisia, 1979
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Health
Facility

Provinces

31

18

20

TUNIS

LAGHUUAN

18

BIZERTE
NABEUL

13

33

1n

33

SOUSSE

33

MONASTIR

14

24

MAHCIA

20
66
53

KAIROUAN

SFAX
GABES

50
39
21

MEDENINE

GAFSA

SIDI BOUZID

14
2

17

KASSERINE
JENDOUBA

26

20

14

LE KEF

13
21

SILIANA
BEJA

126 22 13 16

503

102 10 79

30

49

20

TOTAL

Not including combined Maternity/MCH Centers



II.

A

Health Facilities in Central Tunisia, 1977-78

PUBLIC HOSPITALS PRIVATE HEALTH CENTERS AND PQOSTS , TRAINING SCHOOQLS
= s —_ o =~ hag
= 3 3 3 s g 2 5128 5 %¢
= - e . a - Pt — - c c c c.c [
< @ N - N — ©n - - 2 [ = - ~ v O Q o v wn [ ]
“ |5 ®E BE =m 28 & » 2 y P w2 z 2 ECe Lo 2l £ 27 Qe
Province 2 25 S22 §2 ES T g g 2 3 2 28 o & g8 Sy £33 Sgsl 5 T Tk ET
s a8 28 = 2S5 Eo gl = Ic c —wn L w on mw >gc weicl o« OO UE o -
= fL o— g0 o ExX = ) £8 28 &= & & 52 & 588 228 &2 22 &8 £a
77 /8 77 718 77 78 7778 7778 7778 7778 77 78 7778 77178 77T 78 77 78 7778 7778 7778 7778 7778 17 /8 1778 /778
F_NF
1. Sidi Bouzid 0 0 O 0 O O 1 1 11 0 0 6161 NAODO 3 1 NAO NA Of19121INAl 0 O O O NA 1 NA O 090 O O O O n
2. Silizna 00 00 OO0 11 3 3 0 0129129 NAQ 6 4 NAO NA O] 3{13|INA{ 4 4 7 8 NA 1 NA O O O O O O 0
3. Kasserine 00 00 0O 11 4 4 0 0176176 NAO 1 5 NAO NA Of 4j20117 5 5 7 7 NA 1 NAO 0 0 O O O a
a. JAusserine 1 41 2 2
b. <Shiba 1 31 4 2
c. Sbietla 1 3; 3 1
|
d. Thela 1 5 4 2
e. Feriana 2 3 1 5:4 0
-~ " i
Total 5 5 6 6 7 7 1920 49 49 9 8 2 2 NA3094102 NAIO NA 6[407 501 NA| 79 79 82 126 NA 22 NA 13 NA 14 NA 3 NA D NA
(a1l provinces) i

Sources: 1) Donnees Statistiques Sur 1'Activité de Sante Publiqué en 1978 et 1977, Ministére de la Sante Publique

2) Office of Planning and Statistics, (MOPH)



Appendix II C.l: FPhysicians by Provipce, 1977-79

Moil PRIVATE TOTAL TUNISIAN EX PATRLATI:S PUPULATION POP/PUYSICIAN
yms ym A U8 1Y A Yl Y A\ /18 1/19% 1/18 1/79% 7 79 7 v A

Kassarine 17 18 +1 2 1 -1 19 21 +2 5 5 1 13 230,328 23%,106 13,175 11,195 -1,980
Siliana 9 10 +1 1 3 +2 10 1nmw +1 2 2 8 8 196,539 198,506 19,654 18,046 1,608
Sidi Bouzid 9 8 -1 2 2 KX 11 10 -1 2 2 9 6 228,811 256,h62 20,801 25,6h6 +L,845
Tunis 526 488 -38 1M 211 ko 697 699 + ¢ 611 405 86 V&) 1.03M 1,03 1,k83 1,u83 1]

Zaghouan 1n 1 N T 5 =2 18 16 -2 12 6 6 5 21h,220 219,383 11,901 13,711 +1,810
Bizerte 72 6 -10 17 21 89 83 -6 3 19 53 L 356,543 363,139 4,006 4,375 + 369
Nabeul ST 65 +8 17 13 b Th B +4 L3 ko 31 23 392,049 hok,596 h,298 5,187 - 111
Sousse 93 98 +5 27 28 4 120 126 + 6 85 6 35 36 268,534 275,785 2,238 2,188 - 50
Monastir 37 by + U4 5 9 + L2 50 +8 13 15 29 26 236,051 242,778 5,620 4,855 - 765
Mahdia 16 18 +2 h I 17 22 +5 2 3 15 15 234,690 235,133 13,817 10,687 -3,130
Kariouan 32 33 +1 5 3 -2 37 36 -1 13 8 L 25 355,057 36',¥23 9,596 10,131 + 535
Sfex Th 86 +12 30 33 +3 0 119 +15 67 S1 37 35 495,518 506,172 L,765 4,253 - 512
Gabes 38 37T -1 8 9 # L6 46 NC 17 6 29 29 275 ~<® 274,333 5,995 5,963 - 32
Mcdenine 27 33 +6 i 1k e by 7 + 4 24 12 17 21 304,50, 310,Lbus  7,h27 6,605 - B22
Gafse 30 36 +6 1 2 +# 31 B +7 7 6 =24 28 249,056 253,96k 38,03L 6,683 -1,351
Jendouba 21 21 + 6 T 5 2 28 32 +h 11 3 17 24 309,064 513,855 13,038 9,8u7 -1,231
le Kef 28 33 +5 6 T +1 3 . Lo +6 10 6 24 26 s, 798 242,366 7,229 6,059 1,170
Beja 22 26 + U 1 1 K 33 37 +h 17 11 16 15 255,733 259,289 T7,™9 T,007 - Th2
TOTAL 1,19 1,130 332381 1,451 1,511 977 L7h 451 5.9M 599 L,067 3,96 - 101

NOTE: # Includes only those practising in the public (1.e. umder the MOH) gec .+
NC = No change

A [ Chuge
M = Million

Source: Office of Planning and Statistics, Ministry of Public Health




11 C.2 Paramedical Personnel by Catcgory and Province, 1979

= . x z 8 E e B2 r L L
Sgp 8§ 28 BEow E FC E oo uoif BE oo op B OB
E £ 8 8 32 5 3£ 8 5 z g5 z E£ 2287 £3 E £2 5 3§ B
PROVINCES = &FF =2 Fe o8 == o = 8 & oF g 90 8= o

TUNIS 48 8 144 86 8 8 71 31 15 20 43 2 15 103 20 203 34 1258 1259 3351 12 3 563
ZAGHUUAN - - 10 - 1 - - - - - - - - 2 - 2 - 49 n 135 - 135
BIZERTE 1 6 30 8 1 - 7 - - 2 - L 5 8 3 21 7 251 283 633 2 635
NABEUL 2 12 3 5 1T - - 2 - - - 1 1 10 6 21 5 162 200 506 - 506
SOUSSE 112 52 16 8 - 8 - 1 6 - 10 8 30 9 36 3 318 206 765 9 774
MONASTIR - 5 28 7 2 - 3 1 - - - 2 1 5 7 15 5 148 220 449 - 449
MAHDIA 1 2 8 2 1 - 1 - - Tt 1 1 14 P 5 - 110 120 281 1 282
KAIRQUAN 1 66 23 4 - - 1 - - 2 - 5 - 9 4 7 2 157 270 491 1 492
SFAX 2 9 49 19 7 - 6 1 - 1 5 1 3 42 6 39 7 406 312 915 7 922
GABES - i 2 1 2 - 2 - - 1 - - - 14 3 12 22 163 192 416 1 417
MEDENINE - - 16 4 - - 2 - - 2 - - - 8 5 5 1 148 13¢ 331 1 332
GAFSA 1 329 5 2 - 3 - - - - 1 - 13 2 15 2 147 231 454 1 455
SIDI BOUZID - 1 13 2 - - - - - - - - - 2 i 4 - 56 7% 154 - 154
KASSERINE - - 16 2 - - - - - 1 - - - 2 1 4 ' 67 121 215 - 215
JENDOUBA - 1 14 1 - - - - - - - - - 6 - 5 3 66 188 284 - 284
LE KEF 1 - 15 3 - - 1 - - - - - 1 2 - 6 1 8/ T3 290 1 29i
SILIAMA - - 0 - - - - - - - - - - 1 1 1 i 38 77129 - i29
BEJA 2 3 n 3 1 - 2 - - 1 - 1 - 3 4 n 3 138 148 337 1 338
OTHER - - 8 2 - - 1 - - 2 ! 2 2 3 s 4 1 26 - 60 - 60
TOTAL GENERAL 60 149 5§53 170 130 8 150 34 16 39 43 46 37 277 84 a6 78 3795 4 365 10 296 37 10 433
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Public llealth

Hospital
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For the Academic Year 1978 / 1979, Tunisia
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I1 D.3 GRADUATES OF THE SCHOOLS OF PUBLIC HEALTH AND

THE MEDICAL FACULTIES IN MIDWIFERY: 1957 - 78

f o i fSenior Medicalf
: Year . Md-wives stetrical . Technicians | TOTAL
: : : Nurses :
. . . Mbstetrics

1957 ; 11 ; ; ; 11

% L 6 T

s g st s, 124

61 : 18 ; : : 18

62 ; 8 ; ; ; 8

63 ; 8 ; : i 8

64 f 11 : f : 11

65 ; 7 ; , : 7

67 ; 17 ; ; ; 17

69 , f 12 f f 12

oL B 13

71 : 22 : : : o0

72 ' 21 : : : 21

I R S

Th : 6l ; ; ; 6k

75 : 58 ; ; : 58

76 ; Th : : : 7

78 ; 11 ; : 63 P 10k

ToTAL/ 513 : 36 : 93 . 2/




IIT A Kasserine Province Title | Health Sector

Budget by Circumscription]

1974 1975 1976 1977 1978 1979
Circonscription P M T P M T P M T P M T P M T P M T
KASSERINE 145.3 39.4 184.7 181.6 47.2 228.8 230.6 49.8 280.4 235.7 53.3 289.0 322.9 66.2 389.1 417.8 73.2 491
SBEITLA 185.5 11.3 298.5 25.5 12.1 37.6 39.1 12.9 52.0 34.6 13.9 48.5 49.2 14.6 63.8 59.7 15.9 75.6
THALA 9.3 10.9 2C.2 1.6 11.7 23.3 17.0 12.4 29.4 15.1 13.4 28.5 26.2 14,1 40.3 31.5 15.5 47.0
FERIANA 3.9 5.8 9.8 4.7 8.5 1.2 10.1 7.2 17.3 7.9 8.1 16.0 19.5 8.6 28.1 22.8 10.0 32.8
SBIBA 3N.7 83 1.5 1.5 4.0 13.2 7.9 10.0 17.9 7.0 11.0 18.0 15.6 11.6 27.2 20.0 12.8 32.8
TOTAL 180.5 75.7 255.9 227.6 86.7 314.2 304.7 92.3 397.0 300.3 99.7 400.0 433.4 155.1 548.5 551.8 127.4 679.2
DINARS

Y 1n '000 dinars

KEY:

1 Dinar = $2.50 P = Personnel
M = Material
T = Total

Source: Office of the Regional Hospital Administration, Kasserine Province (1979)



i1 B. MOH Personnel

Kasserine Province

—

1974 1975 1976
P PM W P PM W P PM
KASSERINE
Total 10 121 32 10 130 34 10 112
SBEITLA
Total 1 9 21 1 9 21 1 9
THALA
Total 1 6 6 2 6 6 2 6
FERIANA
Total 1 4 1 1 4 1 1 4 .
SBIBA
Total 1 2 2 1 2 2 1 2
TOTAL 14 142 62 15 151 64 15 133
Key

P= Physician
PM= Paramedical
W= Worker (i.e. drives, cleaners, etc)

Source: Regional Hospital Administration, Kasserine Province (1979)
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135

23
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It c

HOSPITAL ACTIVITY IN KASSERINE PROVINCE BY CIRCUMSCRIPTION

Number of Number of Health Number of persons Number of hospital days

Patients Seen Care Acts Administered ‘hospitalized

76 77 78 76 77 78 76 77 78 76 77 78
KASSERINE 85181 89562 99104 138922 153516 125648 4073 4282 5830 24637 24988 22894

Pl
SBEITLA 26492 25842 22884 39914 54360 42033 773 694 604 7305 7539 5110
THALA 26183 28933 30641 55634 64541 85410 469 550 557 4010 3824 4245
FERIANA 25453 28624 25857 41600 38670 47037 614 518 373 251 2416 2087
.

SBIBA 12733 12622 16228 29941 25282 25016 623 622 664 5682 5422 427N
TOTAL. 177042 185583 194714 306011 336369 352144 6552 6666 7228 44225 44189 38677
Source: Office of the Regional Health Administration, Kasserine Province (1979)



III. D. Preventive Medicine in Kasserine
Province: Number of Vaccinations Administered

CHOLERA SMALL POX RABIES POLIO DPT BCG TYPE OF
VACCINE

< WD W N Ol O W N @ < W0 WO I~ © < W W M~ @ <+ W WO I~ <t 0 W M~ YEAR

~ ~ M~ N~ M~ S PN IS S [ S O e T e S M~ N NS NN S ~ PN IS I~ I~ M~ PN SN N S

O O T ™M — I~ ™M & © NN MW M om NI~ oM bl o0 0 o b Ho W & & o Number

~ O O M~ O T O N O < O N — W O o N N~ 0 N o fldN o & o

N~ ™ o™ O O O F O <+ < 0 OV o oo gl Oo~Na F - T < of

W o o~ <l VW W o oW W W Sffw © 0w allod — o ~ Vaccinations
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Source:

Office of the Rerional Health Administrator, Kasserine Province (1979)



II1 E, Preventive Medicine in Kasserine Province: 1Number
of Activities in Environmental Health

Kasserine ||Sbeitla Feriana Thala Sbiba DELEGATION

OO0 |levor~o WO~ (oo~ [PV~

M~ SN~ M~~~ P~ P~ D~~~ ~ b~~~ I~~~ N~~~ YEAR
Number of

ocoowo j[lvor~raa |[PpPooue |[bowe—o O M < . e

Voowo | |[KOoONoOow [dog~ |[Fouado Activities

NORNO® |[Mwvwo <« N oNn | B~~~ o O —

NN r— NN N M AN L\.l(\.lr—(\ll-— (NN AN N — N r— O\ —

1/ disinfecting wells, marked inspection, etc.

Source: Office of the Regional Health Administrator, Kasserine Province (1979)



'IV. List of Contacts

The team wishes to acknowledge and thank the following people for their
assistance and cooperation in preparing this report:

ALD/W
W. Oldham - NE/TECH/HPN
B. Turner - NE/TECH/HPN
M. Huntington - Tunisia Desk Officer
P. Benedict - NE/TECH/SA
G. Langley - NE/TECH/RD
G. Miller - NE/TECH/RD
E. Maguire - DS/POP
M. Thorne - NE/TECH/HPN
R. Carlson - NE/DP/NENA
AID/Tunis
W. Gelabert - Mission Director
E. Auchter - Program Evaluation Officer
0. Harper - Officer of Health, Population and Nutrition
A. Bach Baouab - Health, Population and Nutrition Office
A. Getson - Population Officer
P. Demongeot - Chief Rural Development Officer
J. Fligenger - Chief Agricultural Officer
C. Zarg el Ayoun
R. Slusser - Capital Development Officer

Ministry of Health/Tunis

Mme. J. Daghtous - Director of International Cooperation

Dr. H. Rejeb - Project Manager

Dr. T. Nacef - Director of Preventive and Social Medicine

Mr. Mekki Chekir - Director of Planning and Research

Dr. Chakroun - Director of Paramedical Training

Mr. Aissi - Division of Planning and Research

Mme. Gienza - Division of Planning and Research

Mr. E. Kabboudi - Division of Planning and Research

Dr. Belgacem Znaidi - Medical Director, Northwestern Health Region

Project in Integrated Medicine, Medjez el Bab

Dr. Belgacem Sabri

Kasserine/Regional Hospital

H. Mlika - Regional Hospital Administrator



National Children's Institute

Prof. Bechir Hamza
Dr. M'Henni

Dr. Chamakh

Dr. Khadraoui

Dr. Lakhoua

Office de Developpement de l1a Tunisie Centrale

M. Bougatef - P.D.G.
CARE

K. Jesceneky - Faculty of Medicine, Sousse
E. Mahjoub

The World Bank

M. Bernard Hubert
Mr. Aubrey Williams
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