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. INTRODUCTION
 



I. INTRODUCTION.,
 

A. BACKGROUND;AND APPROACH 

Family Health Care, Inc. (FBC) visited.Tunisia in 

February, 1976 at the request of!USAID and the Ministry of 

Public Health, with the task of identifying -issues and 

recomendations for arhealth sector program. The assessment 

resulting from this ,visit was entitled "A-Review of Health 

Services Development in Tunisia"',(March, 1976). Later in 

1976, a program of rural health ,services for the provinces 

of-Siliana and Sidi Bou Zid was proposed by*the Ministry 'and 

discussed Vith AID. At a meeting of the Joint Commission in 

October, 1976, a formal proposal was presented to AID/Wash­

ington. As a result of these discusSions~Vrepresentatives 

of the Tunisian Ministry of Public Health1visited the United 

States and Canada in November," 1976 -to study certain aspects 

of the American and Canadian health care delivery systems. 

-This Mobil Seminar was conducted by FHC.,Shortly after its 

completion, a Family EHealthCare teem went to Tunis in order 

to assist the Tunisians and LUSAID in the design of a rural 

health service program. The result of that visit was 

a report, developed in collaboration with Ministry'of Public 

Health officialsr entitled "AProgram Proposal for Integrated 

Rural Health Servicesin Siliana and SidiBou Zid Provinces,. 

Tunisia" (February.1977)., This report wets approved in 
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principle by AID/Washington and a Project Review Paper was
 

subsequently developed.
 

FHC was then asked to assist the Government of Tunisia
 

and USAID/Tunis with the further development of a rural
 

health services project. Certain key design issues required
 

final resolution before a Project Paper could be completed.
 

Specifically FHC's scope, of work required that the
 

'
 following areas be developed' in-some detail:
 

I. Functional program description-fbr 'all:facilities
 
that are to be renovated or newly,constructed 
with AID loan assistance; -

II.- Preliminary job definition of front lineworkers
 
and supervisory workers in, or programmatically
 

..:associate with, the facilities referenced in (i)
 
above; ang
 

III 	 Programmatic siting criteria for facilities­
referenced in (I) aboVe.and the initial .spec- "
 
ification of actual sites.
 

Concurrent with the FHC field description of future programst,
 

staffing, training requirements, and siting criteria, an
 

architectural consultant was engaged to work -in.two -other
 

areas 	pars'llel to and inseparable, from FHC,s-charge:%
 

h 

IV. 	 Functional design and preliminary.architectural
 
renderings or schematics of facilities referenced
 
in (I) above; and
 

V. 	Realistic,.,current and projected, future construc­
tion cost-estimates for, facilities referenced in
 
(I).above.
 

To this end, the FHC team and the architectural con­

sultant went to Tunisia in early June, 1977. They immediately,
 



planned an initial series of meetings with principals of 

the Tunisian Ministry of Public Health and with officials of 

USAID/Tunis. Then, a field trip to gather information 

and to discuss the project in detail with provincial health 

and administrative.officials was undertaken. This was 

followed by a final series of meetings in Tunis.during which. 

the preliminary draft'reports were developed.with Ministry 

collaboration. 

The'team members assigned to this project were:-


William J. Bicknell, M.D., MQP.H., Team
 
Leader, Professional Associate of
 
Family Health Care
 

-Carol Carp, Medical Sociologist, FHC
 
Jblia Terry, Research Analyst, FHC- -


Susan Christie-Shaw, Architectural
 

Consultant
 

Dr. Bicknell participated in the review of Tunisian,
 

health services development for the USAID Mission in Tunis
 

in March 19.76. Both: Dr. Bicknell and Ms. Terry partici­

pated in the Mobile Seminar conducted for Tunisian health
 

-officials in the United States and Canada in Novemberr 1976, 

and in the initial development of a rural health system for 

the provinces of Siliana.and Sidi Bou Zid in December, 

1976. Because FHC had worked previously with officials :of 

the Ministry of Public Health, close collaboration was ,' 

..
facilitated,. which obviated the requirement for lengthy,
 

.preliminaryinterviews during this visit.­



The f irst members of the team arrived in Tunisia on 

June 2, and the entire team had' arrived by ,June 5, as had 

the architectural consultant. The first few days of the 

visit were spent in briefings at USAID/Tunis and at the 

Ministry. -Also, comment on FHC's report submitted in 

February, 1977 was elicited. During this time, the team's 

scope of work was submitted in French to the Ministry (see 

"
 Appendix-3). Throughout these meetings, Ministry of.Public 

Health and USAID officials, as well as Ms. Christie-Shaw, 

participated actively and cooperatively with the FHC team in 

planning the rather extensive amount of detailed work which 

had to be accomplished .ina short period of time., 

The team left for the field on June 9, accompanied
 

by Mr. Robert Slusser (USAID/7unis Captal Development
 

Officer), Mr. James Keyser (AID/Washington anthropologist),
 

and!'Ms. Christie-Shaw. The following day, Mr. Wassim 

Mahmoud (an'architect-from Tunis) joined .the group and 

worked closely,with both teams until their departure from
 

Tunisia. The group was accompanied during the entire field
 

trip by either the Provincial Health Administrator (Mr.
 

Azzouz Gharbi in Sidi Bou Zid and Mr. Abderrahman Gharbi in 

Siliana), or a senior-member of their staff. 



During the field trip, the team visited some 38 

'facilities and met with numerus individuals, including th ' 

Governors and-Secretaries-General of both.pribvinces; town
 

officials and townspeople; health administrators;,.dispen­

sary supervisors; physicians; nurses and other he.Ith
 

workers in different services and at varioud eveIs of the Y~ 

health system;, civil engineers responsible for health 

facility construction; a foreign contract technical assis­

tance:doctor; and many others,- A list-of individuals
 

interviewed follows on: pages 8-11.
 

Throughout these visits and meetings in Siliana and
 

Sidi Bou Zid, the team shared: its current thinking in the
 

different areas of project development with the individuals
 

concerned, and their respons have had significant impact
 

on this report:. 
" inten-


sive, preliminary report deVelopment in Tunis,, again in
 

close collaboration with Ministry and USAID officials.. The
 

first draft was presented in,English on June 14, and after
 

detailed discussion over a two-day period, a second draft
 

was written and completed onJune 17. -This paper was then
 

translated into French and both the-English and the French
 

versions submitted to the Ministry on June 21, the day before
 

the last team members departed. The final version was sub­

mitted jointly with the draft architectural report prepared
 

The field trip was 'followed by four Odaysof 
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(The FHC drafts are included with
.MbyNs. Christie-Shaw. 


-hisreport as Appendices 4 and 5.)
 

The present report is an enlargement upon the 
informa­

tion, ideas and pr:oject rationale developed and 
agreed on
 

during the team's June visit to.Tunisia. It is reflective
 

of many formal and informal meetings .and working sessions
 

with those Tunisian counterparts-who will be,responsible for
 

coordinating and directing the:proposed project-in Siliana
 

and Sidi Bou Zid.
 

Family Health Care emphasizes the importance of,
 

reading this report and architect Susan.Christie-Shaw's
 

paper in conjunction with each other; they were undertaken
 

as joint projects and each isIcomplementary to the other.
 



B, 	 LISTING OF INDIVIDUALS INTERVIEWED BY FAMILY 
HEALTH CAR~E, INC. 

Dr.,Hakim Abderrazak, Tunisian Physician, Bou Arada
 

Ms. Amara, Midwife,,Maknassy
 

Dr. Ammnar, Intern in Preventive Medicine, Siliana
 

Dr., Raouf Ben Ammar, Regional Health Inspector Designate,

Ministry of Public Health
 

Mr. 	Hachemi Amri, Governor, Sidi-Bou Zid Province
 

Mr. Habib Arwafi, Civil Engineer, Ministry of Equipment, Siliana 

Mr. Asnawi, Hospital Supervisor, Maknassy Hospital 

Mr. Habib Attia, Professor of Geography, University of Tunis: 

Mr. Anwar Bachbaouab, Special Assistant to Family Planning and 
Health Officer, USAID/Tunisia
 

Dr. Bahri, Director of HospitalS, Ministry of Public Health
 

,
Mr. Robert Beckman, Program Officer, USAID/Tunisia
 

Mr. Moncef,Boussoffara, Civil Engineer, Ministry of Equipment,

Sidi Bou Zid
 

Mr. John Burfield, Architect, IBRD, Washington
 

Mr. 	Essaid Chedly, Administrator, Maktar Hospital
 

Mr. 	 Mekki Chekir, Director of Studies and Planning, Ministry
of Public Health 

Mr. 	Mezri Chekir, Director National Office of FamilyPlanning

and 	Population, Tunis' 

Mr.'Hermon S.. Davis, Director, USAID/Tunisia 

Mr. Debmani, Mayor, Rohia 

Ms.s Zohra Derbaly, Midwife, Sidi Bou Zid 

Mr. 	 Mohamed Djebari, Nurse, Robaa 

Mr. 	Abdelmajid Ben Djemaa, Supervisor, Dispensaries-and,

Preventive Medicine Service, Siliana
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'Dr. :Amed Ridha Farah, Director of International Cooperation, 
Ministry of Public Health 

Mr. Whitney Foster, Resident Representative, UNDP, Tunis 

Mr. Maurad Ghachem, Director of Bilateral Cooperation, National 
Office of Family Planning and'Population, Tunis 

Mr. Abderrahman El Gharbi,, Provincial Health Administrator, 
Siliana 

Mr. Azzouz El Gharbi, Provincial Health Admin:.strator, Sidi 
Bou Zid 

Mr. Tahar Ghedira, Architect, Division of Buildings and 
Equipment, Ministry-of Public Health : 

Mr. Mongi Hermassi, Nurse, Rohia 

Mr. Habib Horshani, Nursing Assistant, Bir El.Haffey 

Dr. Abderrahim Iraqai, Palestinian Contract Physician, Bou Arada 

:Mr. Hassan Jesserie, Administrator, Sidi Bou Zid Hospital 

Mr. Lamine Kadri, Secretary-General, Sidi Bou Zid Province 

Dr. Jamel El Kayed, Palestinian Contract Physician, Rohia 

Mr. James Keyser, Anthropologist, AID/Washington. 

Mr. Mohamed Ben Khedder, Director of Buildings and',Equipment, 
Ministry of Public:Health 

Dr. J. Kortleven, Biologist,. Integrated Medicine Project of 
Cap Bon, Nabeul 

Mr. Wassim Mahmoud, Architect, Tunis 

Mr. Abdel Majid, Delegate, Rohia 

Mr. :Herman Marshall, Deputy Director,,USAID/Tunis 

Mr. Mohammed Massri, Omda, Former Deputy to General Assembly, 
El Mansourah (Ben Aoun) 

Mk: Labidi Mouldi, High School Student, El.Krib 

Pr. Taoufik Nacef, Director, Division of.Preventive Medicine, 

Ministry of Public Health, 

Mr.. Abderrazak Rekhis, Secretary,-General, Siliaria Province 
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Mr. Au IRichi, Supervisor# Preventive Medicine Service,,Nabeul 

Mr. Tahar Risgi, Supplies Supervisor, Siliana.
 

Mr Charles Sadler, Assistant Program Officer, USAID/Tunis
 

Mr. Kremie Sadouk, Nurse Hygienist., Ben Aoun .Dispensary
 

Dr. Saffour, Syrian Contract Physician, Maknassy
 

Mr. Sabbara Salah, Dispensaries Supervisor, Sidi Bou Zid Province
 

Mr. Youssef Seybi, Governor, Siliana Province
 

Mr. Alexander Shaw, .Population and Nutkition Projects,: IBRD,.
 
Washington
 

Mr. Robert Slusser,.Capital Development Officer, USAID/Tunis
 

Statistician, Division of Preventive.Medicine, Ministry of
 
Public Health,.,.
 

Mr. Tarifa, National Institute of Statistics, Ministry of Plan 
 .
 

Teacher, Siliana School for Paramedics
 

Mr. Bechir Touati, Party Secretary, Maktar.
 

Dr. Vande Voorde, Division of Preventive Medicine, Ministry
 
of Public Health
 

Mr. Wilbur Wallace, Family.Planning and Health Officer,
 
USAID/Tunis-


Mir. Aubrey Williams, Population and Nutrition Projects, IiRD, 
 -

Washington oe,'
. 

Mr. Tahar Ben Youssef, Special Assistant to the Minister,
 
Ministry of Public Health
 

''Dr. Samir Zoghbyt Director, United:States Peace Corps, Tunis
 

other Persons Interviewed:
 

Various public health personnel in Bou Arada, Gafour, Siliana,

Sidi Bou-Zid, Menzel Bouzaiane, Mezzouna, Er-Rogeub, Es-Saida,

El Kcham, Jelma, Maktar, Kessera, and El Mansourah.
 



afour, and
Midwives and Obstetrical Aidesin Bou Arada, 

$4aktar.
 

Preventive medicine workers in Sidi Bou Zid and Siliana
 

Various private citizens in Kessera, Tunis, El Mansourah
 

(Maktar), and El Mansourah (Ben Aoun)
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C. GLOSSARY OF TERMS 

PERSONNEL
 

personnel mfdical physicians 

;personnel para-mfdical non-physician,health personnel 

auxil'iiire de la sant6 publique general term for publ'ic healthworker 
ouvrier* nskilledworker, e.g. cleaner, 

sometimes an assistant to a-physician 
or-otherhealth worker 

ouvrier spicialisEfi* skilled worker, e.g. electrician, 
.driver, sometimes an assistant to a 
physician or other health worker 

agent de: sant&* health worker, generally in a preventive 
medicine service doing primarily malaria 
prevention (often used lnterchangeably 
with "ouvrier") 

aide hygIniste* environmental health aide 

aide sanitaire* environmental./clinilcal health aide, 

aide soignant* 'clinical.health'aide, usually assigned 
to a dispensary or salle de soins 

aide soignant obstatrique* assistant mid-wife 

auxilIaIre specialis . general ter for specialized'auxiliairy, 
covering the first level of nurses, 
pharmacy and laboratory assistants, etc.. 

infirmier* nurse 

infirmier hygi niste* nurse-hygienist, often assigned to a­
preventive medicine service 

infirmier hospitalier* hospital nurse 

technicien.sanitaire* preventive medicine technician, usually 
a recycled "agent de sant6" 

auxiliaire sup.rleur general term for senior auxiliary,. 
- referring to midwives and other health, 

personnel with three years of spec!.Ilized 
" training following graduation from 

secondary school 

sage-femme mid-wife 

*These terms are indicative in Tunisia of the level of-educatlon and number
 
of years of health training, but not always indicative 'ofthetype of.,
 

.'work being performed by the individual.
 



I surveillant g6nal'I 

.6conb e 

animatrice sociale 


HEALTH FACILITIES
 

salle de soins,I .aid 

dispensaire 


hopital 


PMI (protection maternelle 

.et infantile).


materni;':lta . .;",.-maternity, 


centre de planning familiaI 


clinique de pneumo-phtlsiologie 

service d'hygilne 

centre'de sant6 de base 

centre de sant de base type A 

centre de sant6 de base type B 

...
centre de sant6 de base.type C* 


general supervisor, here usually 
referring ,to a proviciral dIspenszries ' 
supervisor 
administrator, as of, a hospital
 

social/health worker (non-professional)
 

station or treatment room, In
 
Tunisia referring to a locale where no
 
physician consultation Is available
 
(can be physically identical to a
 
dispensary)
 

dispensary, providing at least one
 
physician consultation per week
 

hospital
 

maternal/chid health center, always
 
located in larger towns/delegation seats
 

either free-standing or a
 

bed unit attached to a PMI or hospital
 

family planning clinic, usually with
 
steri Iization -capacity
 

tuberculosis clinic
 

preventive medicine service
 

health :center
 

health-center providing primary care.,

' (1 general med Ical ,Ihosp. taliztn 

.,pediatric and maternity beds)Y, and pre­
ventive medicine services, -ina delegation 

-seat 

health center providing primary care,
 
maternity services (8-10 beds), and pre­
ventive medicine services, serving a
 
population of 5,000-10,000
 

health center providing primary.car'e and
 
preventive medicine services,visited by
 
a physician, and serving a population of
 
2,000-5,000
 

*FHC has chosen to distinguish between two type C centers as follows: 

Type C1 would serve the upper range populatlon (to 5,000) and be located 
inmore accessible areas; type C2 would serveslightly smaller population 
groups and be in slightly more remote areas. Final-designation of sites 
for C1 versus C2 would be made during project Implementation. 
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OTHER TERMS
 

gouvernorat :politcal/admin strat ve dtvsion, somewhat 
province1 comparE'ble 'to a state 

gouve rneur 	 governor, head of a gouvernorat or province 

deligati on 	 polltlcal/adminlstratlve division 'ofa 
gouvernorat, somewhat comparable to a," 
county 

dlgu6.. 	 head of a delegation
 

secteu r political/administrative dlviston of a 
chelkhat delegation, somewhat comparable to a. 

township
 

8nda 	 head of a secteur or cheikhat'
 

regroupement 	 voluntary relocation of households into
 
settlements, where municipal, educational
 
and health services can be more easIiy
 
provided,
 

rigion 	 region, sometimes, referring to a grouping
 
of several provinces for health adminis­
trat ion purposes
 

rig ion rsan ita Ire 	 health region
 

rfgionalisation 	 regionalization, referring here to the plan
 
to delegate health administration'to
 
regional health inspectors
 

recyclage. retraining
 

stage . training session or period, sometimes part
 
of a '"'recyclage", can also refer to a
 
medical internship
 

agglom~ration". 	 population cluster
 

avortissement social 	 abortion 'as a family planning technique
 

pitedirt 	 road or track
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I.THE PROJECT AND ISSUES IN OVERVIEW'
 

,The proposed program of integrated rural health
 

services for' Siliana and Sidi Bou Zid provinces will begin
 

in the Winter of,1977/78 and continue for three calendar' 

years. The goal of the program is to assist, the Ministry of 

Public Health to more rapidly and effectively implement the 

Tunisian Government's policy of integrating preventive and 

curative health services (including family planning servi­

ces) at the' point of delivery. -The ,project will' focus on 

the provinces of Sidi Bou-1Zid and Siliana-two rural pro­

vinces in central and south central Tunisia which were 

established in 1973 and 1974,: respectively, The creation
 

of these two provinces. was one of the stes taken by, the 

Tunisian government in-its long-term policy of targeting
 

for development those areas of the country which are in"
 

greatest social and economic need (see Appendix 8).
 

The project has two major components: (1) technical-,
 

assistance--a grant of approximately $750,000; (2) capital 

assistance--a loan of $3,000,000; and $1,004000 in well­

defined, project-related Tunisian government contributions. 

The reader will note in the February 1977 FHC report 

(pp. 78-115, attached as Appendix 6), that'the.proposed' 

program was composed of five Technical Assistance Projects:'
 

1.,. Service design and job restructuring; 
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2. 	]Budget planning: the operating cost im­
plications, capital investment decisionsf
 
as well as management systems and-patient
 
records;
 

3. 	Training and orientation of supervisors and 
managers and the orientation of key'community
figures; 

4. 	Strengthening of preventive medicine intern-,
 
ships;
 

5. 	Evaluation, design,and.implementation.
 

The 	Capital Assistance .ccmponent of the project'had
 

two 	major foci: (1) rural-'regional hospital improvement,
 

and (2)ambulatory facility design and construction.
 

The fundamental,'.thrust,,of theoverall program is,,to
 

take existing workers, broaden their skill base in both
 

preventive and .curative health services, and then.utilize,
 

these retrained. workers in their new,holes in new or reno­

vated facilities. ,IThese facilities, in turn, shall'be
 

functionally designed to complement the retrained health
 

workers in their new.roles and to enhance the delivery.of
 

integratedcurative and preventive "front line" services.
 

This report addresses aspects of Technical Assistance
 

Projects (1) and (3) above, as well as both of the Capital
 

Assistan'ce Projects., The intent of this report is to
 

respond to the unresolved issues raised in the FHC field
 

.assessment on February 1, 1977 (English edition) entitled,
 

"A 
 Program Proposal for Integrated Rural Health Services of,
 

Siliana and Sidi!.ou ZidProvinces,;Tunisia." It addresses
 

http:Sidi!.ou
http:delivery.of
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particularly pages 133-135 ("Major..
Unresolved IssueS).
 

Those items (A-G) we6re subsequently incorporated in the AID
 
Projecti Review Paper. They are as follow.s:
 

"A. THE EFFECT OF POLICY IMPLEMENTATION ON
 
RURAL:PHYSICIAN MANPOWER
 

The.effect of current government policies 
-

vis-a-vis encouraging Tunisian physicians to live,

and work in rural areas should be reassessed.
 
Tunisian physicians are essential to the main­
tenance of a quality rural health service. The
 
unintended effect of current government policies
 
as they impact on Tunisian physicians appears
 
to discourage their settling in rural areas; this
 
makes hospital-associated practice difficult, if
 
not impossible. The successful long-term quality

operation of this proposed program will be greatly

enhanced by a continuing input from Tunisian
 
physicians. Additionally, and of greater impor­
tance, the potential benefit to the government from

their investment in training Tunisian physicians is
 
not now being realized.
 

B. SERVICE ASSUMPTIONS
 

The degree of integration suggested in this
 
proposal and the specific service assumptions

made either must be agreed to, or revised and
 
agreed to, as a necessary step prior to further
 
development of functional facility designs.
 

C. CONSTRUCTION COSTS
 

As construction estimates vary widely, no

firm projection as to the amount of construction
 
possible can be made at this time. Particular
 
attention must be addressed to a precise determi­
nation of construction costs in rural areas
 
relevant to the renovation and new construction of
 
dispensaries and health centers. (See Section
IV.-B•.)•
 

D. FUNCTIONAL AND ARCHITECTURAL DESIGN
 

When service criteria and construction costs
 
are respectively agreed to and determined, func­
tional facility designs and derivative architec­
tural drawings then need to be developed. This

should take place during the next phase of program
 
development."
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"E. OPERATING COSTS 

.The operating cost implications of this
 
proposed program are relatively modest. However,
 
.,given the probable operating costs of the many
 
health facilities already under construction and
 
planned throughout the nation, there may not be
 
sufficient resources available to provide ade­
quate support to this program over the next five
 
to seven years.
 

F. REGIONALIZATION
 

Is the regionalization program within the
 
Ministry of Public Health going to be approved and
 
implemented? What will be the actual roles and.
 
responsibilities of the regional health admini­

strators?
 

G. JOB RESTRUCTURING
 

This proposed program is dependent upon the
 
ability of the Ministry of Public Health to
 
reassess the role of the existing health workers,
 
and, to the maximum extent feasible, integrate
 
the delivery of front-line curative and preventive
 
health services. Even with the Ministry's will­
ingness to undertake these tasks, are they pos­
sible to implement? For instance, can malaria
 
workers be retrained to fit the new health
 
worker program? More information on the selection
 
criteria for existing health workers must be
 
gathered and evaluated. And, some preliminary
 
data are needed on the numbers of existing health
 
workers which may be available for retraining."
 

It is FHC's judgment that at this time there are no 

major unresolved issues or unanswered questions regarding
 

the proposed projects, specifically:
 

1. 'The Ministry of Public Health is serious
 -

about the policy of integrating preventive and
 

.,curative services. Initial successful efforts''
 
at integration can be seen. Policymakers,
 
,health workers and consumers recognize the
...

need and desirability of further integration
 
and decentralization.
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2. 	Sufficient numbers of .front line workers
 
are already,.employed in Siliana and Sidi'Bou
 
Zid to provide minimally adequate staffing at
 
all:.facilities proposed for renovation or new
 
construction.
 

3. 	The projected operating budgets of the Siliana
 
and Sidi Bou Zid provinces, as estimated by
 
FHC, are marginally sufficient to sustain the
 
operating costs of the improved delivery
 
system without ongoing foreign donor assis­
tance in the next several years and will be
 
sufficient thereafter.
 

4., 	The siting criteria are rational. Basically, they
 
relate to siting facilities in a manner which
 
makes them accessible to progressively smaller
 
and more rural populations, enhancing the
 
capacity to supply peripheral facilities.
 
They allow for periodic supervision to the
 
front line worker in such facilities, and on
 
occasion provide referral of patients to
 
higher level facilities.
 

5. 	The capital costs estimates, in the context
 
of the Tunisian construction design process as
 
we understand it, are sufficient to allay
 
prior concerns regarding undefined, undefin­
able costs (see architect Susan Christie-Shaw's
 
report).
 

6. The government's very recent adoption of
 
Centres de Sante de Base Types A, B, and C (see
 

* this report page 29) provides a unique oppor­
tunity for USAID to contribute directly and
 
positively to the program and facility design
 
process (see architect Susan Christie-Shaw's
 
report).
 

Family Health Care, Inc. reaffirms its recommendations
 

,which were made in the February 1977 report for all the..'.
 

proposed Technical Assistance and Capital Assistance
 

Projects.
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Technical Assistance Projects (3) and (4)are parti­

effective training of physicians in
cularly important, as 


preventive medicine is central to the long-term success of
 

this proposed project, and relevant to issue,(A) quoted
 

above. Of equal importance is the establishment and
 

maintenance of realistic preventive medicine training,
 

which is central to the Ministry's stated.national goal of
 

effectively integrating curative and preventive services'.
 

Projects (3) and (4)are mentioned here together because
 

adequate management systems and patient records are a
 

necessary substratum or underpinning for effectively plan­

ning, delivering, and evaluating integrated preventive and
 

cutative health services and, derivatively, for instructing
 

physicians i.n preventive medicine.
 

The reader's attention is directed to the maps and
 

''tables in Appendix 2, which clearly show the existing
 

delivery system, proposed changes and the final struc-,
 

tur when the project is completed. The tables relate •
 

the final network of facilities to estimates of the
 

populations to be served in each province.
 

For the reader unfamiliar .with Tunisia and the
 

Tunisian health sector, Table 1 from the FHC February,
 

1977 report is included on the following page.
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TABLE I]
 

TUNISIA
 
SELECTED IND ICATORS=
 

Borders: .North: and East: Mediterranean Sea, 
South and East: Libya 
South and West: Algeria 

Population: 5,618,572•
 

Population Density: 94 Persons/Square Mile
 

Infant Mortality Rate: 106/1,000 Live Births-


Annual Population-Growth Rate: 2.3% _(2.65% Ifemigration excluded)
 

Number of Years,to Double: 30.5 (26.5 ifemigration excluded)
 

Life Expentancy at Birth (inYears): 53.5 (Males); 54.4 (Females)
 

Sex Ratio (M/F): 1.03
 

Population Below 15 Years of Age: .43%
 

Population Between 15 & 64 Years'of Age: 54.3'
 

Population 65 Years and Over: 3.7%
 

Population.in Rural Areas: .53%
 

) 	 Population in Very Dispersed Rural Areas: 35%, 

Literacy Rate: 5 5%... 

Hospital Beds: 2.'42/1,000 People 

Physicians (1975): 1/4,553 People­
-
Physicians (Projected in 1985): 	 1/2,151 People


GNP Per Capita (Current :Prices): $782!L
 

Health Expenditures Per Capita $23 ,50. (3.0%.of GNP)
 

Annual. Inflation Rate: .- .. 6.0% (Consumer Prices)i

(Averages for 1.073".1976) 	 (0.5
(investment Prices)
 

urrent)-
Rate of ,Exchangie: 	 U.S.. $i o.43 dinars (cuo" 

U.S. .$1.00 - 0.42 dinars (1976) 

i. Source: The FHC Report "A Program Proposal .for Integrated Rural Health
 
Services in Siliana and Sidi Bou Zid Provinces, Tunisia," February 1,:1977.
 

2. 	Unless otherwise indicated, all data are fromVe Plan,deDeveiopment.
 
Economique et Social, 1977-1981, Volume 1, Les Projections Globales-,
 
Republique Tunis enne, August 1976.
 

3. 	1976 estimated, Ministry of Public Health working documents.
 
4. 	The Family Health Care Report "A Review of Health Services Development in
 

Tunisia," March 10, 1976.
 
5. 	U.S. Department of State. Development Assistance Plan 1975; citing a 1966,
 

survey.
 
6. 	World Bank estimates.­
7. Estimate in Chart-III of Appendix A (The Family Health Care Report, op cit.
 

revised to account for lower (than anticipated then) MOH. 1976 budget.
 
8. 	1976 rate of 'exchangeof 0.42 dinars iesused in.thisreport.
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I PLANNING ASSUMPTIONS 



III. PLANNING ASSUMPTIONS,
 

A CAVEAT 

The revised planning assumptions which follow are
 

both more accurate and more refine.d 
than 'the initial
 

planning assumptions made in'the FHC report of February,
 

1977 (see pages 51-53). In the interim, these assumptions 

have been tested in substantial detail against existing, 

field.conditions and:.-have benefitted from comprehensive 
review and.modification by representatives of. the Tunisian
 
Ministry of Public Health, as well 
as by other relevant
 

figures. 

Despite this review proceas, the possibility for
 

errors of omission and.,commission remains--4the.Tunisian
 
rural health care-delivery system .is 
 both dynamic and
 

progressive., Therefore, we recommend that lin the early
 
.stages of program implementatonthe planing-criteria
 
•and the.-derivative:program proposals should 'again be 
revalidated by-the Ministry of Public Health and USAID 

contractor technical assistance personnell.
 
The planning -assumptions as originally outlined
 

.inthe FHC February, .19,77.report have been revised
 

as follows:
 

1. 	Population - Siliana 192,668; Sidi

Bou Zid 218,511;
 

2. 	Growth Rate ,-l.5%mper year net
 
corrected for out-migration;.
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.3. Births - 6,000 pre d live
 
births per year, (all.surviving-through
 
age 14);
 

4. 	Population Under:15 Years - 42%; 

,5. Population 15 Years and Older - 58%; 

6. 	Household Size - 12 persons* 

7. 	Population Distribution:
 

a. 	Towns - 35% 
b. 	Regroupments - 30% 
c. 	Disbursed Households - 35% 

8. 	Number of Principle Towns (Delegation
 
Seats), Including Provincial Capitals,
 
.Per Province 7;
 

9, 	Maximum Desired Travel Time to Point
 
of First Health Faciltiy -'1.5 Hours;
 

10. 	 Patients Always Attended by One'Visitor
 
(Relative or Friend);
 

11. 	 Ambulatory visits take place in a four to
 
five hour time frame between the hours of
 
8 a.m. to 2 p.m., five days a week. Clinic
 
health workers work eight hours a day,
 
Monday through Thursday, and half a day
 
each, Friday and Saturday mornings. This.
 
is equivalent to an eight-hour day and a
 
five-day week, forty-eight work days
 
per year. Ambulatory facilities are open
 
52 weeks per year;
 

12. 	 Substantial front-line worker job resturc­
turing will take place;
 

-50%
13. 	-reventive services delivered in
 
household; 50% delivered in ambulatory
 

-
.health facilities; > 

14. 	 Illness Services -:95% will be delivered
 
in health facilities (assume 100% for
 
facility planning purposes and 95% for pro­
gram curriculum planning);
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15.: 	Facility- and community-delivered services 
will emanate from facilities in approxi­
mately the,following proportions: 

Type A -,56%
 
Type B - 2%
 
Type C -42%
 

16. 	 Front-line workers whose place of
 
assignment is in a centre de santj de base
 
can provide 25 visits per day (facility and
 
home 	visits), or 6,000 visits per year

i(calculated for 48 weeks per year; 6,500
 
visits for 52 weeks).
 

17. 	Midwives can provide. 30 visits per four-hour
 
clinic time block, 6 blocks per week or 180
 
visits per week, 8,640 visits per year

(9,360 visits for 52 weeks).
 

18. 	 Physicians can provide 60 visits per four-hour
 
Sclinic block of time, 6 blocks per week, or
 
3610 visits per week, 17,280 visits per year

(18,720 visits for 52 weeks).
 

19. 	 The minimumnumber of visits by age 'and type

of-visit, expressed as rates, is unchanged

:from Table 9 in the FHC report bf February,
1977.
 

20. 	 Assuming a 1980 :population for Siliana of 
207,558. and':for'Sidi Bou Zld.of 248,326,a :total ambulatory visit rate, expressed
 
as visits/person/year, will be 2.69 (see


:Table 7)..
 

21.' 	 Given the assumption that no more than
 
80% of the population will use the proposed

delivery system, either due to choice or
 
limited geographical accessibility, then
 
thepopulation served for both provinces

drops to 364,707 and the visit rate per
 
person per year rises to 3.37.
 

22. 	 Initial aggregate facility and community

ambulatory visit capacities for the'
 
centrede sante de base:
 

Type A - 40,040 visits, per year 
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Type B 12,740 visits per year
 
Type C- 11,180 visits per year.
 

Initial (minimum) staffing assumptions for
23.. 	
centre de sante' de base Types A, B, and C
 
are 	shown in Table 2.
 

de 	base Type A each have 15.
24. 	 Centres de sante 

maternity and infirmary beds, at least two­
thirds of which are multi-purpose (i.e.,
 
capable of being used for any type of
 
admission, depending upon variations in
 
patient load). Centres de sant 6 de base
 
Type B each have up to ten beds,, solely for
 
maternity use. Centres de sante de base
 
Type 	C h~ve no bed capacity.
 

25. 	 The proposed delivery system is four­
tiered:
 

a. 	The home, school and community
 
b. 	The health centers
 

o 	Types C and B, regrbupments
 
in smaller villages
 

o 	Type A, delegation seats
 
c. 	The rural regional centers (Siliana
 

and Sidi Bou Zid cities), and
 
d. 	Referral hospitals in Sousse, Sfax,.
 

and Tunis.
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IV. 	 INTEGRATED PREVENTIVE AND 
CURATIVE HEALTH SERVICES 

The Tunisian Ministry of Public Health :has adopted
 

a policy 'fintegrating health facil'ities at all levels;
 

this drictly supports the integration of preventive and
 

aurative health services. Under this'policy, salles de
 

soins, dispensaries,. PMI centers, maternity centers,
 

possibly family planning education centers (which, among
 

Dther things" provide social abortions) and some smaller
 
.ircumscription hospitals ar' 
to be redesignated as
 

.entres de sante de base,--designated as Types A, B,. and... 

-facilities. All-new facilities constructed in delega­
,ionseats and those in smaller agglomerations and 

"egroupments will follow the program principles speci­

lied for centres de sante"de base. 

Efforts will be made to convert existing facili-. 

and ffacility complexes t6 thd new fmrn t.by jOb 
estructuring and facility renovation. The first 

mplementation of this Ministry plan will, be in Siliana 

ndSidi Bou Zid, and it will be supported by the USAID 

roject as described herein.and in architect Christie­

haw 's report. 

* . As the program and facility.effort proposed for 

iliana and Sidi Bou Zid will precede that m'adein
 

ther provinces, and as only provisiondl plans for
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Type A centers now exist (with Type B and C plans still
 

in the early stages of development), there is a great 

potential value.:for AID in fostering, an -interrelated: 

program and facility development process. Foreign 

donors (particularly,the World Bank) are considering 

similar projects iin other provinces and, therefore, 

there is a real opportunity.to coordinate both program 

and facility planning in-a manner that greatly improves 

the Tunisian and American return on investments. 

Salles'.de soins and dispensaries are precursors of
 

Type C facilities; Type-B centers do not exist at present;
 

the Type A center exists' in developmental or,pre-prototype
 

form-at Maknassy, Gafour, and Bou Arada."
 

The definitions and the program of-,services by
 

location of services, as shown below,.build on the
 

Ministry's plan for centres de sante de base types A, B,
 

and C and were developed in fullcollaboration with
 

Ministry staff, particularly Dr. Taoufik Nacef.
 

A. SERVICES BY LOCATION OF SERVICE 

The quoted sections which follow are taken 

directly from the FHC June draft reportdeveloped in 

Tunisia with Ministry of Public Health staff. ,The 

proposed laboratory program as.described for each type 

http:Salles'.de
http:opportunity.to


of.center was developed in consultation with Mr. Kort­

l'even, Laboratory Director for the Tuniso-Belgian Nabeul.
 

project, and-with -Dr. Taouf ik.Nacef. 

i.. ,Community Services .
 

Theoutreach services described below will be
 

provided by workers in Types A, B, and C centers as
 

appropriate.
 

*Community:
 

Home'
 

Environmental education including burn and poi­
soning prevention; waste disposal and protec­
tion/qurification of drinking water; nutrition
 
and family planning education; identification
 
and treatment of conjunctivitis and ringworm;
 
maternal education re: dietary regimens appro­

.. priate for the home management of mild diarrhea;
 
provision of family planning supplies (cOndoms

and pills); immunizations (not routinely);

identification, education and referral of
 
pregnant women, particularly high risk mothers;

malaria screening aE needed; management and
 
monitoring of chronic conditions as tubercu­
losis, arthritis/rheumatism, diabetes.
 

Commercial and Public Areas (1)
 

*Sampling for analysis drinking atr s u
 
piped and well
 

*Treatment of wells ,by,lthe method,of the jar
 
•Field 	testing for residual chlorine
 
Inspection and control of.slaughterin.
 
points
 

Inspection and controlof retail establishments,
 
.... particularly re.:.-stores selling perishable
 

* 	 foods, and hotels . 
*Advising on the protection and Amprovement
 

of existing water sources
 
.*Advising on the transport and.storage of water


from the source to the point of consumption
 

(1)All listed services are provided by a technician sanitaire.
 
Services indicated by an asterisk may also be provided by
 
centres de sante de base workers on an outreach basis."
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Schools
 

Nutrition education; case finding of pregnant
 
women through the children in school; environ­
mental education akin to that offered in the home;
 
identification and treatment or referral of condi­
tions common in school children; immunizations;
 
management of chronic conditions such as tubercu­
losis and diabetes."
 

2. 	Type C Centers
 

The Type Ccenter provides integrated (curative and
 

preventive) ambulatory services and is intended to serve
 

a population of from 2,000 to 5,000 people. Minimum staff
 

consists of one front-line worker.
 

"The ,Type C center is proposed in two sizes.
 
A smaller size is fully suitable for intermit­
tant physician visits but planned to initially
 
operate without physician services or midwife
 
services. This first level of facility is
 
staffed by an entry level integrated preven­
tive and curative worker (e.g., recycled

malaria worker or aide soignant recycled
 
or aide sanitaire recycled). The only dif­
ferences between small and large Type C
 
centers are physical size, population served
 
and the presence of itinerant physician
 
services."
 

Siting criteria for the Type C centers are as
 

follows:,
 

"I. In-an existing or proposed regroupment;
 

2. In a village or other,agglomeration;
 

-3. 
 In an area which is reasonably approximate to
 
an existing or planned primary school;
 

4. 	In places where year-round water supply can be
 
assured through some mix of wells, rain water
 
collection, and haulage by-tanker in the
 
dry season;
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5. 	Within the catchment area of a Type A or B
 
center and thus accessible by road or track,
 
most of the year for purposes of supervision,
 
and resupply;.and
 

6. 	In areas serving a population of 2,500.
 

Services provided from the Type 'center include:
 

School health
 

2. Home health
 
.3.. Commercial and public area
 
4. 	Provision of routine and continuing care as
 

prescribed by a-physician--dittribution of
 
oral medications, injections-and dressings.....
 

5. 	Definitive treatmentof minor trauma
 
6. 	Stabilization and referral of major trauma
 

'(trauma should be read to include burns)
 
7.. Identification and initial treatment of common
 

skin disorders and minor illnesses '
 

8, Identification, temporizing treatment,, consul­
tationor referral, as appropriatel'of serious
 
illnesses (acute pulmonary infection with high
 
fever, fever and stiff neck, moderate and severe
 
diarrhea)
 

9. 	Provision of selected prenatal services (list to
 
be expanded in.the case of female provider),.
 
Services suggested do not'require physical
 
contact/exam of the pregnant woman.bgyond
 
cursory'overall visual inspection and palpa­

.. " 	
-

tion.of, the.ankles for edema, risk assessment.... 

by history, determination Of-hemoglobin ..
 
provisiQn.of prophylactic oral-iron, nutri­
tion education. " "
 

:10. 	 Provision of family planning information and
 
supplies (pills and condoms)' with referral
 
IUDs,,sterilizations and social abortions.
 -,~ . 

11. 	'Laboratory services are limited*to hemoglo­
gin determination.*".
 

* *fEemoglogins.wi11 be done atthe Regional Hospital.laboratory 

* using the benth type of spectrophotometer--also used for
 
seVeral other-pr6cedures. Hemoglobins in th tentre de sante
 
de base will bedone by a methodsuchs-&the method of Lovibond
 
(described in Maurice King's A Medical Laboratory for Developing
 
Countries) (see Bibliography #19).
 

http:provisiQn.of
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3.'Type B Center
 

The Type B center is intended for larger regroup­

merits and areas where population density warrants, and
 

is generally located on all-weather roads. The center
 

is fundamentally an expansion of the Type C center
 

described above (an integrated ambulatory care faci­

lity) supplemented by up to 10 maternity beds and a very
 

minimum laboratory capacity. Minimum staff includes one
 

midwife and one integrated front line worker and the
 

center is to be visited bya.physician at least one-half
 

day per week. The population served is between 5,000
 

and 10,000 people.
 

- .Basic Health Center (Centre de sante de base):'
 

Type B
 

Includes all Type C services aaid, in addition, a
 
full range of prenatal, normal delivery, postnatal,
 
and family planning services th.at fall within the
 
capacity of the sage-femme. Laboratory services
 
limited to non-microscopic urinalysis of protein
 
and sugar and determination of hemoglobin by
 
method as in Type C centers. Includes 5 to 10
 
maternity beds."
 

4. 	Type A.Center
 

The Type A center is situated in a delegation seat and
 

-serves a population of 10,000 or more. This center provides
 

basic integrated preventive and curative services and some
 

referral services--maternity services and inpatient infirmary­

type services in the areas of pediatrics and medicine. Such
 



a center is staffed by at least one physician-and one
 

midwife and provides basic laboratory services, exclud­

ing 	bacteriology. The bed complimenz will not exceed
 

15, of which up to 10 beds are for maternity, 5 for,
 
pediatrics and adult medicine, and 5 to be used as
 

'swing' beds for maternity, pediatric, or adult services
 

As 	needed.
 
.."Basic 	Health Center (Centre de santeAe base): 


, 	 All Type B services plus 5 to ibg i neral 
medical/ pediatric beds for the definitive 

* 0treatment of non-surgical, acute ill-nesses
 
r. 	 requiring short-term inpatient care; casting
 

of simple fractures; minor surgery.that can be
 
" accomplished on an outpatient basis under
 

i./ local anaesthesia. Lab services include
 
complete urinalysis including microscopic,
 

-K white blood count and differential, blood urea
 
and nitrogen,.blood-glucose,-hematoorit,
-.­

hemoglobin, erythrocyte sedimentation rate,
 
collection of sputum specimens for acid fast
 

*:" 	 staining and culture. It is recommended that 
spacbe provided h6w for later expansion of.­
laboratory functions and eventual installa­
tion of radiography or radioscopy." 

<5.Equipment, Service Capacity, and Staffing 
Patterns
 

.	 The equipment lists for Types A, B, and C
 
centers respectively are shown in Appendix
 
.	 .Initial (minimal)-and -future-+more­
desirable) staffing patterns for each type
 
.of 	center follow in Table 2.
 

2. 	The projected annual ambzoulatory -capacity of 
retrained front-line workers,-midwives, and ­

physicians is shown in Table.3. 
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3. 	Table 4 shows the projected annual visit
 
Scapacity of centres de sant4 de base Types A,

B, and C, as well as the derivation of the pro­
...
jected capacity.
 

4. 	The location of existing facilities, proposed
 
new construction and renovatlon, and the final
 
system by type of facility and capacity are
 
summarized in Tables 5 and 6.
 

5. 	The projected initial ambulatory capacity of the
 
restructured delivery system is shown in Table
 
7.
 

6. 	The geographic distribution of centers and their
 
estimated relation to population is shown
 
in Appendix 2.
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TABLE 2 

STAFFING PATTERN"
 

TYPE A CENTER INITIAL FUTURE
 

Physician (on-site and also do Type B .. 2-3
 
-and C visits) 
 -

MiI fa (an-site and also"doing"TypeC" - 2-3 

;v IIts). 

Front-Line Workers "4 6-8 

Clerk 1 1 

Lab Technician! 12 

1/2IX-Ray Technic an-.. 


Pharmacy 1 1
 

Custodian,
 

Cook 1
 

Cook Helper 1
 

Econome I
 

DriVer 1 2
 

12 20-24r
 

do.lboth:funtjons,
1. One technic4an could-be oraInedto 




TYPE B CENTER 


Front-Line Worker 

Physiclan-

Midwife-

MIdwi fe Assistant 

Malntenance/Clean i rg 

Cook 

TYPE C CENTER' (Large) 

'Front-Line Worker 

Physician 


Midwife 


TYPE C2 CENTER (Smal)
 

Front Line Worker 

Physician 

Midwife -1-2 
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TABLE 2 .(Continued)
 

STAFFING PATTERN
 

INITIAL 


1 

2 blocks/week, 

3 -bIocks/waeek 

1
 

1
 

1/2 


1 

blOck/week 


I block/week 


1 


FUTURE
 

1-2
 

2-l blocks/week 

5 blocks/week 

1/2
 

1-2
 

1-3 blocks/week
 

2-3,blocks/week
 

1-2 

2 	blocks/week
 

blocks/week
 

1. See planning assumptions'. concerning thedefinition of, nblocks.on page 2,4' 

and Tab]e 3 following. Essentially, one block is equivalent toa faciIty
-


visIt (1/2 day for physicians and.1 day formidwives).i 


http:nblocks.on
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TABLE 3 

HEALTH WORKER PRODUCTIVITY PROJECTIONS
 

Front-Line Worker. 

25 vIsits/day- x.5 days- 'x48 weeks - 6,000,visits/year 

?t-ldwl'.. -' . .. ... .. . 

US64
30 vi sIts/A4-1our block x ~6 blocks/week x 4.8 wedksa Its/year, 

phys 1 (.0 aa 

6visitt411-hour- bck x6blcks/weiek x Iweeks * lT280, v sjtS y~ar 

1. Includes visits conducted In a centre de sante de: base and in the
 
co. -un. • - .. . .. . 

Four full days, plus two 1/2 days.
 
3.Sub~tantially-higher than the United States vstrtbtusatal
 

lower than many current visit rates, which may approach 40Q VIiits/hour'.,

(NOTE: It Is Important that physician time is available in clinicsettings
 
for supervision of front-line workers.)
 

2 
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FABLE 4 

PROJECTED INITIAL AMBULATORY VISIT :IAPACITI
 
OF-CENTRES DE SANTE DE BASE -


TYPES A, B, AND C
 

TYPE A
 

4 front-Ii ne workers x 52 weeks-X 125, visits/week 26,000vis'its/ 

3physician blocks/week x 52.weeks-x 60 visits/block 9,360..visits/year 

midwife blocks/week k,52 weeks1 x 30 visitsiblock = , visits/year 
O,040 visits/year 

TYPE B 

I front-line-worker x 52 weeks/x 125 visits/week = 6,500 visits/year 

physician block/week x-52 weeks x 610visits/block - 3,120 visits/year 
2 midwife blocks/weekx 52: weeks' x 30 visits/block .12sls/ar 

12,740 visIts/year 

TYPE C 

1 front-lne worker x 52 weeks2-x .,125'.visits/week 6,500 visits/year 

physician block/week x 52 weeks-x.60 visits/block - 3,120 visits/year 

i midwife block/week,x52 weeks-lx 30 visits/block - A,L it560 vis ts/year 

I. Assuming coverage arrangements (and overtime)'allow year-round (52 week)
 
staffing-and operation.
 

http:weeks-x.60
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TABLE 5 

SUMMARY OF EXISTING, PROPOSED, AND
 
FINAL SERVICE NETWORK
 

" SILIANA
 

EX ISTING 

Del ation 
Salle 

deDSi'ns, Dispensary Maternity PM!P I HOspital, 

,:. Krib 4 
(afour 
Cou Arada 

1 
2 

5 -

1 1 
1 

1 
Siliana 5 .1, 
Rohaa 2 
Maktar 5 2 
Rohia " 3 

1T ~ TO 

PROPOSED NEW /RENOVATED ,NEW,/ RENOVATED
 

Delegation Type C Type B; TypeI A,
ElV_.Kr I n 1]"I •' i"':" 1/ •)El Krib - / 1 

1
Gafour 

11v2
Bou Arada 


./
Siliana /II 

Maktar 1 /1 /1
 
" 
Rohia I " '
 

EXISTING TYPE CCENTERS AFTER .COMPLETION OF-THE PROJECT, BY DELEGATION
UNALTERED 


El IKrib 2 
Gafour 4
 
Bou Arada 2
 
Sillana3
 
Robaa 1
 
Maktar .
 
Rohia 1
 

Tota1 17
 

FINAL NETWORK
 

Type C Type B, Type ADelegation 

I
El KrIb4 


Gafour41
 
Bou Arada 
 ."1
 

Siliana5
 
Robaa11
 
Maktar5
 
Roh Ia5
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TABLE 6
 

SUMMARY OF EXISTING, PROPOSED, AND
 
FINAL SERVICE NETWORK
 

SIDI BOU ZID
 

EX ISTING
 
Salle 

Delegation Other- de Soins .Dispensary Maternity.' PM" Hospital 
Sii ou 22 .1 


Ouled Haffouz ..
 

Er-Regueb
 
Si..Al i;Ben Aoun 6 2
 
Maknassy 4 I 1
 
Mezzouna. 5"
 

PROPOSED NEW-/ RENOVATED NEW/ RENOVATED
 

DelIegatIon -. TeC Type.B

Jelma • 
 7 1-
Sidi BouZld . 2 /"1 /1
 
Ouled Haff.ouz . / 1 /
 
Er-Regueb "2/ /1
 
Si.. AlT Ben Aoun 2./ , /1
 
Maknassy 2/2 /I
 
Mezzouna /3 ./
 

UNALTERED EXISTING .TYPEC
CENTERS!AFTER COMPLETION OF:THE rPROJECT, BY DELEGATION"
 

Jelma 6
 
Sidi Bou Z)i.d . . 3....
 
Ouled Haffou'z " I. ...
 

Er.'Regueb. 2
 
Si.: All Ben Aouni 

. 

" 3
 
Maknassy 0.
 
Mezzouna 1
 

Total 17
 

FINAL NETWORK
 

Delegation Type C Type B Type A
 
Jelma 7:.7.-

Sidi Bou Zid 6
 
Ouled Haffouz 3 

Er-Regueb de4de 

SI..Ali Ben Aoun 5
 
Maknassy 

. 

41
 
Mezzouna 

-

4- 2.
. -­

1. Sidi Bou Zid Regional Hospital Includes a free-standing tuberculosis clinic
 
and a separate family planning center.
 

2. Currently referred to as either dispensaries or salles de soins.
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TABLE 7
 

AMBULATORY CAPACITY SUMMARY,
 
AFTER PROJECT COMPLETION
 

SILIANA
 

1 	 1 .- ; +
,:.. 1

Type B
Type A-

6 x 40,040visits/year + I x 12,740 visits/year + 28 x 1,e180 visits/year 

equalIs . 

240,240 + 12,740 + 313,040
 

equals
 

566,020 visi"cs/province/year
 

566,020 visits
 
20 5 e- = 73 vis Its/person/yea
207558persons
 

3.41.vislts/person/year
or, 	Ifonly 80% of the population isserved.,_ 2.73/.8 ' 


SIDI BOU ZID
 

+ -Type A- Type B. 	 Type-C 

7 x 40,040 visits/year + I x 12t"740* vIsits/year +,33 x I.1,80 visits/year 

equals, 

280,280 + 12,740 + 368,940
 

equals
 

661,960 visits/province/year
 
: :- .
 ..	 661,960 vi-sits. ' +  -. -+ . - .. ­

6 	 2.67 visits/person/year
 

248,326.persons­

or, 	If only 80% of the population is served, 2.67/.8 3.34 visits/person/year
 

I. 	See Table 4 for derivation of projectedinitial visit capacity.
 
2. 	Based 6n 1975 population of 192,668 with a.net growtir rate of 1.5%
 

per year for five years.
 
3. 	Please refer to current estimated capacity of 1.39 and 1.33 visits per
 

person per year on page 44 of the FHC. February report.
 
4. 	Based on 1975 population of 230,511 wlth"'a net .growth rate (corrected
 

for out-migration) of 1.5% per year for-'five years.
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6. The Rural Regional Hospitals 

The program proposed for the Siliana and 'Sidi Bou
 

Zid Regional Hospitals in the February*,19,77 FHC report
 

should be modified to reflect the progress that has.-taken
 

place in facility and program improvement during the last
 

five months. Both facilities now have X-ray apparatuses
 

on-site and these are ready"for installation.
 

The-prOvision for standby electric generating capa­

city, given t-he requirements for U.S. manufactured equipment 

and the :increasing reliability of rural power, should no 

longer be considered a priority. However, other needed 

improvements at.bothbospitals..still remain to be. accom­

plished., . -.. . : . 

In the, context of this.-dis.cuasion,. it -hould: be noted 

that .although,.. there. is a.desire for.. mpletely n'e'.hospital 

facilities .in -iixa -and Sidi." :Bou:.Zid., there are no. plans 

or budget allocations -for.such, acil.ities i.n the 'upcoming. 

five-year period. The new five-year plan, as currently 

developed, proposes no construction of totally new facili­

bties, only the completion of most (about 85%) of projects
 

begun in the-previous plan period, and a limited number of
 

additions to existing ,facilities. Thus, it is likely that
 

the existing S 1iana, and-S.idi.Bou Zid facilities will .'be.
 

delivery sites well into.-the 1980s - Each site--is comprised
 

of mul iple buildings. .. careful analysis of design,
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'function, and cost-effective renovation alternatives needs 

to be undertaken for each site. In the team's judgment, 

with the full concurrence of architect Christie-Shaw,. 

significant efficiency improvements in the provision of all. 

services at Siliana'and Sidi Bou Zid could be achieved at 

relatively low cost through the combination of architectural 
and health rervices analys is-and planning. This could be
 

accomplished'early in the project by a team composed of the 

Provincial Health Administrator from Siliana and Sidi Bou 

Zid, Ministry of Public Health and private Tunisian archi­

tects, and with concentrated input from on-site,and inter­

mittent (architectural) technical assistance staff. It
 

would include a functional analysis and long-range plan,
 

directed toward bringing ambulatory capacity and"the inte­

gration of curative and preventive services to the level
 

found in newly.constructed Type A centers.* This is essen­

tial as the S'liana and Sidi Bou Zid sites will be the
 

primary locales for retraining health personnel. Training
 

sites should functionally, if not physically, approximate
 

ultimate-service-sites.' A rational ambulatory,care facility
 

improvement plan will consider all the facilities at each
 

Such-a process would include, -but go far beyond, con­

sidering the appropriate location and layout of X­
ray, training and laboratory space, and space for a
 
large sterilizer in a central sterile supply area
 
(see Appendix 7 for Regional Hospital Equipment List)._
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site--inpatient, outpatient, and support. Thus, a plan for
 

the functional improvement of inpatient and support
 

services space can and should be developed simultaneously
 

with an ambulatory.care improvement plan.
 

rIt is strongly recommended that in.addition

-the services mentioned below (theservices 

. listed are limited to those that.this project
will directly support in whole or in part) all 

S - services and facilities at..the Siliana.and 
particularly the Sidi Bou*Zid hospital com-7 

...
plexes be analyzed as to the appropriateness

of'he'locati6n of services from the point

of view of patient convenience,.patient
 
management and provider efficiency.
 

The rural'regional hospital ihclUd6sa capa;­
-- ity for all Type C services plug.radipgraphy,


and an expanded laboratory to include trans­
. a
aminase; blood banking, typing, and cross­

matching; stool, blood and cerebro-spinal

fluid cultures; gram and acid fast stain
 
and ahalysis; specimen collection and innocu­
lation of media but not analysis of cultures
 
:for acid fast bacteria (growth and analysis

suggested. for-.Tunis);. culture-media preparaa. _
 
tion;o stool.examinations'for parasites;

bicie-iologicaY analysis of iate ile creat
 
-anmilk'
may be easily added).; serL-bogical
 
tests for syphilis and typhoid; readihg.

malaria smears; microscopic examimation of.
 
hair for fungal infections."
 

-(A note in passing: Library materials for regional
 

hospitals, either located centrally in the Division of
 

Preventive Medicine, Ministry of Public Hea'ith, 'r in'the
 

provinces, need not be -exclusively in French.: Technical
 

Engrglish is more, 46d' more widely redd, prtrc:fularly by­

physic ans.)
 



-- -- 

-- 

TABL 

EXISTING £ PROPOSED BEDS: SILIANA AND SiDI BCi Zi PROVIWCES 

SIDI BOU ZID PROVINCE: 


BEDS PLANNED OR BEDS PROPOSED UNDER -
EXISTING BEDS UNDER CONSTRUCTION USAID PROJECT 

PEDIATRIC ,BATER- a MATER- : SOCIAL PEDIATRIC' MATER-'. 
+ GENERAL , NITY :TOTAL NITY eABORTION 'TOTAL + GENERAL@ WITY :TOTAL 

S... MED.'BEDS. BEDS s BEDS BEDS BEDS : BEDS AED. BEDS! BEDS -, BEDS TOTAL 
SILIANA PROVINCE:,, 
Siliana 29 , 6 35 - s 12 a 12 - - . 
Bou Arada 
Gafour Ga o r8 

6 
30 

6 
6 

12 
136I 

-
- I 

-
- - -

-
I 

-
- a -

-?- '. 
12. 
36a36 

El Krib 
Robaa 
Maktar -34 

I 

.. 
6 

-

I
I

I 
'40 

- : 
I a -i 

-

-

SS 

: 
- - , 

5 
1 r 

-

15 
0 1 

+ 

15 
10 

Rohla - . s - " 1 1 0. 51 15 15 

TOTAL: SILIANA 
" , . " . 

2 

I 
.-" 

: 
. 

123' 

I''m' 

. . . . .I . . ; 

.. - :12299-+n 

" 

.. 

12 
I ' . 

20 " 
aI 

. 

20 

. 

: 
S 

-. 

' 

+ . 
" ' '. 

. ' ­

, 
: 

175 

" 

*a o. ... . Ia". .. ni i ' ? .. . _
 
. . s" . " " a .	 "Sidi Bou. id ' .39 49 .10 .1212 	 . - . - 6.126 

Jelma .... 	 - I - -10 ''5 .I , 15 
Ouled Haffouz "' - - . - - - 10 " , *, - 1Er-Regueb .. . ". . * . . . 10-."I 	 ' 
.. 	 . . l + I . . . + 5 
 5 15 15 
SI. All Ben Aoun ' . - - S - : - - "O,' 1. .+.' [ 15- . -i. 
Maknassy " - . 9 Y- 12.- 5 5 	 17
Mezzouna 	 1 5 1 1 

" "-: 	 - I :1!5:15 , :. 15|

Menzel Bouzalane 	 --­ 10 	 10
:-10 


:, : . :.I	. - . -- __ I _ _ --_ _ I 

4 61 ,=" ,- I _,__ _5 	 . 50 35 85 .___ _".S = 	 163. : 85 
TOTAL: BOTH POVICES -24 +,1 29 70 55 1125 "• . _____ _____ _" ___ ____ " " : '. 	 =|'"+ . ... 

TA O P 	1'7 37+ 184 5 293 5 : 13
 

NOTES:
 

1. It Is-planned that the existing maternity-beds 'n 146knassy will be converted to pediatric and general medlIclnebeds
 
o acan proposed construction Is completed, the hospital, infirmary and 

bed supply willl remat-- In-adequate to meet mInilmum poputolatiton needs. 
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TABLE 91. 

HOSPITAL BED UTILIZATION AND
 
PROJECTED TOTAL BED NEED: 1 96
 

SILIANA AND S101 BOU ZID
 

PROVINCE
 

FACTORS SILIANA SIDs 
aoU 	zso T TOTAL
 

Actual:
 
Population2. 192,668 .218,511 . 41,1079
 

ledsl 1.35. .78 . 213
 

Patient Days/Person/Year--'l .08 .04
 
-


Percent Occupancyi	 47.3 45.4
 

.	 -Protected: 


1915 Population.. . -223,600 " 253,600 477,200 

Beds Required 90% Occupancy 
and .5Days/Person/Year 3 8 2 

36 	r7262Utilization 1,2.0 	 34 

Total Beds at Comoletion Of
 
-
o	 175 163 .338 

340- 1750 386- 163 iProbable Deficit: 


165 223 388
 

NOTES:
 

I. 	Adsat:ed from Table 12, FHC Report, February, 1977.
 
2. 	From Ministry of Health working documents.
 
3. 	 Inc.uding social abortion and maternity beds now under construction (see
 

Table 8)..
 
4. 	 Based on first and second trimester MInistry of Health data for 1976 

extrapolated to full year. First to second trimester variation is+6%; 
for Siliana and -3%for Sidi Bou :id. Countrywide (i.e., all provinces) 
variation is +1%. Excludes beds uAder construction and some maternity 
beds, and excludes current out-of-area utilization. 

5. 	Excludes out-of-province hospitalization which isnot known. Even if
 
current rates are doubled or tripled by out-of-province use (highly
 

* unlikely - more reasonable would be +10-50%), current low hospitalization
 
rates probably reflect a mix of inadequate primary care caoacity (case 
finding and referral), access and transportation deficiency as well as 

qualitative deficiencies perceived by potential patients in the rural 
* hospitals. 

6. 	Average for first and second trimesters 1976. Excludes some maternity beds.
 

7. 	1.5% net population growth per year for each province.
 
8. 	These are very rigorous assumptions. 85% occupancy is not unreasonable, In
 

which case bed need projections for siliana are 505 and Sidi Bou Zid are 572.
 
At 90% occupancy each. .1day/person/year equals .3 beds for each 1,000 persons.
 
Moving from .5 to .7days per person per year for both provinces in 1985 at
 

90% occupancy results in an additional bed need of 145 beds or a total projected
 
need of 871 beds.
 

9. Excludes out-of-area hospitalization. In fact, needed and appropriate tertiary 

(specialized) referrals should probably account for an additional .1-.2 days/ 

person/year of hospitalization which will not be reflected as bbds needed in 

these provinces. 
10. 	Formula: Beds x 365 x Percent Occupancy Patient days/person/year 

- Population
 
,. From Table 8.
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B. 	AMBULATORY CARE AND HOSPITAL, INFIRMARY, AND
 
MATERNITY BEDS
 

I" A summary of existing and proposed beds in Siliana
 

and Sidi Bou Zid provinces is presented in Table 8. Table
 
,9projects a minimum figure for beds requireAin 1985. The
 

assumptions for preparing the bed projection are rigorous:
 

90% occupancy (very difficult to achieve in rural areas and
 

areas where beds will be available generally only Ln small
 

units--it is easier to achieve a 90% occupancy in.one 300­

bed hospital than'it is in 10 30-bed hospitals). The uti­

lizationrate assumed is one-half a day per person per year.
 

This is a very low utilization rate--lower than that achieved
 

•n most U.S. prepaid group practices. Such a rate assumes
 

short lengths of stay, maximum care on an ambulatory basis,
 

some out-of-area hospitalization,and some unmet need.
 

A question remains. How can more beds be needed, or
 

why should infirmary and maternity beds be added now if
 

occupancy rat-as in the few existing beds are so low?
 

Utilization is low because of:
 

1. 	Inadequately developed primary care services;
 
and
 

2 
 Inadequately staffed and equipped hospitals
 
in both provinces'.
 

Inadiequately developed primary care services consti­

.tutes an unusual but valid explanation of low utilization.
 

It is true.that good quality, accessible primary care
 

services can' reduce needless hospitalization where there is
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inappropriately high utilization. However, where primary
 

care centers are deficient and in some cases absent, the
 

introduction of acceptable ahd accessible primary care,
 

.coupled with a,modest ,opportunity to refer patients to
 

infirmary and maternity beds, will result in an appropriate ,
 

increase in bed use. The reason is straightforward:
 

illnesses and conditions that are best,treated in hospital
 

or.infirmary settings will be discovered and referred on a
 

more timely basis. This is a lasting effect and more
 

important than any initial increase associated with the
 

introduction of primary care services that uncovers a
 

babklog of unztet need in the population.
 

The Siliana and Sidi Bou Zid projects propose a
 

very substantial increase in primary care capacity in order
 

to support the non-physicianfront-line workers and to,,"
 

respond to the legitimate needs of the population. Ambu­

latory care centers with. infirmary and maternity bed3 (Type
 

A) are ,proposed for each delegation seat.* 'Indetermining
 

what a Type A center should look like, one must ask at least
 

two questions:'
 

. 1. 	What does the population in the area legitimately
 
need?.
 

7 2. 	What are the minimum fac lities and progriams that 
will-attribute to attracting and maintaining
 
a functional physician in a rural delegation seat?
 

Except Robaa where proximity to Siliana allows substi­
sution of a Type B center..
 



Such an ambulatory care facility should be well supplied
 

With drugs, have a modest diagnostic capacity, a place for
 

the eventual installation of a simple X-ray apparatus,
 

adequate space to allow relatively high patient volume
 

without creating an environment that is unacceptable to
 

either provider or.patient, and should include a small
 

number of beds for two purposes.
 

1. Maternity- (10)
 
2." Pediatrics 'andMedicine (5-10)
 

.The maximum bed capacity proposed at ,any Type A.center
 

is 15--with 'fiveor more maternity beds being available
 

as needed for pediatric or general medical use. At the
 

present time, in the areas that the Type A centers will be
 

serving, 90-100 percent of deliveries take place at home
 

unattended by any trained personnel. Certainly a'-number of
 

deliveries can safely take place at home. However, there is
 

no question that some .percentage of deliveries, particu­

larly:those where there is an identifiable high risk for.
 

either mother or child, are best accomplished by a trained
 

midwife in.an inpatient setting. (It should'be noted that
 

Tunisian Gbvernment policy goes far beyond :this modest goal:
 

it seeks to make trained midwives available for attendance'
 

.at births in,formal maternity settings throughout the
 

country.)
 

The somewhat random nature of deliveries and th", very
 

small total numberoof infirmary/maternity beds proposedfor
 



each facility demands that, for efficient utilization,.all
 

beds be available for more than one purpose. The principal,
 

purpose of the pediatric and medical beds is short hospi­

talization for relatively common illneses which cannot be
 

treated on an ambulatory basis and for which referral is
 

neither available nor needed, for instance:" moderate and
 

severe diarrhe& in -infants and :young .children, certain
 

pneumonias; overnight observation of a person=with :a re­

centlycasted extremity who lives in -a.distant village; and
 

the inadequately controlled diabetic (reportedly a very
 

common illness in Tunisia).
 

One can be certain that if ambulatory care services­

improve and Type A infirmary services are satisfactory to
 

patients, there will be high (and needed) utilization of
 

all existing and proposed beds. It is important'-tlhatniinimum
 

adequate staffing and diagnostic support be available; other-,
 

wise, potential patients will quickly realize that the ,services:
 

are little better than what they can receive ,at home and,
 

depending on motivation and means, they will either -stay at,
 

home or travel to the provincial capital or beyond.
 

Thus, FHC concludes that the additional infirmary and
 

maternity capacity proposed• (125 in total)iis necessary. After
 

this capacity is added, a substantial unmet need for hospital
 

beds will still exist--about 388 (see Table 4)Te
 

1985 projected bed need deficit is 726 less 338 or 3880
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After an integrated rural service is in place, actual need 

can be better determined. National planning for a new or 

substantially expanded capacity in Siliana. and Sidi Bou Zid"
 

cities (for:construction in the early/mid 1980s) can realis-,
 

tically begin. FHC estimates each regional hospital will
 

ultimately require about 150 to 175 total beds, including,­

surgical beds.
 

C. VEHICLES
 

Vehicles-have two principal uses in the proposed
 

program:
 

1. The transport of personnel; and 
2. The transport of patients.
 

The transport of personnel includes taking front­

line workers and members of mobile health teams to'their
 

place of work, transporting supervisors (surveillants
 

'generaux,physicians, economes, and in some cases, midwives 

and environmental health technicians with supervisorial 

functions), and transporting supplies and equipment. 

The ambulance: function is traditional. ,However, the .:most 

important function for vehicles is the delivery of supervi­

sorial staff and supplies to the periphery of the service', 

delivery network,. i.g.1',"tothe Type C centers. These are 

often located in more remote rural areas on dirt roads or 

tracks that from time to time become impassable to conven­

tional vehicles. Four-wheel-drive vehicles of at least six 

..to, eightpassenger capacity are needed.!
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Ultimately each delegation seat should have two
 

vehicles: one for staff transport and to be used in an
 

emergency for patient transport, and the other devoted
 

.
primarily to patient transport,,and to serve as a backup for
 

staff transport. Initially, one functioning dual-purpose
 

vehicle for.each delegation site is suff-icient. -At present
 

•Siliana.has two vehicles- in-good condition and -three in very
 

poor condition. Sidi Bou Zid. has three vehicles-in good
 

condition and one in poor (but acceptable) condition.at
 

Er-Regueb. Therefore, -additional vehicles with spare parts
 

a.re required. The vehicles provided should be equivalent to
 

a .long-wheel-baseLandrover (International Harvester Tra­

velall or equivalent U.S. product). Vehicles are recom­

mended as follows: .-


Siliana Province: Bou Arada 1.
 
Gafour1
 

Sidil Bou Zid Province: All delegation seats ex­
cept Er-Regueb.and the:
 
City of Sidi Bou Zid .5
 

TOTAL ADDITIONAL VEHICLES REQUIRED: 8
 

-.The cost for vehicles with :spares, delivered in 


Tunisia, is estimated at $20,000 peraveicle x 8- $160,000..
 

http:condition.at


V. MANPOWER AND TRAINING,
 



V., 	MANPOWER AND TRAINING
 

The training program will be field-based; that is,
 

training of workers will take place in the provinces where,
 

they live and work. Curriculum development and training
 

will be carried-out by the Ministry of Public Health staff
 

working together with U.S. contractor technical assistance,
 

personnel. Wherever possible, regional physicians, sur­

veillants generaux, and as appropriate, other health per­

sonnel (e.g., techniciens sanitaires, midwives) should be
 

the 	instructors in both classroom and practical '(clinic.and
 

community) settings.
 

Instruction may reasonably take place in three
 

phases:
 

1. 	Periodic, short (1-3 week)'staes for the­
development: Ofi new or augmIentaton/refreshment
 
of old,skills;
 

2. 	Reinforcement and continuing education through
 
supervision on the job;
 

3. 	Periodic (every 1 to 2 years) updating after
 
basic retraining is completed, through par­ticipation in a stagie lasting 2 to 4 weeks.
 

Item (i)above suggests that 1 to 3 week stages be
 

developed for between 5 and 15 workers at a'time. Each
 

stagewill be limited by the availability of either com­

munity sites or patients for practical training,'parti-,
 

cularly where the :training is ofa clinical or personal.
 

'preventive natur'e. This is a most important factor to,
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consider in ithe'design of the training program;' it has
 

beenione of the problem factors in the Siliana school for
 

paramedical personnel. (Note: The existing Siliana training
 

site could serve as an excellent core facility for the
 

proposed recyclage in Siliana.)
 

Over the course of three years, it should be possible
 

for all eligible aides soignants, aides hygienistes, service.
 

d'hygiene personnel and,;as needed, midwives, assistant
 

midwives, and techniciens sanitaires, to pass through
 

sufficient retraining stages to reach the skill levels
 

outlined in Table 10.
 

In the ,first 12 to 18 months of the project, it is
 

most important that personnel who will be involved in the
 

supervision of retrainedlworkers, including physici'ans,
 

participate in a structured training experience. This
 

should expose supervisors to the goals of the overall
 

project, the new skill capacities of the retrained front­

line.workers, their own modified roles and responsibilities
 

vis-a-vis the supervision of these workers and, finally, the
 

vital part they must play if the:full potential of the
 

front-line worker is to be realized. The support and
 

reinforcement, thiough ongoing supervision, of the front­

line workers will be a important element of this project.
 

Finally, after an individual completes all steps or
 

stages in formal retraining, and has worked under appropriate
 



supervision for,one to two years ina centre de sant".
 

base, he or she should be offered:continuing education
 

or arfresher stage-lasting ,two .tofour weeks. The re­

fresher stage should be. repeated every one 'to two years.,
 

Newly assigned Workers will gradually enter the
 

provinces and their skills will -have to be upgraded.
 

Over time, however, particularly if the program is viewed as
 

successful, the modification of existing curricula for new
 

workers should take place in training programs throughout
 

Tunisia. FHC recognizes that influencing the present formal
 
educational structure and introducing curriculum changeis
 

a slow process, Thus, the need for a continued recyclage
 

field Capacity can be anticipated to extend beyond.the life
 

of this'project. Therefore, it is particularly important
 

that training methods and personnel make maximum use of
 

permanent Ministry of Public Health staff, assisted by
 

contractor technical assistance personnel, rather than
 

depend upon contractor personnel for the primary teaching
 

role.*
 

.There frefive general categories ofk health workers
v 

who must be considered for targeted retraining or continuing
 

education if the successful integration of preventive and
 

curative services is to take place:
 

The coordination of training efforts with the Tunisio-

Belgian project in Nabeul and the UNDP training of.
 
trainers project is strongly encouraged--see Admini-,,..

strative Structure Recommendations (Chapter VI) and
 
Foreign Donor Coordination (Appendix 9).
 



1. 	Non-physician, predominantly clinical
 
workers, now staffing salles de soins
 
and dispensaries (e.g., aides soignants
 
and aides sanitaires);
 

2. 	Service d'hygiene personnel;
 

3. 	Midwives and aides soignantes obstetriques;
 

4. 	 Environmental health technicians
 
(techniciens sanitaires); and
 

5. 	Supervisorial personnel at the provincial
 
and delegation levels (e.g., physicians,
 
dconomes, surveillants genfraux, etc.).
 

Prior to beginning a training program, FHC recom­

mends that the technical assistance personnel, in conjunc­

tin with provincial and central Ministry of Public Health
 

staff, complete each step suggested in Appendix 6 (from FHC
 

February, 1977 report).
 

-Table 10 indicates the activities that workers in
 

categories 1, 2, and 3 typically perform at present. It
 

does not indicate skills thatmaiy have been taught but are
 
not generally used. This-table also illustrates the goals
 

of the recyclage program for workers in categories 1, 2, 3,
 

and 4. The current activity assessment of ',existingworkers
 

is a judgment of the FHC team. The goals of recyclage have
 

been reviewed with, modified and agreed top by Dr. Taoufik
 

NaeDirector,of Preventive Medicine, Ministry of Public'
 

Health.
 

The intent,of the proposed recyclage is to improve-,
 

.the efficiency and relevance of the, rural delivery system. 
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TABLE 10 

CURRENT AND PROPOSED SKILLS: 
INTEGRATED FRONT-LINE HEALTH WORKERS 

CURRENT SKILLS PROPOSED SKILLS 
WOKER CATEGORY WORKE CATEGORY 

SKI LLS I 2 3 162 3 4 

Family Planning: 
Pills - - x + + 

Condoms x + + 

IUDs x
 
Social Abortions - - - +7
 

Nutrition Education: 
Adults - - x + + + 
Children x + + 
Pregnant Women, Mothers x + + -

Use and Distribution of SAHA and/or Instruction 
in the Preparation and Use of Other Weaning 
Foods + + 

Immuni zat ions: 
Routine (e.g., DPT) x (x)* x + + + 
Episodic (e.g., Rabies) x x1 + 4 -

Prenatal Care: 
Casefi ndi ng + + 

Initial Risk Assessment x + -

Education x '....++._. . 
Management (Minimum 3 Prenatal Visits) 
- Interview & Observe x +. ± ­

+ +- Lab 
- Physical Exam x - . , 

Labor and Delivery: x 1 + ­

Postnatal/Child: 
Acute Post-Birth Care (Airway, Etc.) x - + 
Post-Birth Preventive Treatment & Exam (Eyes. 

and Hips) (x) - + 

Postnatal/Mother: 
Family Planning 
- Advice/Education - x + + 
- Supplies - x +- + 
- IUD Insertion -x + 
Child Care Education 
- Breast feeding -. " x + +
 
- Hygiene and Cleanliness - X + +
 

Treatment of Mild Diarrhea - +
x + 

Clinical Care:
 
Diagnosis and Emergency Treatment/Referral of
 
Diarrhea
 
- Mild . . x)- + 

- Moderate + +
 

- + +- Severe 
S) indicates that some workers do these procedures, some do not. 



* 7' ABLEO1-(Cont Inued) 

RRENTS.ILLS PROPOSED SKill
 
WORKERAEGORY WORKER CATEGORY
 

SKILLS . . . .3..
 

Clinical Care (Continued):
 
Common Skin Disorders 
 Wx W + +
 

X + +Cj-tonjunctivitis W 

Otitis Media + + 

Sympton Recognition & Emergency Treatment
 
- High Fever with Chest Findings (x)- +
 
- High Fever with Stiff'Neck .. 4+
_(x)_...._+ 


-
- High Fever with Diarrhea 

­

+' +Anemia Identification & Prophylaxis 

4+ +Treatment of Visible Stool Parasites 


Trauma - Minor (Abrasions: lacerations and
 
burns--first and some second) x 4.+ 


Trauma - Major (Maintain airway; stabilize
 
identi­fractures; transport of patient; 


ficatlon, temorizing treatment and referral,
 

of some second and all third degree burns) + -


W- + I -Common Gynegologic Disorders 

Poisoning
 

-+
- Identification and Referral 
+
-"Lavage 


+
Identification of High Risk Infants and Children: -x +: +
 
- + , + +Treatment Through Education of Fami y 


+
Treatment Through Food Supplement +. 4

_ __ __ __ ___i- - " . - +Referral 


,+ +
Environmental Education: Water, Poisoning, Burns 


Malaria Screening:
 
x + ++
Active


Pass ive X I.x .
 

Water Supply:
 
Wells: Physical assessment, testing & recom­

• +
mending improvements -. N()Y 

Home: Transport, storage , purification "x) + 
Piped: Testing - - - -+. -

Inspection of Establishments: 4.' 
-+ +
Restaurants 

Slaughtering Points - - - + 
- +Butcher Shops +
Hotels 


Factories & the Work Place: .. -+-.-.-.-. ..
,. .
 J 
Dog Control: 

Owner Education -+ + 

- - - - +Eradication 

immunizations " :' '::;''':';; 'E'' ; P :" ' ' +""'P 


indicates that some workers do these procedures, some do not.
( i 




TABLE 10 (Continued)
 

CURRENT SKILLS PROPOSED SKILLS 

WORKER CATEGORY WORKER CATEGORY 

2 3 1&2 3.1 4SXI.LS 	 . 
?Mscellaneous Skills:
 

Drawing Blood 
I W + +- Finger Stick 

-	 +- Venapuncture 	 7 
Specimen Collection: Acid Fast Material Tx) - -l +
 

- +
Intravenous Infusions 

Clysis
 
Collecting Stools for Culture or Micro­

scopic Exam 	 (x)
 

indicates that some workers do these procedures, some do not.
* () 
NOTES:
 
1. 	Administrative skills (e.g., recordkeeping, clinic management and equipment
 

go5als list
maintenance) need to be, as appropriate, included In the skill 


and formally addressed In the training programs.
 

2. 	The proposed skills for workers in Categories 1 and 2 assume that these• 
gynecologlc dis­

workers will remain predominantly male. Therefore, common 
list for such workers.. Should,

orders are excluded from the proposed skill 


as would be desirable, women become available for this role, then some
 

list would be appropriate.,
revision in the skill 
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Workers in categories (1) and (2) will! undertake
 

a recyclage process-that will enhance, refresh, or add
 

skills sufficient to allow them to serve as the core
 

staff for the basic health center, Types A, B, and C.
 

Workers in category (3)will expand theirskills to include
 

the itentification and treatment of common childhood ill­

nesses as well as non-obstetric/gynecologic illnesses
 

commonly occurring in women of child-bearing age.
 

-Workers in category (4) will develop an" increased
 

capacity and depth of knowledge through the practical
 

field application of their current skills in community and
 

They will also be provided with
environmental sanitation. 


limited orientation to the concept of integrated curative
 

and preventive services, selected additional skills in the
 

area.of personal preventive services and supervisorial
 

skills relevant to their role vis-a-vis personnel in cate­

g9ries (1), (2), and (3).
 

:.Supervisors in category (5)will be appraised of the
 

role and change of responsibilities of the front-line
 

workers,.aswell as the rationale for integrating curative
 

and preventive services. They will be assisted in the
 

development of effective supervisorial .techniques which
 

actively foster the successful implementation and main­

tenance of integrated preventive and curative services.
 

At the present time, approximately 100tworkers in
 

Siliana and 75 workers in Sidi Bou Zi'd fall into categories
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( 12), and (3) and would be candidates for r,'etraining.
 

The,,skill goals shown'in-Table 10represent,an initial
 

service,needs Assessment of the population, and reflect the
 

priorities discussed in-pages 55-60 of the "February,.1977
 

Family Health Care report.
 

The administrative and management capacity in the...
 

Tunisian Ministry of Public Health is impressive. However,
 

particularly with the expanded functions of the front-line
 

worker and the integration of preventive and curative
 

services, the single provincial surveillant general who is
 

now largely responsible for the supervision of dispensary
 

workers will be most heavily burdened. During the earliest
 

phase of the project, a realistic assessment should be made,
 

of how much one surveillant general can do. An assessment
 

should also be made of what economes assigned to small
 

hospitals (e.g., Maktar) and ultimately to all Type A
 

facilities, can do in the way of direct field supervision;.
 

Optim'al use of these supervisors, as.well as of physicians
 

trained to support and guide the front-line workers in the
 

utilization of their new skills, will be essential if-the
 

training investment is to result in a permanently improved
 

service delivery capacity.
 

Recyclage will take place largely in the cities of
 

Siliana and Sidi Bou Zid. On occasion, other sites-,within,
 

the two provinces may be used for relevant demonstration and,,
 



field experiences. However, no significant amount of
 

training will be,91anned for sites outsideof the two
 

provinces.
 

Training personnel will include existing,provincial
 

health services staff and USAID-supported technical assis­

tance staff. As available and :appropriate, central staff 
of
 

the Ministry of Public Health and representatives from other
 

components of the public and private sector, both from. 

inside and outside the provinces of Siliana and Sidi Bou 

Zid, will be utilized. 

Recyclage will take place in-stages and the process 

in aggregate may extend for any one individual over a 

period of several years. An assessment of the actual skill 

status of existing workers will be related to the priority 

a clear deficit in skill,needs of the area. Where there is 


the needs will be met by short-term training ranging in
 

length from one to three weeks. For example, techniciens
 

sanitaires are trained to test water sources and to purify
 

wells. Thus, they are unlikely candidates for recyclage in
 

this particular skill. However, aides soignants and malaria
 

workers will be logical candidates for recyclage in this
 

skill area. Sufficient time will be allocated for'all
 

stages so that one or more specific skills oriskill areas 

will be completely covered (e.g., environmenta~li education, 

the prevention and emergency treatment of infanitile diarrhea, 
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etc.)., An advantage of 'short stages is that they allow for, 

continued operation of facilities,by temporary coverage 

arrangements and/or -short-term changes in hours or days of 

operation.
 

The end result of recyclage will be the functional
 

integration of preventive and curative services, including
 

family planning. The benefits should be immediate in that
 

more workers will be delivering more needed services, and
 

services will be of higher quality. For instance, the
 

dispensary agent will be able to provide school health
 

services, make outreach visits into the home and community
 

covering such areas as water supply, nutrition and family,
 

planning, while also undertaking case finding for high riz-k
 

pregnant women. At present the dispensary agent,rarely
 

leaves the clinic, and his primary function is one of
 

support during:physician consultations. When the physician
 

is not present, the worker's activities tend to be limited
 

to changing drOssings and dispensing medications (the latter
 

on prescription). "Down time" for dispensary staff re­

presents a large portion of the work week, with most
 

services performed during those mornings when a physician
 

visits for one to four hours:few services are rendered in
 

the afternoons.
 

The malaria worker now takes malaria smears from
 

villagers. In.Siliana and Sidi Bou Zid, malaria smears
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have been consistently negative -for at least three years.
 

Whether or not active malaria surveillance continues,
 

the malaria worker can do more. villagers, workers and
 

!.supervisors all support an expanded role for the malaria,
 

worker.
 

FHC feels the foregoing is realistic. A small­

number of malaria Workers are already being.retrained.
 

After a two-year recyclage effort at Nabeul, they then
 

assume the responsibilities of an aide hyginiste and
 

work in rural dispensaries. Their full .potential is yet
 

to be,realized,. but in principal the effort is similar
 

to what is proposed in.this ,project. In the Siliana pro­

vince-the team observed the results-of initial efforts of.
 

integrating services. Here the service-d'hygiene workers
 

have assumed a health function in.the school, with diag­

nostic and treatment responsibility forrselected skin
 

conditions, and,responsibility for. referral of more ,serious
 

maladies. The service d'hygiene is also being physically
 

installed inPMI centers, where initial coordination of data
 

and outreach services is beginning, Dispensary agents
 

are leaving their dispensaries in the afternoons to make
 

'home and community,vislits, and arrangements-have been.made
 

to legally close dispensaries so that such outreachservces
 

may take place. The proposed project will help to speed up
 

the, processdescribed above, and give the front-line workers:
 

prelevantskills quickly.
 



- 68" 

Finally, by constructing or renovating facilities
 

in.amanner that derives from the.Ministry,s concept of
 

integrating preventive and curative services, there will
 

be not only a better milieu for efficient service delivery,
 

'
but the very structures themselves will support a'nd, main­

tain the concept of integrated delivery of preventive and
 

curative services.
 

It should be noted that the environmental technician 

(technicien sanitaire) is a quite-highly'skilled person. 

At present, the plan is to provide one for each delegation. 

This worker is now trained expressly as an environmental 

health technician. The effective use of these technicians 

in the larger population seats and as an occasional super­

visorfor retrained workers (particularly in Type C centers) 

should be v concern of this project. 

Constraints-of time during the FEC team's visit in.
 

Tunisia did not permit the development of.detailed job
 

,descriptions for.recycled workers. However, the skill
 

goals shown in Table 10, in conjunction with the functional
 

program statement entitled "Services by Location of Service"
 

(Section A,.Chapter IV), were fully discussed and agreed to
 

in Tunisia. They form the basis for the development of.
 

thesespecific job descriptions.
 

In summary, the thrust of recyclage will be:
 

1., 	To expand the prev'entive and curative skills of 
service d' hygisne ,personnel, so that they may 
serve as-the basic core.staff in all types of 
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centres de sante de base. They will provide
 
integrated curative and preventive services,
 
including family planning, in the center and
 
in the surrounding community;
 

2. 	To refresh and/or increase preventive skills
 
and selectively upgrade curative skills of the
 
current staff of salles de soins and dis­
pensaries (now being redesignated as Type C
 
centers);
 

3. 	To provide recyclage equivalent to item (2)
 
above for clinical staff and other staff
 
in PMI, family planning and maternity centers;
 

4. 	To expand the clinical skills of midwives
 
and-assistint midwives, particularly in the
 
areas of common childhood illnesses and ill­
nesses that commonly occur in women of child­
bearing age;'-and
 

To provide supervisors (non-physician and
 
physician) with an understanding of the
 
objectives of the program as well as super­
visorial skills relevant to the roles of the
 
restructured front-line workers.
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VI.-o OPERATING COST IMPLICATIONS
 

One of:the major unresolved issues which FHC raised
 

in its Februaryl,77 report was the capacity of the Govern­

ment of Tunisia tb absorb the increased operating costs
 

in the budgets of Siliana and Sidi Bou Zid provinces which
 

would be incurred as a result of the proposed project.
 

The 	analysfs which follows outlines those operating
 

costs and several options for their absorption over time,
 

in a manner which should allow these provincial systems
 

to be operated by the'Ministry without foreign donor,
 

assistance.
 

Currently, in Siliana and Sidi*Bou Zid there are about
 

67 salles de soins and dispensaries (.freestandingor hospi­

tal outpatient departments) for which an operating budget is
 

available in'1977. Additionally,In Sidi Bou Zid there
 

are four unopened PMI/maternity/family planning facilities
 

(Sidi Bou .Zid City, Er-Regueb, Ben Aoun, and Maknassy). It
 

is the team's understanding that the operating budget for
 

the four referenced facilities in Sidi Bou Zid is available
 

through the National Office-of Family Planning (NOFP) and
 

that these fa'cilities have not yet opened for the following
 

reasons:
 

I.: 	Sidi Bou Zid: Facility construction not yet­
complete.
 

2. 	Er-Regueb: Awaits final acceptance by the
 
government of contractor's work (a few
 
modifications remain to be made in the
 
building in order-to-make it satisfactory).
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3. -Ben Aoun: Same as ErRegueb.
 

4. 	Maknassy: Facility accepted, equipping
 

and transition about to begin. 
-. 

Sufficient front-line workers (e.g., service d'hygiene 

personneland"dispensary agents of various types) are . 

already employed: (inSiliana about 77; in Sidi Bou'Zid " about 100) 'to meet, the liimal"stafig ned rojeted o' 
aboutm100 tome h ii astffing needs projected for
 

all Type C centers and: to substantially contribute to
 

the minimum staffing required for Type A and B centers.
 

The: minimumnumber of physicians required for.each
 

province are: Siliana seven and Sidi Bou Zid eight. Cur­

rently, there are seven or eight physicians in Siliana, one
 

in each delegation seat and two (possibly three) in Siliana
 

City. All physicians are in government service except'
 

for one physician who may be in private practice in'Sili'aa
 

City. In Sidi'Sou Zid, there are either seven or eight .' .­

physicians distributed as follows: six government physi­

cians in Sidi.:Bou Zid City, one private physician'in
 

Sidi Bou Zid City-and one government physician in Maknassy.
 

In Sidi*Bou Zid, some redistribution of physicians as
 

well as the acquisition of.a few new physicians:would
 

provide minimally adequate coverage of the province. For
 

instance, it might be reasonable to move two physicians from
 

Sidi Bou Zid City.to Ben Aoun and Er-Regueb, and at a
 

later date acquire.new physicians for Jelma, Ouled Haffouz,
 

and 	Mezzouna. Thus, in aggreglate, ~only-three additional'
 



physicians,are.needed for both provinces to'meet :the 

minimum staffing criteria for supporting a rural delivery 

system (one physician'per delegation seat); none are
' re­

quired immediately. As over three-hundred graduates from 

Sousse and Sfax Faculties0f Medicine will be available 

within three years, it is not at all unreasonable to assume 

that, by virtue of government policy and competitive pres­

sures, these three positions can be filled by Tunisian 

.physicians. Further, some of the foreign contract physicians 

will be.replaced within the next 2-5 years by Tunisian 

physicians. Additionally, in at least the provincial seats 

and.possibly in the larger delegation seats, private prac­

tice may well become more common, reducing some of the 

service demand on the government system. However, this 

raises the problem of dual systems of care and dual stan­

dards of practice (see pp. 30-35 in the"FHC February, 1977 

report for a discussion of the Tunisian physician in rural 

areas). 

It should be noted that the salaries of many phy­

siciansdo not.appear in regional hospital budgets and are 

an expense charged directly to the central:Minis try of. 

Public Health. The cost of three additional physicians per 

year is estimated at $22,17.di(9,312,Tunisian dinars) per 

physician per year or $61,516 annually. This is a very high 

estimate and is derived from the mean annual earnings of 
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Care report,
all physicians in Tunisia (Family Heal 


March 10, 1976, iAppendix A, Charts III and IV). As new
 

physicians will almost certainly be either in a training
 

status or just joining the,government service, one can
 

assume they will be earning about 3/4ths of he ,average
 

annual income of 	Tunisian physicians'in general, or $16,629
 

per year--in aggregate $49,887.*
 

Midwives earn approximately100 Tunisian dinars per
 

month with indeminities. To meet minimal staffing needs,
 

no more than four additional midwives would be required for
 

Sidi Bou Zid (Jelma, Ouled Hafouz, Mezzouna, and Menzelr
 

Bouzaiane) and three for Siliana (El Krib, Robaa, and
 

Rohia). The annual operating cost in current dollars of
 

seven midwives is (,7 x 100 x 12) divided by .42 or $20,000,
 

Health: workers whose jobs are not readily filled
 

by retrained front-line workers (see staffing patterns on
 

pages.37-43) will be needed as follows for Type A and B
 

centers where staff may not be present:**
 

Type B centers: 	 Menzel Bouzaiane and Robaa ­
2 centers x 2.5 workers x 
80 Tunisian dinars per month x 
12 months divided by .42 = $11,429
 

This figure is compatible with the low range of physician
 
a document dated 	12/18/76, provided
salaries as stated in 


by the Ministry of Health.
 
** Physicians, midwives, and retrained front-line workers
 (former dispensary agents and service d'hygiene person­

nel) are excluded from the figures as they are either
 
counted separately or are already present in sufficient
 
numhbrs. 
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El Krib, Rohia, Mezzouna,' Jelma,
Type -Acenters: 

and Ouled Haffouz­
5 centers x 6 workers per center 
x 80 dinars per months x 12 
months divided by .42 -$68571 

$80,000

.TOTAL 


The annual non-personnel operating.cost for.TypeA, 
B,-and
 

C centers has been estimated by provincial health 
administrators
 

as follows:
 

4,500 Tunisian Dinars:-annually ($10,714)
Type A: 

3,000 Tunisian Dinars annually '($7,143)
Type B: 


Type C: I,500 Tunisian Dinars annually ($3,571)
 

. c..-Personnel Operating Costs,
 
for New or Substantially:Expanded Centers
 

4,500.TD x 5.centers = 22,500,.TD - (1,500.x 5) = 15,000 TD 

Type-B
 

3,000 TD
 
3,000 TD x 2 centers = 6,000 TD- (1,500 x 2) = 

Type C
 

.22,500,TD
1,500. TD x 15 centers-= 


40,1500 TD
 
TOTAL 
 Annally.or
 

A9,28
 
-O 


As dispensaries already.exist wherever Type A-and Type
 

B centers will be constructed, the annual operating 
cost of
 

1,500 Tunisian Dinars has been subtracted for each such-centers
 

.in the'above calculations.
 

http:22,500,.TD
http:4,500.TD
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Incremental Operating Cost Summary,
 
(Constant Dollars) for Siliana and Sidi Bou.'Zid Provinces'
 

Cost Categories $ Per Year # of Workers 

Physicians 
Midwives 
Front.-Lirie Workers. 
Other, Workers . 
Non-Personnel Costs 

.. 

$49,887 
20,000 

0 
80,000 
i'96,428 

a 

a 

-. 

3 
6 
0 

,a 35, 
N/A: 

TOTALS $246,315 44, 

From the foregoing summary it 'can be seen ,that the
 

minimum annual operating'cost increment in current dollars
 

attributable to the proposed project .in.,S3.liana and Sidi Bou
 

Zid provinces will be approximately $246,000 per year.
 

(Front-line workers-are omitted, as sufficient numbers are­

already,employed, arid thus!will not represent an incremental
 

operating cost for the new system.)
 

The salary levels ot 2ront-line workers who are ,
 

retrained are not anticip, )d to change solely because of
 

retraining. Both centrally and i' the provinces, Ministry,­

of Public Health staff'st.ed that salary structure would
 

change only insofar,,,4s the total Ministry pay scale changed. 

The combined 976 budgets for Siliana and Sidi Bou Zid 

provinces are estimate'd at :45'7l.,i3 2 (see estimate in Table 

9, footnote 4). In orde" to' absorb the'cost increment ofa' 

$246,000, budgets' 'the..aggregate for both .provinces would.:
 

.have,to grow in real terms (excluding.infliiion) at:: ,7%
 

http:staff'st.ed
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per year to achieve a $703,000 operating budget in 'three
 

a rate of 7.4% per year
years. They would have to grow at 


to achieve the necessary growth in five years (assumes all
 

new monies are devoted to staffing and operating facilities•
 

constructed pursuant to this program).
 

It was poin'ted out to the team that a Tunisian law
 

'obligates the 'Ministry of Public.Health to operate a com­

-pleted facility; compliance with this law and the intent of
 

the Ministry to operate new facilities explains why all
 

sites viewed by the team in Siliana and Sidi Bou Zid pro­

common
vinces were .equipped, stocked and staffed -to a 

standard,
 

If Si'liana and Sidi Bou Zid provinces continue to
 

receive even some preferential budget treatment to redress
 

allocation imbalances (see Table 9) it is likely they will
 

be able to meet operating cost requirements!in three yeairs.
 

If preferential allocation does not occur, operating cost
 

r~quirements would be met in 6.2 years at 6% real annual
 

growth rate and in 9.1 years at 4% real growth per year in
 

the budget.
 

It is the team's impression that budget mechanisms are­

now iniplace that will assure the availabilityof operating
 

funds.,for newly constructed or renovated centers.
 

However, since it will be most-cost-effective to 'begin
 

'construction as early as possible (to minimize the 'impact of 
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inflation'on the construction-program). FHC suggests that
 

'
it would be prudent for final AID Loan documents- to require,

that a minimal operating budget be available for each center, 

prior to AID reimbursement.of Tunisian Government construction 

ccts-- n full or inpart. 

http:reimbursement.of


TABLE I 1 

SILIANA & SIDI BOU ZID BUDGET REVIEW, 1974-1976 
(Share of MOH Budget Relative to Share of Total Population) 

(Actual Expenditures in SUS) 

BUDGET ITEM 

Siliana Regional Hospital! -

1974-

$81,905 

1975-

i$160,95 

1976;-

$183,095 

Percentage 

n2icrease 
1974-1975 

97% 

Percentage 

Increase 
1975-1976 

1.% 

.A.As % of Total MOH Budget . ., .22% .22% 5% 0% 

B. Regional Population as % 
of Total lUational Population5 -3.13% 3.43% ,'3.43% " m 

B/A 245015.59 15.59- -

S di Bdu ZidIRegional Hospital- - $148,333 $258,571- $273,810 74%L6L 

A. As % of Total -MOH Budget .25i .35% ..32% 1.0% _9% 

8. Regional Population as %
,.of Total National PopulatIon- .89% 389% 3.89%' I --

B/A 15.56' 11.11 .12.16 --

Ministry of Health " 
Total Operating Budget-. 

$5,74 8 
$58,764.286 

2 
'$74,426,190 

$81,285,711i 
$842285,714 2 13% 

1. From Journal Officiel de la Pepublique TunislennL (J.O.R.T.), 31 December 197, p. 2869.,
2. From J.O.R.T., 31 December 1975, p. 2933. 
3. From J.O.R.T., 31 December 1976, p. 3185.
 
-4. Excludes National Family Planning Office (ONPFP), preventive medicine and certain physicIan salaries paid


from the central MOH budget (in aggregate FHC estimates that the total regional budgets may be 125% of the 
figures reported in this table, e.g., Sillana: $228,869 and Sidi Bou Zid: $342,263.


5. Assuming population totals as follows: Tunisia Total = 5,618,572; Sillana 192,668; Sidi. Bou Zid = 218,511.
 
All figures as of 1975.'
 

6. Erroneously shown In FHC's February report as $280,809.

7. From J.O.R.T., 31 December 1971., p. 2927; J.O.R.T., 31 December 1975, p. 2863; and J.O.R.T., 31FDecember 1976,
 

p. 3177.
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VII. NEW RECOMMENDATIONS
 

Family Health Care, Inc. reaffirms its recommendations
 

.which were made in the February 1577 report for all the
 

proposed Technical Assistance.and Capital Assitance.Pro­

jects.
 

In addition, we offer the following new or modified
 

recommendations:
 

A. 	A.Mobile Seminar in the U.S. should be arranged
 
for provincial hospital administrators (if new
 
ones are assigned) and regional health inspectors
 
(when assigned), along with architects from the
 
Ministry of Public Health and from the private
 
sector.
 

B. 'Three staff options are recommended, each assuming
 
three full-time contractor technical assistance
 
personnel.
 

C. 	Formalized foreign donor coordination is recom­
mended.
 

De-	 Planning for and design of Siliana and Sidi
 
Bou Zid regional facility.±mprovement is
 
recommended.
 

:
E. 	Operating cost assurances should be'obtained.,


F. 	 Vehicles are,required. 

A.' 	 MOBILE SEMINAR 

'
 At the present,time, it 'appears nat-one or
:oorin	 ii e 


,of the provincial health administrators for :Siliana and Sidi 

Bou 	Zid may.be transferred within the next several months.
 

in addition, regional health inspectors may soon be appoin­

-.Sil
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ted for these- two provinces. It is certain that at least 

one of the two regional health inspectors will not have been
 

exposed to-the contents of integrated rural health services.
 

Finally. Tdnisian architectural health experience hap been
 

primarily limited to large inpatient facilities, and much
 

of 	the architectural design work has been done byforeign
 

architects. The recent adoption by the Ministry of the
 

concepts of the centre de sante"de base and of integrated
 

health services present an unusual opportunity for USAID to
 

contribute to improved program and facility design: the
 

detailed program planning and functional design for these
 

facilities is in the early stages; there is a relative lack
 

of Tunisian experience with ambulatory facility planning,
 

and:the pattern and.methods'of close collaboration between
 

architects and health program personnel is not well: deve­

loped., There would therefore be great value "inconducting%_ 

a short, intensive fomal seminar -in the United :States for 

responsible Tunisian officials.*
 

The seminar might reasonably take place at a stage in 

facility design when participants could most benefit from 

observing the results of effective integration of archi­

tectural and program planning in the facility development 

process.
 

* 	 It is likely that, either with Tunisian financing or' 
with the assistance of other foreign donors (for
example, the World Bank), the Siliana and Sidi Bou 
Zid projects could serve as prototypes for facility
and program design elsewhere in the country..,. 
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.B. STAFFING OPTIONS 

- Family Health Care feels that a contract technical 

assistance component should consist of at least three full­

time overseas personnel. Certainly, the technical :assistance
 

budget as it is proposed will now only marginally support
 

three.overseas personnel, (see 4udget Recommendations).
 

The contractor staff would work for the Ministry in defined
 

positions and in such a way that they would depend upon and,
 

'work within.the Ministry of Public Health structure.
 

The larger the number of,contractor personnel, the more
 

likely it is that their function will be too independent,
iS
 

Jeopardizing the relevance, acceptability, and ultimate
 

success of the project. Therefore, the following staff
 

options are suggested.
 
- Option A " 3'Persons-. 

S... ni Evaluation design/health
3 pero 


servi6es iresearch specialist
 

Siliana Management/planning and systems

development specialist, or
 

or
 

Sidi, Bou Zid Trainer/curriculum development
 
specdialist 

Opton - 3 persons 
rTunis:. Evaluation design/health services
 

.. research.specialist
 

Siliana .Trainer/curriculum development
' 

specialist with some background 
inlhealth systems management 

or and,planning, .or 

Sidi Bou Zid Physician
 



dpit'o - 3Cpersons 
Tunis Management and program development
 

associate
 

Siliana; Trainer/curriculum development
 
.'specialist with some background
 
in health systems management ane
 

or planning, or.
 

Sidi Bou-Zid Physician"
 

Assignment of a'small, well-chosen contractor'techni­

cal assistance team,'working in well-'defined job positions
 

within the Ministry structure, offers the best opportunity
 

for successful program implementation. Furthermore, mini­

mizing technical assistance personnel encourages the grea­

test -possible Tunisian..participation and control from the
 

beginning of the project.*
 

C. FOREIGN DONORCOORDINATION.
 

Foreign donor activities in program areas closely
 

related to the proposed Siliana and Sidi Bou Zid project...
 

are,numerous. Possible World Bank'support for the con­

other provinces,
struction'of centres de santede base in. 


training of paramedical trainers in Tunis, Project HOPE 

and the Tuniso-Belgian project based in Nabeul are examples 

of programs that relate directly, to the activities proposed 

for Siliana and Sidi Bou Zid.
 

Regional Health, Inspectors are appointed, a carefully
*-If 

selected:PeaceCorps Volunteer could be assigned to each
 
of,,the inspectors responsible for Siliana-and Sidi Bou
 

e
Zid provinces
 



FHC recommends that an integral partof this project
 

be the development of a formal process by which cont"rctor:
 

technical assistance personnel meet regularly to share infor­

mation and ideas with all appropriate foieign donor represen­

tatives, including 'those *Of,other LSAID-suppoqrted programs 

in Tunisia. This process might be developed by ,the Division
 

of Preventive Medicine, Ministry of Public Health, or be
 

under its guidance,.
 

See Appendix 9 for further discussion of foreign
 

donor activities.
 

D. REGIONAL FACILITIES
 

For discussion of the rural.regional hospitals,
 

see Chapter V.A.6., page 44.
 

E. OPERATING COSTS.
 

For discussion of FHC',s recommendation concerning
 

operating costs, .see Chapter VI, page. 71.
 

F. VEHICLES
 

Vehicles are' discussed and recommendations made
 

in Chapter V.C.,rpage 53.
 

In summary: As FHC feels that no significant obstacles
 

remain, nor is further developmental work necessary or appro­

priate at this time, we strongly recommend .,that the proposed
 

project move- as rapidly as possible"to the implenentation
 

phase.,'K'.j'
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VIII. PROGRAM BUDGET SUMMARY
 

In order to give,the reader an understanding of the
 

costs involved in the implementation of an integrated
 

health services delivery program for. the provinces of
 

Siliana and Sidi Bou Zid, illustrative budgets have been
 

formulated 'for both the Capital Assistance and Technical
 

Assistance •components.
 

Capital Assistance budget costs are, in substantial
 

part, derived from architect Susan Christie-Shaw's cost
 

estimates.
 

Ih order to facilitate budget modifications, Family
 

Health Care suggests the following priorities for additions
 

to, 	as well as deletions from,'the capital component of
 
the 	proposed project:*
 

Additions
 

1. 	Increase the USAID contribution to ambu­
latory care improvements at Maktar to
 
$100,000-150,000.
 

2. 	All Type C centers in Siliana and Sidi Bou
 
Zid provinces not scheduled for renovation.
 

',or re-equipping are to be'fully brought

'up to the standard of renovated/newly

'constructed Type C centers.
 

3. 	Increase USAID contribution for renovation
 
and new construction by $50,000-100,000
 
each for ambulatory care improvements at the
 
Siliana and Sidi Bou Zid hospitals.
 

7' It should be noted that neither additions nor de A.tions
 
have been discussed with either Ministry or USAID
 
Mission representatives. However, the suggestions
 
in both are derived from Family Health Care's under­
standing of Tunisian priorities.
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4.. 	Extend this program to other rural delega­
tions in other provinces.
 

Should deletions from the program be necessary#, FHC
 

proposes the following: 

SAVINGS CUMULATIVE 
ITEMS PER ITEM SAVINGS 

Ali Sites: Vehicles $160,000 $160,000 
Jama 
Er-Regueb 

44,286 
10,000 

204,286 
214,286 

Sidi Ali Ben Aoun 10,000 224,286 
Gafour 10,000 234,286 
Menzel Bouzaiane 118,969 353,255 
Maknassy 10,000 363,255 
Robaa 154,763 518,018 
Ouled Haffouz 330,057 848,075 

An Explanation of Deletion Priorities:
 

Because of the expense involved, both in terms of
 

purchase and-maintenance, all vehicles are deleted for both
 

provinces. Jama is a optional construction site and is
 

deleted in its entirety. Er-Regueb, Ben Aoun, Gafour, and
 

Maknassy are modified by deleting only the renovations.
 

Menzel Bouzaiane, rather than being converted to a Typ:e B
 

center, will remain as a Type C center. Robaa would become
 

a Type C1 center newly constructed and equipped, deleting
 

all the costs associated with Type B construction and
 

equipment. Ouled Haffouz, in .lieu of a newly constructed
 

and equipped Type A center, would have a newly constructed
 

and equipped Type B center.,
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The technical assistance budget proposed-'in the.
 

February 1977 Family Health Care report is lean. It does
 

not inciude funds for the proposed Mobile Seminar and it
 

may not include adequate technical assistance funds to
 

assure optimum utilization ofA the Siliana and Sidi Bou Zid
 

hospital sites. Further, only two to two-and-a-half yearl
 

per person of contractor technical assistance is recom­

mended. The budget could easily and usefully be expanded as
 

follows:
 

Physician --increase from 2
 
to' 2.75 years' - +$75,000
 

Trainers/Curriculum --increase from 2.5
 
Development Specialist to13 years = +$32,600 

Evaluation Design --Increase from 1.5
 
(Health Services to'3 yearsl +$25',000
 
Specialist)
 

SUBTOTAL +$132r000
 

Mobile Seminar for Architects & 
New Provincial Hospital Admini­
strators and Regional Health
 
Administrators + $35,000 

SUBTOTAL +$167,000
 

Previously Proposed Technical'
 
Assistance, $750,000
 

AMENDED TECHNICAL ASSISTANCE BUDGET $917,000
' 
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TABLE 'f2 

CAPI-A,'SSISTANCE AND TZCHNtCAL,ASSISTANCE \ 
BUDGETS SUMMARY 

SILIANA AND SID! BOU Z'ID PROVINCES'< 1. 

ICAPITAL ASSISTANCE .
 

Land acqulsition* ,, - -
Facility Renovation and New,Constructlon $3,-122,360 
Equipment - *'"323,3453" 
Vehicles - 160,000 
If formal facilicy.development process USOD ' 174,680 
Contingency 219,615 

Tunisian Contr butlon'.& ; ' ,__.. ' I ____ 

,002"-O
TOTAL 3" W
 

.
 ...
,- I' 

. .
TECHNICAL ASSISTA"E * 

1Basic Technical ASissIance, 4 $750,000 
Supplementary TechhilcaAl Assistancel(see p. 93) 167,000
 

TOTAL . ,.$917,000 

I e ,"'i 

identife by ',e ,, .
 
'.hae r o ar4 c~litin ass I /ce ~ 1 ,4 os.haebe
 

, 

hOL t, 

S iThereaeatno land acquisltlo, costs.'Acceptible sites have beef
thGovernmen :,


available at no cost to this proJe¢t. ." '"
 
idenifid b 1of Tunisia , and these will] be made
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BASED i JINFORNL FACILITY DEVELOPHET PROCEES JI)
 

SILIANA (2) S10i BOU ZI1D(

RENOVATION NEW CONSTRUCTION 

-. 

RENOVATION NEW COMSTRUCTION TTL
FACILITY.. NO. COST $US 
 NO. COST $US 'NO. COST $US 
 NO. COST S NO. COST $US
 
-
Type . 4 $225,000 2 $704,000 4 $180,000 3 $1,056,000 13 $2,165,000
 

Type B 
 0 1 154,440 1 110,000 
 0 2 264,440
 
Type C 6 60,000 6 235,620 4 40,000 9 335,300 25 690,920
 

Type C (Minimum Equ..­
ment Only) .
 0 	 0 r1 2,000 0 "4 2,000
 

TOTALS 	 10 $285,000 
 13 $332,000 -12 $1 UM11,300 A0 $3,122,360
 

Construction/Renovation 
 $3.122.360
 

Equipment: (3):

Siliana $146,524

Sidi Bou Zid 
 176P821 
 323,345
 

Vehicles: (4)

8 x 	$20,000 (Including spares) 
 160,000
 

if formal facility development process is used, add 
 174,680
 

Subtotal 
 $3,780,385
 
Contingency (About.5.8%).(5) 
 219,615
 

Subtotal 
 $".,ooooo0 
Less Tunisian Government Contribution of 25% ­ ($1,000,000)
 

TOTAL 
 $3,000,000
 

NOTES: 
 1. 	See report of Architect S. Christie-Shaw for a discussionon-cost estimating and facil'ity. 
development process.

2. 	See Appendix 2 for specific site listing and approximate locations.
 
3. 	See Appendix 7 for detailed equipment: list.
 
4. 	 See page 53 for discussion on vehicles. 
5. 	This contingency Is in addition to any contingency bIuilt Into the-basic construction cost estimates.
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A. 	 ILLUSTRATIVE BUDGET: TECHNICAL ASSISTANCE PROJECTS
 
NUMBER ONE.- FIVE. (See Section IV).*
 

Annual 
Cost Years 'Total 

Resident Staff (Option 2)
 
Physician 	 S100,000 x 2,0 years $ 200,000
Tral ner/Curri cul um 

Develooment Specialist 64,000 x 2.5 years 160,000 
Evaluation/Design Health 

Services Specialist 50,000 x 2.5 years 125 000 

Contractor Support (Washington, D.C.) 
Pro ect Coordinator _I /5 time) 30'000 
Supplies, equipment, cables, other travel:,' 8,000• -.... 	 "$ 38,000 

Short-Term Technical Assistance
 
(includes TA for capital projects)
 
Architectural,: health manpower, curriculum
 
training specialist, environmental health
 
and veterinary medicine, budget planner,
 
medical records, management systems, health
 
planning. (Most overseas, but some provided
 
in the U.S.) $400/day x 375days S 150,000
 

Five TA visits/year, 21 days/visit overseas, 
21 days x 5 trips x 3 years x S55/day *per diem 17,325 
S trips x 3 per year x S1,200 = air fare 18,000 

"~~~~ 	 15,325 

Short-Term Training - Tunisians inthe U.S. 
Three sessions, 3 months/session 
-,$l,5O0/month x 3 months x 3 sessions -S 13,500 
3 x $I,200 = air fare 3,600 
Air and other travel in the U.S. @$575x 3 = ,72S 
Per diem 90 days x 3 sessions x S55/day 14,8501 

Library
 
Hospitals at Siliana and Sidi Bou Zid 

$1;500 each x 2 • $ 3,000 
Preventive medicine at Tunis 5 000 

......
TOTAL TECHNICAL ASSISTANCE .750,000
 

This table is reproduced i'ntact from the FHC February, 1977
 
report, p. 140.
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C. COST ASSUMPTIONS: TECHNICAL ASSISTANCE PROJECTS
 

NUMBER ONE -FIVE. 

13Sal ary m upp r Annual Cost 

Resident Staff (Option Two),

Physician $40-55,000 + $50,000 $100,000
 
Trainer/Curriculum
 

Development Specialist .18-26,000 + 40,000 64,000 
•Evaluation Design/Health
 

Services Management 16-220000 + 30,000 50 000 
$214,.000, 

Contractor Support (Washington, D.C.)
 
-PrjectCoordinator
 

(1/5 time) $ 25,000 + $5,000 $10,000
 

.Short-Term Technical Assistance
 
Architectural, health manpower., curriculum
 
training specialist, environmental health
 
and veterinary medicine, economist/budget
 
planner, medical records, management
 
systems, health planning $ -400/day
 

Short-Term Training of Tunisians.in U.S.
 
Instructional Costs $I,500/month
 
Travel and per diem while in U.S. 3.T,500/month,
 

Per Diem and Travel
 
$55 is assumed for everyone everywhere
 

and includes robm and board, as -well
 
as miscellaneous expenses such as
 
taxis
 

Round trip air fare: Tunis-U.S.-Tunis- $1,200
 

Librara Resources. 

Hospitals @ $1,500/hospital x2 $ 3,000
 
Preventive medicine at Tunis, 5,000
 

13 includes fringe ,benefits, insurance, moving and travel costs, dependency
 

allowance, pro rata home leave, and icontractor-,overhead. Housing may
 
..
be provided by the Government of-Tunisia.
 

This table is reproduced intact from the FHC February, 1977 
report, p. 142.
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FINAL LIST OF PROPOSED CONSTRUCTION .. RENOVATION FOR SILIANA AND SIDI BOU 7iD
 

SILIANA 
 , SIDI BOU ZID 
 , Totals
 

Type A New Construction El Krib 
 Jelmaj
Rohia Ouled Haffouz 

Mezzouna5 
Type A Renovation Bou.Arada 
 Si.Al. Ben Aoun
 

Gafour
: Er-Regueb
 
Naktar 
 Manas
 
Sillana 
 Sidiassy Zid8
 

'Type B New ConstructIon'. 
 Robaa " 
 -

Type B Renovation: - Menzel Bouzalane '..
 

Lassouda
.,Type C New Construction 'Jama (SIliana) I i .. (Sidi Bou Zld)' +_:."+7 :. + ­! .::i 

Ed-Dkhania (El Krib) 


( ' +o ". "
 
Zaafrlaa (Sidi Bou Zld) ."


Sadlane 
 (Maktar) Ez-Zitouna (Er-Regueb) ­
Es-Smirat (Rohia) Es-Saida (Er-Regueb)
M'Sahla (Rohla) 
 El Hania, k.102 (Ouled Haffouz)
 

:- El Haria (Rohia) IBr El Amama* (SI. All Ben Aoun)
El Hansourah* (SI. All Ben Aoun)
 

Er Milia (Haknassy)
El Kerma (Maknassy) 15
 

Type C Renovation 
 Sidi: Morched (Siliana) M'Ghilla (Jelma)
Bou ROuis (El Krlb) El HameIma (Sidi Bou Zld)ElAroussa +(Bou Arada) 
 Battoumet (Maknassy)

BouJlida.(Bou Arada) El Hech (Maknassy)
Kessera (Haktar) ­
Ej-JmIlat- (Rohia) 10 

Type C Minimum Equipment 
 Dhouibet (Ouled.Haffouz)I Haddej 
 (Mezzouns)
 
Ferjane (Mezzouna)
 
El Founi (Mezzouna) 4
 

Note: 
 Substantial renovation or new construction could be considered for Type C centers In the SIllana
Gouvernorat In the following locations: 
Massouj (Sillana delegation), Harj El Mokaddem (Siliana
delegation), Bargou (Robaa delegation), Fourna (Gafour), El Akhouat 
(Gafour). Sidi Bou Zid Gouvernorat,

to the best of our knowledge, Is well covered in the above list.
*These Type C centers are in communities where comnmunity Interest and commitment to obtaining health services
is such that contributions of materials and labor are offered up to 50%'of the cost of construction.
centers, therefore, are equivalent in cost to one. 

Two
 
Such community involvement might be explored in other sites
 



HEALTH CENTERS IN RELATION TO POPULATION
 

Notes: 	 Siting of existing and proposed facilities is based on where
 
population groupings currently exist or where they are growing
 
(e.g. regroupments). Our siting recommendations come from
 
information gathered both from Tunisian authorities in the
 
provinces and from our own observations in the field.
 

Available maps do not entirely reflect all existing delegations
 
in each province. Neither do they show exact geographic locations
 
of towns or other agglomerations, except in the case of
 
provincial capitals or larger delegation seats. Inaddition,
 
the population census figures (See Bibliography reference No. 12)
 
are from 1975, are not now wholly accurate, and do not always
 
refer to the same secteurs listed on the maps.
 

Additionally, service populations will overlap in many cases:
 
patients will attend the closest and most convenient service
 
facility (not necessarily in their own secteur); patlentswilI
 
also be referred from smaller to larger centers.
 

For these reasons, the following tables can only estimate numbers
 
of people covered by each health center.
 

As an example, El Krib (Siliana Province) is proposed fora
 
Type A center. We assume that:
 

I) 	This center, as.all Type A centers, will serve
 
as the core facility for the entire delegation;.
 

2) 	The center will directly serve El Krib commune,
 
and the surrounding secteur as the primary care center;
 

3) 	Itwill also be attended by many patients from outsideI
 
the commune or delegation who find it closer or more
 
convenient than another center (people from Ed-Dkhania,
 
Bordj El Messaoudi, Hammam Bayadha or El Abassi);
 

4) El Krib will be the referral' point for patients from
 
.surrounding Type C centers. Their numbers would be
 
difficult to estimate;
 

5) A physician is already in residence in:El Krlb, but
 
with inadequate facili ty:and staff... The patient popu­
.­lation is already sufficient, and a good support
 
'facility and staff would. increase the physician's
 
effectiveness.
 

The figures estimated on the following pages under "Population
 
Seve"assUme.that,80% of the immediate populationwll attend
 
the'.center, and 50%; of nearby populations will al so':rittend. ­
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,"FORIDISCUSSION: DRA T OUTLINE
 

-FOR SILIANA AND SIDI.BOU ZID
 

RURAL HEALTH PROJECT,"
 

JUNE 14, 1977
 



FOR DISC WSICK 

DRAFT OUTLnIE FOR 
SILTAA ANDSIDI BU ZID RURALHEALTH PROJECT 

'June 14s_ 1977 

wae 	Family Health Care team, working -in,close conjunction with
 

mrs ,. Christie-Shaw (architect), was charged with the following tasks: 

i. 	 Determining the functional program for all facilities 
that would be renovated or newly constructed with LMAI 
loan assistance; 

2. 	 Determining the preliminary job definition of - front 
line workers and supervisory workers in or programmatically
associated with the facilities referenced in 1.above; 

3. Determining the programmatic siting citeria for facilities 
referenced in 1. above and initial specification of actual 
sites. 

The. purpose of the visit is to develop in conjunction with 

representatives of the Ministry of Health sufficient program and 

cost information to allow the. final stage.(Vroject Paper) of 

un program development to be compieted with loan and grant agreements, 

expeditiously signed thereafter,. 

This visit builds on and all work conducted falls fully within 

the 	overall program design approved in principle by. USAID (Project Review 

Paper) and outlined in the Family Health Care.Report entitled 

"A Program Proposal for Integrated Rural Health Services in Siliana, 

and 	Sidi Bou Zid Provinces, Tunisia", dated February 18, 1977 (French
 

edition).i See particularly Chapter IV, "Program Design and Project,. 

Recommendati. The reader's attention is also directed to Chapter 

VI, entitled, "Major Uniesolved Issues" and Chapter VIIII,,entitled 
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rpam Budget Swmmaxy" The team feels it is also iMorUtn to emphasise 

the. following: 

1. 	 Doumenting the feasibility of the proposed job restructuring and 
estimting the impact of such restructuring in quantitative 
terms on the capacity of the restructured delivery system 
emphasizing, integrated preventive and curative health 
services; 

2. 	Documenting and redetermining the rationale of the Governent
 
of Tunisia that led to the creation of the provinces of
 
Siliana and Sidi Bou Zid and the institution of province-wide
 
economic anC social developnent projects.
 

In recognition of the Government of Tunisia and the Ministry
 

of Health's policy to provide integrated preventive and curative services 

at the front line (sante de base), the team proposes the following: 

1. 	Recyclage of selected health workers 

a. 	Malaria workers
 
b. 	Current staffs of dispensaries and salles de soins 
c. 	 Current nursing and sage-feme staffs, of.Rs and 

maternity centers, as well as fail7v planning centers 

+;2. Construction or renovation of health facilities, including:
 

-Centre Siliara Sidi Bou Zid Total: 
de Sante Type A 7 12* 
de Base 

TypeB 1 1 2 

Type'C 10 13 23 

'Hospital's- Rural Regional - laboratory, X-ray, teaching 
space and outpatient (dispensary/FM1/family . 

P i i ement' 

30 	 Provision of transport 

a. Patient transport. 
.b. Field personnel' 



The tt of'the recyclage wMfl be 

a. 	 To expand the preyentive and curative skills of 
malaria workers io that they may serve as basic 
core staff in the Type C center providing integrated 
curative and preventive services, including fami2,v 
planning within the center and in the surrounding 
community; 

b. To refresh and/or augment the preventiveand 
. selectively upgrade the curative, skills of the-

current staffs of salles de soins and dispensaries 
•(now-redesignated as Type C centers); 

c. 	 To provide recyclage equivalent to b.above for 
clinical, non-midwife staff in PM4, famiJY" planning
and 	maternity centers; 

d. 	 To. expand the clinical skills ofinidwives, particularly
-in. the areas of common childhood illnesses azzi 
adult illnesses-that cozmonly occur in women of 
child-bearing age. 

Training will be done in Siliana and ..Sidi Bou Zid by existing 

Ministry staff with the assistanceof technical assistance personnel 

along the lines outlinedjin Budget Option 1 or 2 on page in Chapter 

V of F ai The training program willebra Health Care Report. 

be directed toward substantially achieving theskill levels indicated 

in Attachmentl. It is noteworthy that the team found both acceptance 

and enthusiasm-for -recyclage at-d-very level within the health system 

including thee, consimer, 

Facilities will be +designed in a manner that• fufly supports the 
an 

6Lvelopment and maintenance of/integrated curativeand proventive 

delivery system at the -front line . 



Facilityr Im'~ovement Reconinendations 

AUi delegation seats to-be provided vttb either a renovated or 

ne4lY ,constructed Type 	A center with,'the exception of Robaa, where a 

Type B center is proposed': 

ype A 
Bou Arada Tpe A 

/.4 kbhar ambulatory component of existing 
facility to Tyge A standards, 

;Renovation: 	 TGfoyr 

,+iNew. + ij, 

Conastruction(*Ie Krib Type A 

iSDI BOU M' 

Renovation:. MalMaasas"Ll Minor renovations of recently 
:Ben Aoun constructed facilities to 
Regueb bring them into conformance 
Re"bwith the intent of Type A 

standards 

Sidi Bou, Zid Ambulatory component of existing 
facility to Type A standards 

NewMJJaTp A
 
Constructio:,DimTp'
 

* Ouled Haffouz Type A 
.4Mezzouna. Type A 
i 	Menzel Bou Zaiene .- Type B - Not a delegation seat, 

Ut arapidly 4oig regrouent 

TypeC.centers are proposed for the following secteurs inSidi Bou Zid: 

Renovation: El Haemeia, MTGhillasBattoumet, El Mech. 

Minimum equipment only: Dhouibet, Haddej, Ferjane, El Foui
 

Construction: 41 Milia,4E1 Kem.,IEz Zitouna, Sadia, El Haima, 
Zr 
 Fri a, lessouda,liEl Mansoura.A4ir Amama 
.(the last two equivalent in cost to one center because 
of local contributions of materials and labor) 
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Type C-enter. are proposed for he following see eurs in Siliana:
 

Renovation: #Kesra, Sidi B6'wRig, .Tmlat,
 

New Construction.: EEm.SallaVEl
Maria,%smirat,*Saidenae, 
-
4Douktaie, eargout, taimmia
 

Siting criteria include for Type A, B and C centers:
 

1. 	 Assuring services to populations 4ith. in±ted or no .access 
to basic health services; 

2. 	 Providing a framework for supply, supervision .and referral 

Proximity t* roads or pistes that are' so6mewhat 'passab 1e
Coplemnuts the economic and social development priorities provincial 

Facilities marked with an asterisk are felt to be of highest 

priority. As cost estimates are refined it may become cleai that all
 

projects proposed cannot be undertaken. If so, priority Will be jiven 

zo those marked with an asterisk. . 

It 	 should be noted that the loan component of the program is 

:nto 	 epected to exceed.$3 million and that the loan will be solely 

+devoted to the capital component of the project. However, as a 
G...e+of Tunisia 

requirement of USAM loans is a 25 percent/contribution the effective 

funds available 'for+construction, renovation and equipment total 

$4million.. The following ,construction costs and sIquare footage, 

seem likely"at' this :time: 

Type A 


Type B 


Type C 

TD/S .Meters 


125 


..125
 

116 


Type 	'CCoo
 

(large) 12181,0 

rSq.Meters' TOTAL Cost(1)
 

90126,'000
 

200 12,600
 

81 , 


(1).Excludes'site acauisitionor .eauir64nt. 



tovision of Transport of two types are recommended:.-Vehicles 

1. 	 atiien't transport vehicles, with the goal of assuring 
:one functioning ambulance-type vehicle per delegation. 

Siliana requires and Sidi Bou Zid requires 

2. 	 Multi-purpose vehicles - Staff transport (MobiletEquipes) 
and back up for patient transport. Four wheel drive 
vehicles will be necessary In those delegations where 
travel is most difficult and the service population is 
most remote. SLliana requires and Sidi 
Bou 	Zid requires
 

An initial assessment of the probable operating cost inplicatious 

of the program suggested above suggests that the operating costs in.the 

steady state will fall within'the future year budget capacity of the 

Ministry. Furthermore, given the :numbers of staff ncw available- 'and 

the efficiencies to be achieved through recyclage,,'minimum staffing levels 

for all facilities are assured. 

Recycled workers, primarily existing workers, will staff new
 

and renovated facilities at the front line providing integrated preventive 

and c'urative health services throughout the provinces of Siliana and 

Sidi Bou Zid. The project operating costs are affordable to ti. Governmet.,­

without foreign donor assistance and the project is targeted at the 

two 	provinces inthe nation that are most rural, have the lowest socio­

economic indicators, and the greatest unmet health needs , . 
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There are five types or genemal categories of health worker who 
must be considered if the suacessfal integration of preventive 
and curative services is to take place: 

1. 	 Non-.pysician, predominantly clinical workers now staffing 
salles de soins and dispensaries, (e.g. aides soigntat an 
aides sanitaires)
 

.2. alaria, workers
 
3. Midwiver and aides soignant obstetrique 
4* Enviroental health technicians (technicien sanitAire).
5, Supervisorial perm nnel at the provincial level 

The intent of the recyclage proposed is to inprove the efficiency 
and relevance of the rural delivery system.' 

Workers in categories 1. and 2. will undertake a recyclage process 
that, as appropriate, will enhance, refresh and add skills sufficient 
to allow these workers to serve as the core staff for basic health 
zcenters Types A, B and 0. Workers in category 3. 
will expand their skills--to include the-identificatien and treatment 
of cm=n childhood ill4nsses, as well as non-obstetric/gynecologic 
illnesses cotmonly occuring in women or cbild-b~azing age. 

Workers in category 4, wil -develop an increased capacity and 
depth of knowledge re the practical field application of existing
skills in commity and enviromental sanitation. They will be 
provided with limited orientation to the concept of integrated
curative and preventive -servi es,and selected additional skills in 
the area of personal preventive servitces my also be taught. 

Supervisors (category 5. will be appraised of the role and 
changed responsibilities of front line wrkers as z well as the 
rationale for integrating curative and preventive services. They 
will be assisted in the develoment of effective supervisorial 
techniques that actively fost the successful implemntation and 
mintenance of integrated preventive and curative services. 

1lecyclage will take place largely in the cities of Siliana 
and Sidi Bou Zid. On a occasion other sites in the two provinces 
may be used for relevant demonstration and field experiences. 
However, no significant amount of training is planned to take 
place outside of the province. 

Personnel for training will include existing provincial 
health services staff and USAID-supported technical assistance 
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personnel. As aa'alable and as appropriate, regional and central 
staff of the bnistry of Bealth, representatives from other cozponents 
6f the public and private sector from inside and outside of the 
provinces of Siliam and Sidi Bon Zid will be utilized4 

Recyclage will take place in stages and the procesA in aggregate 
way etmnd for any one individual over- period of seve26l years. 
An assessment of the actual skill status of e.misting workers -ifl. 
be related to the priority needs of the area. Whre there is a 
defici-b in skill the needs wl.vM be Vlfilled by short-term trair­
ranging in length Irz from one to thtee weeks. In the time allocated 
for such a stage one or more specific skills or skill areas will be 
coa~letely covered (e.g, environmental education, the prevention and 
treatment of infantile diarrhea, etc.). An advantage of sbort 
stages is that such an approach allows for continued operation of 
facilities through temporary coverage arrangements and/or short-term 
changes in h1rs or days of operation. 

NJo Thri folloing list includes functions that in many cases 
are being carried out by certain workers (e.g., technicien sanitaires 
are trained in and carrying out work directed at the testing of 
-water sources and the purification of wells. Thus they would be 
unlikely candidates for recyclage in this skill area, However, 
aides soignanta and mlaria workers would be quite reasonable candij 
dates for recyclage in these skill areas. 
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Typ ie oker 

_ :1 and-2 

Fa~y Pan 

Plus z z
 
condom 3z
 

zdztion educton 

aults ,- z 
hlde- . ) z
 

prgant vo=, =,thers . z 

usesociL . .
and distribumtionzagal, abotin 

of" -AB.. 

ro zzutine (e.g.DP2)z 

Przntal Care 

Initfial-iskasesmn z Z 
eduicat tion
 

-'mnageent(m4n± .
 

~interview & 6&asez'" . - 7. Z 
-lab 
physical exm 

<--abor* and delivery . " ' z3 

acutea 

(airzva etc.) z
 

- post-biz'th cawe 

post birth preventive 
treatment and c=
 
(eyes and kips) 
 -

Postmatal/other 

famu3ly plamning
 
-advice/education x x
 
=Supplies.
 
-IMD insertion 
 * '. 



Aypendiz I.. cant, 

chi d care education 
-breast feeding z z 
-hygiene and cleanliness x .Z 
-treatment of mild 

diarrhea x Z 

ClUiical Care 

diagnosis and treatment 
of diarrhea 
-ad1d. z 
-moderate Z 
-severe Z 

comon skin disorders 
06cjunctivi tis z I 
otitis media z z 
syptom recognition 

and emerenw.y treatment 
-high fever with chest 

findings z z 
-high fever with 

stiff neck z z 
-high fever with 

diarrhea Xz 

L .-se~es 

wmia identification 
and prophylaxis 1 
eatment of visible 
stool x parasites
aim - minor 

z z 

- abrasions, lacerations 
and burns (first and 
soe second) z z 

LlaM - Major 
Smaintain airway, 
stabilize fractures, 
transport of patient, 
identification, 
te~orizing treatment 
and referral of some 
second and all third 
degree burns z z 
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poisoning 
I,dentification
 
and ref --ral x
 

-lage Z? Z?
 

Identification of . 

high risk i ants. 
andchbild'euizz z 

tzealrt through,
 
education of fami z , z
 

.treatment through food
 
supplementzzreeal Z. Z 

Envromental F ucation
 
vater, poisoning, burns z .. . x.
 

Malaria screening
 
passive X "
 
active-. z
 

Water supp y • 

a ical assessment, - - . 
testing, and recommending 

proemeti 
.- transport, storage and . 

purification Z_ z 
piped -

-testing z x 

Inspection of estblisinent s 

restAUra.Ut o . 
slaughtering points 
butcher shops x 
hotels . z z 

Factories and the Work Place ... ?. 

.-Dog control . ... ..
 
' 
owner education " 

* eradication 
I"MnA ations 

. 

z 

http:restAUra.Ut
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Skiflls 14an 

HlsceLlaneou Skl. . 

dnr-Ing blood 
-f~ng.' stick 
-venapuncture 

spec.men collection 
-acl4 fast material 
i~tsvsousinfunions 

z 

z z 

, 
. z 

ollc'tL.g stools for 
culture or microscopio 

z 
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SERVICES3! LWCON OF SEVRY 

PoMnty: 

Bme - Invironmental education including burn and poisoning
prevention, waste disposal and protection/purification 
of drinain a water; nutrition and family planning
education; identification and treatment o- conjunctivitis
and ringworm; maternal education re: the home treatment 
of mild aiarrhea provision of fard.ly planning supplies 

ondn and p s); Immisations (not routinely)
identification, education and referral of pregnant 
wmn particularly h1Fh risk mothers; malaria screening 
as needed. 

Cercial and public areas 

*Sapling for analysis drinking water supplies - piped and 
well 

*Treaent of wells by the method of the Jar 
*Field testing for residual chlorine 
Inspection and control of slaughtering points
Inspection and control of solid and liquid waste 
Inspection and control of retail establishenta, particularl 

re: stores selling perishable foods and hotels 
4_Adviiing on the protection and iproyment of existing 
water sources 

*Advising on the transport and storage of water from the 
.-.
source to the point of consumption 

Schools - Nutrition education; case finding of pregnant women 
through the children in school; environmental education 
akin to that offered fn the home; identification and 
treatment or referral of conditions coon in school 
children; Immizations, 

sic Health Center (Centre de sautedo base) 

Type C -The Type C center is proposed in two sizes. A'mller 
size fully suitable for intermittant physician visits 
but planned to initially operate without physician
services or midwife services. This first level of 
facility is staffed by an entry level integrated 

. preventive and curative worker (e.g. recycled malaria 
worker or aide soignant recycled or aide sanitaire recycled).
 

draft 
1 - For staffing patterns of all basic health centers, see/architecture program 

statement attached. 
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The only difference between small and large Type C 
centers is pftsical size, pap.,lation served and 
the presence of itinerant pysician services. 

Services provided within or out of the Tpe C 
Center include: 

1. 	 school health 
2. 	 hown health 
3. 	 commcial and public areas activities
 

indicated by an asterisk (see above)
 
1. 	 provide routine and contiring care as
 

prescribed by a physician - distribution
 
of oral medications, injections and
 
dressings
 

5. 	 Definitive treatment of minor trauma 
6. 	 stabilization and referral of major trauma 

(trauma should be read to include burns) 
7. 	 Identification and initial treatment of 

comon I H --- -'- skin disorders 
aud minor illnesses 

8. 	 Identification, temp')rizing treatment, 
consultation or referral as appropriate 
of serious illnesses (acute pulmonary infec­
tion with high fever, fever and stiff neck, 
moderate and severe diarrhea) 

9. 	 Provision of selected prenstal services 
(list to be expanded in the case of 
female provider). Services suggested 
do not require physical contact/e.am 
of the pregnant woman beyond cursory overall 
visual inspection and palpation of the 
ankles for edema, risk assessment by 
history, determination of hemoglobin, 
provision of phophylactic oral iron, nutrition 
education. 

10. 	 Provision of family planning information 
and supplies (pills and condoms)with referral 
ZUDs, sterilizations and social abortions. 

ll. 	 laboratory services are limited to hemoglobin 
determination by a simple, reliable method 
similar to that described in Maurice Kin's 
book on s laboratory services in developing 
countries. 

http:contact/e.am
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Basic Health Center 

Type B - Includes al. Type C services and in add ion a 
full range of prenatalnorm l delivery, postnatal
 
and family planning services that fall within the 
capacity of the sage-feme. laboratory services 
limited to non-microscopic urinalysis of
 
protein anad sugar and detezination of hemoglobin 
by method as in Type C centers. Includes 5to 
10 maternity beds.
 

Basic Health Center ... 

T"pe A - All Type B services plus .5 to 10 general medcal/ 
pediatric beds for the definitive treatment of
 
_ __- non-surgical, acute illnesses
 
requiring short-term inpatient care; casting of
 
siMle fractures; minor surgery that can be 
accomplished on an out-patient basis under local
 
anaesthesia. Lab services include complete 
urinialysis including microscopic, white blood 
count and differential, blood urea and nitrogin, 
blood glucose, hemotocrit, hemoglobin, erythrocyte 
sedimentation rate, collection of sputum specimens 
for acid fast staining and culture I is 
recommended that space be provided now for later
 
expansion of laboratory functions and eventual
 
installation of radiography or rwlioscopy. 

Regional Rural Hospital 

Te services listed are limited to those that 
this project will directly sup ort in whole or in 
part. It is strongly recommended that inaddition 
to the services mentioned below that all services 
and facilities at the Siliana and particularly the 
Sidi Bou Zid hospital z i cnplex be 
analyzed as to the appropriateness of the location 
of services from the point of view of patient 
convenience, patient management #nd provider 
efficiency.
 

The rural regional hospital includes a capacity
 
for all Type C servic es plum radiograpby, and an 
expanded laboratory to include transamin•se; 
blood banking, typeing and cross-matching; 
ctool,blood, and cerebro-spinal fluid cultures; 
gram and acid fast stain and Analysis; specimen 
collection and innoculation of media but not 
analysis of cultures for acid fast bacteria 
(growth and analysis suggested for Tunis); culture 



Appendiz 2, canto. 

stool exwd.ions for parasites;medta preparati± o 
bacteriologicSl analysis of water (ice cream and milk 

wr be esily add ed); serological tests for syphilis 

and typhoid; reading malazia smears; microscopic 
examination of hair for fungal infections. 



Appondix 3 

oraty Services 

Regional Hospital: Calete urina3sis including microscopic, henoglobin, 
hemtocrit, white blood oount, differential, red 
blood cell morphology, erythrocyte -sedimentation rate, 

. blood urea nitrogen, bilirubin, transmenase,-

blood typing and cross matching, stool culture, blood 
culture, cerebro-spinal fluid culture, gram stain, 
acid fast stain and examinationo acid fast specimen 
collection and imlantation for culture (culture 
at Tunis), media preparation, microscopic exaination 
of the stool for parasites and ova, water bacteriolog 

- serology, serology for sypM is and typhoid, analysis 
• of nmlaria smears, microscopic emnation of hair...... 

.. blood glucqse.for fungal infection, 

Centre de Sante do Base Type A: Complete urinalysis including microscopic, 
hematocrit, white blood count, differential,
 

erythrocyte sedimentation rate, acid fast specimen
 
...... .hemoglobin, 


collection for staining and analysis at regional a 
- hospital. -. 

sugar.Cowre do Sante de Base-Type B: Urinalysis for albmin and , 

S....hemoglobin. 

Contre de Sante de Base Type C: Emoglobin., 
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"FOR DISCUSSION: DRFTOUTLINE 

FOR SILIANA AND-SIDI BOU ZID 

RURAL"HEALTH PROJECT, 

JUNE 14,1971 -, 

--REVSED JUNE 17, 1977 



FOR DISCUSSION
 

DPEPT OUTLINE FOR
 
SIhIAA AM SIDI BOU ZID
 

RURAL HALTH PROJECT
 

Jns 1.4, 1977
 

The:Family Health Care team, working in close conjIction with 

,bNoXhristio-Sbawr 
 (Architect), VMS charged with the following tasks: 

1. 	 Determining the functional program for ail facilities 
that would te renovated or newly. onstructed -with USAI 
loan assistance; 

2. 	 Determining the preliminary job definition of front line 
yorkers and supervisory workers inor prograztically
associated with the faclitbies referenced in -L.above; 

3. 	 Determining the prograinatic siting criteria for facilities 
referenced in1. above and initial specification of actual 
sites... 

The purpose of the visit isto develop inconjumction with 

representatives of the Ministry of Health sufficient program and 

cost information to allow-.the final stage (Project Paper) of USAIh 

program development to be conpleted with loan and gmnt.agree.ents 

expeditiously sined thereafter. 

This visit builds on, and all work conducted falls.fuly within, 

Ahe overall program design approved in principle by USAID (Project 

Review Paper) and outlined inthe Family Health Care repoxt entitled 

"AProgram Proposal for Integrated Rural Health Services in Siliana 

and 	Sidi Dou Zid Provinces, Tunisia", dated Februar 18, 1977 (French 

edition). See particularly Chapter IV, "Program Design and Project 

Recommendations". The revder's attention is also directed to Chapter 
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entitledVIentitled-_"M~J~r Unresolved Lsies"and Chapter VIII 

"Prop=~ budget. 3uu317". The teen fel it 	 is a imortant to 

mhasize the foflovimng 

1.The need to document the feasibility of the proposed job 
restructuring and estimate the impact of such restructuring 

terms on the capac.-Lty of the restructured'in antittiv 
delivery system emhasizing integrated preventive and 
curative health services; 

2. 	 Documenting and redetermining the rationale of the 
of Tunisia that led to the creation of theGaoernet 

provinces of Sa1ians and Sidi Bou Zid and the institution 
and social development projects.of province-wide economic 

Inrecogbition of the Government of .Tunisia and the i.nistry. 

of Health's policy to provide integrated preventive and curative 

the. team propMoses theservices at the front line (santi de base), 

foflotting:L 

1, Recyclage of selected health workers 

a.mearia workers 
b, current staffs of dispensaries and salles de some.1!,, 
c.L current nursing and sage-f emme staffs of PM12 mteriy 

and family planning centers 

or renovation of health facilities, includng2. 	 Construction 

oe Zid o.n , .ota s iliana SidiCentre 

desante Tp A 5e6
 
de base:
 2-Type B 11 

22Type C 10 	 12 

Hospitals: 
Rural Regional - Laboratory, X-ray, reaching space and 

outpatient (di spensary/fl41/f amily 
planning) improvement to Type A fuctional 
stan&%rd. 



3. 	 Provision of :transort 

a. 	 patient transport 
b. 	 field personnel 

The 	thrust of the recyclage will be: ~ 

a. 	 To expand the preventive and curative-skils of malaria 
workers so that they may serve as basic core staff in 
al types of basic health centers (centres de sante de 
base). They will provide integrated cumtive and pre­
ventive services, including family planning, within the 
center and in the surrounding commity; 

S-	 b.- To refresh and/or augent the preventive, and selectivel: 
upgrade the curative, skills of the current- staffs of 
sa.les de soms and dispensaries (now redesignated as 
Type C centers); -. 

ic. 	 To provide recyclage equivalent to b. above for clinical, 
non-midvife staff in PI4, family planning -and mternity 
centers; 

d. 	 To expand the clinical skills of midwives, particularly 
in the areas of conmn childhood Ulnesses and adult 
illnesses that co~nly. occur in woen of cbild-bearing 
age, 

in Siliana and Sidi .ou Zid by euistingTraining will be done 

Ministry staff with. the assistance of technical assistance pagspnel 

along the lines outlinedein dget, Option I or 2 in ChaptersV of the 

February Family Health. care Report. The. training prog,4a will be, 

directed toward substantially achieving the skill levejs i=U~oated 

in Appendix 1. It is noteworthy that the team found both acceptance 

at,every level within the .bealth -system,and 	enthusiasm for recyclage 

including among consuers. 

that fully supports theFacilities vill be designed .in a manner 

development and maintenance of an integrated curative and preventive 

delivery system at the front Iiiie (See Appendices 2 and 3). 



Coordination and coperation with other related and co~lemsntar 

projects is:-strongly recou ndedt a.g., the Tuniso-Belgian Nabeu. project, 

"WProject HOPE Monastir Rural Health, the UDP-zpptorted training prog'm 

for paramedical trainers in Tunis, the USAID-supported nutrition educa.­

tion project..; ' 

Facility- Imrovement Recomendations (See Appendix 4l,]idget Summ.ry) 

a. renovated orito be provided with either
All delegation seats are 

nenrl constructed Type A center with the exception of Robaa, where a 

Type B center is proposed: 

Renovtioni: Gafour, 
Bou Arada 

Type A,
Type A 
abaaktarory component of existing 

facility to Type A standards 
Slian ambulatory component of existing 

facility to Type A standards 

New 
Constraction: *L-- Xrib 

*Rahis 
Rdbaa 

Type A 
Type A 
Type B 

SIDI 30 ZID 

Renovation: Maknassy Minor renova"t ons of recently 
constructed : acilities to bringBen Aoun 

.r Regueb them into conformance with the 
intent of Type A standards 

Sidi Bou Zid Ambulatory component of eisting 
facility to Type A standards 

Construction: *JelIM 	 Type A 
Oled fouz Type A 

• MezzounA Type A 
*Menzel 	Bouzaiane Type B - not a delegation seat but 

a rapidly groWing re pent 
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Type C centers are proposed for the following secteurs in 8181 

iau .Zid: 

Rtenovation: E3. Ha&Meim& ,GhJ I'~l*BattoaUt, IM MMch 

):Ln= equiyment only: Dbouibet- Haddej, Ferjane, ]l Pouni 

Construction: *mI ahj, Ze n*is,*EzZito %a9Sadia, IM 
'ik, (l , Zaafriaa , 'essouda, *El .,nsourah, 

*Bir El Amsma (the last two equivalent in cost 
to one center because of local contributions of 
materials and labor) n- h 

Type C centers are 	proposed for the following secters in 

Renovation: '*Kauza, Sidi-Bou i*DJ 

Nov Construction: 	 *M'Sabla *El H.ria, *E/iit, *SadianeI
 
*Dokhia, "rgou,
*,Taa&
 

Siting criteria include for Type A9 B and C centers:,
 

1. 	 Assuring services to populations with limited-or no' 
access to basic health- services;. 

. Providing a fremwrki for supply,. supervision, and. 
referral3; 

3.Proxi~mity to roads or pistes that are somewhat passable; 

Compl~menting the ecwaml a and social development priorities 
provincial, 

(,Facilities marked vith an asterisk ()are felt to be of highest 

priority. As cost estimates are refined it may become clear that all 

-projects proposed cannot be undertaken. If so, priority oill be given 

to those mrked vith'an asterisk.) 

It should be noted that the loan component of the progrm is'not 

expected to exceed $3 million and that the loan will be solely devote& 



to the capital co~onent of the proj1ect, 3oveverz, as a requireent 

of USA loans is. 25 percent Goverument of Tunisia contribution, the 

effective fvndA available for construion, renovation and equipment 

totfi2 $4 million. The following construction costs and square footage 

estimates seen likely a- this time: -

TAL COST 

TD/zq.meter Sq.zeters T s 

Type A 150 998 165,000 440,000 

Type B 150 301 83000 200,000 

Type C (large) 100 200 22,000 53000, 

Type C (s, l) 100 111. - 22,000 30,000 

Provision of transport: Vehicles rith duAl functions are reco=mendede: 

1. 	 Patient transport vehicles, with the goal of assuring 
one functioning ambulance-type vehicle.per delegation; 

2. Staff transport vehicles. (kquipes- mobiles). 

Four vheel drive vehicles will be necessary, as in both 

provinces there are areas vlare travel is most: difficult and the 

service population is very remote. Four such vehicles are recommended 

for each province. 

An initial assessent of the probable operating cost inplications 

of the program suggested above suggests that the operating costs in the 

steady state will fall within the future year budget capacity of the 

Ministry. Furthermore, given the nmbers of staff now available ad. 

(1)FEroludes site acquisition or equipment 
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the efficiencis to be achieved through recyclage, i~m tfS 

levels for all facilities are assured, 

Reccle iorkers, primrily ewdsting ores will-staff, new 

and r~enovated facilities at the front Uineyproviding intbegrated 

Spreventve and curative health services througbout the provinces of 

Sflianaamnd Sidi-Bou Zid,.*The projected operating costs ane affordable 

to the Gover ma rithout foreign donor asistance,and the project 

is targeted at the ti o provinces in the nation that are moat z'.,­

have the lowest aocio-econo ic 3. dcators, andthe geastt* 
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Ther. are five types or general categories of health worker who 
must be considered if the succesoful integration of preventive and 
curative services is to take place: 

1. 	 Non-physician, predom! ly clinical workers now staffing 
salles do soins and. dispensaries (e.g,., aides soigaant and 
aides sanitaires) 

2. 	 Malaria vorkezs 
3. 	 Midwives and aides soignat obstetriques 
14. 	 Environmental health technicians (techniciens sanitaires) 
5. 	 Supervisorial personnel at the provincial and delegation 

level (physicians, economes, surveillants generals, etc.) 

The intent of the recyclage proposed is to improve the 
efficiency and relevance of the rural health delivery system. 

Workers in categories 1. and 2. will undertake a recyclage 
process that, as apprcpriate, will enhance, refresh and add skills 
sufficient to allow these workers to serve as the core staff for 
basic health centers Types A, 3 and C. Workers in category 3. will 
expand their skills to include the identification and treatment of 
cmn childhood illnesses, as well as non-obstetric/gynecologic 
illnesses cc nly occuring in women of child-bearing age. 

Workers in category 4. will develop an increased capacity and 
depth of knowledge re the practical field application of existing 
skills in commnity and environental sanitation. They will be 
provided with limited orientation to the concept of integrated 
curative and preventive services, and selected additional skills in 
the area of personal pruventive services may also be taught. 

Supervisors (category 5.) will be apprised of the role and 
changed responsibilities of front line workers as well as the 
rationala for integrating curative and preventive services. They 
will be assisted in the development of effective supervisorial 
techniques that actively foster the successful implementation and 
maiutenance of integrated preventive and curative services. 

Recyclgevill take place largely in the cities of Siliana 
and Sidi Bou Zid. On occasion other sites in the two provinces 
my be used for relevant demonstration and field experience. 
However, no significant amount of training is planned to take place 
outside of the province. 

Personnel for training will include existing provincial health 
services staff and MA.3D-supported technical assistance personnel . 
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Il.avilable and as appropriate, regional and centr.l staff of the 24itz17 
-f Ifealth, representatives from other coonents of the public and private

ieefos frn inside and outside of the provinces of Siliamn aud Sidi Bou
 

MA tril be utilized.
 

wacyclagevill take place in at-aes, and the process in agregate
Ya y ex end for any one individual over a period of several years. An 
its, essment of the actual skill status of existing workers will be related 
t,) the priority needs of the area. Where there is a daficit in skill the
uanzd will be fulfilled by short-term training, ranging in length from 
oiw three weeks. In the time allocated for such a stage cne or mnre.6eclfic skills or skill areas will be compleely covered (e.g, environmental
ediw.ution, the prevention and treatment of infantile diarrhea, etc.). An 

iad
lage of short stages is that such an approach allows for continued
opermbion of facilities through temporary coverage arrangements and/or
shoib:,-,erm changes in hours or days of operation,, 

The following list includes functions that inman cases are
baiug carried outrby certain workers (e.g., techniciens sanitaires
NAe .ained in and are ca Ou" ,work directed ."yi at th est bg-of
iodft sources and the purification of wells. Thu they zuid be 
ualikoly candidates for recyclage in this skill area. 
However,

-1ides ioignant'and malaria workers would be -qitereasonable candi-
M -o for .recyclage in these skill areas). ... ..... 
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T e of Worker 

child care education 
-breast feeding z z 
bhygiene and cleanliness i Z 

Z Z-treatment of mild diar ... ' 

OGiylica. Care 

diagosis and emergency treatment/
 
referral of diarrhea
 

Z-mild 
X X.mderate 

-severe . X 
. Xcmmn skin disorders 

X X 
conjunctivitis 

:
otitis media 
yibtom recognition and emergency 
treatment 

-high fever with chest findings z 
. x4high fever with stiff neck 

x-high fever with diarrhea 
x Xanemia identification and prophylaxis 

treatment of visible stool parasites - X 
traum: minor 

-abrasions, lacerations and 
bur (first and some second) 

trauma: major 
-mintain airway, stabilize 
fractures, transport of patient, 
identification, temorizing 
tm tment and referral of some 

Xsecond and all third degree burns X 

poisoning 
X .-identification and referral 

Aentitfiation of high risk infants and children x X x 

X X, Xtreatment through education of famiy 

treatment through food sftplement X Z 
referral z 
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Twe of Worker 

Sklls land 2 3 

Environmenal, Education 

water.9 poisoning,9 barns x 

Iblais screez g 

active u iz 

Water Swqy1 T 

wels 
.ipAvical. assesftment testing,9 
and rcoe on .rovemets xadng z 

eome­
-trzansport, storage and 

_s,, pa4 ve e:. 1Tr 2, 1u lpurification 
piped 

"testing 2 

"Inspection of establishmnts 

slaughtering points 
butcher shops x 
hotels x x 

Factories and the-Work M2aeeX 

Dog Control. 

owner education x 
eradication x 

imzationd 

HiUscellaneous Skills 

drawing blood 
-finger stick x x 
-venpcte x x 

specimen collection 
-acid fast material x x 

intravenous infusions z 
clysis x 
collecting stools for culture or. 

microscopic e=m 
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SMMICES BY LOCATION OF SMVICE 

Co~mity: 

including burn and poisoning prevention,
- Environmental education 

waste disposal and protection/purification of drinking water; 

nutrition and family planning education; identi.fication and 
treatment of conjunctivitis and ringworm; maternal education re: 
dietary regimens appropriate for the home management of mild 

(condoms anddiarrhea; p-ovision of family planning supplies 
pills); irnr=isations (not routinely); identification, education 
and referral of pregnant wommen, particularly high risk mothers; 
malaria screening as needed; management and monitoring of
 

chronic conditions as tuberculosis, arthritis/rheumatism,
 
diabetes.
 

(1)

_Commercial and public areas


*Sampling for analysis drinking water supplies - piped and well 
*Treatment of wells by the method of the jar 
*Field testing for residual chlorine
 

Inspection and control of slaughtering points
 
Inspection and control of solid and liquid waste
 
Inspection and control of retail establishments, particularly 

re: stores selling perishable foods, and hotels 
*Advising on the protection and improvement of existing 

mter sources
 
*Advising on the transport and storage of a.mter from the 

source to the point of consumption
 

Schools 	 - Nutrition education; case finding of pregnant women through 
the children in school; environmental education akin zo zhat 
offered in the home; identification and treatment or referral 
of conditions c=rmn in school children; iLnmunizations; 
management ,!of chronic conditions such as tuberculosis and 
diabetes. 

(1)Al listed services are provided by a technicien sanitaire, Services 
de sante de"indicated by an asterisk may also be provided by centres 

base "orhers on an outreach basis. 
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Basic eath Cenier (Centtd-de sante de base)""
 

i roposed in two sizes., A smallTer 
"~''~CTe yp C enersiCe is fully suitable for intermittant phsician visits but
 

planned to initially operate w'ttowt physician services
 

This first level of facility is
 or midwife services. 

staffed by an entry level integrated preventive and 

curative worker (e.g., recycled malaria worker or 
aide 

soignant recycled or aide sanitaire recycled). The only 

"alland*large Type C elie Aare
difference s between-

served and the presence ofphysical size, population 
itinerant physician services.
 

Services provided within or cut of the Type C 
Center include:
 

l.' schoo health 
2.. home health 

comercial and public areas activities indicatod by an
3. 

asterisk (see.above)
 

4." 	provision of routine and continuing care as prescribed 

by a physician - distribution of oral medications, 

injections and dressings 
5. 	 definitive treatment of minor trauma 

6. 	 stabilization and referral of major 
trauma (traua 

should be read to include burns) 

7. "identification and initial treatment of 
coiron skin
 

disorders and minor illnesses
 or

8.' identification, temporizing treatment, consultation 

referral,as appropriatq of serious illnesses (acute 
fever and. stiff

pulmonary, infection with high fever, 

neck, moderate and severe diarrhea) 

_provision of selected prenatal services (list to be ..

case of female provider). Services

eanded in the 
-not require physical contact/exam of the
-g-ed--do 


pregnant woman beyond cursory overall visual inspection
 
for edema, risk assessment
 --El-ation of the-nkles 

"y-hi-sory, determination of hemglobin, provision of 

nutrition education.prophylactic oral iron, 

provision of family planning information and suppliesI0. 
with referral IUDs, sterilizations 

(pills and condoms) 
and social abortions.
 
laboratory servicea are limited to 

hemoglobin detezrina­
.1. 

tion by a simple, reliable method similar 
to that
 

on laboratory services 
described in l.aurice King's book 

method of Lovibond)o
in developing countries (e.g. 

(1)For staffing patterns of all basic health centers, 
see draft
 

architectural program statement prepared and submitted 
by Di.
 

.Christie-Shaw.
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.,SIC BIeaM center tuentre de sante de tase) 

Type B - Includes all Type C services an4 in additionaa full range 
of prenatal, normal delivery, postnatal and family planning 
services that fall within the capacity of the sage-femne. 
Laboratory services limited to non-microscopic urinalysis of 
protein and sugar and determination of hemoglobin by method 
as in Type C centers. Includes 5 to 10 maternity beds. 

sfic Health Center (Centre de sante de base)
 

Type A - All Type B services plus 5 to 10 general medical/pediatric­
beds for the definitive treatment of non-surgical, acute 
illnesses requiring short-term impatient care; casting of 
simple fractures; minor surgery that can be aeeomplished on 
an outpatient basis under local anaesthesia. Lab services 
include complete urinalysis including microscopic, white 
blood count and differential, blood urea and nitrogin, blood 
glucose, hematocrit, hemoglobin, erythrocyte sedimentation 
rate, collection of sputum specimens "for acid fast staining 
and culture. It is recommended that space be provided now 
for later expansion of laboratory functions and eventual 
installation of radiography or radioscopy. 

Regional, Rural Hospital 

The services listed are limited to those that this project
 
will directly support in whole or in part. It is strongly

recommended that in addition to the services mentioned below
 
all services and facilities at the Siliana and particularly
 
the Sidi Bou Zid hospital =msplexes-be analysed a,9t.a he
 
appropriateness of the location of services from the point
 
of view of patient convenience, patient management and pro­
vider efficiency.
 

The rural regioutl hospital includes a capacity for all Type
 
C services plus radiography, and an expanded laboratory to
 
include transaminase; blood banking, typing and cross-matching;
 
stool, blood and cerebro-spinal fluid cultures; gram and
 
acid fast stain and analysis; sperimen collection and innocula­
tion of media but not analysis of cultures for acid fast
 
bacteria (growth and analysis suggested for Tunis); culture
 
media preparation; stool examinations for parasites;
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bacteriological analysis of water (ice cream and milk 
may be easily added); serological tests for syphilis 
and typhoid; reading malaria smears; microscopic examina­
tion of hair for imgal infections. . 
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LABORATOIM SEVICES 

Regional Hospital: Complete urinalys.a including Microscopic, hemoglobin,
hematocrit, white blood count, differential, red blood cell 
morphology, erythrocyte sedimentation rate, blood urea 
nitrogen, biliribin, transamenase, blood typing and cross 
matching, stool culture, blood culture, cerebro-spinal 
fluid culture, gram stain, acid fast stain and examination, 
acid fast specimen collection and implantation for culture 
(culture at Tunis), media preparation, microscopic examination 
of the stool for parasites and ova, .ater bacteriology 
serology nzologr for syphilis and typhoid, analysis ofmalaria -iears, microscopic exarination of hair for fungal 
infect.ca, blood glucose.
 

Centre de sante de base Type A: Complete urinalysis including microscopic, 
hemoglobin, heatocrit, white blood count, differential, 
erythrocyte sedimentation rate, acid fast specimen collection . 
for staining and analysis at regional hospital. 

Centre de sante de base Type B: Urinalysis for albumin and sugar, hemoglobin. 

Centre de saute de base Type C: Hemoglobin. 

http:infect.ca


____ 
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BUDGET-SUKIARYf 

- .""anag, 


Construction - 672,199 

Equpment .-- 63,615 

Vecles . .31,808 

Contingency. 20,993 

* ... TOTAIS 788,615-

*-. Tunisian Contribut~ion 25%. 

.Total U.S. loan 

BUDGET SMMY 

(.U.S.Lt4)6600-: :" "Siliana 


Constr'uction 1,585,000 

Equipment - . *.10,00 

Vehicles 75,000 


Contingency -:... o 


TOTAIZ 1,8711,500 

Tunisian Contribution 25% 


Total U.S. loan 


()US.$ - 1211Dinars 
TD = 203579., 

Sidi-Bou Zid Totals 

791,371 1,1163,70
 

63,615 127,230
 

31,807 63,615­

20,93 .41.986 

907,786 1,696,1101
 

1,272,1301.TD 

Sidi:Bou.Zid, Totals, 

1866,000 3M40 -0
 

150,000 300,000 

75,000 .-150,000 

4i.9500 99,000
 

2,125,500 11,000,000 

-1,00000 

$ 3,000,000 
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SILIAN 

Coimtructiot 	 New Renovation/Expansion 

Tjpe A .Ifrib 40oo0o Gafour 25,000 
Rohia 400,000 	 Bou Arada 25,000 

Maktar 53,000 
Siliana* 150,000 

002000 + 	 253,000 = 1,053,000 

Type B .. obaa 200,000 	 200,000 

' TypeC M'Sahla 4 C2 Kesra 10,000
 
(Ciavd C2) El Haria each @ Sidi Dou
 

Esmirat 53,O00 "O± 10, ,000
 
Sadiane 4Jmilat 10,000
 
Dokhania 3 C1 
Bargou each @
 
Jama 30,000
 

( x53,ooo), +(3 x30,ooo) 
' 

.30,- ,o 
.../-. ., : ..- . " -:,..i. ::.-i,; ../ .': :, i 585,000:.:...	 ,:: 


Eaui~nent 	 10,0 

Vehicles - @ o5,000+ 15,000 spares 75,000 
TOTAL 2,810,000 

* ab, X-ray space, ambulatory care renovation, teaching space 
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SIDI B0U ZID
 

Construction . New,' 	 Renoation/Emansion 

Type A - Jelmi, 460,000 Ma1nassy minor
 
Ouled Ben Aoun 3 @10,,00 ­

... .• , i0w 000 •
.Haffou 	 Regueb 

Mezzow= Li O.O0a 61 . . 1,200 ,000 	 30,000 * 1,230,000.. + 
. . .	 Sidi Bou Zid* 150,000 150,000 

Ty 	ee B. .. . . . . - ....... Menzel Bouzajane. . 
(	includes major 
expansion) 114.,000 ll4,000 

.10,000'
Type C Er Milia L.C2 El Hameima 
(Cl and C2) El Kerm. each @ M'Ghilla 10,000" 

E z -ZaaZ i riaat o u n a 53 , 0 00 B a t t o ume t . .O,0 00" 	 .4 S 1 
Sadi El Mech 10,000 

• ­ . . . . - El Hania each.
 
ressouda 30,000
 
&1.Mansoura
 
Bir Amama** ­

( x 53,0 O )'+ (I4x 30 ,000) + 0..-" = .' 

*i . ent* 	 " " . ."150,000 

Vehi cl es. . @ .5,0 0 0 15 , 0 0 0 spares-.. -+ 	 2 7 ,000 

latb, X-ray space, a -bulatorycare renovation, teaching space 
* 	 Equivalent to one type C2 'because of donated mate.ials and labor 

S**.Includes minor equipaent @ $500/center for.LDhouibet, [addej,, El FouniFerjane, 
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"IV.* PROGRAM DESIGN AND PROJECT RECOMMENDATIONS .,", 

FROM FHC FEBRUARY, 1977 REPORT: 

A PROG1UM PROPOSAL FOR INTEGRATED RURAL 

HEALTH SERVICES IN SILIANA AND SIDI BOU ZID PROVINCES, 

TUNISIA, pp. 78-115 



IV. 
 PROGRAM DESIGN AND PROJECT RECOMMENDATIONS.
 

A. 	INTRODUCTION
 

Thesevenprojects proposed in this 
.sec .comprise
 

*the total recommended program and-are divided .into two.'.
 

"broadcategories '
 

Technical Assistance 7,
 

1.. Service Design and Job.Restructuring
 

2. 	Budget'Planning: The.Operating:Cost ­
implications of Capital '.Investment
 
Decisions, and Management;Systems :and
 
Patient Records
 

3. The Training and Orientation of Supervisors*

andl Managers -and Orientation of CommUnity"
 
Leaders
 

4. 	Strengthening of Preventive Medicine
-nterships 
 .
 

5. 	Evaluation Design and Imdplementation,
 

Capital Assistance
 

1.. Hospital Improvement. 
 .
 

2. -AmbulatoryFacility Design and Construction 

P.rior.-to the implementation of any project,. several
 

antecedent activities'must take place. 'Specifically,
 

they are:
 

1., 	USAID formal approval, in principal of this 
proposed prbgram and its specific projects. 

2. 'Joint U.S./Tunisian preparation of 'a.Project,

Paper that, among other things, specifies

in detail the following:
 



a. Program goals and objectives
 
b, Specific project activities with
 

detailed implementation and.
 
evaluation pilans
 

c. 	Resources required
 
(1) Fiscal
 

(a) Grant (U.S.)
 
. (b) Loan (U.S.)
 

(c) Tunisian matching funds
 
(2) Fiscal operating cost estimates
 
(3) Personnel
 

(a) U.S. contract technical
 
assistance
 

(b) Tunisian personnel
 

3. 	Approval of the Project Paper and the preparation
 
and signing of formal intergovernmental grant
 
and loan.agreements.
 

4,., 	The choice of a technical assistance contractor.
 

-F. 	 Recruitment and placement overseas of initial 
technical assistance personnel., 

* 	 In the case of both funds and personnel, steady-state
 

operating budget requirements must be specified and reason­

able assurances provided that Tunisian resources will be
 

available to maintain all programs initiated with U.S.
 

.grant/loan funds. These resourci requirement estimates:
 

should be fully within the projected operating budget
 

capacity of the MOPH and independent of other foreign
 

donor.assistance..
 

Phases 41" through "5" could take nine to twelve,
 

months to complete. Then, the program will be ready to
 

begin in a visible manner in Tunisia. The first stage
 

must be.detailed planning for implementation. During
 

this phase, lasting one to four months, several activities
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will go on., - For instance: 

1., Review: and.revision, as necessary, 9f technical 
assistance activities and approaches proposed 

* - in-.the. Project-Paper. .. 

2.-.-: Architectural-and eng-ineering assessments of 
Siliana and Sidi Bou Zid hospitals in regard 

- to. necessary.renovations.
 

3. 	Specific technical requirements prepared for­
new equipment is the Siliana and Sidi Bou Zid 
•hospitals.
 

.4. The preparation and letting of rcontracts for
 
building,. renovating, purchasing, installing,.,
 
and the training of technicians.,relative to
 
hospital equipment acquisition (lab, x-ray,
 
sterilizers, power, etc.). .
 

5. rnitiation of job restructuring. .
 

6.- Revision of functional designs and architectural
drawings of dispensaries and health centers
 

based on-additional job restructuring.
 
As soon as possible, each project activity should
 

commence. However, a project activity should not begin
 

until relevant portions of step "17 have been completed.
 

This will essentially provide a safety check that says
 

the following: 
 -

As the project is about to begin, does the 
activity truly make sense• as specified? 
What' revisions,, if any, .are appropriate? 

-

The intent is.not to delay,, but rather to verify 

the relevance and utility of the initialplans before 

a total commitment to implementation is made. 

Tables 21 and 22 in Section IV show the time, inter­

relationships between the various projects and, the-stages' 

of program development and implementation. 



Throughout the initiation of,.'the program, it will 

be 	important to establish and maintain an open line of
 

communication between both the Governors' offices and the
 

program staff that informs and, as appropriate, involves
 

them in project development. An early critical task facing
 

the program staff will be determining, in consultation with
 

the 	Governors' offices, the most effective and acceptable
 

:way 	 to relate to those offices for purposes of coordination, 

guidance1,and.approval. It should be emphasized that
 

relations with the' Governors' offices are an integral part 

of every component of the program--from job restructuring
 

through capital development.
 

B. 	TECHNICAL ASSISTANCE 

Project Number.One: Service Design and Job Restructuring 

.,The central theme of the entire program is job restruc­

turing within a newly designed integrated health service 

delivery program. Therefore, the specific project that
 

approached job restructuring is considered first in 
our
 

review of recommended projects within the. total program.
 

The 	thrust of Project Number One is to assess in the field 

the 	capacities of existing front-line workers (as evidenced
 

by their current work experience), compare those capacities 

to the needs of the population for front-line services, and 

then train existing workers in a manner which will allow
 

them to expand their skill base to more adequately meet
 



the 	peoples''needs in an integrated and comprehensive
 

.way.
 

1 	 DDefine the Current Situation
 

a.. 	Task Inventory .
 
(1) 	Who, in what numbers, now perform
 

what tasks, in what volume, for what
 
reason, in what time frame, documented
 
how, and supervised by whom?
 

2) 	Are current tasks appropriate to prior
 
training? Determine the nature of­
prior training, but do not rely on
 
this assessment as an .index of current
 
skill 	level.
 

b. 	Service Needs Assessment
 
(1) 	The perceived needs of citizens.
 
(2) 	Priorities of the provincial government.
 
(3) 	Priorities of current providers, both
 

..
the Ministry of Public Health and private
 
practitioners.
 

(4). 	 Priorities based on an analysis of
 
current and historical (where available)
 
health facilities utilization.
 

(5) 	Priorities derived from the result of
 
.,special 	surveys (e.g., nutrition survey;.
 
widespread iron deficiency anemia).
 

c. 	Administrative Inventory
 
Who is now responsible for what types
 

.,of 	supervision and management?, What
 
are the various chains of command,
 
supply, .and.payment? What program/
 
management/budget tools are employed ,
 
and what are current.program expenses?
 

d. .Facilities and Equipment Inventory,,
 
.	 What is available?- What is its,,
 

condition? What Is its capacity?
 
e. 	Demography
 

What is the current population in
 
aggregate:, byage,,by sex, and how is
 

-	 it distributed geographically? What
 
is the populatLon projection for five
 
.and ten.years in aggregate, by age,
 
and gographic distribution?
 

Following the inventory, information would-be
 

.available to move to the next in job analysis
 



,.and task restructuring; that is, which needs are to 

be 	filled by.whom,. providing services where? Why
 

is 	 that particular choice a good choice? What are 

the costs, both start-up and operating, of that 

perticular choice? The questions listed above must
 

be 	answered with a clear knowledge of the manpower
 

resources available, such as:
 

(1) The existing workers to be retrained*
 

(2) The calculated deficit in number of
 
workers to meet minimal essential
 
needs after retraining; and
 

(3) If there is a projected deficit,
 
then it must be:
 
(a) Accepted, with a re-assessment
 

of its implied priorities, or ­
(b)Met, by developing new resources,
 

trainers, supervisors, and
 
trainees.
 

'Acompromise within "(3)" is possible; that is,
 

for instance, a lowering of goals, coupled with the
 

acquisition of modest additional resources.
 

2. Curriculum Development and Job Restructuring 

Based on.the foregoing information-gathering and
 

analysis tasks, the following steps may then be-taken:
 

a. 	Develop new job descriptions for front-line
 
..workers, including, as appropriate, revised
 
.job descriptions for supervisors and
 
managers (including physicians).
 

b. 	Propose necessary modifications in the
 
r Ministry of Public Health's existing
p administrative structure within which new
 

or modified jobs will be carried out. This
 
process would include those structures with
 

,...the responsibility for budget and personnel,
 



at the level of dispensaries, health centers,
 
and hospitals. It also would consider the
 
relationship between the central Ministry
 
of Public Health's divisions and bureaus
 
(particularly family planning and the National
 

i . Institute for Child Health, Division of 

Buildings and Equipment, Division of Hospitals,
 
Preventive Medicine, and Nutrition Institute)
 
to regional programs. In so far as the social/'
 
health worker may be directly or indirectly
 
affected by this restructuring, both regionally
 
and centrally, the Ministry of Social Affairs
 
must be involved in decisions which affect
 
their personnel.
 

c.. Negotiate and obtain written approval for
 
modified jobs and changes in the administrative
 

".structure from-authorized individuals.within the
 
.... as necessary, from
'Ministry of Public Health and, 


other ministries which may have authority over
 
chenges in staffing patterns and job descriptions.
 
As the Ministry-of Education has-substantial
 

area of curriculum development
authority in the 

and training, determine what its role must be in
 
order for this project to succeed.
 

d. 	Initiate curriculum development.
 
e. 	Retrain, probably on a cyclical and small­

group basis, existing workers. Recruit and
 
train de novo, or augment the training of
 
newly assigned workers, subject to the avail­
ability of a buqget to support these workers
 
after training.
 

Project Number Two: Budget Planning: The Operating
 

Cost Implications of Capital Investment Decisions, and
 

Management Systems and Patient Records
 

1. 	The Operating Cost Implications of-Capital
 
Investment Decision
 

The problem of projecting future year operating 

costs.implicationsof capital investment decisions has 

been discussed (Section II.F.). Basically, sound capital 

construction planning requires projection of probable
 

Some service sites may have to be closed for a limited.­

time during periods of retraining for existing workers.'
 



future year operating costs. Otherwise, the operating 

budgets likely to be available willbe insufficient 

to fund adequately the future year program requirements 

of the Ministry of Public Health. Therefore, Family 

Health Care recommends to the Ministry and the Govern­

ment of Tunisia that a mechanism be developed to project, 

for purposes of program and budget planning", future year 

operating cost implications of capital investments 

underway and proposed in the health sector. 'The team 

recommends further-that USAID provide technical assis­

tance to the MOPH.to support the rapid development of 

this mechanism. The resident technical assistance 

personnel suggested"i n'tihis proposal can assist in this 

function, but inte'rmittent technical assistance staff 

with backgrounds in financial and economic analysis 

relevant to facilities planning must be provided. 

This project,component is recommended not only for 

its national planning benefits, but also to assure that: 

a. The operating funds for-the proposed

Siliana and Sidi Bou.Zid-rural health 
system will be available."
 

b. 
" 

The Siliana and Sidi Bou zid capital,
planning process Considers the level.of 
future operating costs which will assure 
that the recurrent costs of the final . 
program will be fully.met within 
projected Tunisian revenue levels and " 
without recourse to foreign donor 

- assistance. 



c. And,. that the magnitude of pr.oj.ected
operating costs makes the project,
 

.., at the time of its initirl design,
potentially feasible for replication
 
...,.-An -. . :
other provinces.. 


2. -Management Systems and Patient Records. 
 -

The rural health delivery system that will be 

planned in detail, and developed and implemented ­

along the lines outlined elsewhere in this report, .. 

will require a management system that:allows resources 

applied (money and people) to .be related .to the services­

provided to a defined population. This capability, when
 

linked to an ongoing assessment of morbidity patterns
 

as parti'ally revealed by a review of medical records,
 

allows an assessment of the relevance of outputs from
 

the rural health service programs to.' the needs of the,
 

population. -Though changes in patterns of morbidity
 

can, .at most, be attributed only in part to any.health
 

program, changed morbidity'patterns :do require a changed.
 

delivery capacity, and they can suggest the changes
 

needed in the-content-of training programs. This will
 

be particularly true in areas such 'as Siliana and Sidi
 

Bou zid where escalation in the' rate of economic and
 

.!sorcial
development can reasonably be projected. In
 

the -face of such development, rates, particularly when
 

coupled with improved preventive and-curative services',
 



it 	is reasonable that there will be changing pattern
 

of 	illness over the next 10 to 20 years and, there­

fore, a requirement for new or modified preventive and
 

curative interventions. Therefore, a management and
 

medical records component to the project is proposed.
 

It 	has the following objectives:
 

a. 	Develop and implement a simple manual system
 
for identifying all fiscal resources (capital
 
and operating) devoted to provincial health
 

.
programs and allocate these resources to'-­
program elements by cost category.
 

b. 	Identify managerially useful program elements.
 
Specific program elements at this time can
 
only be illustrated, as the definition is
 
dependent upon the completion of job restruc­
turing and systems redefinition described
 
elsewhere. However, an illustrative program
 
element might be inpatient services or
 
dispensary services. Cost categories common
 
to all program elements might include personnep,
 
supplies, pharmaceutical supplies, and travel.
 

c. 	Define and identify the population base and
 
the population served, grouped by age, sex,
 
and geographic area. Relate the population
 
served and population not served'to estimates
 
of unmet need and to the associated costs
 
tof delivering services needed by the uncovered
 
population groups.
 

.	 Provide a problem oriented patient medical
 
record, probably housed at the dispensary
 
level,. which relates to family, household
 
unit, and community. This record might
 

Reasonable cost categories'are already developed and
 
in 	use. The greatest need is to develop the capacity
 
to-'allocate costs by program element and relate those
 
costs to services provided.
 



build-on*the existing.malaia.census and
 
household nummbering system. Such a record is
 
to allow for:
 
(1) 	The planning and recording of the results 
: !.from: individual- and mass preventive

activities--e.g., immunizations and pre­
-natal care. 

(2) The recording and ready identification
 
-.of major individual healti problems,


therapeutic interventions, and ultimate
 
resolutions.
 

(3) The assessment of services delivered for
 
individual,health care needs.
 

(4) 	The assessment of the perceived needs
 
of. the population, the diagnosed ills
 
of those who seek care, and the dis­
bvered needs of those identified in
 

screening programs.

.(5)-The-planning.for the initial, as well
 

as periodic, modifications of training

programs for front-line workers and
 
other preventive, promotive, and
 
curative programs.
 

Ptoject*Number Three: 
 The Training and Orientation
 
of Supervisors and Managers and Orientation of Communit
 
Leaders......-


The 	restructuring of roles for front-line,workers
 

requires the 'following:,' 

1. 	Understanding of and agreement to the roles 
by the'supervisorial/managerial hierarchy. 

2. 	Change in the supervisor's tole, and to a
 
lesser extent the manager's role, which..
 
will derive from any change in roles and
 
,responsibilities for front-line workers.
 
Specifically, immediate supervisors may

well have to acquire additional skills or
 
familiarity with new technical areas in
 
order to be able to adequately suoervise
 
workers who may be trained to do tasks
 
outside the experience and training of the
 
supervisor.
 

3.. Official approval--by the Ministry of.Public 
Health and by, other concerned 'ministries--': 



ofany changes either in the job descriptions
 
of front-line workers and of their supervisors
 
or in the responsibilities of higher levels of
 
managerial and technical superv-ision.
 

4. 	Understanding and support of the needed changes
 
in health personnel, particularly those relating
 
to the front-line worker, by those parts of the
 
provincial government structure which are outside
 
the Ministry of Public Health administrative
 
channels.
 
a. 	The regional offices and staffs of other
 

ministries and relevant agencies, e.g.,
 
Social Affairs, Agriculture, and SONEDE
 
(the first is responsible for the social/
 
health worker, and the latter two have
 
responsibilities for water resources and
 
drinking water quality).
 

b. 	The political structure at and below the
 
regional level--d~lgues, Smdas, etc.-­
and its administrative support structure.
 
These individuals will play a key role in
 
gaining the people's acceptance of a
 
changed service pattern.
c. 	The Governor's office: This office, with
 

its broad administrative program and
 
political responsibilities, must be fully
 
aware of, approve, and support all program
 
activities, but particularly those-associated
 
with job restructuring.
 

Representatives from all groups mentioned in "1," "1-2,"
 

"3,", and "4",will be involved in the initial job analysis.
 

In addition, specific efforts emphasizing--as appropriate­

training, orientation, or cooirdination will be-directed
 

at each group.
 

1. 	Supervisors and Managers
 

Training and orientation: Afteri the completion
 

of the job analysis and restructuring, and during the
 

course ,of retraining:,front-line workers, supervisors,
 



will be oriented to new front-line worker-roles.
 

This orientation will emphasize changes in the roles
 

front-line workers will be expected to play in both
 

service delivery and record-keeping (both patient and
 

management records). 'The s'upervisor's responsibility
 

vis-a-vis the new rol'es' will be specifically reviewed,
 

including techniques of field management, continuing
 

education through supervision, performance reviews,
 

ind the identification of exceptional performers (both
 

good and bad). Training of supervisors will Lergiven,
 

in the-specific technical areas in which they may lack
 

prior training and experience and in which they will
 

have responsibility for the'front-line workers'
 

performance. In the next stage of program :planning,
 

the National School of Administratidn, 'Tunis, should",
 

be contacted regarding a potential role in program
 

development and •inplementation.
 

2. 	Omdas and uelegue.
 

The preferable method of working with Smdas and
 

delegues 	will be deVeloped in conjunctibn with'the
 

"
.,vernor' Officein'each province. it is expected'
 

that after there isla substantial redefinition of
 

jobs and approval of a modified service and job
 

structure, individual and small-group discussions
 

will, take place, Which bring together. omdas.,. nd
 



delegues with selected administrative and health
 

service personnel from the region (quite possibly
 

including front-line workers and their .immediate,
 

supervisors)'
 

Project Number Four: Strengthening of Preventive
 

Medicine Internships
 

1. 	Public Health int6rnships
 

The key to improving andmaintaining the quality
 

of rural health services is.the training of a small
 

but reasonably stable cadre of physicians who are 

professionally challenged by the opportunities in 

"public health, preventive medicine, and primary care. 

..


It is essential that a hospitable work and, to the 

extent feasible, social environment be structured
 

to allow the physician with an interest in,rural
 

services to pursue further training and finally-to
 

findrewarding -employment in rural areas. 

In any case, a set of educational experiences-­

ideally starting with the medical school selection 

.process, continuing .through medical education, and 

building to the six-month preventive medicine 

obligatory stage of internship--are necessary steps.
 

Iost 	criticalThe internship is typically thelast and m 

point-at which a decision to.enter residency training 

made.:in public health and preventive medicine can be 



To complement this stage of the educational experience, 

this 	project proposes the development and implementation,
 

,of 	a model clinical experience in public health and
 

preventive medicine (this phase of the project is
 

substantially dependent upon the successful recruit­

ment 	of a contract technical assistance physician
 

trained in preventive medicine and public health).
 

Suggestions for project development are:
 

-a. 'Determine the number of assignees likely
 
per-'province per rotation.- (It has been
 
estimated that 100 interns could be
 
assigned nationally to preventive
 
medicine every six months; if they are
 
assigned to all provinces equally (an
 
assumption that may not be true or
 
desirable), then an estimated four to
 
five interns would be assigned every
 
six 	months to each province.)
 

b. 	Determine the desirability of naming
 
Siliana and Sidi Bou Zid as special
 
elective sites that could be requested
 
by potential interns.
 

c. 	Develop a short orientation for all
 
pre-internship students to acquaint
 
them with.the Siliana and Sidi Bou Zid
 
option in order to attract particularly
 
good students.
 

d.. 	Conduct small-group seminars for
 
interns on principles of practice in
 
public health, preventive medicine,
 
and primary care, and covering such
 
-topics as:
 
(1) 	Approaches to primary care
 
(2)" 	 Practical epidemiology and
 

health program planning
 
(3) Health manpower--techniques
 

of supervision, delegation,
 
and consultation
 

(4) 	Health manpower--alternative
 
roles for physicians and
 
non-physicians
 



(5). 	 Principles of program management
 
- -"and budgeting 	 "
 
(6) 	Cost-effectiveness analysis
 
(7). Current morbidity and alternative
 

approaches to morbidity control
 
(8).-The rural problem oriented medical
 

record--a tool for patient care,
 
. -program management, and evaluation
 
(9) Resource allocation, rural develop­

-mert, and alternative health care
 
program approaches
 

"
 
(10): 	The-development, management,-and 


testing of rural drinking water
 
-supplies 	 ­

(11) Waste disposal in rural areas
 
: - (a) sewage . ..
 

(b) 	solid waste.
 
tThe food chain--protection of 

consumer and promotion of.
 

.. Oroductivity
 

(12) .	 the
 

(13) 	 Nutrition and health--the role of
 
public health-programs
 

(14) 	 The delivery of maternal and child
 
• .	 health services 

(15) 	 Trauma management in rural areas
 
(16) 	 The organization of referral,
 

emergency, and specialty services
 
needed by the rural population
 

e. 	Structure field work for- interfis, including:
 
(1) 	"Research" projects chosen b; students,
 
* 	 designed to foster relevant problem
 

-identification and the development
 
" 	of realistic (affordable and
 

effective) responses, including
 
simple measures ofprogram effec­
tiveness
 

(2) 	Selected clinical experiences at
 
the level of:
 
(a). dispensary and home
 
(b) 	integrated family health
 

center
 
(c) 	Inpatient management at the.
 

rural hospital
 
(3) 	Participation in the training and,
 

field supervision of front-line
 
workers to expose the intern to
 
curriculum development as well as to
 
didactic and supervisorial techniques
 



(4) 	 Program management:. Attendence.and 
participation in :selectedv,aaagement. 
meetings and management :functions 

, at the level .of the provincial health 
administrator and the.Regional Health 

..* - Inspector. 

The.development of-the program-will be carried 'K. 

out conjointly by the U.S. contract physician assigned 

to the project, working.under the overallguidance and 

within the framework agreed to by the Director of 

Preventive .Medicine- frOnm-the Ministry of Public Health, 

and the Chairman of.Preventive Medicine at the Faculty 

of Medicine, Tunis. The.Regional Health.Inspectors,. 

designated as field supervisors/instructors, are 

critical resources for- the development of the .interns' 

clinical,experience. Additionally, physician staff 

should be identified in the university and MOPH systems 

whose interests in ,public health. are such that they can 

contribute to the,development or implementation of 

this component of.the program.. 

SIt may become apparent that special periods of 

short-term overseas training are warranted for a few 

carefully selected.staff members of either the division 

of Preventive Medicine, Ministry of Public Health, or 

the Preventive Medicine Faculty., For example, training 

might take place in such areas as systems analysis, 

the use and implementation of problem orrintedd re ord ­



the p sician's role in training and supervision of
 

p4raedical ..personnel, epidemiologic.techniques, and 

health.planning.. Itis suggested that any training 

-:be.Pecif ically structured.on a case~by-case basis 

to meet the unique needs of the individual recommende
 

fQr overseas training.. Such training would normally
 

last-for one to-three.months and would be arranged
 

by the technical assistance-contractor drawing on, bu
 
not limited to'i elevant university resources in the 

United'States, -Canada., ard'Grat Britain. 

The personnel "requirements associated with this 

project are such 'hat persons recruited, particularly 

physicians, should"either have, or wish to develop,, 

a university affiliation of some type. Such an 

affiliation would .not only be beneficial to. the 

individuals, but.would demonstrate to the Tunisian 

Ministry of Public.Health and to the Faculty of. 

Medicine/Tunis that senior individuals on the team 

are in fact currently tembers in good standing of 

the American academic community. 

2. Library Resources
 

During the phase of the project leading to the 

Project: Paperdevelopment,.'it is recommended that 

there be full exploration of the library needs of 

the Ministry and Faculty ,of Medicine in the field of' 

http:structured.on


preventive medicine. 
 There should be consultation ­
on"thiT the-irectoa ehwith-
of Prevetive Medicine in
 

theMnistry, and: theChairman'of Preventive Medicine
 

at the- Faculty of'Medicine .-Shbul availabl e library
 

tesobUrcis-merit-strengthenh.ing,-then Family Health
 

Cate -rec~mmends seriosi: cohsiderati n be"given to,
 

pt iding& one-tim-gtant for basric -text and reference
 

works+.on preventive medicine, public health, health
 

planning, and epidemiology, as well as 
for selected
 

series of multi-year subscriptions-to"' relevant'journals.
 

In Siliana and'Sidi Bou Zid hospitals, there is
 

no question. that-a small.working library--containing
 
basic clin'cal medical texts, public'health preventive
 

medicinetexts, and 
a few selected journals--should
 

be provided, At present, there is no way for either
 

contract physicians, Tunisian physicians, or proposed
 

contractor technical assistance staff (physician or
 

non-physician) to draw on recorded experience in
 

medicine and health. The provision of a small basic
 

library resource (probably,,at a cost per hospital of
 

about $1,500) will contribute substantially .'to
 

the improvement of the professional environment in.
 

each province.
 

Additionally, Family Health Care directs AID's
 

attention to a recommendation made in its original
 

http:works+.on


report,. "A Review of Health.Services Development in
 

team. urged _the provision,.
Tunisii%~-At-that time, -,the-IFHC 


of ibasic-set of library,-resources,(text and journals.
 

Sousse and Sfax.
to-the'new-fadultiesof medicine at 

Italso re'ommendstlat consideration be given to 

proiding.'eath.:medical 'studentwith a.basic set of 

' burrent-medi-cal texts. (in. English). 	 These texts 


some on. entry to
shou-ld-ideally, be. given. to. students, 


medical. schbol.and,'again on.entry. into clinical. stud.ies,
 

They bhould- cover: the following-subjects:
 

.a.7 Pteclirfical* Arratomy, physiology,. 
biochemistry, pathology, pharmacology
 

b'. Clinical:. Physical diagnosis, medicine,
 
surgery, public health and preventive
 
medicine, obstetrics, gynecology, 
pediatrics, laboratory diagnosis, office 
procedures and practice. ­

, 


Unless there has been a dramatic change since
 

February .1976 (when FHC first visited Tunisia).,, the
 

of faculty,.
students at Sousse and Sfax, and -iany the 

are seridisly: handicapped -in the educational process.
 

.by the lack of-basic reference materials. Available
 

French language texts are often translated from the
 

English version of a past edition. For instance, the
 

available 'French version of Harrison's Textbook of
 

Medicine'is an old edition which is at least five to 

seven years out of date, but now selling in Tunisia for 

half. times the retail cost,of'over $80 (two to two and a 



the current English language -edlitir'. ii the "Jne .
 

States). Alternative sources of Supply are various
 
Southeast Asian suppliers whose copiesof English
 

- -~~~ l E g li 9
of a Oufio b

language- texts may be of questionable I y, ­

are of undoubted accuracy, currency, and usefulness. 
They are said to be available at a price advantage that 
would doubtless allow.a substantially greater, number of 

-acqui.sitions. -umer
 

Project Number Five: 
 Evaluation Design and
 
Implementation 

Do" the Siliaha and Sidi Bou Zid rural healEh improve­
ment programs make sense? 
 Should".they.be'cn -.b:inued 


Should they be expanded. to cther provinces? How might"
 
they be modified? 
What can we-learn from ,these experiences?.
 

,Have the programs' cohtributed to meeting' the,health- needs
 
of the population any bettertthan unrestructured programs"
 

in oth;ar' provinces?..If so, 
is. the additiona-l' cost worth
 

the benefit? 
 . . , .. . 

These are leiitimate questions and should be addressed.
 
.They fall within.the purview and research" interestof the
 

Department o0f PrevYentive. edicine at th6 Faculty of
 
Medicine,, Tunis.
 

Vis-a-vis direct U.S. procurement
 9 



The.team.propose's that the design and implementa%,-ion
 

of an .analytic program :evaluatiorl be carrcied out by -tho 

Faculty-of Medicine,-:in conjunction wiih theMinistr-y of. 

Health., phased.-as .follows: . . ­

-.-.-Evaluation design: - ' Month 2 .. 

2. 	 Assessment'of design feasibi'lity 
and utility of any data gathering 
.istruments: - r Month's. 3 - 6 

3. Design. revision: 	 :Months 6 .9,
 

4. Data gathering: 	 Months 10" 36 

5. Preliminary report:." ... Mo2nth 2&i. 
* 	 (Deliver a preliminary
 

repor.t on first 24"months of 7.
 
'	project with tentative assess­
ment and recommendations)
 

6. 	Final report: Month .40 
(Deliver a final report on 
total project with final 
.assessment and recommendations) 
 . 

C. 	CAPITAL ASSISTANCE 

Project Number one: Hospital Improvement . 

This component of the project is vital. The- rural 

hospitals in the towns of Siliana and Sidi Bou Zid should 

be capable of. at least providing treatment based on 

accurate,diagnoses, confirmed by physicians, by selected 

use of basic laboratory and -ray examinations. This 

capacity is an essential cornerstone of any rural health 

system. If resources are to be focused sharply on actual 

-health needs, this project must develop the health system's 



ability to accurately 'identify.illnesses common to an area.' 

aId to use clinical experience.as.an input into service' 

design and heali workir'raining. In.addition, the rural 

hospitals should ,.bave-some-components.of inpatient space 
with suffic amenities to encourage private 

.e.tyattractive ae rv~. 

patients to elect hospitalization in Siliana. or Sidi Bou 

Zid. Finally, training space for front-line workers must be 

provided'. The clinicians andasupervisorial staff involved 

in curri&uladeivelopment and training will be based at the 

rural hospital, .Th4 provision.of adequate ,classroom, 

,office, and library ,spacet asill as o.f related supplies 

and equipment, .are fundamental to the rural service 

.restructuring program. as proposed in this report. 

The hospital'improvement project has seven related
 

components:
 

S. X-ray,
 
:2.Clihial laboratory 10
 

.3.," Library--clinical and public health
 
.4Classroom and office space 

. Emergency power. . 
, 6. Sterilization of supplies'and equipment 
7. Improvement of inpatient-related amenities
 

The triad'of Tunisian physicians,, adequate diagnostic 

capacity, and reasonable inpatient space contributes to. 

the creation of a milieu that could have the -following 

effects:
 

10. For a'discussion of this subject, seePart Br- Techn ical. 
Ass i'stance, Project Number Four,. 

http:bave-some-components.of
http:experience.as.an


1. Patient utilization of the 0iliana'or.i
 
* Sidi Bou Zid hospitals for selected..
 

illnesses by those able to afford
 
private care in a major city."
 

2; A practice environment attracting the;1 
.Tunisian private physicians into the. :­
government hospital..­

3. 	Development of a reputation for the
 
hospital among indigent and less well­
to-do patients as-one providing services
 
that are bothdesirable and reasonable.
 
(This factor may contribute to a
 
subsequent increase in utilization of.
 

-the hospital by. at .least some people who
 
could afford to go elsewhere.)
 

1.-	 'Laboratory Equipment- ­

a. 	Centrifuge
 
(1) .Microhematocrit (2)

(2) Urine and general purpose (2)
 

b. .ncubator, bacteriologic (2)
 
c.. Microscopes (2)--with scanning, low
 

power, high-dry, and oil immersion
 
lens in a quadruple mount, movable
 
stage, binocular eye pieces, built­
in condensor and light source. (the
 
*light source should have the ability
 
to convert to the use of reflected
 
light with a substage mirror)
 

d. 	Spectrophotometer (l)--table top, 
... clinical laboratory type 
e. 	Refrigerator (l)--electric, for
 

media,. specimen,- andblood storage
 
f. 	Sterilizer (1) (in addition to the
 

;hospital 	sterilizer)--fOr decon­
tamination of used media, media
 
preparation (unless prepared media
 
or disposable plates of media are
 
available and cost-effective) and
 
sterilization of various re-usable
 
laboratory supplies (see Appendix
 

g. Complete complement of glassware,.
 
chemicals, .stains, racks, etc.
 



The above list should be reviewei by a -clinical
 

pathologist or 
a senior clinical laboratory technician 

in the United States in collabora.tion with a physician 

• familiar with Tunisian rural health service needs.
 

- A modified, far more detailed, slightly expanded,
 

.ist specifying suggested.equipment, possible suppliers,
 

precise specifications, and prices could then be docu­

mented more completely. This: should be accomplished
 

"prior-to the next,'step of qpogram development and be
 

-made-avalable-to-tjt AID contract team:makirig 
 an 

input 'into the Project Paper process.,
 

2. Emergency Power
 

A standby diesel generator, with sufficient capacity
 

.to handle the basic-power requirements of the hospitals
 

in the caseof power outagesi, is strongly recommended.
 

Detailed requirements for. such a generator,, power.,
 

Output, whether it ought to have an automatic start-up
 

feature (e.,g., 
a power failure automatically cuts iin 
the generator), 
and the like, should be determined 

during the next phase of program development. The 

ispecifications for one type of a generator, diesel 

power, which might be appropriate, are included in 

Appendix 5. 



3.-- Sterilizing' dapacity 

each hospital-needs a single sterilizer 
sUff-icieli
 

to support basic clinical functions. This will-allow
 

'
 safe syr, ges
a reasonable number of 
the pr'ovi*sion of 

Append-ix 5.) 
needles' instruments, and linens., '.(See 

4.. 	Inpatient Amenities
 

During the next stage of program 
development,
 

architects and hospital administrators 
should consult
 

together and review the hospitals 
in Siliana and Sidi
 

a view toward upgrading the amenities
 Bou Zid with 


to 15 beds in each hospita

associated with perhaps 10 


The intent would be to make these beds comparable 
ito
 

Then,

those available in a private urban clinic. 


given improved diagnostic capacity and the avail­

ability of qualified Tunisian physicians, private
 

patients would have a locally available hospital
 

which they find personally satisfactory. 
Thus,
 

ZZid,
for private patients in Siliana and Sidi Bou 


all criteria for electing local hospitalization
 

for certain illnesses would be met.
 

A surgical suite with operating room and
 

associated equipment has been omitted 
from this
 

has a small operatory (in
proposal. Sidi Bou Zid 

the PMI center) that could, with the addition of 

ster ilizing-capacity, emergency power, 
additional
 



instruments, and a physician trained in selected
 

aspects of surgery, allow the performance of much
 

minor surgery and limited abdominal and orthopedic
 

surgery. Siliana has no such capacity. In both.
 

cases, however, no surgeon is available.
 

An additional reason for not supporting surgical
 

capacity at this.time is that the current burden of
 

surgical illness,allows for referral. Though this is
 

not an optimal long-term choice, it is satisfactory for
 

the immediate future., However, the care of basic
 

medical, pediatric, obstetrical,, and gynecological
 

illnesses is.so fundamental, and these. illnesses.occur
 

so often,, that an-absent capacity cannot even be
 

approached adequately by referral. The end result is
 

.,no care and no real knowledge of the illness burden of
 

the population,
 

As. the hospitals inSiliana and.Sidi Bou Zid
 

improve, the demand for these services, particularly
 

in emergency situations, will increase. Thus, there
 

is a real need for an expanded patient transport or
 

ambulance system. 
 In Sidi Bou Zid, it is the team's.
 

understanding that three Peugeot diesel ambulances are
 

now being purchased out of the Governor's discretionary
 

development funds. These will go a long way toward
 

alleviating emergency patient transport needs in that
 



Iprovince. .,Assura nces should be obtained f-rom
 

a similar capacity will be 
developed


Silianla that 


and timed to come on-line 
at the completion .of
 

the 	hospital improvement 
phase of this project.
 

5. 	X-Ray/FluoS""coPY
 

FluorosCopY, without image 
intensification, is
 

a popular diagnostic,procedure 
in Tunisia, and in
 

rural areas it is often the'
only radiologic procedure
 

The 	installationof'a radiographic 
(dry
 

available. 


hospitals and family health
 
plate) capacity In rural 

centers offers. several advantage56o-ver 
fluoroscopy
 

alone:
 

Greatly improved picture quality 
and
 

a. 

better diagnostic accuracy.
 

b. 	A permanent film record.
 

Decreased radiation exposure 
for
 

c. 

patients and health workers.
 

Far 	greater flexibility vis'-a-vis
d. 	
the range of basic diagnostic
 

procedures that can be undertaken 

(fluoroscopy alone without the 

capacity for taking spot films 
is 

a procedure that is essentially
 

limited to an examination of 
the
 

chest directed toward the 
iden­

tification of pulmonary pathology).,'
 

the 	acquisition cost, maintenance 
cost,
 

..Howeve.r, 


and operating costs:of even 
the simplest x-ray
 

Although no cost estimates are 
given in the budget
 

11 

for this project, the FHC team 

recommends subsequent 

consideration for AID assistance on the acquisition 
mobilettes.
 

of transport for project staff, 
i.e., 




apparatus exceed the comparable costs for a fluor­

oscopy unit. Implicit in the c6st comparison is the
 

assumption that the equipment will be-used. This
 

-requires logistic support that actually delivers
 

film and 'chemicals on a regular,basis, and provides
 

spare parts and maintenance workers on an on-call­

basis.
 

Although the operating and acquisition costs
 

of x-ray or x-ray plus fluoroscopy are greater than
 

fluoroscopy alone, the additional increment in health.
 

care costs associated with either x-ray alone or
 

x-ray plus fluoroscopy is warranted because of the
 

four factors listed above. The additional flexibility
 

of x-ray plus fluoroscopy is particularly attractive.
 

The acquis ion cost of such a unit is the highest;
 

however, t' operating costs, particularly the costs
 

associated with decreased use of film and chemicals,
 

are, lower.
 

For these reasons, FHC recommends that each rural
 

hospital.and selectedfamily health center be provided',
 

with a single complete x-ray room, dark room, shielding,,
 

for the x-ray apparatus, appropriate aprons and gloves
 

.

for. operators, spare parts, film, film holders, iiew
 

boxes, and chemicals.. The apparatus.-chosen should have
 

the following operating characteristics:
 



a. 	 Takes radiographs of.patients in the. 
upright, sitting, and supine positions,
 
including films.:qf the.4ku~l,-chest,
 
abdomen, and extremities..
 

_44 Does.not include .or-requir'a..built-in,
 
tilt table.
 

c.: Has provision for-fluoroscopy.without
 
image intensification or spot films.
 

d.- A projected ten-year -or 'more operating
 
life span.
 

e. 	When and if additional or more sophis­
ticated radiographic technology and
 
capacity is introduced into either
 
rural hospitals (likely) and family
 
health centers (less.likely and probabl
 
not warranted), the unit will continue
 
to be useful as-a complement-to any 
additional radiographic/fluoroscopic 
-capacity. -- .- - . ... • 1 

-..


f. 	Parts and service can be assured to be
 
reasonably available-over-the-lifetime
 
of the equipment.
 

g. 	The final equipment-chosen is easy to
 
install with a minimum of plant
 

....modification or renovation...­
h. 	Its maintenance history is good and
 

similar equipment can experience
 
relatively high use in remote sites.
 

i. 	The parts supply and-service reputation
 
of the manufacturer chosen is good.
 

As the final specifications for equipment are
 

drawn up, consideration should be given to concern
 

in the United States with the excess radiation
 

exposure whiCh is associated with the use of fluor­

oscopy without image intensification. "As image 

intensification is probably not warranted on cost
 

not 	all benefits
and,maintenance grounds, and much if 

oaf simple fluoroscopy can be replaced by dry films 

(although at a slightly higher operating cost),
 



consideration could be given to acquiting units
 

without a fluoroscopic capacity.
 

A more sophi.sticated variant of the equipment,
 

recommended would be an x-ray machine with a fluor­

oscopy attachment. That is, one which included the,
 

capacity to take spot films. :.This .additional
 

capacity, and increment of.:cost, is probably not
 

warranted for several reasons:
 

a. 	The acquisition cost of machines
 
of this type are generally higher
 
than either those that provide
 
x-ray alone or those that provide
 
x-ray plus fluoroscopy without
 
spot film capacity.


b. 	The mechanical and design complexity
 
of the fluoroscopy spot film unit is
 
more complex.
 

c. 	This type of apparatus generally comes
 
with a tilting examination table,
 
which again adds complexity.
 

The 	benefit of the fluoroscope with spot Mfllm
 

and 	the tilt table is the added capacity and flex­

ibility which allows contrast studies of the upper
 

and 	lower gastrointestinal tract to be performed.
 

However, these procedura require the availability
 

of an on-site radiologist or gastroenterologist.
 

when and if such a specially trained phiysician is
 

available, then a more appropriate step would be
 

to acq uire such a machine as a second'generation
 

:piece of equipment in the Siliana or Sidi Sou Zid.
 



hosptals to complement the basic equipment already
 

described and prqposed.to be acquired through-this 

project. -It is also likely that in five to ten. 

years the capacity of the delivery .system and the* 

needs of.the rural hospitals would be such that 

additional equipment w.ould be requ.ired. Further­

more,, the reliability, cast, and ease of main­

tenance. for the more. technologically advanced 

equipment: (e.g. , image..intensification) may be.­

such that :this.-would be: warranted, and this equip­

ment should.be considered. for acquisition. toward
 

the end of the next decade. 

X-ray.utilization may be*-such, particularly in
 

family health centers, that itwould be prudent to
 

consider cross-training laboratory'technicians in
 

:the operation and routine maintenance of radiographic
 

apparatus, .Jnany case, a condition necessary to. be
 

met with regard to all x-ray apparatus provided, is
 

the provision of-a technician on or about the time­

of installation. This person canbe instructed In 

proper operation and maintenance by the equipment­

manufacturers' representatives.
 

http:prqposed.to


Project Number Two: Ambulatory Facility Design and
 

Construction
 

.Planning the construction program to relate to and
 

follow agreed upon program milestones as indicated in
 

Table 22, Section VIII, is complex, and there are inter­

related subjects in ambulatory facility construction
 

"projects.requiring the following activity sequence:
 

•functional program, determination of budget, architectura:
 

design, preparation of construction documents, cost cont:
 

and the completion of construction within budgetary aqnd
 

time constraints.
 

The facility design process must sufficiently follow
 

or lag behind. the program design (job restructuring--.
 

who does what, where, and staffing patterns); population
 

needs .(how many people to be served by facilities:located
 

where); and resource constraint assessment (can we afford
 

all of those facilities) sufficiently to allow reality­

based, functional. facility design. But, if.the lag
 

is too great, the full benefit of the-personnel and
 

management systems improvement will be delayed and the
 

impact of the program substantially diminished. 
 .
 

We have already discussed the Government of Tunisia
 

and the Ministry-of Health's recently adopted policy of
 

decentralization and integration of health' services.
 

The exact nature and shape those services ought to take
 



in:,Siliana and Sidi Bou Zid..has yet to be. determined. 

ftthis sensj the exist-ing preliminary,drawings for­

family health -centers and disp nsaries a e'most approP­

ria.tely viewed ag a point Of'departure and illustrative
 

of initial th-i.nking rather than defining the shape"'o' 

final program..and. faci-lity design., 

Construction costs"are- said to: be: r-ising rapidly. 

in Tunisia., The. FHC team has been made aware of both 

!actual and est.lmated construction costs for completed 

buildings .(includ.ing plumbing,. electricity,..
and heating).
 

These completed.structures would be. ready for occupancy,
 

but without. fixed:'or movable equipment. The range for
 

these costs is shown in Table 20. Furthermore, cost 

estimates for apparently,comparable construction vary 

widely, ranging from $9 per square foot to $40 per square 

foot- (see Table. 20).. it is imperative, therefore, that 

construction costs be established with considerable 

precis ionearly in the facility design process. Th is, 

will alloww.anaffordable,mi.e of health centers, dispen­

saries, and hospital improvements to be determined and 

then designed. The following steps (not sequential) 

are proposed for consideration during the course of
 

and prior to.the completion of the Project Pape.r:
 

a Establish'current costs for various 
,types of construction, such as wood-, 
frame, adobe, local stone, concrete'-,
 
block, and reinforced concrete,
 



•Establish theavailability and probable 
interest of contractors able to: 
- Renovate dispensaries 
- Construct new dispensaries
 
- Construct new family health
 

centers
 

o 	Determine whether craftsmen areavail-.
 
able to carry out the necessary

construction.
 

* 	Determine if materials are available;
 
what .isthe supply source and how are
 
prices guaranteed.
 

a 	Explore the possibility of a govern­
ment imposed construction moratorium.
 
(said to be under consideration).

Determine whether or not it will
 
affect public sector projects. If
 
so, what would be the effects on
 
this proposed project?
 

A 	Review and refine initial siting and
 
service criteria.
 

* 	Make a preliminary decision on the
 
fundamental-layout of prototype:
 
-	 Dispensaries
 
-	 Family health centers
 

9 	Develop architectural plans derived
 
from functional layouts, along with
 
typical construction details and
 
preliminary specification data,
 
sufficient to allow accurate cost
 
calculations.
 

* 	Gain an understanding and describe in
 
detail the Government of Tunisia's
 
design and construction process as it
 
would relate to family health centers
 
(centrally funded) and dispensaries

(regionally funded). Specifically,
 
determine the role of the Ministry of
 
Public Health, the Ministry of Buildings
 
and Equipment, and the role of other
 
ministries. Who can make what inputs
 



of what type, when during the design 
and construction process? Where is -. 

the actual design.work done? Who-' 
supervises the- bidding and construction 
process? Who is responsible for 
accepting the building for the'govern-" "
 
ment? When are changes possibl in....
 
the design and with whose permission?
 

* 	 Explore the costs and feasibility'of
 
renovating existing structures (e.g.,
 
PMI centers for conversion to family
 
health centers, and upgrading existing
 
dispensaries).
 

The variations. in cost estimates, a'h-istory of' rapid,
 

construction cost escalation over the past five years,
 

the legitimate uncertainty as:to the final design of
 

the proposed facilities at this'time in program develop­

ment, and the construction uncertainties which may be
 

ahead (government moratorium), constitute some of the
 

significant variables which make it difficult to fix
 
costs with precision. With the information currently
 

available, a realistic cost 'estimate'-permitting a
 

decision as to the number and type of facilities which
 

could be built within- the $3 million proposed AID capital
 

development loan (1.26 million d!.nars)Y cannot be made 

"ith any degree of precision at this time. However, if
 

one assumes. the following low estimates calculated 'on a
 

per unit basis for gross square footage-1 -


See functional design~ and square footage suggestions
 
in 	Appendix 4'. 
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Dispensaries: 2,000 square feet service 
,spalce and 400 square feet housing at $16 
per' square foot. 

* 	Family health canters with beds: i0,oO.
 
square feet .at $16 per square ffoot;
 

then, the unit costs of these:rfacilities would be as 

follows: I 

* 	Dispensaries: $38,400
 

* 	Family health centers with beds: $160,000.
 

Using the same square footage assumptions, but with­

higher cost per square foot ($36 per square foot),
 

estimates would result in the following unit costs:
 

* 	Dispensaries: 2,400 square feet
 
@ $36/sq. ft. $ 86,400
 

••Family health centers with 
beds:: 10,000 square feet 

@ $36/sq. ft. = $360,000 

In 	summary, the following points are made:
 

1. 	Aprogram and design concept sufficient
 
to' place an upper limit on square footage
 

. is 	very necessary.,
 

2. 	Further, a far more precise estimate of
 
construction costs (taking into account
 
the most recent relevant Tunisian
 
experience), based on a preliminary design
 
specifying probable type of materials,
 
'manner of construction, delay, and other
 

"-,cost escalation factors likely to be'm
 
encountered, is essential during the
 
Project Paper phase. 

One approach to design which considers.program 

-assumptions as outlined in Section III.B. and which is 

fully compatible with designing to cost is shown in 



Appendix 4,, "Suggested Facility Requirements -Based on.,
 

'
 Program A-stumpt-ion" -. For purposes o't illu-stiatmrn" a'ncd
 

flobr' plans from,the Black River-•(Northr
comp'ariso, the 


Carolina) Health" Center--a site visited by the Mobile
 

Seminar in.:,November 1976--are also included -in Appendix
 



APPENDIX 7
 

EQUIPMENT LISTS
 

A. Type C Centre de Sante de Base 

B. Type B Centre de Sante de Base
 

C. Type A Centre de Sante deBase 

S'D. Rural- Regional Hospitals 



APPENDIX 7
 

.
EQUIPMENT LIST FOR PROPOSED 

FACILITY CONSTRUCTION/RENOVATION
 

proposea ,equipmenrThe following four tables show. the 

for the three centres de sante de base types A, B, and.C, 

The letters inand the regional hospitallaboratories. 

the column "Availability" refer toinformation received from 

the Ministry of Public Health, Division of Buildings and 

'Equipment: T = available in Tunisia ; 0 = must be ordered 

from a foreign manufacturer and, depending upon size of the
 

order, will take from 4-7 months for delivery.;. E must be
 

ordered, but easily available. .For those items where this
 

not receive. exact informationcategory. is left blank,. we did 

on availability, 

The prices listed are either ones we received from the 

Ministry in dinars, which we have converted here to dollars 

(1.dinar = $2.38) or are estimates based-on U.-S. cost (s­

mates are marked with an asterisk). It should be noted that 

these are not fixed or final prices and.variations should be 

expected:'
 



EQUIPMENT FOR CENTRE DE SANTE DE BASE, TYPE C 

SPACE 	 EQUIPMENT NO. AVAILABILITY COST TOTAL'FOR SPACE
 

1 	 $24*
EXAM/CON- Light 

SULTATION/ Patient Chairs 2 T 26
 

- 1 T 	 114TREATMENT 	 Desk 

Physician Chair 1 T. 43
 
Exam Table 1 132
 
Storage Cabinet 1 T 76*
 
Blood Pressure :Cuff 1 
 120*
 
Stethoscope 1 24
 
Odoscope 1 76
 
Foot Stool 1 	 12* $647, x;2,E/C/T Bns.= $1,294 

WAITING 	 Benches, Male 5 T 196
 
Benches, Female 5 T 196 392
 

PHARMACY 	 Large Cabinet 1 T 76*
 
Small Refrigerator
 

(250 Liters) (1) 1 E 364
 
Formica Top Table 1 T 24
 
Chairs 2 T 26 490
 

LAB 	 Small Dry Heat
 
Sterilizer (2) 1 0 298
 

Hemoglobinometer 1 20*
 
Miscellaneous
 

Glassware 1 20* 	 338
 

REGISTRA-	 Table/Desk 1 T 60
 
-TION 	 Chair 1 T 13 

Storage Cabinet 1 T 76* 
File Boxes 3 71* 220 

OUTREACH 	 Table . T 24 
ROi-	 Blackboard 1 - 40* 

Chairs . 3 T '-39" 
Storage Cabinet, 2 T 152* "255 



EQUIPMENT FOR CENTRE DE SANTE DE BASE, TYPE C
 
PAGE 2
 

SPACE - EQUIPMENT NO. AVAILABILITY COST TOTAL FOR 'SPACE
 

PATIENT Wire Basket Stretcher 1 $107
 
TRANSPORT -Inflatable Splint Set 1 50 $157
 

TOTAL FOR CENTRE $3,146
 

Notes: . .,
 

1. Where elect'ricity is available. Als for laboratory use.
 
2. Where.electricity is available
 



EQUIPMENT FOR CENTRE DE.SANTE DE BASE, TYPE B 

SPACE EQUIPMENT NO. AVAILABILITY COST TOTAL FOR SPACR 

EXAM Same as C except 
gynecological table 

S.. instead of exam 
table 1 0 $154 $669.x 3 E/C/T Rms. $2,007 

OUTREACH 
ROOM 

Same as C 255 

WAITING Benches, Male 
Benches, Female 

10 
10 

T 
T 

393 
393 786 

PHARMACY Small Refrigerator. 
(250 Liters) (1) 

Formica Top Table 
Chairs 

2 
1 
2 

E 
T 
T 

728 
24 
26 778 

LABOR Beds 
Chairs 
Small Table 
IV Pole 

2 
2 
1 
1 

T 
T 
T 
0 

238 
26 
24 
26 314 

MAT. ED. Demonstration-Table 
Blackboard 
Chairs 

1 
1 
4 

T 
T 
T 

40* 
40 
52 132-

DELIVERY Delivery Table 
Instrument Cabinet 
Fetal Stethoscope 
Miscellaneous 

Instruments 
Baby Bassinette 
Baby Scale 
Large Work Table 
IV Pole 
Portable Surgical. 

Light 
Suction Machine. 

1 
1 
1 

1 
1 
1 
1 
1 

1 
-

0 

T 
0 

0 

238 
117 
30* 

500* 
100 
501 
60' 
26 

300 
-300* 1,631,­



EQUiPMENT FOR CENTRE DE SA_4TE DE.BASE 
TYPE B
 

PAGE 2
 
- __ _ -. . .EQUIPMENT , NO AVAILABILITY ' COST - TOTAL FOR SPACE 

'PATIENT- Beds 
 8 
 $9*52
ROOMS Bassinettes 
.~'T 

8 
 , 80*.
 
Night Stands 8 
 T 
 457
 . Chairs. 
 8 T 
 105
 
IV Pole 
 -2 52-
 l 646
 

KITCHEN Small Refrigerator' 1-
 ' 364
 
*Small Stove 
 10 
 119


Large Work Table - I T 
 60
 
Chairs-
 2 
 T - 26 569
 

LAB' Smell Dry Heat'
 
*Ste~rilizer 
 1' 0 29

Hemoglobinometer 120*
 
Miscellaneous
 

Glassware (2) " - I. ..
 50*"
Portable Bunson-Burner 1. 
 10-* 
 378
 

LAUFD)RY Freestanding Tubs 48*.
2 :.48 T 


REGISTRA--. Storage Cabinet, 1
-"76* T 

TION File Boxes-- 5 119*
 

* ChAir ' ' T 13
Desk 
 - T " 
 . 60 
 268
 
PATIENT 
 Wire Basket -Stretcher 1 
 . 107
TRANSPORT Infl. Splint Set - 1 50*' 
 157
 

TOTAL FOR CENTRE 
'8,969
 

Notes:
 
1. Also for laboratory use.­
2. 
 Including ESR apparatus, test tubbs, white blood count:apparatus.
 



.EQUIPMENTFOR 	 CENTRE DE SANTE DE BASE,-.TYPE A 

SPACE -EQUIPMENT- NO. -AVAILABILITY COST 	 TOTAL FOx, - -.. 

-$669
EXAM 	 Same as B 
Ophthomoloscope 1 	 25* $694 x 4 Exam Rooms =_$2,776._ 

r 	 ,WAITING 	 Benches, Male 10 -. T 393 
Benches, Female ' 10 TT. 393 796 

PHARMACY 	 Small Refrigerator (1)- 2 E 728 
Table, 1 T " 24 

778
Chairs 	 2 -T 26 

LABOR 	 Beds 2 T23 
. Chairs. 2 T 	 26
 

SmallTable -T 1 24 
IVPole .. 1 0 26314­

: MAT._ED. 	. Demonstration Table 1 T 40*. 
-Blackboard 1 T 40* 

' ,-...- 4 T 52 132Chairs 

DELIVERY 	 Delivery Table 1 0 238 
- .	 Instrument Cabinet 1 117 

Fetal Stethoscope 1 30* 
Baby Bassinette 1 - .10* 
Large Work Table 1 T - 60*, 
IV Pole 1 0 26 
Portable Surgical" -

Light 1 0 ' '300'. 
Suction Machine. 1I 300A 
Baby Scale 1 : 50* 1,131 

1REGISTP.A- Desk 1T 60 
TION Chair- T - 1'.73­

CONF/COM. Table 1T. 24 
ROOM Benches 3 T - 118 

Blackboard 1T 40 
Chairs 5 - T - 65 '4 



EQUIPMENT FOR CENTRE DE SANTE DE BASE, TYPE-A
 
PAGE 2.
 

SPACE . . :EQUIPMENT NO: AVAILABILITY COST TOTAL FOR SPACE
 

PATIENT Bassinettes 8 
 $-. 
ROOMS Beds '15 T 1,785. 

Night Stands - 15. T -857'
 
Chairs 15 
 T ..196
IV Poles ­ 0 7* $2,997 

EMERGENCY Equipment Cabinet 
 . 117*
 
Portable Light . .
 0 300. 
Instrument Tray 1, . 48*k 
Miscellaneous
 

Instruments (2") I ' 5'"
 
Counter Space or .. ­ "
 

Work Table .. 1 T 60*
 
Stretcher on Wheels 
 I T 238
 
Table for Instruments 1- T: - 17 
 1#280
 

-LAB Small Dry-Heat
 
Sterilizers 
 2' 0: 596
 

Hemnoglobinometer 1' 
 . 20*. 
Miscellaneous
 

Glassware (3) 1 
 . " . 200*" .
Portable Bunson-Burner 1 ...
 

*Microscope (binocular) 1- 01 2,142
 
Centrifuge (micro­
.,hematdcrit) 

* 1
0 ' 533 
;
Centrifuge .(urine),- 1 O . . 1,904

Hot Plate ,* . 10*
 
Lab Table 9 - l ' T". 48
Chairs
.9 2".2 T
,. ,. , . . .. . .I:. . ... .- • . . 26 5,489.. : 

LAUNDRY Small Washing Machine*
 
"*(Mechanical Wringer).. 1;,' 
 " 4,760
Table 


:.: .: .... _., , . :- : -: . ..:.. ".. -
i 
::'. T' -_ 24- 4,784. . . , . . _ 



EQUIPMENT:FOR CENTRE DE SANTE DE-BASE, TYPE A
 

PAGE3 -S PC -- .A E S.. CEIM 
SPACE .EQUIPMENT NO. AVAILABILITY COST TOTALFORSPA
 

LOUNGE: 
ALE Chairs 5 T $ 65:
 

Table 1- -T 24
 
FEMALE Chairs. 
 5 65 

Ta~ T 24 

$178 
ADMIN. Storage Cabinet-, 1 T 76*
 

F.le B.xes . 10-,238*
 
Chairs 3 T 
 39
 

.:Desk 1 T 60 .413 

PATIENT Wire Basket Stretcher 2 
 214
 
TRANSPORT Inflasplint Set 1 
 50* 264
 

KITCHEN Chairs 
 2 T 26 
Small Refrigerator 
 1 E ..36.4
 
Small Stove 10 
 .119",
 

Large Work Table 1 T 60* 569
 

ISOLATION Bed 
 1 T . 119
 
ROOM -Chair 
 1 T 13: 132 

TOTAL FOR, CENTRE"- $22,343
 

Notes: p
1. Also for laboratory use.'.
 
2. Includingdelivery-room miscellaneous instruments.
 
3.. Including'ESR apparatus, :test tubes, and white-blod-count apparatus
 



EQUIPMENT LIST FOR REGIONAL HOSPITAL'S LAB
 

EQUIPMENT 	 NO.- AVAILABILITY COST
 

Steam Sterilizer for Media 
Preparation (1) . $$1,730 

Binocular Microscope. 2. :." 0 ,284 
Centrifuge (Hematocrit) 1 0 .533 

10 	 1;904
Centrifuge (Urine) 

2,951Table-Top Spectrophotometer- 1 .-.. .i. 

Incubator (Small) 1952. 
Hemoglobinometer 1'".. 	 20*_ 

:,Refrigerator (Large Size) -	 E1. . "488 
.20
*"Bunson Burners . . " 2" . ­

-400*
Miscellaneous Glassware 2) 
10*
Hot Plate ... 1 

Lab Table ", T 7 48 
26-"Chairs 	 2 T 

TOTAL FOR LAB 	 .:$13/366
 

Notes: .........-	 . .....
 
de.ivery.
1. "See'Appendix 5 of.FHC February, 1977 Report (U.S. 

price). -I -. " 
2.. 	 Including ESR apparatus- test,tubes, 'white blood count 

apparatus. 



SILIANA 

TYPE 
CENTRE 

A 

A 

A 
(Regional 
Hospital) 

B 

B 

C 

C 

C 

TOTAL 
STATUS NUMBER 

INew. 2 

Renovated 3 

Renovated 1 

/ 

New, 1 

Renovated' 0 

New 6 

Renovated 6 

,~Equipment 

COST 

$22,343. 

13,916 '(1) 

21,793 (2) 

8,969 

0 

3,,146 

1,742,(3) 

-, 

TOTAL,, 

4,4 686 

41,748 

21,793. 

8,969 

' 

18,876 

10,452 

0o0____ 

TOTAL $146,524 

Notes:.
 
l. 'For facilities which aye to be renovated',an inventory
 

of equipment needs to 1Ie made at the existing site. For
 

our purposes, we are assuming that for A centres needing
 

renovation, the total cost estimate for each centre may I
 

estimated by adding the cost of the lab equipment ($5,489) 

to 50% of the cost of all other equipment ($16,854 t 2 = 

$8,427), giving a total of $13,916.
 
2. 	For the regional hospitals we are assuming the cost of the
 

regional hospital's lab ($13,366) plus 50% of all other
 

equipment for centre A ($16,854 v 2 = $8,427),giving a 
total of $21,793.
 

3. 	The cost of a renovated C centre was estimated by taking
 
the cost of the lab equipment ($338), adding the cost of 

50% of all other equipment ($2,808 - 2 - $1,404)., giving 

a total of $1,742. 



SIDI BOU ZID 

TYPE 
CENTRE STATUS 

TOTAL 
NUMBER COST TOTAL 

A 

A 

New 

Renovated 

3$22, 

3. -

343 

13,916 (1) 

$67-f029, 

41,748 

.A 
(Regional 
Hos~pital) 

. 

Renovated 

New 

1 

0 

21,793 (1) 

0* 

21,793 

B Renovated: . 8,969 8969 

CNew *9 

C Renovated 

C Equipment 
-Only . 

TOTAL, 

TOTAL FOR BOTH'PROVINCES " 

4 

4 

13,146 

1,742; (1) 

500 (2) 
. 

28,314 

~ 6,968 

2,000 
.. . 

$176,821 

$323,345 

Notes: 
l. These figures were"derived as 
2.- This is..an. estimatedcost. 

for Siliana. 
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APPENDIX 8 " 

SOCIOECONOMIC DATA ON SILIANA AND SIDI BOUZID 

Sidi Bou Zid was designated a province on December..8, 

l9i,i jccording to federal law #73-75;1 Siliana was created
 

on June 5, 1974 by federal law #74-47.2 Both provinces were
 

established from partitions of other areas, in part in order
 

to allow the government to focus development assistance on two
 

This was done as part of
geographic areas of great unmet need. 


' 

an overall, long-term policy to.accelerate socioeconomic develop­

ment in Tunisia. 

While it was not',ithe specific task of the FHC team tounder­

take, a survey-,of the socioeconomic characteristics of these 

provinces, some relevant data was collected which supports the'
 

AID assistance requirement of targeting those populations in
 

greatest need. In terms of the Siliana/Sidi Bou.Zid program
 

proposal and in :terms of the health needs of these populations,
 

it is our conviction that by designing an accessible, integrated,
 

system of health services, the basic health needs-of the overriding 

majority of.-these populations can be met.­

1. 	Journal Officiel de la Republique Tunisienne, 14 Decembre,
 
1973.
 

2. 	Journal Officiel de la Republique Tunisienne, 7 Juin, 1974,
 
p. 1242.
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Most of te parts: of,,the collected data which follow are
 

based on statistics-compiled from the'national census of
 

7May,1975.
Some of these statistics have,been published by
 

the Institut National de la Statistique, Ministere du Plan,
 

33 Rue de la Commission, Tunis and are available to the public.
 

Some of these statistics, however, are still being compiled
 

and analyzed by this Institut and we are grateful to them for
 

having made this unpublished.data available to us during our
 

last visit.
 

In addition to the sources listed for each table, two
 

additional sources for Siliana province were given to us
 

-which weiinclude here for further referral:
 

* 	 "Contribution I la Planification dans le Domaine :. 
Sanitaire de la Rfgion de Siliana," Th~se pour 
le Doctorat en Mdddcine (Dipl~me d' Etat), Dr. Sami: 
Dali, University of Tunis, (Faculte de Medecine et 
de Pharmacie), 15.16.FF. This doctoral thesis 
begins with a socioeconomic description of Siliana 
province which, while.relevdnt, is-oo 1engthy ­

to be reproduced here.3 

:-3.' Mr.:Dali's conclusibn, however, which gummarizds this. 
. .'tion, is"as. follows: ' " ­

-"The poor condition .of the roads, the rural dispersed
 
type of housing, the over-crowding in-the dwellings,
 
as well as the.bad conditions for distribution of­potable water and energy -contribute to making the
 

region of Siliana one of the least favored in
 
the country." (p. 10)
 

http:15.16.FF


* 	 "Southern Siliana" (Description and Problems of
 

an Area Proposed for an AID-Assisted Rural
 
USAID Mission
Development Project in Tunisia), 


to Tunisia, April, 1976, which gives comprehen­

sive data on Mdktar and Rohia delegations.
 

Finally, the FHC team contacted Dr. Habib Attia, 
ProfeL--­

of Geography at the Faculty of Letters and Human 
Sciences,
 

University of Tunis, who was recommended to us as the leading
 

Due 	to time restrictions, we
 qxpert on these two provinces. 


were only able to contact him per telephone, 
but include his name
 

here as a resource for further information.
 

Table 8A gives various data on the population of 
Tunisia
 

and 	shows that Sidi Bou Zid is the most rural of 
all the provinces
 

(8 .2 ) iliana h
 
(93.9%), with the*highest percentage of isolated 

inhabitants
 
...... 


has e third highest.

Next to Jendouba (85.2%), S
(85.3%)., 


per'entage of rural inhabitants (84.3%), of which the majority
 

too 	are,isolated '(60.4%). Both provinces have signif
icantlY
 

higher 1Isolated populations than most of the other: 
provinces.
 

4:.1 	 ,Maktar and Rohia present a set of severe human and physi­

cal 	constraints to development: Dispersed and isolated
 

population, hard to reach from the paved roads; lack 
of
 

trained personnel for government services or for productive
 

activities; traditional attitudes that isolate women 
from
 

effective participation in the community or the economy;
 

a low level of community mobilization which would be 
condu­

cive to self-help projects; rugged terrain; poor soils
 

which are heavily eroded and in some instances are saline;
 

inadequate or uncertain potable water supplies; ana inade­

quate physical infrastructure for governance, transportation,
 
Yet these two delegations and their
education, and health. 


approximately 60,000 people are not unique with regard 
to
 

the 	foregoing constraints. There are at least a dozen
 

delegation-sized areas in north-central Tunisia that
 

bear the burden of these charactiristics, and thus f
 
Mor.jover identical con.
 same developmental problems. 


affect negatively dozens of smaller-sized zones." (p.
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Siliana also has the lowest rate,of population,growthfor
 

the country (1.00%).
 

Tables .8B, 8C, 8D, and 8E are directed toward the .Tunisian
 

-l;aborforce. These tables present serious problemp in their
 

rintpretation but are included here for descriptive purposes.
 

One of the problems lies in the definitions":of "actively employed
 

and "without work," as it is not known how these categories were
 

derived and also*because a-serious problem in Tunisia is­

.underemployment,which is difficult to measure and also not in­

.cluded-in the figures we received. In addition, while the labor
 

force totals are consistent in Tables -B, 8C, and 8D, (e.g.,
 

totalsfor Tunisia are 1,621,820), in Table 8D this total in-­

cludes those:."without work" and "without work for the first
 

"time," while the total for Table 8C does not include these 

two categoriez,. and Table 8B does not include "without work.", 

Also it-was not possible to obtain -comparative. figure's -for..­

all the provinces. 

Despite these problem s it is possible to make some useful' 

observations. In Tables 'SB and 8C, it is clear that the largest 

:par of the employed populations in these two provinces is 

:engaged in agriculture; infrastructua"cap.acities are not-*,." 

well.deveioped.5 ---. 	 . . _ _-­

5. 	These tables, particularly Table-8C, could be useful in
 
considerations on the health labor force, especially in pro­
jecting potential population sources for additional workers.
 
The tables which give categories divided by sex are helpful
 
in understanding the under-developed role of women in certain
 
capacities.
 



Of the totals in Table 8D, .26% in'Siliana and 16% i 

Sidi Bou Zid are without work and.without work for the irst
 

time; the Tunisian figure is 16%.
 

:,Tables 8F and 8G show the educational and literacy-1
 

rates of all provinces. Table 8F shows Sidi Bou Zid to .have
 

the lowest rate of education for all provinces; Siliana has the
 

fourth lowest. Table 8G shows both provinces to be in the
 

lower third for the country in terms of literacy.
 

Table 8H shows that, of the selected provinces,,Siliana 

and Sidi Bou Zid'have the highest general fertility rates. It'i 

c' also lbe assumed that the recording of births in these provinuez 

particularly is inaccurate: and probably under-recorded, and that 

therefore the general fertility rates are probably higher'.: than 

as' tabulated here. 

Tables 81, 8J, and 8K focus on housing in Tunisia. Tables
 

8I and 8J show percentages of lodgings having ,certain facilities
 

and,demonstrate clearly that the greater majority of lodgings in',.,
 

both provinces are lacking the facilities in question, particu­

larly Sidi Bou Zid. In regard to electricity, running water,
 

and bathrooms with hot running water and shower.,(Table 81), Siliani
 

and Sidi Bou Zid have the lowest percentages of all provinces. In
 

nearly all categories in this table, both provinces are well
 

below the national average. Table 8J shows both provinces to
 

have the lowest percentage of total lodgings; at the same tiane,
 

in nearly every category their percentage of total facilities are
 

well under this percentage of total lodgings and here, too,
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Corresponding to the previous table, they fare poorly in 

comparison to the other regions. 

Table 8K shows that 83% of all lodgings i Siliana have '­

1-2 rooms and 89% in Sidi Bou Zid (in Tunisia the average is'­

-'
 .
71%). The majority of other provinces have lod"in with a 

somewhat higher figure. :These figures are, of 'course, depen­

of rooms and number of persons ineach dwelling.
6
 

dent on size 

These last three tables were taken from statistics gathered
6. 

together in one document ("Logements") by the National 
Institute of Statistics. This document may be referred 
to for additional data which may be of interest but which is 
not included in this appendix because either it is not' 
directly relevant or because of the length of the explana­
tions involved in presenting the data. These other areas 
presented in the document are: types of dwellings (not 

* included here because, due to the method of grouping of
 
types, there is no consistent indication of socioeconomic
 
development)- -dwellings which are vacant or where the
 
occupants are-absent; dwellings according to materials
 
of construction in the walls and roofs (Siliana has the
 
lowest percentage -of dwellings which are of "strong
 
resistance in construction' of all provinces--p. 52);
 
dwellings according to categories of occupancy ("owner,"
 
"tenant," or "free title")--this table, as pointed out
 
in the text of the document, is a reflection of the degree"
 

(e.g., Sidi
of urbanization rather than economic status 

Bou Zid has the highest number of dwellings which 

are
 

owned by the inhabitants of all the provinces); and more
 
' extended dataon the. three tables included in this appendix.
 

" I' 



DiSTIJJTICx1 OF THE ? UPtLATIO, 
ACCIODIIG TO SE1.:TEIN 
£P7-,rExIA
 

o+.AIIiIJA 
 P'E'-REDEN--IT-Y'II
KA
IUTE Of DENSITY POPULATI911.11 PERCENT OF TIlE POPULATOIA HOT­111' I~ .e XVII1UA NOTHEe
POVIIICE POPPIIPULAT
(Gcmv rnn-at) POPILATIOil i.pRCEII1 

loll (INIIITANTS/ COUIUNES 

slllan-a~., GROWl KILOHETEI) I e. RAN IZED 

i ' .
-19L-66 3,-Is AGGLOHERATIOtiS ISOLATED
_____ __ _ TOTAL 
____-__ _15.7 
 _ 23.9 - 0.11 81j. 

ToiI's Still 205.097 
 3.7 
 2.27 
 50. 
 22.0 
 22.1 
 55.9 78.0
Hjhdla 
 218,217 
 3.9 
 75.5 

sial ea id 

2.52 33.2 97.6 119.2 66.8
.. 2..oLL 
 ._-9. 

6.1tonastir 8.6 85.3 93.9223,150 
 . :.02.85 229.3 
 76.9 
 1
35.2
le Kef 233,155 1.30 

1.9 23.1
14.2 
 5.6.7 23.3 32.3
Ga fsa 4'e.5 76.7237,81A 
 la.2 
 2.21 
 17.3 
 56.8" 
 15.8Ksserime 27.11 113.2
238,.99 
 1.3 2.4.5 
 29.8 
 20,7:0 . 3SZ6ja 76.3218.770 1.5. 1.393 69 . 25.2 .11.3Snass 30.5 715.82511,6OI 1.6 
 2.70 
 96. L 
 70.5 
 17.0
GCaWbs 12.5 29.5255.717 
 1.6 
 2.37 
 8.6
4 -36.6 36.7 
 26.7
.'den i ne 292.970 5.2 1.95 6.1 .0.I 63.5. 
16.7 59.9633.2 


Jandouba 299,702 5.5. 
 i.55 97.2 11.8 
 53.2 12.0 85.2
 
KaIrosian 338,477 
 6.1 
 2.52 
 50.. 
 21.6 
 22.1
Bilzerte 56.3 78..343.708 
 6.1 1.85Hlabell 92.6 '52.3 

. 
6.1 .i2. 22.5 25.2360, i11 6.6 52 47.74.3.20 
 131.1 
 118.0 
 34 .0 38.0 52.0Sfax 
 -171,879 8.5 
 2.15 63,5 
 59.7 11.3 29.0 
 40.3
Tw,is 
 944.130 -
16.9 
 3.17 r
 702.3


TOTAL 5.588,209 100.0 2.32 
92.5 
9236.0 38.2 3.
7.5 
 5.5
 

grollping of at least 50 InhahlIalitS. Sillian, has 261 ago oineratIons, of which 77.4%.have less17.2%; 200-399 persons, 2.3% have 100-599 Persos. 1.5% have 
than 200 persons,


lieu Zld has 71, aofich:r.al bias, 600-999 persons, and 1.5% 1000 persons or more.
of ilch 67.6 Sidi11.O1 600-999 persons andl 5.1111)(10 3'dllstil5 
,ave less than 200 persons, 14.9% 200-399 persons, 11.0% 500-599 persons.or inure. A breakdown ofjiaail loselI.lt1s (nlkenatlis) Is neat reseVlvait 

the populatIon according to dwellings (logements)for lhe purposes of tils discussion but#f the 1975 lIallli al C l.lll may be found In "Logements" (results), luslit ll ll.lIoitial tleSOICI-: "llueninllktmul ,llaC.ll du lhaPsaI 
la Sta tls tlq e,. Hilnistere d ulPlan. Tunisia.al 4,11eit tlis l.Ogelill 18Hal 1975 (Population parIm.-. ilual 11.5,Ii'ui l , ... :;l. 

dilvision administrative).
i i'.luj .i l111I sfull': IllPlan. 

http:aofich:r.al
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TABLE 8B 

DOISTIBUTION .OFTHEACTIVELY EMPLOYED POPULATION (I)
 
ACCORDING TO BRANCH OF ECONOMIC ACTiVITY
 

_.._.._ SILIANA ____. SIDI BOU ZID 
 TUNISIA
 

ECONOMIC BRANCH MALES FEMALES TOTAL MALES FEMALES. TOTAL MALES FEMALES TOTAL 

Agriculture 21,200 430 21,630, -_30,880 2,370 33,250 456,620 69,410 526,030 
Extractive Industries 
(e.g., Mining) 

650 --

_____"_ 

650 . 90 10 200 26,780 430 27,210 
______ 

Processing Industries 
(Agriculture Only) 

520 
1____I7__ 

2,690 3,210 380 5,290 5,670 73.230 122,420 195,650 

Other Processing 510 10 52 160 -- 160 42,590 •6, ,1 Polio 
Industries 

Electricity, Gas -150 , 150 80 ! 80 11,160 520 11.680 
Water 
Construction (Buildings 

Public Works), -_"_--
2,80 

_ _ 

10 2,880 14,250 
____--__ 

10 4,260 139,560 1,180 140,740 

Transportation & 64o -" 610 820 0 830 514'530 2,850 57,380 

Communication 
Commerce, Banking, 

Insurance, Private 
1,490 10 1,500 1,590 10 1,600 118,210 9,130 1273,40 

Business 
Services 3,610 620 4230 4,330 370 4,700 169,960 47,830 217,790 

Not Known 11,720 970. 12,690,' 3,980 J350 4,330 133,910 19,980 153,890 
Without Work for 

the First Time (2)' " 
4,350 

_. 

980: 

..._ _ 

5,330 3,440 900 4,3o40 91,760 27,360 119,120 

TOTAL 47,710 5,720 531430 50,100 9,320 59,420 1,318,310 303,510 1,621,820 

1.Those fifteen years of age and older, born in 1960 or before. 
2. Those persons never having'worked before but presently seeking work.

SOURCE: 
 Figures are based on data from the 1975 National Census, provided by the Institut National-de ia Statistique,


Ministere du Plan, Tunis. These figures are as yet unpublished, presently being compiled by this 
Institut.
 



TABLE BC
 

DISTRIBUTION OF THE ACTIVELY EMPLOYED
 
POPULATION (1)BY PROFESSION
 

SILIANA 	 SIDI BOU ZID, TUNISIA
 
* PROFESSION (2) 14ALES FEMALESI TTA MALES F-M MALES I FALE5 I TOTAL 

Liberal Arts
 
professicnals, 210 30 240 250 20 270 15,660 4,670 20,330
 

0/1 (3) technical
 
professionals 950 go 1,040 1,130 50 1,180 140,430 11,330 151,760
 

and allied
 
professions
 

2 Admtinstrative 
di~roctors and . 

thir special 2 	 0 5 5 ,7 3 .0
 
. 4,470 2
ssistants 20 	 20 so 


3 Other administra­
*1!vQpersonnel 
and allied workers 1,330 130 1,460. 1,090 80 1,170 68,630 17,160 85,790 

4 Persons ongaged in. 
counirrce and sales 1,200 20 1,220 1,350 10 11360 72,040 2,580 74,620 

5 Service professions 1,130 340 1,470 1,050 190 1,240 67,230 26,710 93,940 

6 Persons ongaged in 
,,gricu1ture, animal 
hunsbaniry, forestry, 
fishing and hunting .21,170, 440L 21,610' 30,870 2370 33,240 56,420 69,280 *25.700 

Skilled and unskilled 
workers not In6; 
train conductors and 

980 

1,010. 

2,730 3,710 

1,010 

540 

660 

5,340 

-

5,880 

660 

64,460 120,620 

841,720 

185,080 

86,460 
drivers of vehicles 6,360 90 6,450 6,090 20 6,110 266,450 7,990 274,440 

10 Other workers not 
classtied in7,8,9 13,340 1850 ,15,1906940 .1,200 8,140 176,620 40,940 217,560 

NutKnown 10 - 10 80 40 110 1,180 280 ,440 

TOTAL J47,710 5,720 53,43 50,100 9,320 59,420 1,318,310 303,510 1,621,820 

1. Those 	15 years of age'and older, born In 1960 or before.,.
 

2. For an exact break-down of these categories of professions see: "Classification.des Professions (Code Analytique)",
 
Orection des.Statistiques O4mograohiques at Sociales, Institut National de la Statistique, Octobre, :1975.,(The
 
numbers given In the first column correspond to this code).
 

3, This category includes physicians, dentists, veternaries, dietitians, nurses with diplomas, and mid-wives.
 

Source: 	Figures are based on data from the 1975 National Census, provided by the institut National de la Statistique, 
H1nlstere du Plan, Tunis. These figures are as yet unpublished, presently being compiled by this Institut.­



TABLE 8D•
 

DISTRIBUTION OF THE EMPLOYABLE AND ACTIVELY
 
EMPLOYED POPULATIONS
 

_______SILIAN 
 ___ SIDI.OOU ZID ____ TUNISIA _____ 

STATUS ALES :FEMALES TOTAL MALES. FEMALES TOTAL-: MALES FEMALES TOTAL
 

Actively Employed 35,750 3,930- 39,680 41,690 8,100 49,790 1,105,940 260,580 1,366,520
 

Without Work. 7,610_- 810 8,420 4,970 320 5,290 120,610 15,570 136,180 
Without Work1 4,350 980 5,330 3,440 900 4,340 91,760 27,360 119,120 

for the
 
first time
 

TOTAL 
 53430 5-0,100 9,320 59,420 1,318,310 303,510 1:621820
 

Those persons never having worked before but,-presently seeking work.
 

- Source: Figures are based on data from the 1975 National Census,.provided by the Institut National de la

Statistique, Ministere du-Plan, Tunls. 
These figures are as yet unpublished, presently being compiled.

by this Institut.
 



TABLE 8E
 

DISTRIBUTION OF THE EMPLOYABLE AND ACTIVELY
 
EMPLOYED POPULATIONS IN AGRICULTURE
 

SJLIANA .MD1-SIO .BOU 71D TUNISIA
STATUS MALES FEMALES TOTAL MALES FEMALES TOTAL MALES FEMALES TOTAL
 

Actively Employed 20,630 420 :21,050 30,330 2,370 32,700 439,950 68,980 508,930 
Without Work 570 10 580 550 - 550 16,670 430 17,100 

Without Work1 

for the 
first time 

TOTAL 21,200 430 21,630 30,880 2,370 33,250 456,620 69,4K, 526,030 

'Those persons never having worked before but presently seeking work.
 

Source: Figures are based:-on data fromwthe 1975 National Census, provided by the Institut National de la
Statistique, Ministere du Plan, Tunis. These figures are as yet unpublished, presently being compiled
 
by -this Institut.
 



TABU 

RATE OF EDUCATION (SCOLARISATION) OF THE POPULATION
 
AGED 6-14 YEARS BY SEX AND BY PROVINCE
 

MALES FEMALES TOTAL , 

PROVINCE EDUCATED (I)EDUCABLE(2) RATE EDUCATED EDUCABLE RATE EDUCATED EDUCABLE RATE 

(GOUVERNORAT) POPULATION 
(in No.'s) 

POPULATION 
(in No.'s) 

(%) POPULATION 
(in No.'s) 

POPULATION 
(in No.'s) 

(%) POPULATION 
(in No.'s) 

POPULATION 
(in No.'s) 

(%) 

Sidi Bouzid 14,750 28,060 52.56 4,750 26,230 18.10 .19,490 54,280 35.91 

Kalrouan 20,910 41,410 50.49 9,760 39,190 24.90 30,670 80,600 38.05 

Kasserlne 17,070 31,410 54.34 7,780 29,580 26.30 24,850 60,990 40.74 

Siliana 14,710 25,020 58.79 8,120 23,190 35.01 22,830 48,210 47.36 

Jendouba 24,140 39,190 61.59 13,950 39,050 35.72 38,090 78,240 48.68 

Bja 19,410, 31190 6?.42 11,500 29,030 39.61 30,910 60,160 51.38 

Mahdta 20,310-' 27,9710 72.61 8,720, 25,850. 133.73 29,030 53,820 53.96 

Kef 20,580 31 090 66.19 12,660 29,570 .42.81:- 33,230 60,650 54.79 

Gafsa 21,800 31,580 69.03 12S870 29,900, 43.04 34,660 61,470 56.39 

Gabes 24,120- 34,570 69.77 , -  13,150 31,220 42'12 37,270 65,790 56.65 

Tunis Sud 18,240 26,330 69.27 10410 23,850- 43.64 28,640 50,170 57.09 

Bizerte, .28,130 41,540 67.71 22,130 41,490 53.33 50,260 83.030 60.53 

Medenlne 279,060 36,270 4.60 16,070 ! - 34,360 46.76 43,30 70,630 61.06 

Nabeul 36,910 48,900 71.39 27,010 ,.-- 45,810 58.96 61,910 94,700 65.37 

Sfax -47,780 62,550 76.38 33,830 61,020 55.44 81,590 123,550 66.04 

Sousse 24,420 "31,260 78.11 17,620 30,520 57.73 42,030 61,770 68.04 

Monastir 24,870 30,530 81.46 20,220 27,360 73.90 42,460 57,890 73.35 

Tunis 98.020 117,480 83.43 87,880 113,960 77.11 185,850 231,390 80.32 

TOTAL 501,290 716,350 69.97 338,430. 681,180 49.:68 836,900 1,397,3.0 59.89 

1. Those persons between the ages of 6-14 who are in school.
 
2. Those persons between the ages of 6-14.
 
SOURCE: 	 Figures are based on data from the 1975 National Census, provided by the Institut National de la
 

Statistique, Iinistere du Plan, Tunis. These figures are as yet unpublished, presently being
 
compileJ bq this Institut.
 



" '" TABLE 8G 

RATE OF LITERACY BY PROVINCE.
 

PROVINCE % 

(GOUVERNORAT) 

Kairouan 29.176, 

Sidi Bou Zid 30.79
 

Jendouba 33.29 

Kasserlne 33.36 

S11'iana 34.81 

B -a 36.01 

Mahdla 37.26
 

Tunis Sud 39.96
 

Kef 4.2 

Medenine 41.17 

Gabes 41.73 

Gafsa 43.57 

Bizerte 43.86 

Nabeul 46.79 

Sousse 49.48 

Sfax 52.55­

,Monastir 533. 54. 

Tunis 62.47 

Source:r Figures are based on data from the 1975 NatIonal Census,

provided by the Institut National de la Statistique, 

Ministere du Plan; Tunis. These figures are as yet 
unpublished, presently being compiled by this Institut. 



TABLE 8H
 

GENERAL FERTILITY RATES
 
FOR SELECTFD PROVINCES
 

PROVINCE 

Average
Monthly 
Births 

1975 

Number of 
Women Between 

15-44 
1975. 

GeneralI 
Fertility 
Rate 
1975 

Sillana 600 38,620- 186 
Sidi Bou Zid 802. 41,240 233 

Tunis 2410 214s440 135 

Sfax, 1,353 100,47016 

Le Kef 638 49,810 154 
Tunis Sud 566 42,090 161 
Kairouan 1,193 q6,150 216 

Gabes 909 53,230 205 

Bizerte 723 70s360 123 
Tunisia 16,712 1,162,340 173 

/1 Generalfertility rate = average monthly births x 12 
number of women between 15-44 X 1000 

An attempt was made to tabulate the crude death rates and rates of
emigration for these selected provinces, based on numbers of average
monthly deaths and average monthly emigrations, data also obtained from
.the "Bulletin Mensuel de Statisti ue." 
 However, due to lack of internal
consistency of these tabulations (assumed to be related to such factors
as possible abnormal age distributions and/or inaccuracies inobtaining
and/or recording data), we have not included these tabulations here.
 

r for average monthly births: 
 "Bulletin Mensuel de Statistique"
(Institut National de la Statisque, MOP), #266, Fev, 1977, pp. 6-7.
 

S for number of women, 15-44: 
 Based on data from the 1975 National
Census, provided by the Institut National de la Statistique, Ministere
du Plan, Tunis. These figures are as yet unpublished, presently being

compiled by this Institut.
 



TABLE 81 

- ... .PERCENTAGE OF LODGINGS WHICH HAVE 
CERTAIH FACILITIES ACCORDING TO PROVINCES
 

--'. ,L+ . : : :., . .. -PERCENTAGE OF LODGINGS HAVING: - - _________ 

_________- Bathroom 
- - * athroom 

3aving I 
.ot 

Hlavinq 
Shower 
Hot Bathroom 

PERCENTAGE Of 
LODGINGS EONNECTED 

SYSIES OF: 
TO 

Prilwnce Running' Running Not . Running Waler 

(Gouvernorat) Kitchen V.C.L Water Water Intialled Cistern Well ..Electricity Water Drainage 

Tunis 77.27 8%.90 17.33 - 10.0 7.20 .. 2.57 :9.3 I 78.01 70.75 65.08 

Tunis Sud .0.7M 30.35 1.56 1.17 I ,78 1.26, 6.3 18.58 1..32 10.01 

Blizerte 19.28 19.1.l '3.51 2.61. 2.26 1.58. 16.63 -35.97 27.71 37.13 

Ija 23.60 25.33 2.00 0.87 o.68 0.73 2.18 .17.03 15.81 17.28 

Jendouba 27.12 20.32 1.82 1.86 0.83 0.48 8.71 - 12.71 1371 13.60 

Kef 32.61 27.23 2.20 1.68 0.50 0.52 2.50 16.90 15.17 12.26 

Sillana 50.63 18.81 0­ . 5h 0.22 8.89 3.05 8.11 . -87 6.55 

Rasserine 21.28 14-05 0.2 .06 1.29 3.19 1.11. 8.84, 9.441 1.68 

Sidi Bou Zid 11.5,210-67 0.79 1.08 30.60 1..92 1.84" 2.1.3 1.1.7 

Gafsa 0.3.13 13.16 -2.37 2.97 1.95 3.5 2.61 .0.12• 29.13 7. 0 

31.68 19.1 •edenine2.09 211-53 14.71 2.65 17.85 11.62 0.90 

e.,s 15.28 15.60 3.1 3.91. 9.75 7 08 23.63 215 8.87 

Sfax 61.02 60.28 6.77 : 4.39 29.90 19-17 -32.2 1.9.02 2.28 12.12 

Kalrouan 22.0 . 60 1.78 1.42 0.61 6.58 3.26 13.33 11.24 10.00 

0abdia 33.31 30.11 19 . 1.12 ' 4.53 29-13 21,30 18.70 9.13 5.63 

Nonastir 17.79 62.01 :l 5.79 3.36 . 5.16. 74.5 18.57 51.51 36.17 13,11 

Sousse 18.39' 56.01' 6.95 3.69 + 3.81'8 12.82 8.60 .37 35.82 26. 

Nabeul .. 50 52.5 •..23 . 60 '+ ..0 1.73 - 36.61+ 39 26 - 20-59 26.83 
Tunisia TOTAL 1.1,31 1..3311: 5.22 3,h1 6.11 ll.32 1716 26 20.73 

SOURCE: "Logements" (based on data from the 1975 National Censui). Institut National de. la Satistlque. Hinstere du Plan. Tunis.
 



TABLE 8J 

PERCENTAGE EACH PROVINCE HAS OF TOTAL NUMBER OF LODGINGS 
WITH CERTAIN FACILITIES 

- ______ FACILITIES:_____ 

Bathroom CONINECTION WITH A 
Bathroom Having SYSTEM OF:. 

Percentage 
Having 
Hot 

Shower 
& Hat Bathroom _________ 

Province of Total Running Running No1. Running Water 
(Gouvernorat) Lodgings Kitchen' W.C. Water Water Installed Cistern Well Electricity Water Drainage 

Tunis 14.65 25.56 28.74 ,,8.61 .2.75 17.30 3.33 1130 33.1,.. 39.27 46.02 

Tunis Sud 3.31 3.05 2.32 0.99 1.13 0.42 0.37 1.72 1.79 1.61 

izerte 6.01 6.68 6.85 A-.07 4.62 2.23 '0.84- 1.92 6.32 6.31 10.76 

ja 4.o7 2.16 2.38 1.56 " 1.0." 0.46 .0.26- 0.83 1 2.03 2..44 3.40 

Jendouba 35503.36 2.58 1.92 -2.97 0.75 0.24 3.91 2.05 2.86 3.61 

3.97 2.93 2.50 1.97 1.93 "ef0.33 0.18 0.U2 1.95 2.32 2.35 

SIliana 3012 3.56 1.35 0.57 0.49 0.11 025 0.78 0.7. 1.05 0.99 

Kasserine h.68 2.25- 1.52 0.65 I .1h 0.99 1.32" 0.67 1.21 1.67 0.38 

Sidi Zid -ou "l09... J 0 -73: 11.1 1.67 0'O.58 '0.-3 0.29 

afsa 3.8282 4.16 90 3 1.33 1.31 0.90 1.90 4.66 1.49 

Nedenine -6.52 - .65 3.00: 2.61 3.93 12.30 8..46 1.42 3.0 2.e7, 0.28 
aes 1..66 1.75 1.91 3.1. 5'.3 2.20 ..01 2.1' 3.22 2.01 

Sfax 9.15 13.23 1210 1.85 11.66 144.78 39.73 24.25 13. 11 9.11 5.35 

Kairouan 6.28 3.7U 2.81 2.15 2.61 0.63 .:4.7 4.27 2.45 2.67 3.03 

Niada .4.3h- 3.75 3.01. 1.62 1.41. 3.22 11.17 7.60 2.1 1.50 .1.18 

Nonastir 55.81 4.53 ]1.083.98 3.525 2.69 6.21 6. 15 . 61 2.64 

Sousse i.88 5.33 6.32 6.4.8 5.23 o3.01 5.52 31.5 6.90 6.61 6.23" 
Nabeul 

TOTAL 

6.18 

100.00 

5.93

j100.00+ 
7.81 

100.0 

5.25 

100.00 

14.91 

100.00 

5.73 

100.00: 

"4,42 

100.00 

19.51 

100.00 

7.1. 

300.00 

5.05 

100.00 

8.39 

100.00 

SOURCE: "Logements" (based on'data from the 1975 National Census). Institut ational de la Statistique. Ministere du Plan, Tunisia. 



TABLE 8K 
- -- PERCENTAGE OF LODGINGS ACCORDING TO WINDER OF RONS ST ArA AND BY PROVINCE ' 

:__ - - .__. P IROVINCE(GOUVERNORAT) - -

en C. . :| . ,,_i 

en~i a 

m 4 

.1D 

-

I
. 

6- -A C2 caae usa. 

URAN AREAS 
I 

2 
3 
4 

5 £ * 
TOTAL 

15.85 
28.94 
29.95 
14.78 
10.48 
100.00 

23.94 20.99 
38.39 40.80 
22.34 22.83 
8.76 10.27 
6.57 5.11 

100.00 100.00 

28.32 
31.83 
23.68 
10.49 
5.11 

100.00 

29.94 
38.40 
20.00 
8.96 
5.62 

100.00 

24.03 
34.37 
28.03 
7.90 
2.70 

100.00 

ZLa 
46.72 
21_4 
r-1 
;,67 

100.00 

19.78 
39.21 
26.50 
10.55 
3.81 

100.00 

Z.J 
37.80 
2S.20 
10.16 
.96 

500.00 

19.75 
34.52 
27.52 
10.09 
6.51 

500.00 

22.08 
31.51 
25.99 
12.44 
8.12 

100.00 

13.40 14.62 
32.15 31..! 
27.33 29.31 
.16M516.88 
7.98 10.58 

100.00 500.00 

19.83 
33.42 
27.75 
12.90 
6.78 

100.00 

29.26 
35.41 
21.75 
9.37 
6.06 

100.00 

24.38 
37.40 
23.65 
9.48 
;t.21 

100.00 

26.87 
34,00 
24.17 
9.89 
5.07 

100.00 

21.87 
33.22 
26.68 
12.1a 
6.14 

i00.00 

19.60 
33.04 
26.93 
32.67' 
7.5 

I00.0 

RURAL AREAS 
I 
2 
34 

39.66 
32.50 
16.906.07 

45.56 
36.93 
A1.803.67 

56.65 
33.79 
7.161.48 

72.79 
20.52 
4.381.60 

68.30 
25.36 
4.541.43 

48.24 
33.11 
11.944.58 

5a.!6 
31.12 
9.513.10 

71.55 
18.91 
6.152.15 

69.8:. 
21.38 
S.7t.2 

53.96 
26.49 
11.744.37 

44.59 
33.22 
14.665.13 

38.84 
31.76 
15.867.90 

cg.69
27.95 
7.862.96 

70.50 
23.71 
4.081.06 

55.85 
33.22 
-0.672.48 

40.96 
27.30 
15.673.76 

54.60 
32.65 
8.562.19 

58.17 
26.70 
9.343.53 

58.29 
28.16 
8.133.05 

5 6 * 4.87 
TOTAL 100.00 

2.04 
100.00 

0.92 
500.00 

0.71 
100.00 

0.37 
100.00 

3.13 
100.00 

2.11 
500.00 

1.24 
500.00 100.00 

3.44 
500.00 

2.40 
10O.O 

5.64 
500.00 

1.54 
500.00 

0.65 
500.00 

0.78 
500.00 

2.31 
100.00 

2.00 
100.00 

2.26 
500.00 

1.77 
500.00 

TOTAL 
S 
2 
3 
4 

5 & * 
TOTAL 

17.55 
29.19 
29.02 
14.16 
10.08 

500.00 

410.oo 
37.24 
14.O3 
4.75 
2.98 

100.00 

38.67 
37.33 
15.06 
5.91 
3.03 

100.00 

62.47 
23.16 
8.86 
3.66 
1.85 

100.00 

62.53 
27.32 
6.86 
2.56 
0.73 

100.00 

42.68 
33.40 
15.64 
5.34 
2.9 

100.00 

59.32 
33.52 
11.29 

30 
2.37 

00.00 

62.18 
22.59 
9.83 
3.67 
1.73 

100.00 

II 
66.83 34.81 
22.3-8 30.99 
--- 20.58 
T2I2 7.57 
IT-T 6.05 

1,00.0 100.00 

36.31 
32.59 
18.83 
7.83 
4.44 

100.00 

3.50 33.36 
31.89 29.97 
19.62 j0.39

I.0.73 i1.09 
7.26 5.19 

100.00 100.00 

60.88 
25.56 
8.58 
3.31 
5.67 

100.00 

47.30 
33.92 
12.20 

.70 
1.83 

100.00 

28.36 
37.37 
25.74 
8.11 
4.42 

100.00 

35.91 
33.56 
19.09 
7.38 
4.06 

100.00 

41.11 
29.76 
17.49 
7.57 
4.07 

100.00 

40.95 
30.36 
16.93 
7.39 
4.37 

100.00 

SOURCE: "Logeownts' (based on data from the 1975 National Census). Institut National de la Statistlque, Ministere du Plan. Tunisia. 
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APPENDIX 9
 

FOREIGN DONOR COORDINATION
 

A* CARE-MEDICO
 

The CARE-Medico project to develop the water supply in
 

remote rural areas of Siliana province is reported to be going
 

well. Under the first phase of the project fifty wells and.
 

springs, mostly in the delegations of Maktar and Rohia, are
 

-being renovated and equipped with workable :and durable manual
 

pumps. CARE-Medico, in collaboration with health and admini­

strative officials, istraining local sanitationworkers in,. 

the maintenance and proper, chlorination of these wells. In 

addition, a minimum of 100 latrines will be constructed on a 

"self-help" basis, with'CARE-Medico contributing materials and
 

technical assistance. A latrine',construction project of this
 

type has recently been completed with success in Le Kef.
 

As a second phase to the project, CARE-Medico plans to
 

create a certain humber of new wells in Siliana province. Since
 

CARE-Medico has no prior experience in well-drilling in Tunisia,
 

a feasibility study and test drilling would precede this phase
 

of the project.
 

As recommended in the February FHC report, coordination
 

of the health project'.with CARE-Medico':s water supply/project is
 

clearly desirable.
 



EE-N-r
 

PROJECT :SOUTHERN SILIANA. ,.
B. 	 USAID/RURAL DEVELOPMENT 


This project is a comprehensive development program and
 

represents a major"program thrust of the'USAID Mission and the.
 

Government of Tun .7ia. Acontract has been let for initial.
 

implementation. The Project Paper is available from the Mission
 

.or fromAID/Washington for readers wishing to have,further infer­

mation. Coordination and development of complementary activities.2 i 

'would be, advisable. 

C. 	PEACE CORPS..
 

At present no new Peace Corps programs in curative health
 

care are planned for Tunisia. However, there is considerable
 

interest in developing preventive health activities for Peace
 

Corps 	volunteers, and FHC recommends that collaboration between
 

Peace 	Corps and the rural health project.be actively explored.,
 

One female Peace Corps Volunteer is now doing preventive
 

health work in Tunisia, with apparently encouraging results. This
 

Volunteer works with a local animatrice social in the inspection
 

of rural wells. In the course of their visits, they watch for
 

clinical symptoms in infants,_taking blood samples when indi­

cated, and actively encouraging mothers to take their children
 

*to the nearest PHI.
 

As discussed in the previous FHC report, volunteers with,
 

backgrounds in health .curriculum development, paramedicaltraining,
 

or management of health and 'envirormental'sanitation.services
 

http:project.be
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could 	provide a useful complement to the technical assistance
 

contract personnelworking -in the rural health project in 

Siliana and Sidi Bou Zid. Specifically, volunteers could be
 

assigned to the regional health inspectors, ,should regionaliza..
 

tion be implemented early in the life of the program.,
 

D. 	PROJECT HOPE
 

Proj ect HOPE/Tunisia has collaborated for several 'years.
 

in the development ofl paramedical training programs and in" 

the development of integrated health service programs providing
 

practical training sites for non-physician health workers6'
 

HOPE has provided technical assistance to the paramedical, programs 

in Sousse, Monastir, and Nabeul, and.is connected as well to
 

the health system in all .three areas. In addition, Project HOPE
 

is.now planning to assist in the development of a community 

medicine department within the Faculty of Medicine at Sousse.
 

Project HOPE's emphasis has been on-improvement of the
 

health system rather than on direct provision of manpower, and
 

its experience in this area should be explored. Coordination
 

and exchange of information with Project HOPE, Tunis, is 

.recommended. 

B4 UNDP
 

:2The contract technical assistance staff assigned,to the
 

UNDP-supported training school for-paramedical trainers has now.
 

arrived in Tunis and begun work in the development of the school.
 

Continued contact with the UNDP representative in Tunis, as well
 

as with the staff of the new school, is highly recommended.
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P. 	WORLD,-HEALTH ORGANIZATION 

'AlthoughWHO wasnotcontacted on this visit, project
 

review and collaboration with WHO is urged, as recommended
 

in FHC's February report. 

G. 	 INTERNATIONAL BANK FOR RECONSTRUCTION AND DEVELOPMENT 

(WORLD BIMK) 

The current exploratory talks between the Bank and the 

Government of Tunisia concerning the financing of centres de 

sante de base in all provinces other than Siliana and Sidi 

Bou Zid may result in a: substantial loan for facility construc­

tion. If so, the program and facility design experience.from
 

the proposed USAID,.project should be recognized by and, when
 

appropriate, incorporated within any Tunisian/World Bank
 

project.
 


