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“'i INTRODUCTIONv

';BACKGROUND AND APPROACH

2‘?Family Health Care.vincou(FﬂC) ViSited T“"iSia in

.pFebruary, 1976 at the”reiuest of USAID and the Ministry of'
:Public Bealth, with the task of identifying issues and’*

recommendations for a health sector program. The assessment;

‘fre3ulting from this viSit was entitled "A Review of Health_

;Services Development in TuniSia" (March, 1976). Later in

'"I?a programwof rural health services for the provinces

’;owailiana and Sidi Bou zid was proposed by the Ministrylan

fdiscussed vith AI liAt a meefing of the JOint Commission n

=§0ctober, 1976Niafforma1 proposal was presented to AID/Wash-

ﬂington. Asla result of these discuSSions, representatives o

iof;the Tunisian Ministry of Public Health Visited the Unitedgﬂ

’estates and_Canada in November, 1976 to study certain aspects}qu

.jof the Amerioan and Canadian health care delivery systems. ;:?g?

gThi 'Mob'l” Seminar was conductef by‘FHc‘jShortly after its.

=7completion- a‘Family Health Careft =m:wentqto‘Tunis in ordd



'f;subsequently developed.

FHC was then asked to assist the overnmentfof‘Tunisi

;ﬁjand USAID/Tunis with the further development_of‘a rural

'"’lth services project.; Certaiv#_ey-desig1yissues required:f

kffinal "eSolution before a Project Paper could be completed.

%QSpecifically, FHC's scope of work required tnat the"an‘

gfffollowing areas’ be. developed in some detail° s

.»‘

_fﬁfFunctional program description or’all facilities
.- " that are 'to be renovated or: newly constructed e
,f”ngwith ‘AID loan aSSistance' i .

'iPreliminary job definition of front 1ine workers
-7 and supervisory workers -in, or programmatically
. . associated with, the facilities referenced in (I)
. above; an . : . o ,

‘z';]lProgrammatic sxting criteria for facilities ‘ o
referenced .in (I) above: and the initial: spec-r fs“?‘
gification of actual sites.f};;,;__‘l_vﬁfwﬁ_j

iffConcurrent with the FHC field description}of future programs;f‘

’;jstaffing, training requireme”ts, and siting criteria, an

7f?architectural consultant was'engaged to work in two other

fi;areasfparallel to and inseparable'from FHC's charge

Functional design and preliminary architectural
- renderings or- schematics of facilitles referenced
gfin (1) above, and‘r~~ s ;

ﬁ?Realistic current and progected future construc-'ﬂfﬁ
" tion cost estimates for facilities: referenced in
f;(I) above.»n Rt

he architectural con-



eﬁCollaborat1on.“:{\a”‘ |
: ‘VfThe team members assigned to this pronect were.,‘fi“ﬁ

’ 'aAEWilliam J. Bicknell, M. D., M. P. H., Team e
o ~Leader, Professional Associate of
u_;;i., ‘Family Bealth Care
“ :Carol Carp, Medical Sociologist, FHC
~ “Jblia Terry, Research Analyst, FBC

"Susan Chrlstie-Shaw, Archltectural
: Consultant . L

'”Dr{_Bicknell partlcipated in the review of Tunisian,

f;hJ lth :ervices development for the USAID Mlssxon fn.Tunls‘f




‘isit‘were spent’in briefings 'tjUSAID/Tunis and at the #;_?ﬁ§

;ﬁfﬁuinistry.” Also, comment on FHc-s:erort submitted inif@ff?{Wi

“:rFebruary, 1977 was elicited.; During this time, thdlteam shiff

"5sscope of work was submitfed in French to the Ministryf(seei'f“

E;ﬁAppendix 3). Throughout thesefmeetings{fhinistry;of'Publicr;f*

}'e1l as Ms. Christie—Shaw,.f;

‘-“"_‘;'aealth and. USAID’officials, as
wgaparticipated actively and cooperatively w1th the FHC team in

7”5?planning the rather extens;ve amount of detailed work whichg':

'iﬂfhad to be accomplished in a short period of time.

The team left for the field-on June 9, accompanied

if(USAID/”unis Caoital Development

.g%Keyser (AID/Washington anthropologist),ﬁiﬂ

Christie-Shaw. The fol owing day, "r-;Wassxm;;j*,i*¢

'% QMahmoudr(an architect from Tunis) Joined?the group and
'orked closely with both teams until their departure from

»ff,Tunisia.‘The group was‘accompanied during the entire field

g trip“byveither the Provinciaw.He :th Administrator (Mr.

'ﬁﬁvhzzouz Gharbi in Sidti”ou 2id nd“Mr‘ﬂAbderrahman Gharbi in



VyQGovernors and Secretaries-General of bo h provinces, townhj;é
; i k

ilofficials and townspeople, health administrators,kdispl g ;;f

°5sary supervisors; physicians, nurses and other healtn

_fworkers in different services and at various levels of the‘#’
_:health system, civil engineers responsible for health |
vfacility construction, a foreign contract technical assis-ﬂf;
‘htance doctor,'and many others., A 1ist of indiv1duals i
vv:interviewed follows on pages 8 11. | E

Throughout these visits and meetings in Siliana and o

'-,Sidi Bou zid, the team shared its current thinking in the:”*

_translated into French and botha he English and the French

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

,fethe last team members departed “The\final version was sub-

y[tmittedhjointly with the;draftdar vtectural_report prepared



(TheFHCdraftsare incloded with

hristie—Shaw.‘

hiticn. ideas and project rationale developed and agreed on\if5

f?during the team's June visit. to Tunisia.iiIt 1s reflective ,

frof many formal and informal’ meetings and working sessions
}vwith those Tunisxan counterparts who will be respon51b1e for
'Qcoordinating and directing the proposed project in Siliana
‘5;and Sidi Bou zid.,‘ o T N | , '

‘Family Health Care empha51zes the 1mportance of

Ai'lreport and arthitect Susan Christie-Shaw s
,conjunction with each other, thev were undertaken

:&fastOLnt ‘projects and each is complementary to the other.,
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"Ministry of Public Health : : ,
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ﬁAnwar Bachbaouab, Special Assistant to Pamily Planning andu'f
.f}Health Officer, USAID/Tunisia e
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'“”*uohn Burfield, Architect, IBRD, Washington
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IMezri Chekir, Director, National Officeﬁzf ‘amily Planning
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Siliana
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Habib Attia, Professor of Geography, University of Tunis‘f5'*
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ttifﬁahmed Ridha Farah, Dlrector of Internationwl?Cooperatlon,gf:
~}3“Minxstry of Public Health ' . s

Whitney Foster, Resident Representatlve,fUNDP, Tunts
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::Mr,'Hablb Horshanl, Nurslng Assistant, Bir El Haffey | |
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f?ﬁr,;ﬂassan Jesserle, Admlnlstrator, Sldl Bou 21d Hospital V
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ffbrﬁfJamel El Kayed, Palestlnlan Contract Physxclan, Rohla i:

: James Keyser, Anthropologist, AID/Washlngton
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'vWMLnlstry of Publlc,Health .Nu,, _ s :

5 Kortleven, B;ologlst, Integrated Med1c1ne Project of

sWaSSLm Mahmoud,rArchltect, Tunlsn'




0

“‘ﬁ_“Charles Sadler, Assistant Program Officerv 'USAID/Tuni

'fiMé}fKremie sadouk, Nurse Hygienist, Ben Aoun Disp nsary

:¥{5 Afour, 5yrian Contract Physician, Maknassy
jfgrPQSabbara Salah, Dispensaries Supervisor, Sidi'Bou zid' Provin
i?ﬁi}fYoussef SPybl, Governor, Siliana Provance E

lfmr,fAlexander Shaw, Population and Nutrit on Projects,
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~er,‘Robert Slusser, Capital Development Officer, USAID/Tunis ‘,pffif

_,fStatistician, Divasion of Preventive Medicine, Ministry of
R Public Health - _ : : y

{er.»Tarifa, National Institute”of Statistics, Ministry:of Plani

ffreacher, Siliana Schoolﬂfor}Paaamedics

'nw\ﬁ;Bechir Touati, Party Secretary, Maktar
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. of Public Health Sl o
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7f0ther Persons Intervzewed-

lﬂvarious public health personnel in Bou Arada, Gafour, siliana, R
i Sidi Bou 2id, Menzel Bouzaiane, Mezzouna, Er-Regeub, Es-Saida, ‘
' El Kcham, Jelma, Maktar, Kessera, and El Mansourah. , S



ffMidwives and Obstetrical A1 e ‘ f?
Maktar L U TR “ﬁ"f--.

eVPreventive medicine workers in Sidi Bou z:djand'silia'e 7}1

'7Various private citizens in Kessera, Tunxs, El Mansourahfﬁff
(Maktar), and El Mansourah (Ben Aoun)ﬁw R : S




PERSONNEL L

’w?auxlli sre,de la santé publlque*5‘i | =
| PR 3 -skllled worker, e.g. cleaner, ”ffflfv]
sometimes an assistant to a physicianj?*~
Cor: other health worker , -

= ouvrfer* e

"-;t;gg&r};};sﬁégtai;séfglﬁ;;‘;’f” skilled worker, e.g. electrlcian, p
Seledge il s o driver, sometimes an assistant to a
BRI S LA . physician or other health worker . .
& if?éﬁﬁtgﬁéfééﬁﬁé*-f:;.f _©° health worker, generally in a preventive '

medicine service doing primarily. malarla
prevention (often used interchangeably
with "ouvrier!) . hy o

7§f;eide hygiéniste* S | environmental health aide :
r?;,alde sanitaire* ﬂiii - environmenta!/cllnlcal health aide
"ﬁlybaide solgnant* f'4, o ,:ybfclinical health- aide usually assigned

‘toa dispensary or salle de:soins

'ffassistant mid-wlfe

';‘nurse-hygienust, often assignedi
‘tpreventive medlcine service

o }hospita! nurse .

:"l~preventive medlcine technician. usually
. a recycled ”agent de santd" = :

‘general term for senlor auxnliary,
referring to midwives and other heuith
personnel with three years of spec’ﬂ!izedr
training following graduatlon from -
secondary school

t sage-femme mid=-wife 1~

;;*These terms are indicative in Tunisia of the level of educatlon and numbe
.. of years of health training, but not always indlcative*ofrthe type of*=
‘riwork being performed by the individual. JURE :




tf{économe o .
. animatrice sociale '

- HEALTH FACILITIES‘

- salle de soins

.;,A,:;‘i':";hapital S
’tTPMI (progectlon maternelle
L et infantile)*:“ i
';fmaternite e

g ':“centre'rde% pr;-.a.s‘: h’gj’-"f'am 1 igif ;

';fciinlque de pneumo-phtlsiologie .

service d'hygiéne

'f7fcentre de sante de base

ih;?;:centre de santé de,base type A.ff:

referring ‘toia; provin
~_supervisor "

,;iadminlstrator,

}'-dispensary,
~physician consultation per week

' centre de’santé de base type B

,general supervisor, here usually - /
cialidispens«rnes

as. of“ hospitalvvyeuf"

'i}fsocial/health worker (non-professional)

:Hh;aid statlon or treatment room, ln
© . Tunisia referring to a locale where no
" physician consultation is availabie

(can be physically ldentical to a

‘ﬂv‘g dispensary)

rovnding at least one.

hospital

o ! e ,
<~.;maternal/child health center, always ‘
‘located in larger towns/delegation seats

ljf}maternity, elther free-standing ora
- bed unit attached to-a PMI or hospital

vffamily planning clinic, usually with -
sterilization- capacity .

_tuberculosis cllnic
*vpreventive medicine service

.iﬁfhealth center

A health center. provlding primary care, ;
" hospitalization (15 general medical,
. pediatric and maternuty beds), and pre-

" ventive medicine servnces, in ‘a delegatlon
‘ﬂ?gseat o T

" health center providing primary care,
. maternity services. (8-10 beds), and pre-
- ventive medicine services, serving a o

population of 5,000-10, 000

health center provnding primary'care and
preventive medicine services, visited by
a physician, and scrving a population of

‘.2 000-5,000

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

t '1€Type C, would serve the upper range populatlon (to 5,000) and be located

_in ‘more accessible areas; type C, would serve slightly smaller population
jaTgroups and be in sllghtly more rémote areas. Final designation of sites
::for CI versus cz would be made during project implementation




fj‘omen TERHS’“ e

igouverneur
'“deiegation ,

rdéiégue

isecteur
,rheikhat

onda

réglon’

‘}reglon sanitaire

'reglonaiisation i,[_

f?gouvernorat‘_Mf'jj:fﬂ"77” fpolit
B Joo T L;comparable to a s:ate _ , i
5ffgovernos, head of & gouvernorat‘or province

;djpoliticai/administrative division'of a
- gouvernorat, somewhat comparabie to
_xcounty ' :

‘}rhead of a deiegation

*jpolitical/administrative divisnon of a
ﬁfﬂdeiegation. somewhat comparable to a-
.ftownship

k"head of a secteur or cheikhat

1?health region AN
':regionaiization, referring here to the piad

{i,reglonal health inspectors .
ij retraining

.ﬁi;training session or period. sometimes partd
.. of -a "recyclage", can also;r”fe“ '
' medical internship .

‘fipopulation cluster

irt oad or track

rcai/administratiyeudivision

R

kf@voluntary relocation of households" into
:.qsettlements “where municipal, educationai
~* and health services can be more easily

provided

'region, sometimes referring to a grouping
of ‘several provinces for’ heaith adminis-ﬂﬁf
“tration ‘purposes S AR

to.delegate health administration: tO’*

“fabortnon as a famiiy*ﬁl’




"II."" THE PROJECT AND ISSUES IN OVERVIEW -



;Public Health to mcre rapidly and effectively implement;fhyfi
nTunisian Government's policy of integrating preventive and
gcurative health services (including family planning servi-: ’
ffces) at the point of delivery. The project will focus on;;[}
?the provxnces of Sidl Bou Zid and Siliana--two rural pro-fjf?
_vinces in central and south central Tunisia which were ,

;Festablished in 1973 and 1974, respectively. - The creationiﬁg

lof these two provinces was one of the steps taken by the ;E{;

;Tun151an government in its long-term policy of targeting
4‘£or development those areas of the country which are in
*greatest social and economic need (see Append:x 8)i;

The progect has two major components.t(l) technica



- 17 - .

f“Budqet planning: the operating cost im-
.- plications, capital investment decisionu,
.. -as well as management systems and patient
. records; o

Training and orientation of supervisors&and;p;

dVV, figures;

'adStrengthening of Preventive medicine intern-‘ehiﬁfﬁf
‘H,‘ships; o TP S R

?%vated facilities. \These facilities, in turn, shall be f'fd L

ﬁjfunctionally designed to complement‘the retrained health



http:Sidi!.ou
http:delivery.of

particularlyépfges 133 135 ("Major Unresolved Issues™), i

Those;items.(AfG) were subsequently incorporated ‘in the AID

{8

Project»Review“Peper.v They are as follows. ,“”

t'f}?!K;~;THE EFFECT OF POLICY IMPLEMFNTATION ou
B jgaunAL 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 physic¢ians 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 o
enhanced by a continuing input from Tunisian BN
physicians. Additionally, and of greater impor- L
tance, the potential benefit to the government fromyQ;q
their investment in training Tun151an phys101ans isg,7§
not now being realized. F e

¢

. B. 'ssvacs ASSUMPTIONS

, The degree of integration suggested in this Ca TS

, 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.

r?}{:{}ﬁ;,jconsmnucw:ou cosTs

o " As construction estimates vary w1dely, no - .
;.,?:firm projection as to the amount of construction e
.. possible can be made at this time. Particular
. attention must be addressed to a precise determi-“:m

- . nation of construction costs in rural areas
. relevant to the renovation and new construction of
- dispensaries and health centers. (See Section

IVe=B.). _— .

. lﬁﬁ_;uncrzouAL 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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OPERATING COSTS

. .The operating cost implications of this 5
. ‘proposed program are relatively modest. However, .
.qgiven the probable operating costs of the many - o
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. : o SRR S

", REGIONALIZATION

 1s 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? - S 3

' G. JOB RESTRUCTURING .

 7This 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 .

:' €ﬁA¥pf§§§§édfpfbjecté, specifi¢311y§

. 'The Ministry of Public Health is serious . '
© .. about the policy of inteqrating preventive "and.
‘eurative services. Initial successful efforts
* - at integration can be seen. Policymakers, /
- health workers and consumers recognize the
“"need and desirability of further integration
and decentralization. N
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”f@Sufficient numbers of front ‘line workers: A
*are already employed in Siliana ‘and - sidi Bou 55F7”
-2id to provide minimally adequate staffing at
-all: facilities proposed for renovation or new
f:,COnstruction. , . :

nghe pronected operating budgets of the Siliana B

- and S8idi Bou Zid provinces, as estimated by @

." PHC, are marginally sufficient to sustain the -

r,ﬁ?;operating costs of the improved delivery e

©-system without ongoing foreign donor assis- . -

. tance in the next several years and will be
*vdjsuff1c1ent thereafter.

'akThe sxting criteriza are rational. Basxcally, they

...relate to siting facilities in a manner which @ ::

”l“makes them accessible to progressively smaller S

-+ ~and more rural populations, enhancing the

-+ capacity to supply peripheral facilities.

~J-AQ&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 . -~ .°
v+ of the Tunisian construction design process as

'~ we understand it, are sufficient to allay
.. prior concerns regarding undefined, undefin- R
..~ able costs (see architect Susan Christie—Shaw S i
report). , SRR

“The government's very recent adoption of. Lo

.- Centres de Sante de Base Types A, B, and C (see]”.

1*fthls report page 29) provides a unique oppor-

. tunity for USAID to contribute directly and i
positively to the program and facility de51gn o

process (see architect Susan Christie-Shaw s S

report).

vFamily Health Care, Inc.areaffirms its recommendations

“which were made in the February 1977 report for all the
proposed Technical Assistance and Capital Assistance |

Progects.
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Technical Assistance Projects (;)4_

‘cularly important, as effective training of hysiciansyin$§;i
preventive medicine is central to the long-term su‘oess of
this proposed project, and relevant to issue (A) quoted
above. Of equal importance is the establishment and
maintenance of realistic preventive medicine training, i{f
which is central to the Ministry's stated national goal of o
eoffectively integrating curative and preventive services. *f{
Projects (3) and (4) are mentioned here together because -

adequate management systems and patient records are a ffy

necessary substratum or underpinning for effectively plan-'
ning, delivering, and evaluating 1ntegrated preventive and
, curative health services and, derivatively, for instructing

fiphysicians in preventive medicine.;fiﬁlffﬁ*

3

fThe reader s attention isjdirected to the maps and

)tables;in Appendix 2, which clearly show the existing

vdelivery system, propose\ es”and the final struc-‘t

‘ ure;when the project ispcompl:te The tables relate
'i;the final network of facilities’to estimates of the
;;Populations to be served in each" prov1nce.,' s

For the reader unfamiliar with Tunisia and the ;ﬁﬂfﬂf*ﬁ

""Tunisian health sector, Table 1 from the FHC Februar

‘;1977 report is included on the following page.




4 TABLEI

TUNISIA

y

e

| SELECTE———D INDTCATORSZ

sorders:

Populatlonf5(°3fa e
PopulatloniDenslty.i

lnfant Mortallty Rate. N
Annual Populaﬂ,on'Growth Rate.? .
umber of Years to Double o
Life uxpentancy at Blrth (ln Years)
Sex Ratlo (M/F) -
Below lS Years. of Age°
Between l5 & 6h Years -of ' Age.

PopulatJon
Populatlon
Populatlon 65 Years and Over: -
Populatlon ln Rural Areas*
Population in Very Dnspersed Rural Areas~
: theracy Rate’ - '

Hospltal Beds'

Physlcnans (1975)

' Physlclans (PrOJected ln l985)

GNP Per Caputa (Current Prlces)
Health Expendltures Per Caplta rjf;.f'

'Annual Inflation Rate'3 ‘v»%
(Averages for l°73 1976)

' Rate of Exchange

- l:ﬂ?Source

Economique et Social, 1977-1981,

~ South and East: Libya R
'VSouth and West: Algerla .

5,618,5722

.53%
,.352'
- '_5_5596-

e, 151 Peoplet
§788 W
1§23, 501 (3.0% of GNP)

P6 0% (Consumer Prlces)-g,
10.5% (Investment Prlces)

.5, $1.00 -:o"
u s, s| oo - 0. 142 dinars (1976)

The FHC Report A Program Proposal for lntegrated Rural Health
*-gServlces in'Siliana and Sidi Bou Zid Provinces, Tunlsla,” February Rk
, “Unless otherwise indicated, all data are from Ve Plan:de:Development
‘ _VYolume 1,

North and East Hedlterranean Se)?

94 Persons/Square Mlle 7

. ﬁ106/l 000 Live Blrthsﬂ-‘ S
foz 3% (2 65% If emlgratlon excluded), k
»“;30 5 (26 5 if emigration excluded) |
553 5 (Males) Sh 4 (Females)

T, 03

b33

54,3%
3.7%

2. hZ/l ,000 Peoplei

17,553 ‘Peoplet

,,,,

;43 dlnars (current)

;:197’7

Republique Tunnsnenne August 1976

- 3. 1976 estimated, Hinustry of Public Health worktng documents
- The Family Health Care Report '"A Review of Health Servlces Developmen

Tunisia," March 10, 1976.

Les Projectuons Globales,

. survey: :
Vorld Bank estlmates.z

- U.S. Department of State. Development Asslstance Plan l975, cltlng

. Estimate in Chart-lll ot Appendlx A (The Famlly Health Care ‘Report gg
j,revlsed to account for lower (than: antlclpated then) MOH 1976 budget..
ia?l976 rate ofaexchange of 0 42 dlnars is: used ln thls report;*,nt
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| III. PLANNING ASSUMPTIONS



:fplv ning as 4mptions made in the FHC report of;February,

| pagesJSﬁQSB). In the interim, these assumptions
fhave been tested 1n substantial detail against existing |
ffield conditions and have benefitted from comprehens1ve;,f
’freview and modification by representatives of. the Tuniszan

'4M1nistry of Public Health, as well as by other relevant f;

""figures. j.:

Despite this rev1ew process, the pOSSiblllty forfhita

fnrrors of omission and commission remains--the Tunisian"

,;rural health care delivery system 1s both dynamlcf’nd
iprogresslve.: Therefore, we recommend that in. the earlyﬁ}

,astagestof program 1mplementation, the planning criterla;;

5%.per year net
ed’for ut-migration;.
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fiBirths - 6, 000 pregnanciesuand liV°~;
. births per year (all surviving through
. age 14); . , L R

‘ffﬁ4rj.Population Under 15 Years - 42%K.
5??5,_ Population 15 Years and Older - 58%,_‘
;ﬁng*aﬂousehold Size - 12 Persons,w;s}¥f '

xi??;f;Population Dis\ribution-~f{&f&

;a;< Towns - 358
b Regroupments = 30%
,gc. Disbursed Households - 35%

fﬂ;é;e Number of Principle Towns (Delegation;ﬁﬁ;}ﬂ
.. Seats), Including Provincial Capxtals,?E»'
.Per Province = 7; : :

Qlfﬁ;"Maximum Desired Travel Time to Point T
S }of First Health Faciltiy = 1.5 Hours,,.g.

1,10.;,Patients Always Attended by One Visitor
“‘ij,(Relative or Friend), : , ,¢
a;ll;“*Ambulatory VlSltS take place 1n 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. Sy
- per year. Ambulatory fac111t1es are open -
- 52 weeks per year, S B

ﬁfli.f Substantial front-line worker job resturc-ugtg
oo turing will take place,i_,n.rrggﬂ : ,

lyldyiﬁxreventive Services --SO%Adeliverednin
“- 7 household; 50% delivered in- ambulatory
:healtH facilities- 5

&;14,=.Illness Serv1ces - 95% will be delivered’
.+~ . in health facilities (assume lOO% for
- facility planning purposes and 95% £
gram curriculum planning),;;cu;ﬁ



'J'gpacility- and community-delivered servicesfﬂi
- will emanate from facilities in' approxi-‘“
;mateiy%therfollowing proportions".” R

“Type A - 568
»rayType B - 2%
Type C = 42%

Front-line workers whose place of

. assignment is in a centre de santéd de base::i

~can provide 25 visits per day (facility and

- home visits), or 6,000 visits Per year

" ‘(calculated for 48 weeks per year; 6, 500

kﬁk{visits for 52 weeks).

18,

Midwives can provide. 30 visxts per four-hour
- clinic time block, 6 blocks per week or 180
~visits per week, 8,640 visits per year R
(9,360 visits. for 52 weeks) \ ,

fPhysicians can provide 60 v131ts per four-hourﬁﬁ

- iclinic block of time, 6 blocks per ‘week:: or -

360 visits per week, 17,280 visits per year 5

"7(18 720 v1szts for 52 weeks)

i‘_]\.’9".

The minimum number of visits by age and type

.}pgof visit, expressed as rates, is_ unchanged
I ﬁfrom Table 9 in the FHC report: of February;

20,

5Assuming a 1980 population for Siliana of

207,558 .and” for. Sidi Bou" 7id of 248,326,

:;gﬂa total ‘ambulatory visit rate, expressed
oo as) visits/person/year, will be 2. 69 (see
*TgaTable 7).

iziir:

\;Given the assumption that no more than
~:80% 0of the population will use the proposed
-~ delivery system, either due to choice or

= 7qlimited ‘geographical accessibility, then

a;,ﬂfthe population served for both provinces
‘;ﬁ;;jdrops to 364,707 and the visit rate per
';person per year rises to 3 37. o

‘°Init1a1 aggregate facility and community
‘ambulatory v1szt capacities for the D
“centre de sante’ de base.. L

lType A - 40,040 v1sits per year



. 'mype B - 12,740 visits per year
v o Type C - 11,180 visits er . year:

. 'Initial (minimum) Staffinéfés

J sumptions for
centre de santé de base Types A, B, and C. -
‘are shown in Table 2. SR ST e

. 24. Centres de santé de base Type A each have 15 °
1 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 santé de base
Type B each have up to ten beds, solely for -
maternity use. Centres de sant€ de base
Type C have no bed capacity.

. 25. The proposed delivery system is four-
: tiered: S

. .: -a. The home, school and community -
"' “b.- The health centers . = LT
/% o Types C and B, regroupments B

" in smaller willages - L
‘o Type A, delegation seats =
. The rural regional centers (Siliana.
and Sidi Bou 2id cities), . and . .
Referral hospitals in Sousse,. Sfax,:. =
and Tunis. S T P




IV. <INTEGRATED PREVENTIVE AND
X "'CURATIVE HEALTH SERVICES



IV ;INTEGRATED PREVENTIVE AND
nyg;CURATIVE HEALTH SERVICES

'MThe‘Tunisian Ministry of Public Bealth has adoptedv

goffintegrating health facilities at all levelsr
this directly supports the integration of preventive andl

curative health services. >Under;this policy, salles de_f;

BOinS, dispensaries, PMI centers. maternity centers,uszVV

aossibly family planning?education'ce ers (which, amonggi

:ther things, provideﬁso abortions)fand some smalleryi

~ircumscription hosprals ar to bei'edesignated as

~entres de sante de base, designated as Types A, B, and 4;

’*facilities. All-new facilities constructed in delega-fi

ion seats and those in smal“yr agglomerations and

egroupwent‘:wily follow?the rogram princ1p1es speci- '

'ied foricentres de sante defbase."‘

: '-—--- kR

ﬂEfforts will‘befmadevt convert’existing facili-f}

ies and facility complexes_to the. ev format;hy_gob



ffjln the earlyi;tag_‘:
“ontential value for AID in fostering a‘f?

‘f{and'facility plannlng 1n ‘a. manner that greatly improves

1sian and Amerlcan return on investments.',u

fSalles de soins and dlspensarles are precursor of” i

Qﬁ:Type C‘facllzties- Type B centers do not exist at present};

e A center exlsts'in developmental or pre-prototype%



http:Salles'.de
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- of ‘center was_devel ped .in. consultation with z. Kort'ﬁ_w “-;'5

ven :Laboratorw.Di ctor for.the Tuniso-Belg an“Nabeul i

f fproject, and withWDr.fTaoufik Nacef

}Community Services »gﬁ;;f

The outreach servicesndescribed below wilapbe“

;5ﬂprovided by workers ine ypes A;'B. ana centers as
*:fappropriate. B | e

 Community:

Home

Environmental education 1ncluding burn and poi-
soning prevention; waste disposal and protec-"
tion/gurification 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
pPregnant women, particularly high risk mothers;
- malaria screening as needed; management and
monitoring of chronic conditions as tubercu-
losis, arthritis/rheumatism, diabetes. s

Commercial ‘and Public Areas (1)

“ri."*Sampling for analysis drinking water supplies--lv-‘
. piped and well T i it
. *Treatment of wells: by the method of,,he-jar o
. *Field testing for- residual_chlorineﬁ% '
~Inspection and control of“sl ughte‘in
: points S . S
L Inspection and control of retail;establishments, [
. particularly re: stores selling perishable
.. foods, and hotels o
. -*Advising on the protection and improvement
.~  of existing water sources Co i
- *Advising on the transport and. storage of watervx. .
- from the source to the point of consumption uiba*V

(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. -



a2

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." o

d‘2 Type C Centers ,’

The Type C center provides integrated (curative and

;preventive) ambulatory services and is intended to serv

“a _opn.ation of from 2 000 to 5, 000 people. Minimum gtaff e
wconsists of one front-line worker. SRS

"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 v
centers are physical size, population served

~ and the presence of itinerant physioian
- services.” . . ,

| © Siting criteria for the .,_T'i(p',e c .‘:é'?t??é;, i s
toltows: e

lgden an existing or proposed re oup ent,-

,,:.‘%1n a village or other agglomeration,

5 ’{ﬁIn an area which is reasonably approximate to
ygan existing or planned primary school; :

~"S;In places where year-round water supply can be
/.- .assured through some mix of wells, rain water:
.~collection, and haulage by tanker in the e

. dry season; D




iﬁiﬁhin the catchment area of a Type Aor B S
_‘center and thus accessible by road or track . . .= =
. most of the year for purposes of supervisiopn‘{&fﬁ~:'

'jfand’resupply;land - .

”~élj¢1n areas serving a.p°9“1ati°356552'5°9;V[ fLM
“§§f§iéés provided from thékifﬁéfCf&énterfinéiﬁaé;hfﬁf?ff

“1." School health -
., 2. Home health L -
© 3, - Commercial and public area
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 o
6. Stabilization and referral of major trauma .
7

~ {(trauma should be read to include burns) _
.. Identification and initial treatment of common
" gkin c¢isorders and minor illnessées B
8, Identification, temporizing treatment, consul-
tation or referral, as appropriate; of serious-
illnesses (acute pulmonary infection with high -

fever, fever and stiff neck, moderate and severe
... diarrhea) L ‘ : R
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 beyond
© cursory cverall visual inspection and palpa-
tion_ of. the ankles for edema, risk assessment .
'by history, determination of hemoglobin; o
provision of prophylactic oral iron, nutri-
*+ . tion education. ' T T ‘
:10. Provision of family planning information and .
©**  supplies (pills and condoms) with referral
. 1UDs, sterilizations and social abortions.
“:2°11. ° Laboratory services are limited to hemoglo-
2w gin determination.*" - TR

¥ _Hemoglogins will be done at the Regional Hospital laboratory
~-using theé ben¢h type of spectrophotometer--also used for o
‘“several other-procedures. Hemoglobins in thé centre de sante
de base will be done by a method such as the method of Lovibond
(described in Maurice King's A Medical Laborator for Developint

Countries) (see Bibliography ¢
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Type B Center

: | The Type B center is intended for larger regroup-
ments and arecas where population density warrants, and
iegisvgenerally located on all-weather roads. The center
f{%is fundamentally an expansion of the Type C center

‘f@described above (an integrated ambulatory care faci-

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

fa;minimum laboratory capacity. Minimum staff includes one - f

Lﬁfmidwife and one integrated front line worker and the,.'??

7ﬁcentergis to be visited by a physiclan at. least one-half

‘day per week.' The populatzo JServediis betr“en 5'”0

101 ooo people.

Includes all Type C services aund, in addition, a
full vange of prenatal, normal delivery, postnatal,
and family planning services that fall within the
capacity of the sage-femme. Labcratory services
limited to non-microscopic urinalysis of protein
and sugar and determination of hemoglobin by o
method as in Type C centers. 1Includes 5 to 10
maternity beds." C

iyeeLA1Center

ifne Type'A center is situated in a delegation seat and

‘ijsetves a population of 10,000 or more. This center provides

M'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




St Ry

;a.cénter is staffed byvat least one thSiCian*aﬁd'bné?,“V

‘midwife and provides basic laboratory serviceS,f@#@iﬁ@é[uf

ing bacteriology. The bed compliment vill»pog éx§§§a,f{;j

: 15, of which up to 10 beds are fpé_matgrhigy,fgffé;f§f fJ

. pediatrics and adult medicine,mgqq:5;g§fbéfﬁéééi§§fﬁgjl; 

e e e . .

or adult services

" *swing” beds for maternity.,Peaiaffiﬁf;

. s needed. .

- wBasic Health Center (Centre de_santd de base): . =

S

;" - T::Ee__A_ . — —
£ 7.7 7 All Type B services plus 5 to 10 general
L medical/ pediatric beds for the definitive ..
- treatment of non-surgical, acute illnesses -
requiring short-term inpatient care; casting
of simple fractures; minor_ surgery that can be
accomplished on an outpatient basis under '
local anaesthesia. Lab services include
L complete urinalysis including microscopic, - U
) white blood count and differential, blood urea
—and nitrogen,.blood,glucose,nhematoerit,
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
o laboratory functions and_eventual installa- R

tion of radiography or radioscopy." - S

;Equpment, Service Capacity, and Staffing Pattgﬁnsj;f

1. The equipment lists for Types A, B, and C L
' centers respectively are shown in Appendix
. 9. .Initial (minimal) -and-future-{more- .

desirable) staffing patterns for each type - .-:
-of center follow in Table 2. R

‘ 2. The projected apnual ambulatory %apa&itYﬁbffﬁiﬁ
. retrained front-=line workers,. migwives, and - °
physicians is shown in Table-3.: .. T

Chee
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’wﬂTable 4 shows the projected annual visit
i capacity of centres de santé de base Types A,
~...By and C, as well as the derivation of the pro--,

- _Jected capacity.

s,

6.

. estimated relation to population is: shown e
" in ‘Appendix 2. S

The location of existing facllltxes, proposed

new construction and renovation, and the final

. system by type of facility and capacity are

summarized in Tables 5 and 6.

The projected initial ambulatory capacity of the}f
restructured delivery system is shown in” Table -
7. R

The geographic distributlon of’ centers and theiré




Mldw!feﬁ(on-s!te and also doing Type C ,i:
" visits) : ST LY

'cferk

 Lab Techniclanl xf ~ i;hrzgﬂ“~;€“,;’

X-Ray Techntcianl.;f et

 Pharmacy  ;§”1:]? 4 R R

-..u‘ s me e e e .

,Custodlan. A - .!A'

c°°k . A D

_Cook Helper, _ -
Econome igff e S

FUTURE

72;3p
68

-
o f;.




AiTYPE B CENTER

»“Front;Lfne worker
': PhysIcIanL';n}

© Midwifel
fMldwife Assistant

,Maintgnan;s[Cleaning

Cook

1TYPE o csNTER?(Large)f'

E fFront Llni'worker
fPhysiclan t
Hiduife

| fﬁidwnfe’ e
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f?TAaLE 2 (Contlnued)
5 STAFFING PATTERN

e

2 blocks/week"flz-h blocks/whzk’

B 3 bfocks/week
S
R
/2

l block/week‘fi “1.3 blocks/weekrn

] block/week"v 2= 3 blocks/week ft-

See plannlng assumptions concernlng he definiti
and: Table 3 following. Essentially lock
‘sit (1/2 day for physicians andt_. y ‘



http:nblocks.on
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TABLE 3

HEALTH WORKER PRODUCTlVITY PROJECTIONS

%0 visTtsdAchoir block x'6 blocks/esk x 8 vesks = I7,280 Visiis/rear

B

B -

.Elncludes vislts conducted in a centre de sante de base and in the
o communiey, xo- ¢ R .f?i‘:ff" :;?_'2,
3.

Four full days, plus two 1/2 days.

:Substantially higher than the United States visit rate, but’ substantially“fﬁ?
" lower than many current visit rates, which may approach 40 visits/hour.
(NOTE: It Is important that physician time is available in clinic: settlngs

for supervision of front-line workers.) ;



I'ABLE II

‘PROJECTED INITIAL AMBULATORY VISIT: CAPACIT\
; F CENTRES DE SANTE DE BASE -
L "TYPES A, B, AND C

10 front Iine workers x 52 weeks-‘-x 125 visits/week 26 000_,;‘Islt:s/year

3 physiclan blocks/week x 52 weeks— x 60 vlsn:s/block

3 mldwife blocks/week X 52 weeksl %x 30 visits/block

-» ,v‘c,680 ‘visits/yearrl' '

' ,k,;fxront Iine worker X 52 weeks-l-‘ 125 vIsIts/week o= '1!"v6",_‘:5j‘§Qf’:ivlsits/year\‘.“j‘i‘v'-f

I physician block/week X: 52 !'eeks-x 60 visits/block -

2 midwife blocks/week x 52 weeks_ « 30 VISits/block _
. _,, ",——L'I_Z"_JI‘IOF'V'I-SIt_s./y,ealf S |

1500 visits/year

9 360;ﬁvisits/year

50,000 visits/year - R

".‘V._f“lslts/year*'

’. I?vIsIts/year” .

3,120 visits/year

0 visits/year
visits/year . -
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TABLELS

”_SUHMARY OF EXISTING, PROPOSED, a0
T "SERVICE NETWORK .

SILIANA

917EXISTING ' S ‘ . v Sl e
e : ’:HT Sal e’ . ' : Tl e
. Delegatlon de. Solns _122222251. EEEESELEZ. " PML . cHospital
‘Gafour - eI :*~

~o—

Bou Arada 1

Stltana w0 oBL e

Robaa . e BRIt SO T T

 Maktar : S I RS T
Rohia _J_

PROPOSED

Delegation = °

}OEL Keib

. Gafour

Bou Arada
Siliana
Robaa
Maktar
Rohia

UNALTERED EXISTING TYPE c ENTERS AFTER COMPLETION OF THE PROJEC
CE1 Kreib i et
- Gafour
. Bou Arada
Siliana
. Robaa
Maktar
- Rohia

_BY:DELEGATION

Totaif

FlNAL NETWORK

Delegation

“El Krlb
\“ Gafour
‘" Bou Arada
Siliana
Robaa
Maktar
Rohla

4

4

‘5
s
o5

5 |
.28



- 42 -

TABLE 6

f.fsunnAav OF EXISTING, PROPOSED, AND ,@_
T FINAL SERVICE NETWORK e
SI101 80U ZID

EV!STING
. p?f Gy salle
‘fﬁEslsseslen “&.'ﬁsggshs:r1r de Sains .
o Sidl. Bou 21d” R S

“Ouled Haffouz R

£Er-Regueb S

ST, AL Ben Aoun
.'Maknassy ‘
‘»Mezzouna .

PMI;

Dis éngé}t<;fﬂatérnitvkg*

Hospital

PROPOSED L

'Delegat!on
Jelma:
S Sidi- Bou" Zid
Ouled Haffouz
rEr-Regueb S
“St. All Ben Aoun"
.Naknassy ’ e
' Mgzzguha

] Jelma ;1’ ¢ fl 5-Lf'&6.: BN
o Sidi Bou Zld e e B T el
. -Ouled’ Haffouz CATBR : o
HJ"EP-Regueb e g ‘
L STOOAT Ben Aoun L ‘

Maknassy S

Mezzouna 'wh;-gghﬁ
' Total A7

* FINAL NETWORK

Delegation

Jelima

Sidi Bou Zid

Ouled Haffouz
Er-Regueb L
Si. Ali Ben Aoun -
Maknassy e
Mezzouna

v;3;¥ ’ 1
wf e ES
“J"*?V?4?9!0‘54Q45

‘ et ] Jios

l.' Sidi Bou Zid Regional Hospltal includes a free-standing tuberculosls cllnicu‘ j;7

- and a separate family planning center.
2. Currently referred to as either dispensaries or salles de soins.
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TABLE 7

a "AMBULATORY CAPACITY SUMMARY
‘fV\ AFTER PROJECT COMPLETION

SILIANA L g

‘ | Txge Al'i'“5 . , ‘ Type BL Ll _12; CL¢,r

6 X ko OhO vlslts/year ‘o 1 x 12 7#0 vislts/year ; f€28 X - ll 180 vislts/year
Ty | equals  ':,; ff,ff_:, | .

M0 IR

. equals: ‘ ; ~*f;-"f'fif, o

566 020 vlsife/province/year o

:-;2yo;zyp~gr3;1¥‘fif%ff;yfﬁ*

 se6,00 vists il
2, 73 visits/person/year3

207,558 personsl o : _
or,. lf only 80% of the population Is served 2 73/ 8 a 3 hl vnsits/person/year :

slorBouzd o Ly R
Type Al - A'— S nge Bl e Typecct
7 x “0 040 VISIts/year ‘f. 1x 12 740 visits/Year _f 33 X ll 180 ,lSFfélfeér

k77ﬂ<f?T”fﬂ*'w f:fi equals 1 ;‘_?' S e
0 * e o e
55159605visits/provlnce/year

;661 960 visits

2. 67 vlsits/person/yearzfﬁ~?g,‘;jif; ; i  k

‘ _v2k8 326 personsif B
| or, ir only 80% of the population>ls'served .

67/ 8 a: 3 34 vlsits;person/yeari;

1.  See Table 4 for derivatlon of prOJected Initla ,vlsltfcapacity

per year for five years.
3. Please refer to current estimated capaclty of
person per year on page 4l of the: FHC. February;report
4, Based on 1975 population of 230, 511 with a net: growth‘,
for out-migration) of 1.5% per year for five years



,fZid Regional Bospitals in the February 1977 FHC reportf“

'fshould be modified to reflect'the progress that has takeni

axe'in facility and program improvement during the laspp

“five months. Both facilities now have x-ray apparatuses fﬁ}ﬁﬁ;f
,on-site and these are ready for installation.lf'” S '
The provzsxon for standby electric generating capa-zp{n_if

city, given the requirements for U S. manufactured equipment”,ﬁﬁ

,‘and the increasing reliability of rural power, should no ;[ff?

e

nelonger be con51dered a priority. However,_other needed

‘1mprovements at both hospitals Stlll remain to be accom- o
.'plished.' T
In the context of this discussion, 1t should be noted;; 57

fthat although there is a?pe51re for_completely new.hospital;

-

.sfaciliti:s‘in Saliana and Sidi Bou.zid, there are no plans‘




»ywithgthe;ful concurrence,ofbarchitect Christie-Shaw,

”significant efficiency improvements'in the provision of all gi

'services‘at Siliana and;Sidi Bou zid could becachieved at

Arelative‘yjlow cost:through the_combination of:architectural;t

'and health% =rvices analysis and planning.. This could be

,’accomplishedfearly in the progect by a team composed of the )

;Provinciaidﬂealth Administrator from Silian;?and Sidi Bou R
Zid, Ministry of Public Health and private Tunis;an archi-f

‘tects, and with concentrated input from on—site and inter-
3 mittent (architectural) technical aSSistance staff. It

’ would include a functional analy51s and long-range plan 5
directed toward bringino ambulatory capacity and the inte-'

: gration of curative and preventive services to the"level \

ffound in newly constructed Type A centers. Thisiiil

‘tial as;the Siliana and Sidi Bou Zid sites Wlll be the

, primary locales for retraining health personnel.thraining ’

g ihould functionally, if notiphy'yyally,vapproximat'xfW;ﬁ

ultimate service sites. A rational ambulatory care faCilityygi

improvement plan will conSider all the facilities at each

*_‘§uchva process would include, but go far~beyond,vcon+.*:s¥7
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).“‘




inpatient, outpatient, and support._ Thus, a,plan for

b“tht functional improvement of inpatient and support
L'services space can and should be developed simultaneously
B wzth an ambulatory care improvement plan.

fgﬁf;’(a 'It is strongly recommended that in_addition .
O to the services mentioned below (the services -
. -,=«". .. listed are limited to those that.this project

: will directly support in whole or in part) all
- .services and facilities at. the Siliana.and
B particularly the Sidi Bou Zid hospital  com=""
.= - .- :.plexes be analyzed as to the appropriateness
L "of the locatién of services from the point” ~
=2 ... . of view of patient convenience, patient .
. management and provider efficiency.- i

The'rural'regional hospital ihcludes a capa=""
_eity for all Type C services plus radiography,
- and an expanded laboratory tc include trans-
- _aminase, blood banking, typing, and cross-~

matching; stool, blood and cerebro-spinal
" fluid cultures; gram and acid. fast stain
and analysis; specimen collection and innocu-
~lation of media but not analysis of cultures
for acid fast bacteria (growth and analysis
suggested. for- Tunis);. culture media prepara-
tion;. stool. examinations™ for para51tes,
bacteriological analysis of watetr (ice cream
-.and. milk may. be easily added); serodlogical
© . tests for syphilis and. typhOid reading ‘
. malaria smears; microscopic examxnation of
hair for fungal infections." ,

-------

“\(A‘note .n passing- Library materials for regiona\

tals, either located centrally in the DiVision of 1

APreventive Medicine, Ministry of Public Health, or in the

provinces, need not bffexcluszvely in French. Technical

English is morefand'moreMwidelyiread, particularly“byl:

physicfans.



TABLI .
EXIST'NG ¢ PROPOSED BEDS: SILIANA AND SiDi 80U ZiD PROVINCES

- ' BEDS PLANNED OR BEDS PROPOSED UNDER
EXISTING BEDS UNDER CONSTRUCTION USAID PROJECT
PEDIATRIC « MATER- « MATER- «+ SOCIAL ! PEDIATRIC! MATER-
+ GENERAL : NITY 1TOVAL| NITY i ABORTION ¢ TOTAL| + GENERAL! HITY
MED. BEDS i BEDS BEDS BEDS BEDS BEDS| HED. BEDS! BEDS

TOTAL |-
BEDS |

SILIANA PROVINCE*
Siliana e 29
Bou Arada. - 6
Gafour ol 30
EV Krib B R
Robaa
Maktar
Rohia

35 -
2| -
6 | -

12

T

SIS T Y T L

R NN XY

TOTAL: SILIANA = =

4”?i2fﬂm

.SiDI BOU ZID PROVINCE.
Sidl Bou Zid .
Jelma ‘
Ouled Haffouz
Er-Regueb S
Si. Ali Ben Aoun
Maknassy ' e
Mezzouna :
Menzel Bouzaiane -

-
o
i

------ -d ;‘;‘-;}L;-’-v‘---n--.—---

-l
N
S

TOTAL: SiDI BOU ZID .~ f° a8 61 | s b

p-'-
Wl e e ] e

TOTAL BOTH PROVINCES | " 147 1} sy |

§ EVo

NOTES:

1. 1t is planned that the exlsting;maternlty beds ‘In Haknassy wlll be converted to pedlatrlc and general medlclne beds

2. For each province," after_all urrent ‘and- proposed construction Is: completed, the hospltal lnflrmar‘”and maternlty
bed supply will remal _n equate to meet mInlmum populatlon needs.v;ai[ R
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TABLE 9l
HOSPITAL BED UTILIZATION AND

PROJECTED 10TAL BED NEED: 1276
S .

LIANA AND S10! BOU 210

—— - . PROVINCE -
- .- FACTORS SILIANA 101 80U 210 1 TOTAL | -
“Actual s , _ '
“PopuTationZ - : : 192,668 |. . 218,511. | 411,179
Bedsd. N - 135 78 .} 23
Patient Days/Person/Yearl:5. .08 .0k C
Percant Occupancyﬁ : 47.3 SUENE TN
Prolected: -~ ‘ ’ ‘ SrEoT
1985 Populationl .

Beds Regquired 3 90% Occupancy
and .5 Days/Person/Year
Utilization 8:2:10

Total Beds at Completion of
11

| 153:h;x}

Project=—
Probable Deficit: A 3“0"75- 7386= 163 L
. NOTES:

). hdapted from Table 12, FHC Report, February, 1977.
2. From Ministry of Health working documents. . S B ST
“ 3. lnc%udéyg social abortion and maternity beds 'now under construction (see .’
. Yable 8) .
- &, Based on first and second trimester Ministry of Health data for 1976
i extrapolated to full year. First to second trimester variation is +6%
" for Siliana and 3% for Sidi Bou Jid. Countrywide (i.e., all provinces)
variation is +1%. Excludes beds uader construction and some matarnity
- beds, and excludes current out~of-area utillzation.
5. Excludes out-of-province hospitalization which is not known. Even if
" current rates are doubled or tripled by out-of-province use (highly .
uniikely = more reasonable would be +10-50%), currenct low hospitalization:
rates probably reflect a mix of inadequate primary care caocacity (case
finding and referral), access and transportation deficiency as wall as
qualitacive deficiencies perceived by potential patients in the rural
hospitals. :

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

7. 1.53% 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 §72.

At 90% occupancy each, .l day/person/year equals .3 beds for each 1,000 persons.
Moving from .S to .7 days per person per year for both pravinces in 1985 at

90% occupancy resuits in an additional bed need of 145 beds or a total projected
need of 8§71 beds.

9, Excludes out-of-area hospitalization. In fact, needed and aporopriate tertiary
(specialized) referrals should probably account for an additional .1-.2 days/
person/year of hospitalization which will not be reflected as buds needed in

" these provinces.

10, Formula: Beds x 365 x Percent Occupancy

Population = Patient days/person/year

Vi, From Tabla 8.
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B, AMBULATORY CARE AND nospmu.,~f1i\1”§{§i§}&;§§i’r}; ‘

~ MATERNITY BEDS

- A summary of existing and proposed beds:in581liana

f;fand Sidi Bou 2id provinces is presented in Table 8., Table
129 projects a minimum figure for beds required in 1985. The ’:7
dassumptions 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 in small
;units--it is easier to achieve a 90% occupancy in one 300-
';Ebed hospital than it 18 in 10 30-bed hospitals).- The uti-
»;Qlization rate assumed is one-half a day per person per ‘year.

"this is a very low utilization rate--lower than that achieved

~fin most U S. prepaid group practices.‘ Such a rate assumes

ffshort lengths of stay, maximum care or an ambulatory basis,

_@SOme out-of-area hospitalization and some unmet need.

'ifutilization is lowfbecause;“f-

; services can reduce needlessfhospitalization where;there 15 tfi

A question remains;3 How can more beds be needed, or

fd;why should infirmaryffnd maternity beds be added now if

);occupancy rates‘iuithe fewiexisting beds are so low?

yInadequately staffed‘and equipped hospitals
in both provinces. , L L pe
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“iinappropriately high utilization.m Howevei

fcar centers are deficient and in some cayes bsent”'

: duction of acceptable and accessible;primary care,
Tt:coupled with a modest opportunity to refer patients to iff}
infirmary and maternity beds, will result in an appropriateﬁf

fincrease in bed use. The reason is straightforward.“ S

illnesses and conditions that are best treated in hospital

- or. infirmary settings will be discovered and referredvon a ;3~

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 jvfaf;‘
backlog of unmet need in the population. |

‘ The Siliana and Sidi Bou zid pro:ects propose a‘i
\,very substantial increase in primary care capacity in orderdjl
:to support the non-physician front-line workers and to '
| respond to ‘the legitimate needs of the population.; Ambu-

‘latory care centers w1th infirmary and maternity beds (Typeva

fi@What are’ the minimum facilities andiprograms“that
’;{twill attribute to- attractin and. maintaininggiggw




ffSuch,an ambulatory car' facility shouldfbe'well supplied

”fwith drugs, have a modesttgiagnostic apacityk a;place for ;fﬁfﬂ

ivfthe eventual installation of a yimp_e 2
«fadequate space to allow relatively high patient volume
k‘rwithout creating an environment that is unacceptable to
']either provider or patient, and should include a small |

number of beds for tw° Purposes'“iﬁfh

1. Maternity (10)
2. Pediatrics and Medicine (5-10)

| The maximum bed capacity proposed at any Type A center
,fis lS--with five or 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 w1ll be
'serving, 90-100 percent of deliveries take place at home.
‘unattended by any trained personnel. Certainly a number of
fdeliveries can safely take place at home. However, there is
:vno question that some percentage of deliveries, particu-
‘flarly those where there is an identifiable high risk for
Jeither mother or child, are best accomplished by a: trained
:Tmidwife in an inpatient setting.;(It should be noted that ,

'Tunisian Government policy goes far}beyond this modest goalrviv

;gay apparatus, Lf%ﬁfﬁ%f



: talization for relatively common illneses which canno

treated on an ambulatory baszs and for which referral ,s

"neither available nor needed, for instance° moderate and ;gﬁﬂﬁ

severe diarrhea in infants and : young children~ certain
. pneumonias- overnight observation of a person-with ‘a re-fiﬁifiu’
cently casted extremity who lives in a. distant v1llage, and#?igﬁ
the inadecuately controlled diabetic (reportedly a very lii_ﬂ,
common illness in Tunisia) =
One can be certain ‘that if ambulatory care services
1mprove and Type A 1nfirmary serv1ces are satisfactory to
patients, there will be high (and needed) utilization of ;
all existing and proposed beds. It is important that minimum

adequate staffing and diagnostic support be ava11able~‘other-"”

;wise, potential patients will quickly realize that the serv1ces?
Viare little better than what they can receive at home and o

tadepending on motivation and means, they will elther Stayyat s

ffhome or travel to the provincial capital or beyond»wtr\’

Thus, FHC concludes that the additional 1nfirmary'andl



National~planning for a;new or

‘fcar be better,determined‘

%fsubstantially expanded capacity in Siliana and Sidi Bou zid

f;cities,(for construction in the early/mid 19808) can realis-gf
:3tically begin.; FHC estimates each regional hospital will .
”fultimately require about 150 to 175 total beds, including

?surgical beds.f,

"vsazcr.ss LA e :
Vehicles have two principal uses in the proposed
ﬂ,Program.w ?F{El.ﬂf7' Lo | |

l. The transport of personnel, and
2. The transport of patients..

The transport of personnel includes taking front-
:fline workers and members of mobile health teams to 'their

place of work, transporting supervisors (surveillants

tgeneraux, physicians, economes, and in some cases, midwives
yand environmental health technicians WIth supervzsorial
functions), and transporting supplies and equipment.‘

iThe ambulance function is traditional.; However, the most

important function for vehicles is the delivery of superv1-:§:

asorial staff and supplies toiﬁhe periphery of the serv1ce

ydelivery network &

"often locatedﬁinf

fftracks”that from‘

/o eight passenger capacity are needed. -



S aTegen L

Ultimately each delegation seatvshould have two

»‘;vehicles. one for staff transport andﬂto be used i
?eﬁergency for patient transport, and the otver d&'ot
'“primarily to patient transport, and to serve as a:backupvfor
djstaff transport.:Initially, one functioning dual-purpose

) vehicle for each delegation site is sufficient. At present

“Siliana has two vehicles in’ good condition and-three in very

?poor condition. Sldi Bou. zid has three vehicles in good‘ |

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

e Vo et

Er-Regueb. Therei re, additional vehicles with spare parts
.,are required. The vehicles provided should be equivalent to
f a long-wheel-base Landrover (International Harvester Tra-*f'

velall or equivalent U.s. product). Vehicles are r:eco-'x-‘w
mended as. follows* L S 4 -
Siliana Prov1nce. Bou Arada
‘ Gafour
Robaa

"‘:Sldl Bou 21d Province- All delegation seats ex-ﬂ’ix
L o cept Er-Regueb and the B
City of Sidi Bou zid

' TOTAL ADDITIONAL VEHICLES REQUIRED.

.v“‘iThe cost for vehicles w1th Sparesr delivered 1“

" —.—-o-—-.'.,

TuniSial iS estimated at $20 000 per VetliCle x 8 - $160 " ()


http:condition.at

V. MANPOVER AND TRAINING



}willvbe:carried out by the Ministry of Publio Health staff ,;

working together w;th u. S. contractor technical assistance,df'

personnel. Wherever possible, regional physicians, sur-

veillants generaux, and as appropriate, other health per ff

sonnel (e.g., techniciens sanitaires, midwives) should bel 7;

the.. instructors in both classroom and practical (clinic andfﬁ
;community) settings. e
Instruction may reasonably take place in three
phases.
l.‘;Periodic, short (l -3 week) st jes for the T
;development of new or: augmentat on/refreshment T
~of old skills,

2. Reinforcement and continuing education throughfif,t
superv1Sion on- the job, :

‘]3;f,Periodic (every 1 to 2 years) updating after
-+ -basic retraining is’ completed, through par- . = =
,ticipation in a stage lasting 2 to 4 weeks.‘ujga»;*

;w"_Item (1) above suggests that 1 to 3 week stages be”f

f}developed for between 5 and 15 workers at a time. Each:

"a‘stage;will be limited by the availability of either comé

‘sfjmunity site;'or,patients for practical'trainingbiparti-



'5csite could serve as an excellent cor efacxlity for;the“iifffsgl;;

Tfproposed recyclage in Siliana )'ﬁ L |
P Over the course of three years, it should be possible

‘ikfor all eligible aides soignants, aides hygienistes, service.

4 ygiene 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.

o In the first 12 to 18 months of the progect, it is
most important that personnel who will be involved in the
supervzsion of retrained workers, including physicians,

iparticipate in a structured training experience. This
,fshould expose supervisors to the. goals of the overall
i progect, the new skill capacities of the retrained front-
?dline workers, their own modified roles and responsibilities
}ﬁvis-a-vis the supervis;on of . these workers and, finally, the
}1vital part they must play if the full potential of the

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

*ereinforcement, through ongoing supervision, of the front-

";line workers will be a important element of this project.A
o Finally, after an indivxdual completes all steps or

dxstages in formal retraining, and has workea under appropriate .



ftsupervision for one to two years in a‘tentre de”sante de“

vgbase, he or she should be offered”continuingﬁeducation

,sor a refresher stage 1asting two to four weeksrjﬁ;?rg”“

fresher stage should be repeated every one to two,year

Newly assxgned workers will gradually entermthe
provinces and their skills will have to be upgraded. :“f:
'Over time, however, particularly 1f the program is viewed as}pf"
successful, the modification of existing curricula for new ‘f?
onrkers should take place in training programs throughout s

'TuniSia. FHC recognizes that influencing the: present formal
'ggeducational structure and introducing curriculum change is 1';!l
a slow proces5f Thus, the need for a continued recyclage o
field capacity ‘can be anticipated to extend beyond the life:iffu
fof this pro;ect. Therefore, it is particularly 1mportant |
'that training methods and. personnel make maximum use of
permanent Ministry of Public Health staff, assxsted by
fcontractor technical ass1stance personnel, rather than

,depend upon contractor personnel for the primary teHChing A ;

'_‘role.

“°"of health workers“

rwho must be considered for targeted'wetraining'or continuingq
'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- o
strative Structure Recommendations (Chapter VI) and
Foreign Donor Coordination (Appendix 9).




Co-see

lfl}q;Non-physician, predominantly clinical
. workers, now staffing salles de soins
".and dispensaries (e.g., aides soignants
and aides sanitaires): _

52,” Service d'hygiéne personnel;

fﬁ;p:Midwives and aides soignantes obstetriques, ;

'?d;;jEnVLronmental health technicians
" (techniciens sanitaires); and

fs;khSupervisorial personnel at the provincial
~~ and delegation levels (e.g., phy51cians,
dconomes, surveillants genéraux, etc. )

:"?hijrior to beginning a training program, FHC recom-'
_vjmends that the technical assistance personnel, in conjunc-
“otion with provincial and central Ministry of Public Health
s’istaff, complete each step suggested in Appendix 6 (from FHC
h?February, 1977 report).- } (3
‘? Table 10 indicates the activities that workers in
' fgcategories 1,12, and 3 typically perform at present. It
~fdoes not indicate skills that may have been taught but are
';gnot generally used.\ This table also illustrates the goals
‘tﬁof the reczclage program for workers in categories 1, 2, 3,
'wand 4 The current activity assessment of existing workers
‘.fis a Judgment of the FHC team.v_,‘i The goals of recxclage have s
hefbeen reviewed with, modified and agreed to, by Dr.~Taoufik

‘iNacef, Director of Preventive Medicine, Ministry of Public
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TABLE IO
CURRENT AND PROPOSED SKlLLS. ,
| _,lNTE‘GRKT‘Eﬁ'R'mmRKSRs
— -
ve ,_w_p_g}_q,g_;ﬂ'mnv WORKER CATEGS

- SKILLS 2 3 162 3

"Family Planning:

-~ Pills X + +
Condoms X o+ +
1UDs "X +
Social Abortnons +?

Nutrition Education: v
Adults X + 4
Children X I +
Pregnant Women, Mothers X + 1+
Use and Distribution of SAHA and/or Tnstruction I

in the Preparation and Use of Other Weaning
Foods + +

Immunizations: ’ ,
|__Routine (e.g., DPT) - x | (x)*] x | o+
[~ Episodic (e. .g., Rabies) x|l x. + | o+

Prenatal Care: ’ o
Casefinding o+ +
Initial Risk Assessment - X LR O
Education X B e
Management (Minimum 3 Prenatal Visits) G
- Interview & Observe X + +
- Lab _ ' + |
- Physical Exam X . +

‘Labor and Delivery: X e

Postnatal/Child: -
|___Acute Post-Birth Care (Alnway, Etc ) . X e
[ Post-Birth Preventive Treatment & Exam (Eyes N | B

and Hips) e , (x) RO B 3

‘Postnatal/Mother: : ‘ BT
Family Planning o R
- Advice/Education L X |+
= Supplies L X N +-
- {UD Insertion L X S A
Child Care Education D ‘

- Breast feeding S -X + +
- Hygiene and Cleanliness . i X + |+
- Treatment of Mild Diarrhea i B . X 4 d

Clinical Care: St RIS PROE e

Diagnosis and Emergency Treatment/Referral‘oftf“,fv,' v
Diarrhea ; SR N P :
- Mild P (x) + +
= Moderate + +
- Severe + +

* () |nd|cates that some workers do these procedures, some do not.




" "TABLE 10 (Continued)

'635&5*165§éLLS PROPQSED SKIL1S
ATEGORY |l WORKER CATEGORY

SKILLS B TT 2] 3 | 182 3

Clinical Care (Continued):
Common Skin Disorders ' : (x) (x)

Conjunctivitis (x)

+] |+
+] ¥+ ¢

Otitis Media

Sympton Recognition & & Emergency Treatment -
- High Fever with Chest Findings 1 (x)

- High Fever with Stiff Neck (x

- High Fever with Diarrhea (x)

Anemia ldentificacion & Prophylaxis

+|+]+]+|+
|+l 4i+

Treatment of Visible Stool Parasites

Trauma - Minor (Abrasions, lacerations and

burns--first and some second) S

Trauma ~ Major (Maintain airway; stabilize S
fractures; transport of patient; identi- ‘
fication, temporizing treatment and referral
of some second and all third degree burns)

*
+

+
+|+

Common Gynegologic Disorders Lol {;a;qgﬁ:_rﬂ(x)f, PR

Poisoning
~ ldentification and Referral

L =~
!

- Lavage

Rk

Identification of High Risk Infants and Chlldren:lx="‘ ] x

Treatment Through Education of Family I S .uvx“s
Treatment Through Food Supplement SRt TR (RRLS I

Referral

+ |+[+]+]+ ]+
+ +]+l+
+ +

Environmental Education: Water, POisoning;iﬁufﬁs B

Malaria Screening: _ . ‘
Active e L ox

+

Passive I o (x) ke

Water Supply: :
Wells: Physical assessment. test!ng & recom- 1
mending improvements - k)

Home: Transport, storage & puriflcatlon- v I B O R | R

J+l+]+
+i4++

Piped: Testing . | I B O R T

Inspection of Establishments:
Restaurants

Slaughtering Points

Butcher Shops

+|+{+l+

Hotels

Factories & the Work Place:

Dog Control:
Owner Education

Eradication

2 kA hdty

immunizations

* () Indicates that some workers do these procedures, some do not.. =



vAﬁﬁE{lb (Cohtlnued)

‘ CURRENT SKILLS PROPOSED SKILLS |
o WORKER CATEGORY || WORKER CATEGORY
SKILLS ] 2 3 162 3 L
Miscellaneous Skills:
Drawing Blood , - o
- Finger Stick o (x) | x | (x) + | +] <+
- Venapuncture (x) {x) + +
Specimen Collection: Acid Fast Material {x) + +
latravenous infusions ' +
Clysis ’ + +
Collecting Stools for Culture or Micro-
scopic Exam . ~(x)

% () indicates that some workers do these procedures, some do not:
NOQTES: ' : S T P
1. Administrative skills (e.g., recordkeeping, clinic management. and equipment

maintenance) need to be, as appropriate, included in the ski]j;édalsf}iét‘f;

and formally addressed in the training programs. S R T
2. The proposed skills for workers in Categories | and 2 assume that these ..~
workers will remain predominantly male. Therefore, comménygyhgcoldglc?d!s-f
orders are excluded from the proposed skill list for such'workers. Should,’
as would be desirable, women become available for this.role, then some.
revision in the skill list would be appropriate. - . SR




skills sufficient to allow'themito serve as the core

‘staff for the basic health center, Types A, B, and C.~w_i
JWOrkers in category (3) will expand their skills to 1nclude%
*the identification and treatment of common childhood ill=-
ﬁnesses as well’ as non-obstetric/gynecologic illnesses
”commonly occurring in women of child-bearing age. |

Workers in*category (4) will develop an ‘increased

-fcapacity and deptg;of knowledge through the practical

sfield applicatioriof”their current skills in community and

ienvironmental sanitation.’ They will also be provxded with
3limitedlor1entation to the concept of integrated curative

*?and pr‘ventive services, selected additional skills in the

‘ffpersonal preventive services and supervisorial

ﬂskills relevant»toftheir role Vis-a«vis personnel in cate-

ories Wy, (2),Yand (3)._,

fSuperv1sors in category (5) will be appraised of the

ﬁfrole and change~o£ responSibilities of the front-line'~
ﬁworkers, as well as the rationale for integrating curative
.and preventive services.i They will be assisted in the

Tidevelopment of etfective supervisorial techniques which

factively foster;the}successfulJimplementation and_main- -



:}(l),,(Z), and (3) and would be candidates for ’etraining.
The skill goals shown in Table 10 represent an initial
fservzce needs assessment of the population, and reflect the}?;

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

zufamily Health Care report.
The administ:ative and management capacitv in the ;f;;f

Tunisian Ministry of Public Health is impresszve. Howeverf{ﬂ

particularly with the expanded functions of the front-line fﬁ
worker and the integration of preventive and curative

serv1ces, the single provincial surveillant general who is‘

now largely responsible for the supervision of dispensary
workers w1ll be most heavily burdened. During the earliest
phase of the project, a realistic assessment should be made;r

of how much one surveillant general can do. An assessment"

should also be made of what economes assigned to small
hospitals (eegey Maktar) and ultimately to all Type A

'vfacilities, can do in the way of direct field superv1s;on. i

'k0ptimal use of these supervisors, as well as of phy51cians p;
:trained to support and guide the front-line workers in thef?f

.,utilization of their new skills, will be essential if theiaﬁf




T L

However, no significantﬂamount'ofgjfﬁ[ufffo

"Pftra ning will be olanned forysitesjoutsidepof the"two “?ffri"

:;?provinces. H";‘ff;f'f" | R |
R " Training personnel wi ll include existing provincial
liihealth services staff and USAID—supported technical assis-;
*;tance staff As aveilable and appropriate, central staff of
}fthe Ministry of Public Health and representatives from other
'components of the public and private sector, both from .

' inside and. outszde the provxnces of Siliana and Sidi Bou
2id, will be utilized. |

Recyclage willktake place inistagesiand 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
‘needs of the area. Where there is a clear deficit in skill,
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 recxclage in

this particular skill._ However, aides soignants ‘and malaria

; workers will be logical candidates for recxclage in this
) skill area._ Sufficient time will be allocated for all

f tages so that one or more specific skills or skill areas

]dwill be?completely covered (e.g., envxronmenta% education,y’””
. : ‘ rgency treatmen "N"ifintile diarrheafﬁ




‘,etc.).;

,cohtinued operation of facilities by temporary coveragel

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

operation. ‘ A

| The end. result of regyclage will be the funotional A
Aintegration 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 8
dispensary agent will be able to provide school health |
services, make outreach visits into the home and community
overing such areas as water supply, nutrition and family |
planning, while also undertaking case finding for high risk :
pregnant women. At present the dispensary agent rarely o .

' leaves the olinic, and nis primary function is one of

support during physician consultations.‘ When the physiCian i
is not present, the worker s actiVities tend to be limited
to changing dr=ssings and dispensing medications (the latter‘

‘on prescription). 'Down time' for dispensary staff re-wl*“ o

‘presents a large portion of the work week, with most ppfi;lwf[f

.1services performed during those mornings when a physician

ifgviszts for one to four hours.“few services are rendere




- 67 -

‘Ethe malaria worker can do more;gyvillagers, workers and ﬁ.7jf

fsupervisors all support an expanded role for the malariaffsf'

fworker. ,[*‘, o : : f
B fFHC feels the foregoing is iealistic._ A small

;number of malaria workers are already being retrained.

lAfter a two-year recyclage effort atf;abeul, they then

dassume the responsibilities of an aide hygieniste and

jwork in rural dispensaries.‘ Their full potential is yet
}to be realized, but in principal the effort is similar

fto what 18 proposed in this project. In the Siliana _pro=
fvince the team observed the results of initial efforts of .

vintegrating services. Bere the service d'hygiene workers

fhave assumed a health function in the;school, with diag-
fnostic and treatment responsibility for selected skin

fconditions, and responsibility for referral of morexserious

;maladies. The service d hygiene is also being physically
finstalled in PMI centers, where initial coordination of data
;and outreach services is beginning.; Dispensary agents

fare leaving their dispensaries in the afternoons to make

;home and community visits, and arrangements have been made |

¢to lsgally close dispensariesﬁsoﬁtha such outreach serv*ces
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Finally, by constructing or renovating facilities

in a manner that derives from the Ministry s”c'ncept of
fintegrating preventive and curative services, there will

‘be not only a better milieu for efficient service delivery,-fl

‘but the very structures themselves will support and mainqu"ﬁ?
tain the concept of integrated delivery of preventive and
curative services. | H' h l

It should be noted that the environmental technician

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

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 technic1ans

in the larger population seats and as an occa51onal super-vAfi

v1sor for retrained workers (particularly in Type C centers{?ﬁ

‘should be a concern of this project. ok
»‘“. Constraints of time during ‘the PHC team s visit in |

,Tunisxa did not permit the development of detailed Job

;descriptions for recycled workers.n However, the skill"

Jgoals shown in Table 10, in conjunction with the functionalf;}

1program statement entitled "Servxces by Location of}serv1ce""y

f(Section A, Chapter IV), were fully discussed and agreed e

;infTunisia.i Thev form the bas _:pf

'he development of,_

‘t ese.. spec‘fic job descriptions.,

ln summary”ithe thrust of reczclage will be°

To expandfthe reventive and’"urative skills of
"service d'hygiéne personnel 80 that they may
pfserve ‘as: the baszc core. staff in all types of
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centres de santé de base. They‘will‘prbvidef'

integrated curative and preventive services,

. including family planning, in the center and
in the surrounding community; RREES

‘1o refresh and/or increase pteventive skills

'~ and selectively. upgrade curative skills of théf

current staff of salles de soins and dis-
pensaries (now being redesignated as Type C
centers); o R : S

o provide recycla é:équivalehtf£o item (2)
- above for cIin%caI“staff and other staff

in PMI, family planning and,maternity centers;

Po expand the clinical skills of midwives

and -assistant midwives, particularly in the
areds 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.



VI. OPERATING COST IMPLICATIONS



ffinfthe budgets of siliana and Sidi Bou Zid provinces which ,‘

‘{fwould be incurredfas a result of the proposed project.
:‘The analysis which follows outlines those operating

;gcosts and several options for their’absorption over time, ‘

'?in a manner which should allow these provinoial systems

- to be operated by the Ministry without foreign donor
assistance. B "i S 1 | |
Currently, in Siliana and Sidi Bou zid there are about

67 galles de soins and dispensaries (freestanding or hospi-

tal outpatient departments) for which an operating budget is
available in 1977.. Additionally, in Sidi Bou Zid there
lare four unopened PMI/maternity/family planning facilities
‘_(Sidi Bou zid City, Er-Regueb, Ben Aoun, and Maknassy) It

v,is the team s understanding that the operating budget for

f;the four referenced faciliti~?'in Sid 'Bou Zid is available

_gthrough the National Offic of;Family Planning (NOFP) and

'dthat these facilities have notwyet’,pened for the followingl

}'reasons-ff‘n.~f"

1.0 sidi Bou zid: | p'aeil’i'tiél‘-"céiiéﬁ:‘,ﬁ,cfisﬁf‘ not yet
- complete. i ‘[' o

¢v§§°r-Regueb Awaits final acceptance by the
. government of contractor's work (a few, o

* modifications remain to be made in the

‘building in order to make it satisfactory)

-‘-71-



i7ﬁwell as the acquisition of a few new physicians would

33iprovide minimally adequate coverage of the province'

72 e

fBenAAoun.i Same as*ErfR°iueb.’;.Suiﬂge4;w%;;amana;u

:e,g.,)

' personnel and dispensary agents of various types) are

’falready employed (in Siliana about 77', in Sidi Bou z:.d""’:""‘

all Type C centers and to substantially contribute to

.the minimum staffing required for Type A and B centers._“

The minimum number of physicians required for ach*5
"iprovince are-ZSiliana seven and Sidi Bou zid eight.‘ Cur-
'rently, there are seven or eight physicians in Siliana, one!ﬁyffh
din each delegation seat and two (possibly three) in Siliana‘ifpsf
fCity. All physicians are in government servzce except o
-ifor one physician who may be in private practice in Siliana}p; o

f‘City. In Sidi Bou Zid, there are either seven or eight

tphysicians distributed as follows-' six government physi-;azr
cians in Sidi Bou zid City, one private physician in "‘ y ”'
"Sidi Bou Zld City and one government physician in Maknassy.v"xzf*

hLIn Sidi Bou Zid, some redistribution of physicians“as

;hyﬁinstance, it might be reasonable to move two physicians from-

* and Mezzouna.
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;{physicians ar“hneeded”forfnoth provinces to meet the

&gminimumrstaffing criteria:for supporting a rural delivery § g

‘ZSouss"hand Sfax;Facultiesfo_3_edicine will be available

ffwithin three years, it is not at all unreasonable to assume
;“that, by virtue of government policy and competitive pres-
yesures, these three positions can be filled by Tunisian
1iphysicians. Further, some of the foreign contract physicians
~twill be. replaced Wlthln the next 2-5 years by Tunis1an
?physicians. Additionally, in at least the provincial seats
iiand possibly in the larger delegation seats, private prac-
yltice may well ‘become more common, reducing some of the
s#servxce demand on the government system. However, this
'{raises the problem of dual systems of care and dual stan-
ifdards of practice (see pp. 30 35 in the FHC February, 1977
f?report for a discussion of the Tunisian physician in rural
}fareas).t:v° S o SR

It should be noted that the salaries of. many phy-

fﬁsicians do not appear in”regional hospital budgets and are

ﬁ}an expense charged directly to: the- central Ministry of




-4 -

vfallﬁphysicians i“ T“niSia (Family Health:Care reportkr*HJ g

10, 1976, Appendix A Charts III;'ndﬁIV)

, physicians will almost certainly be either in.aﬁtra.nin

statusvor Just joining the government service, one can

' assume they will be earning about 3/4ths of the average

annual income of Tunisian physicians in general, or $16,629*7;i
'per year--in aggregate $49 887.% | ” L
Midwives earn approximate’y 100 Tunisian dinars per‘v

month with indeminities. To meet minimal staffing needs,

no more than four additional midwives would be required for~

Sidi Bou z2id (Jelma, Ouled Hafouz, Mezzouna, and Menzel

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

”'Rohia). The annual operating cost in current dollars of C

seven midwives is (7 x 100 x 12) divided by .42 or $20, ooo.yff’
| Health workers whose jobs are. not readily filled Sy

by retrained front-line workers (see staffinq patterns on
'pages 37-43) will be needed as follows for Type A and B

‘f'centers where staff may not be present:¥* ) ’“

| Type B centers. Menzel Bouzaiane and Robaa a.\;..;f7§fi;
: , 2 centers x 2.5 workers x.

80 Tunisian dinars per month x-
12 months divided by .42 s’; -

'y?* This‘figure is compatible with ‘the low range of physician
» ,ﬂ,salaries as stated in a document dated 12/18/76, provided
- -.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

‘mumbars.




mEl Krib, Rohia, Mezzouna, Jelma,
+“and Ouled ‘Haffouz -
.5 centers x 6 workers per center . |
RN SR & 80 dinars per ‘months: X 12 I 5
”7”;'months divided by;.42 = ' $68 571¢

,s,aq,o,s?,q’f‘ -

The annual non-personnel operating cost for Type A, B, and

'fC centers has been estimated by provincial health administrators

-a s follows.nwf

Type A., 4 500 Tunisian Dinars annually (310 714)
Type B: ‘3,000 Tunisian Dinars annually ($7,143)
Type C: -1y 500 ‘Tunisian Dinars annually ($3 §571)

O , Noa~°ersonnel Operating Costs
;for New or Substantially Expanded centers

vrfope A ;

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

l 3 ooo TD x z centers = 6 ooo TD <. (1 500 x 2) = 3,000 TD

o 1,500 TD x 15 centers = 2z 500 ki

-;tTOTAL LR PR | 40500 TD
T SR L T Annually or
$96 428

B Asidispensaries already existfwherever Type A and Type ;t,\*

,FQB centers‘will be constru;ted tl “perating cost of

tjlﬂSOO Tunisxan Dinars:hasabeen“subtracted for each such center

';7in:the above calculations.


http:22,500,.TD
http:4,500.TD
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e T Incremental Operating Cost Summary
1Urg(Constant Dollars) for Siliana and Sldi Bou" Zid Prov ces

Cost Categgries $ Per Year

of Workersﬂ

Physzcians o $49,887 o
Midwives o 20,000 o
. Front-Line Workers: .= = 0. .
Other Workers fwx'”“”ﬂ~~' ‘ 80 000;[‘1.y
‘;Non—Personnel Costs ;ff f“& @6 428,;/-t‘

’.k'..'l‘O‘l‘ALS e 5246 315,

"’”5 From the foregoing summary it *an be seen that the

‘fminimum annual operating cost increment in current dollar_

nfattributable to the proposed project‘in Sdiiana and Sidi ‘ouffjﬂ

i:Zid provinces will be approximately $246 000 per year :

f(Front-line workers are omitted, as sufficient number

4

‘;already employed, and thus wzll not represent an incr
Qjoperating cost for. the new system-kg,fgjff’iaf
The salary levels ot rront-line workers‘who”are

fretrained are not anticip zd to chang “_iifi

;‘provincesjire:estimated at $ 71 132 (se

‘I-.\. Py,



http:staff'st.ed

per year to achieve a $703 000 operating budget in three

‘years. They would have to grow at a'rate of 7 4% per year

ears (assumes all :

: to achieve the necessary growth in fiv:_
new monies are devoted to staffing and operating facilitie5~ju
constructed pursuant to this program)

It was pointed 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 te operate new facilities explains why all |
sites viewed by the team in Siliana and Sidi Bou Zld pro-
vinces were equipped, stocked and staffed o a common
f‘standard.r "U"”'j;‘“:”" S

A‘V;flf Siliana and Sidi Bou zid provinces continue to

‘Hreceive even some preferential budget treatment to redress
: allocation imbalances (see Table 9) it is likely they w1ll

: be able to meet operating cost requirements in three years;
If preferential allocation does not occur, operating cost |
ruquirements 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 f,;

*he budget‘:‘ i

It is the team s impression that‘budget mechanisms are
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'inflation on the construction program) FHC suggests that

Vit?would be prudent for final AID Loan documents to require

fthau;aiminimal operating budget be available for each center.
prior to AID reimbursement of Tunisian Government construction

cc:ts--,n full or in part.s


http:reimbursement.of

TABLE ll

C SILIANA €& SIDI BOU ZlD BUDGET REVIEU |97h'l97b s
(Share of MOH Budget Relative to Share of fTotal Populatlon)
: , ' (Actual Expenditures in SUS) « B

Percentage | Percentage
Increase Increase

, BUDGET lTEH

?Slllana Reglonal uosp;talﬁ;iicl.A_;j

e | 95t | 19761 ___1974-1975 | 1975-1976 |
ssr,sosf_.- - $160, 952 | . $183,095 | o7 S LT
"f 'lhz DDIDDD”V' .'zzz;;fi;heiliD;iiiE:-kfikgr:f€57$ » o 0%

As72:ofgiotal HOH Budget

Reglonal Populatlon as 2;;~; L j~; I S R 3? B
5f -Total_la Ul m s uaz;--_, ok

2:. 50 5. 59 | |5 59 -

. As % of Total .HOH. Budget ‘

- rﬂfDReglonal Populatlon as Z o SR e ._j,,. _,fﬁi‘; : e
‘*Ef;;of Total National Populationéﬁglfi'x m@35893¢¢;‘j' »34892;;; 3 892

B/A

H:’ﬁbfgl58;333t”l $258 571-6--‘;i 5273 8'0

B el j 32% o mox

s | o | 1206

Hlnistry'of.Healtb 7 o . , -
Total Operating Budget®- - ' 958,764,286 $74,426,190 | $84,285, 714

.

e e

From J.0.R.T., 31 December 1975, p. 2933.

From Journal Officiel de la Fepublique Tunisienne (J.0.R.T.), 31 December 197ﬁ, p. 2869. v;..df;;{fjeﬁ7‘Vv"i?i

From J.0.R.T., 31 December 1976, p. 3185. , RET
Excludes National Family Planning Office (ONPFP), preventive medicine and certain ohyslclan salarles pald

- from the central MOH budget (in aggregate FHC estimates that the total regional budgets may be l252 of the,agf::
- figures reported in this table, e.g., Siliana: $228,869 and Sidi Bou Zid: $342,263. o
- Assuming population totals as follows. Tunisia Total = 5,618,572; Siliana = 192, 668; Sldl Bou Zld = 2l8 5ll.’13

All figures as of 1975. -

. Erroneously shown. in FHC's February report as $280,809. R o L
. From J.0.R.T., 31 December 197h, P. 2927; J.0.R.T., 31 December 1975, p. 2863; and J.0. R. T.. 3I December l976 :

P 3177.



VII. NEW RECOMMENDATIONS.



”wfﬂramily Bealth,'are; Inc.

reaffirms its recommendationsf5&~

:;whichjwere made in the February 1977‘report for all the .

;ﬁpropoeed Technical Assn_

tance and Cavital Assintance Pro-

LN

In addition, we offer the followxng new or modified

irecommendations._“

: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.;fThree staff options are recommended, each assuming
~~ _ three full-time contractor technical assistance

C. ~ Formalized foreign donor coordination is recom-

-mended.

B,

,jé-—-:

‘personnel.v

‘“‘Planning for and design of Siliana and Sidi
‘Bou 2id regional facility improvement is
~ recommended. = LT S .

'Operating cost assurances should be obtained.l

MOBILE SEMINAR



‘fted for these two provinces.l It is certain that atwleast
ir;one of the two regional health inspectors will,_o have beeni

vihexposed to the contents of integrated rural healt

iFinally, Tunisian architectural health experiencenhan;beenéﬁ

'prriiarily limited to large inpatient facilities,iandfmuch

;of the architectural design work has been done by foreign
architects. The recent adoption by the Ministry of the

' concepts of the centre de sante de base and of integrated gpi

health services present an unusual opportunity for USAID to‘;
contribute to improved program and facility design. thei'”"
detailed program planning and functional design for*these':

facilities is in the early stages; there is a relative lackfi
4 of Tunisian experience with amhulatory facility planning,‘ -
and the pattern and methods of close collaboration between'fi
tarchitects and health program personnel is not well deve-z j”
TlOPEdu There would therefore be great value in conductingﬁ{

short, intensive formal seminar in the United States for ?f

f_responszble Tunisian officials.

The seminar might reasonably take place at a stage inff

/{famility design when participants could most benefit fro
: observing the results of effective integration of‘archi-
f,tectutal and program planning 1n the facility development

;process.'ﬁ

: g;It is likely that, either with Tunisian financing or
~w’with the assistance of other foreign donors (forf‘»ew
“ v example; the World Bank), the Siliana and Sidi Bou
e gide projects could serve as prototypes for facility
s *and program de51gn elsewhere in the country.._iwl
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eels thatma‘cont‘ ct technical

assistance component shouldtconsist;of,at-least three full-

time overseas personnel. Certainly,itheytechnical assistanoe

' budget as it is proposed will now only marginally support

| three overseas personnel (see Budget 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 1arger the number of contractor personnel, the more
likely it is that their function will be too independent,
jeopardizing the relevance, acceptability, and ultimate

. success of the project.‘ Therefore, the following staff

f options are suggested.

"7fu30}tion A - 3 persons

e _,Evaluation desxgn/health
T 'fw_'services research specialist

Lt?iiﬂfSiliana<f f;,f‘»;.‘Management/planning and systems
SR S T "-i.development specialist, or .

éiaiigoq?iidl?ﬁﬂﬁf;Trainer/curriculum development |
iAo gpecialist . g L

B - 3 person , o : i
SIE ;Evaluation design/health services";_
research specialist B .

nTrainer/curriculum development
.- specialist with some. background
» in‘health systems: management
,jfﬁand planning, .or" o

Staiowmia . Bysictan
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Tun s ",;__,'~,Management and program development,
L ‘wfjassociate SR b SRR

'vTSilianafii'“gu{;z_ﬁTrainer/curriculum development
eI . 'specialist with some background
o -~ - in health systems management and
or’ : planning, or = 4 \

*;7si&i?ébﬁe216f?" ‘ZPhysician«3'~~5h

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

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

within the Ministry structure, offers the best opportunityiﬁ

for successful program 1mplementation. Furthermore, mini-_ff
'*mizing technical assistance personnel encourages the grea-,f

‘test possible Tunisian participation and control ‘from the

_ beginning of the pro;ect *

C. FOREIGN DONOR COORDINATION )
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-li ‘f

' struction of centres de sante de base in other provinces,

vaNDP training of paramedical trainers in Tunis, Project HOPE

ZQand the Tuniso-Belgian proyect based in Nabeul5are‘ex ple

?of 'rograms that relate directly/tofthe actiViiie

IfforVSiliana and Sidi Bou zid

if!: E egional Health Inspectors are appointed,, r ullyj
_!'«selected Peace: Corps Volunteer could: be,assigned to ‘each
. of the inspectors responsible for Silian‘"and‘Sidi Bo g

'5ffZid provinces. e
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’iﬂtechnical assistance personnel meet _egularly‘to share infor,éil

ﬁ{mation and ideas with all appropriate foreign donor represzen-’l'ffj

iitatives, including those of :ther USAID-supported programs
,rfin Tunisia. This process;might be developed by the Division ”
i,of Preventive Medicine, Ministry of Public Bealth, or be
~”under its guidance. ,_3;ﬁfrpi iv T e |

l See Appendix 9‘for further discussion of foreign

f donor activities.

:;GA,REGIONAL FACILITIES

For discussion of the rural regional hospitals,

apsee chapter V A 6., page744.
i3E., OPERATING costs S
| . For discussion of FHC's recommendation concerning
ygoperating costs, see Chapter VI, page 71.; L |
”fp. VEHICLES S ,,fu, B _'” s

Vehicles are discussed and recommendations made

EC;, page 53i”“' L

}iin Chapter’”

In summary., As FHC feels that no significant Jbstaclesafff

Lremain, nor is further d"”~ S



| VIII. PROGRAM BUDGET SUMMARY



o,ﬁive,the reader an. understandingpof'the

‘ffcosts invol a n'fhefimplementation ofganfintegrwied“

ffffhealth services delivery program for the provinces of

dZ$Siliana and Sidi Bou zid, illustrative budgets have been |
¥rdformulated for both the Capital Assistance and Technical
'§Assistance components._ e T |

Capital Assistance budget costs are, in substantial

iﬂpart, derived from i”chitect Susan Christie-Shaw s cost

fﬁ?estimates.v.‘vi“

In order to facilitate budget modifications, Family

v{Health Cari{s,ggestsithe,followinﬁ=priorities for additions

‘ﬂfto, as well as deletions fromf

he:fapital component of

ﬁlfthe proposed project *'i}tfnw

| ,"Additions S

l. -Increase the USAID contribution to ambue'
- latory care improvements at Maktar to -
‘ 5100 000-150 000. ~ S

2+ A1l Type C centers in Siliana and Sldi Bou
~ .- 2id provinces not scheduled for renovation
./ or re-equipping are to be fully brought
< .. -up to the standard of renovated/newly
;;fconstructed Type C centers.

» - Increase USAID contribution for renovation
‘and new construction by $50,000~100,000

each for ambulatory care improvements at the

Siliana and Sidi Bou 2id hospitals.

”[;‘ Tt should be noted that nelther additions nor dei=tions’*’*
:+ have been discussed with either Ministry or USAID oy
Mission representatives. However, the suggestions T
~in both are derived from Family Health Care s under-"
'standing of Tunisian priorities.
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'iJ4 thend this program to other rural”delega’
tions in other provznces.ug

Should deletions from the program be necessary, FHC _ff

proposes the following' o

"_ ITEMS

VZA11 Sites-'Vehicles |

‘Jama
;Er-Regueb :
§idi Ali Ben Aoun
Gafour

Menzel Bouzaiane
Maknassy

. Robaa -

Ouled Haffouz

‘An’ Explanation of Deletion Priorities.
| Because of the expense involved,
jpurchase and maintenance, a11 vehicles

‘provinces. Jama is a optional construction site andtis

fdeleted in its entirety.‘

;Maknassy are modified by deleting only the renovations.:m&p;g

 SAVINGS
PER ITEM

's$160 000

44,286
10'000

10,000

10,000
118,969
10,000

154,763

330,057

| CUMULATIVE

SAVINGS

$160,000
204,286
214,286
224,286
234,286
353,255
363,255
518,018 -
848,075

both in terms of o
are deleted forfhothgy

Er-Regueb, Ben Aoun, Gafour, and

5Menzel Bouzaiane, rather than being converted to a Type f

?center, will remain as a Type C center.

Robaa would becomef]

ia Tfpebcl center newly constructed and eguipped, deleting

lall the costs associated w1th Type B construction and

fequipment. Ouled Haffouz, in lieu of a newly construct

;and equipped Type A center,’would have a newly‘constructed

fand equipped Type B center..ffi:fﬂ'g




‘The technical assistancetfﬁii’f}fiﬁﬁi“JH

iFebruary 1977 Family‘Health Care report is lean, I ”does ‘

fnot include funds for th”iproposed Mobile Seminar and it

:may not include adequate technical assistance funds to
assure optimum utilization of the Siliana and Sldi Bou Zid
hospital sites. Further, only two to two~and~a—half year1
per person of contractor technical asszstance is recom-

mended. The budget could easily and usefully be expanded as.

follows: |
aPhysician ‘ --increase from 2 o
SRR to 2. 75 yearsg = +$75,000
Trainers/Curriculum --increase from-2.5 . ﬁ o
Development Specialist to 3 years = +$32,000
" Evaluation Design -—Increase rrom Z.7 \“’,r
- (Health Services ‘ to 3 years = +525,000-
Sgecialist) , EE R
~ SUBTOTAL | o o +$132,000
' Mobile Seminar for Architects & o
- New Provincial Hospital Admini-
. strators and Regional’ Health E \ -
- Administrators I + $35 000;
SUBTOTAL - IO +$167 ooo |
Previously Proposed Technical e e '
Assistance o o $750 000

e $917 oooﬁ

 AMENDED. mcHNI’c';Are.f:‘Aés“riéiAi«.csf»; BUDGET
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‘ TABLE 12

3ot
[ (‘

CAPIﬁAh’ASSISTAMCE AND’ TECHN}CAL ASSISTANCE
"~ BUDGETS SUMMARY C e ;a. g
SILIANA AND S1D1, BOU 21D Paovnucss -y;,j\

: " Co /4 A "*." "
) . i - LRI
. oL AR
CAPITAL ASSISTANCE ' , " Lty
o o “.,,af St “=‘;¢f-\
Land acquisition* v s "'f Ve meea
Facility Renovation and New Construction ERE $3,122,360.
Equipment A e,'}~ N 323,345

Vehicles SR PRI Jrerd T 160,000

If formal facllnéy development process used i i l7h,680
Contingency '/¢ .~ = yo s 11"2l9 6\5'
i ‘,‘ o - . \ .1 ’.\ _,__._—.—
X AN . Y, ._‘\‘- I
e ! Ny ",” E ‘. " ! LU lo\ $'+ 000 000 ‘
S 11 ot \
Tunisian Contribution' R L P (51, 0u0 000)
. ) . : ‘r | ‘ 'f - '\‘ '
TOTAL o Lo T8, ooo ooo_
. IR 2 z} S
‘ ,? ’f/,i' ) o ‘f
, ‘l, " ). ’ .? '3 "l/< v )( o

.TECHNICAL ASSISTANCE A L A o
. [N j‘l,c, TR . -".,‘ \J Lo . ~“\. L

Basic Technical A§;iscance : i RN IS $750 0005
Supplementary Technical Asslstance (see LE 93)'3” j. _1§Z;ggg;

/ t
\ | R )'/ "o
' ,
| . 3 v, LN
‘t . A N ‘. AN
A : LT, PN
P R } / v/
SRR VAU S N ‘, .
: oty ' ‘,
L T R
ot ¥ { | N > K
! o K . N vt
oo B
: to Ao
Cefe iy (
N LN 4
| N AR
( ] \ >

n :
* ‘There are no land acqulsition costs ,/Acceptable s!tes have beet
~.identifled by the’ Gove'rnment.| ‘of Tunssia, and these wnll be made
avallable at no cost to this pro}eet. 7 ‘-%,'&_er : o
S P O VL R




TABL
CAPITAL -GULGT | : :
BASED M INFORNAL FACILITY DEVELOPMENT PROCESS (1)

SILIANA (2) N SiDi 80U ZID {2) wnﬁs
; RENGVAT 10N NEW CONSTRUCT ION RENOVATION NEW CORSTRUCTION
- NO.] COST SUS | NO. | COST $US | WO.| ©€OST 3US| NO.]  COST SUS | WO  €oST $US
pe’ 4 | $225,000 2 $704,000 k $180,000| 3 | $1,056,000 | 13| $2,165,000
Type B S Y ! 154,440 1 110,000 0 2 264,440
Type € <6 60,000 | 6 235,620 h 40,000 9 335,300 | 25 690,920
Type C (Hlnlmum q ) I i R | -
ment Only) =4 0y b} 2,000 : ;;fL'::ij‘O L 2,000
TOTALS +$285,000 :fL§156§h;p§§r;?¥"f}v3f$332;0O0;~,}}if $l hl!.aoo;;jgﬁo $3,122,360
Constructlon/k ,fsSi,lé?;360‘i,

 Equipment: (3
Siliana
Sidi Bou 2id 5

' Vehicles: (u)‘7x:
8 x $20,000 (lnclu

’lf fonmal faclllty evelopment process s'used ‘add

. Subtotal - =
;':Contlngency (AboutVS 8% (5)
'~f Subtotal s , ( i o
Lo Less Tunls;an Government Contrlbutlon.of 252 e

| TOTAL S
‘Eglgiz L

See report of Architect S Chrlstle-Shaw for
development process. : STRLSRISiE AEy
2. See Appendix 2 for specific site llstlng and. approxlmat° locatlons.z; :

- 3. See Appendix 7 for detailed equlpment list. . g

.. h. See page 53 for discussion on: vehicles.. . . .
'y

a: dlscussion on cost estlmatln ,and fac!llty

160,000

’ !7§,680 -;/ 

$3,780,385
219,615
$4,000,000

($1,000,000}

~$3!000!ooo

Thls cont ingency Is in addltlon to any contlngency bullt Into the baslc constructlcn_costiestlmates. .

-16 -
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'A. ILLUSTRATIVE BUDGET: TECHNICAL ASSISTANCE PROJECTS"*J“
- NUMBER ONE. - FIVE. (See Section IV)* o

- Annual
L o Cost

. Resident Staff (Option 2) . [RRRAR R i

o ths?cian .70 $100,000 . x -
Trainer/Curricu1um o C TR et

Development Specialist - ..64,000;,"x‘kg.*

Evaluation/Design Health J‘,;J';;'; SRR SR
. Services Sjecialist -'50,000; X248

) Contractor _Support (Nashington, D0.C. )
““Project Coordinator (1/5 time)
Supp11es, equipment cab1es, other trave1

~ 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 . e
planning. (Most overseas, but some provided =~ . .~
in the U.S.) : S400/day | x‘, 375 dayS‘:

~ Five TA v1sits/year, 21 days/v151t overseas, S
.21 days- x 5 trips x 3 years x $55/day = per d1em
5 trips X 3 per year X Sl 200 = air fare el

;fShort-Term Training - Tun1sians 1n the U S. ,_fjf PR
Three sessions, 3 months/session. . - -
$1,500/month x 3 months x 3 sessions = 7]J§pr,kij?
3 X SI 200 = air fare R R

_Air and other travel in the . S. @ $S75 x 3=
Per diem 90 days X 3 sessions x SSS/day =0

Librar -
ﬁosp%ta]s at Slliana and Sidi Bou Zid
-$1,500 each x.2 =~ - R
Preventive medicine at Tunis ‘ ?fa"

L _,,f;,(; ;;eToTAthECHNICA ASSISTANCE

nt

Thls table 15 reproducea 1
QL report, p.tl40

TR
."--...~
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. 'C. |COST ASSUMPTIONS: TECHNICAL ASSIS

AnhdaiicEStl;

" Resident Staff (Option Two)
Physician
Trainer/Curriculum
- Development Specialist
‘Evaluatior Design/Health

Services Management

'340-55 000

'*'ﬁgjysioo ooo
~ 18:26,000

64,000

Contractor Support (Washington, D C )*,e, e o
Project Coordinator e AL
(1/5 time) $ 25,000 ~+ 2 $5,000 - - $10,0000

Short-Term Technical Assistance '
Architecturai, health manpower, curriculum -

- training specialist environmental health
and veterinary medicine, economist/budget :
planner, medical records management e T
systems, health planning - : f$s3400/day;j9*

short-Term Training of Tunisians in U.s. o
Instructional Costs , o ,~51 500/month
~ Travel and per diem while in U S. ',' e i 500/month

Per Diem and Travel C L
$55 is assumed for everyone everywhere

and includes room and board, as:well:

as miscellaneous expenses such as e

taxis :

‘Round trip air fare: Tunis-U S -Tunis

1,200

 ‘Library Resources: o S S
Hospgtais @ 1 500/hospita1 x,2 - $:3,000

Preventive medicine at Tunis»ﬂ' L 5,000'. _‘f,‘

V"Inciudes fringe benefits, ‘{nsurance movirg. and travel costs, dependency
allowance, pro rata home leave; and.contractor:overhead. H .
, be provided by the Government“of unisi.

fof Thia table is reproduced 1ntac +. 1 V‘L‘“VH‘“
lti;'report, p. 142.s37ﬁ;___ R O ERE
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o

lh

- "Examen du dossier de la pollthue de 1a santé au cours du . Séme plan"

"flnstltut National de la Statlsthue, Mlnlstere du Plan. unpubllsh d 1

 BLBLIOCRAPHYS

;,e-Shaw, Susan, “Rural Community Health Project for- Slllan ‘and:
. 8idl Bou Zid" (draft of final report) June 17, 1977. Tunls,
~ Tunisias. e i i

Chrlstle-Shaw, Susan, "Tunisia - Siliana and Sldl Bou Zld Provinces -;M.gif
Integrated Health Services', July, 1977 R AR x”»'“»

Dal., Samir, '"Contribution & la planlflcatlon dans le domalne sanltalre V'e
de la région de Siliana", (thesis), Unlverslty of Tunls,,wfll;qggl“
Faculty of Medicine and Pharmacy, May 16, 1977 SRR B

La Presse: lundi-mardi, 30-31 mal 1977, pP. 5 (artlcle in
Tunisian daily newspaper).‘~ R

fFam'ly Health Care, : lnc.,"A Program Proposal for lntagrated Rural -

Health Services in Siliana and Sidi Bou Zid Provinces,
Tunlsla“, prepared under contract ‘to AID February, 1977

ftPamlly Health Care, lnc,,"A Review of Health Servlces Development ln

'”fTunlsia“, prepared Jnder contract to. AlD March l976

_{Famlly:Health Care, lnc.,"Technlcal Approach for lndeflnlte Quantlty

Contract USAlD/Tunlsla" June, l977

lFamlly Health Care, Inc.,"Draft Outllne for Slllana and Sldl Bou Zld Rural

Health Project" (presented for: dlscusslon in Tunlsla) June
, 1977. (Revlsed June l7, 1977) T S

hflnstltut Natlonal de la Statlsthue Mlnlstere du Plan, “Bulletln ?l

mensuel de statlsthue" #266 February, 1977. PP+ 6»7

‘;;Jnstltut Natlonal de la Statlsthue, Mlnistere du Plan ”Classlflcatlon 32

des professlons (code analythue)" May 8, 1975

_ﬂlnstltut Natlonal de la Statlsthue, Mlnlst!re du Plan. "L°9¢m3"t5 j

(Tableaux et analyses des resultats du sondage au l/lOeme" o
May 8 1975 ‘ R _ :

‘lnstltut Natlonal de Ia Statlsthue, Mlnlstere du Plan, "Recensement

Général de la population’ et des logements“ May 8 1975

data on socio-economic characterlstlcs of . the populatlon

Journal 0fficiel de la République Tunlslenne,

*rhe sources listed here are only those quoted dlrectl; P
this report. Additional support resources may be found n’'the
of the last two FHC Tunisia reports. e VTR e

lbllographies



Offlclel,de la Républlquellunlslenne;

ournal

~f?l6:;fJournal Offlclel de la Républ ique Tunlslenne, beé?@ﬁéhnsl

17. Journal Officle! de la Républi 'u‘e’~T'ua'l'stéhée;'*_bé&é:ﬁﬁi;};;q-‘s' 1975

fJoornel 0fficiel de la République Tunasiehne,”o;¢;@§,,,31é2“
 pp. 31763177 . S

”?llé{ffklng, Haurlce, Medlcal Laboratorz for Develoglng Countrles.
©w 0w 0xford University Press, 1973. e =,;,_.M__ i

-fzﬁgflxgrtleven, J..and Bourland C., "Premigre évaluacion des laboratolre¢
SR pérlphériques dans le Cap-Bon', Nabeul 1976 o

N;Zl;,:Mlnlstére de 1a Santé Publique, ''La Pollthue Sanltalre au Cours du
S V!me Plan" Republlque Tunlslenne, May, 1977. ‘ e

“nglnlstere de la Santé Publique, Dsrectlon des Etudes et de la DL
~ Planification, 'Note sur les consultations externes des
thltaux du mois de décembre, 1976", May. 1977. '

: i'23}7ﬂNacef ‘Taoufik; "Direction de la M&decine Préventive et Soclale,
S ' Minlstére de la Santé Publique', Tunis, 1976. LT

8 DDZQ.”D"Rapport des - activités du projet Tuniso-Belge de médeclne integrée f:
R au Cap-Bon“ Annual Reports: 1974 ‘1975, l976 Naheul.

;fzs;ﬁ]Slusser, H.. Robert, "Construction Data for Rural Community Health
Sa  Project', memorandum to Mr. Wilbur Wallace, Family Plannlng
and Health Offlcer (USAID/Tunis), June 2, 1977. : :

qunlted States Agency for International Development Mlsslon to
- .~ Tunisia, "Southern Siliana - Description and Problems of
~an Area Proposed for an AlD-assisted Rural Development

Project in Tunisia - 'Rural Development, Slllana' L

(664-11-190- -2851)", Tunis, April, 1976. E

fonlted States Agency for: International Development PrOJect
Review Paper, 'Integrated Rural Health Services.in' -

Slllana and S’dl Bou Zid Provlnces Tunlsla“ M\”ch,i
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'MAP NO.7
FINAL HEALTH SERVICES NETWORK _
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ey ~ FINAL LIST OF PROPOSED CONSTRUCTION . . RENOVATION FOR SILIANA AND SIDI BOU Z{p

. SILIANAY

sipBoyzID.

Jelma Sl
Ouled Haffouz -
Mezzoupa = -

Si.Ali Ben Aoun. .
Er-Regueb. ' .. .
- Maknassy.

Sidi Bou Zid

B Mew Construction Robaa

}  Renovation ST - Menzel Bouzaiane

--Lassouda (sidi Bou 2id) . =
‘Zaafriaa (sidi Bou zid) =~
Ez-Zitouna (Er-Regueb) LR
Es-Saida (Er-Regueb) R
El Hania, k.102 (Ouled Haffouz) - ~
Bir El Amama*  (Si. Ali Ben Aoun) : .
El Mansourah*  (Si. All Ben Aoun) @
Er Milia (Maknassy) S

"E1 Kerma (Maknassy)

Jama’ (Stliana)
Ed-Dkhania (E1 Krib)
Sadiane (Maktar)
Es-Smirat (Rohia)
~ M'Sahla (Rohia)
-~ El Haria  (Rohia)

e {fﬂew;C§nstructloh

"M'Ghilla (Jelma) :
El Hameima ~ {(Sidi Bou 2id)
. Battoumet (Maknassy) = =
" El Mech (Maknassy) - .

' Sidi Morched (Siliana) -

" Bou Rouis’ (EIl Krib)

+ .- El Aroussa . (Bou Arada).
'z:"Bbu;J)Iqa[{(Bqu?Aréda)

. Kessera” ~ (Maktar) o

CEi<dmilat (Rohla) . -

Type C._ Minlmum Equipment -- Dhouibet ~  (Ouled Haffouz)
o I R R e Hadde ] ~ (Mezzouns) =
Fer jane (Mezzouna)

E} Founi (Mezzouna)

e ——-—_--——-—-—————-————————————--

"7 Note: Substantial renovation or new construction could be considered for Type € centers iIn the Silliana
B Gouvernorat in the followlng locations: Massou] (Siliana delegation), Marj El Mokaddem (Siliana = - -
delegation), Bargou (Robaa delegation), Fourna (Gafour), E) Akhouat (Gafour). Sidi Bou Zid Gouvernorat,
‘ to the best of our knowledge, is well covered in the above list. - S e
- *These Type C centers are in communities where community 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. Two
centers, therefore, are equivalent in cost to one. Such community Involvement might be explored in other sites



" *"'HEALTH CENTERS IN RELATION TO POPULATION = '

Notes};nSitlng of exlstlng and proposed facilities i's based on where

.27 "population groupings currently exist or where they are growing
u(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. In addition,
~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.

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

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

As an example, E1 Krib (Stliana Province) is proposed for a'
Type A center. We assume that: -

1) 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 G
and the surroundlng secteur as the primary: care center' S

~3) It will also be attended by many patlents from outside

. ‘the commune or delegation who find it closer or more Sl
.convenient than another center (people from Ed- thania,':j’*
’“Bordj El Messaoudl Hammam Bayadha or El Abassa), Ll

“:{rﬁ)' El Krib will be the referral point for patlents from
.- _surrounding Type C centers. Thelr numbers- would be
,dlfflcult to estimate, SRR

- A physlcuan is already in residence ln El Krlb but
with inadequate facillty and staff “The: patlent popu=
. lation’is already sufficient;: ‘and a good support gk
- faellity and staff would lncrease the physlcl n

*ﬂneffectlveness.;““;v; : L

The flgures estlmated on the followlng pages under,, opulat
Served“ assume that 802 of. the immediate. populatlon R
v..the center, and 502 of nearby populatuons wlll also-a end

i




APPENDIX 4

";"FOR DISCUSSION. DRAFT OUTLINE _

FOR SILIANA AND SIDI BOU 2ID -

RURAL HEALTH PROJECT "
JUNE 14 1977



FOR m:scuss:ou ,_

DRAFT oum:xm FOR A o
srmm AND sm: BOU zm RURAL HEAHI'H mo.mcr

June lh 1977

ine: Family Health Ce.re team, working in close corqunction with

Mr Christie-Shaw (architect), was charged with the following tasks.. -
1. Détermining the functional progrem for all facilities .
_that would be rensvated or newly constructed with USAID
loan assistance;
2. Determining the preliminary job definition of - front

line workers and supervisory workers in or programmatically
associated with the facilities referenced ia 1. above;

3. Determining the programmatic siting ctiteria 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 Hbalth sufficient program and

rcost information to allaw the final stage (ﬁradect Phper)f“f %fflfﬁ

:USAID program develapment t° be ccmpleted with loan and grantfasreementsgi'

'expeditiously signed thereafter.;_p”

This visit builds on and all,work conducted falls fully within



"Program Budget Stma.ry The team feels :l.t 13 also :I.mporta.nt %o empha.s:l.se
'the follouins - .

'l. Doctmenting the reasi'bility of the proposed Job restiructuring and
: 'est:lmting 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 Govermment
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 develorment projects. ;

| In recognition of the Government of Tunisia and the Ministry

, kdf Hee.ith"s policy to prcvide integra‘bed preventive and curative serﬂces

. at the rront line (sante de base), the team proposes the following.

1 Recyclage of selected health workers |

_ Ma.hria workers
- vb. Current staffs of dispensaries and salles de. soins
c. Current nursing and sage-femme staffs of: RCIIs and
5 maternity centers, as well as family ple.nning centers

‘-‘«.;2‘",“"’ ;'Cbnst.ruct‘ion or ren::vatipn of hee_.lth facivnties, includ:.ng.

Centre » “SiTians 5131 Bou 713 Total -
1 R as
Twpe ¢ 10 13 T - TR

' Hospitals ‘- Rural Regional - labora.torg, X-ray, tea.ehingc“;‘"
. "'space and outpatient- (dispensa.ry‘/m/famny e
pla.nning) impravement -

Prw:l.sion af transport

Pa.tient transport
Field personnel



The thrust o:t’ the recyelage will be

- [ T8 To expand the preyentlve a.nd curative skills of
mala.ria workers ro that they may serve as basic
core staff in the Type C center providing integrated -
curative and preventive services, including family
planning within the center and in the surrounding
community;

b. To refresh a.nd/or augnent the preventive,and
..~ selectively upgrade the curative, skills of the
'~ current staffs of salles de soins and dispensa.ries
{now ‘redesignated as Type C centers); -

| cs. 7To provide recyclage equivalent to b.above for
clinical, non-midwife staff in BMI, family planning
a.nd maternity centers;

d. To expand the clinical skills of.midwives, partieu]arly
in the areas of common childhood illnesses ami |
adult illnesses- that coumonly occur in women of
child-bearing age. - - _

s

Training will be done in SiJ.‘I.a.na. a.nd Sidi Bou Zid by existing
'Min:!.stry sta.ff with the assistance of technical assistance personnel
'along the nnes outJ.‘lned in Budget Option 1l or 2 on pa.ge in Cha.pter

. tl'e{Februa.ry Fam:!.ly Health Care Report. The training program will' E

v ",be"direeted tewa.rd substantielly achieving the sld.ll levels indiea.ted v
‘__in Atcachnentl. It is mobevorthy that the team found both acceptance
' and nthusia.sm for recyclage at Avery level with:!.n the health system

o ;_including the’ consumer. e o

S ,Fa.c:!.lities will be designed ina manner"‘that fully supports the','_"?
N - an - : s
s o ‘ elopnent a.nd ma.intena.nce of/intega.ted curet:lve and prwentive :

i 'deuvery system a.t the tront J.tne. _?



- Faoili_‘l_'.z I_ggovement Recommenda.tions
S All delega.tion sea.ts to be provided with ‘either

renovated or

' “?._newly constructed 'hrpe A center with th ‘,acception otr Robu, 'where a. R

'I'y'pe B center is proposed. ; R |

sxm . L e N . .
Renova.tion.u “Gafour - o | Type A
;e A . Bou Ara.da. Type A

-RMa.ktha.r . ambulatory component of. e:d.sting
- fa.ci]:l.ty to Tyge A standa.rds

, Sil.tana
A New
Construction. Ie Krib Type A
eI AR Rohia. Type A
/ ‘Robda Type B -

: SIDI BOU ZID . _ o
' Renovation'A Ma.knassy ‘Minor renovations of receantly
Sl ¢ - Bew Aoun T - constructed facilities to
: ‘Regueb bring them into conformance
with the intent of Type A

| » standards
© 7 $1a1BowZid  Ambulatory component of existing
N FRN O T facility to Type A standards
Constmctim DJilma. . Type A R (
*Ouled Haffouz TypeA O
ﬁMezzouna. Type A - PR :

8 Menzel Bou Zaiene .- Type B - Not a delega.tion sea.t
‘ bu'b a ra.pidlv growing regroupment

',"'@-:ff-,?‘.'J.Vpe‘Cl.;centers a.re proposed for the following secteurs in S:Ldi Bou Zi.d'
| Renova.tion.\ EJ. Haemeia M'Ghilla,*Battotmet ’ El Meoh

Minimm%equipnent only ' Dhouibet, Ha.dde:], Ferjane, El Foumi

nstruction. "El Milta “El Kerna.,"Ez Zitouna,*Sadia, El Haima,

. 2a Fria, lessouda,El Mansoura,”ir Amema '
"~ (the last two equivalent in cost to one center. beoause,,; o
o of local contributions of ma.teria.ls e.nd la.bor)‘fﬁ;




'.l’y'pe C centers ereproposedﬂtor the rollowing secteurs in'smm

“*Kera.,' S1d1 Bou Ris, "'Jimilat, -

.,."New Construction- : *Em Salie.,“El Maria "Esmirat,*Se.idens.e
LS ¥Doukheine, Bargout, "Jama.g L

| Siting criteria. include for Type A, B and C centers"' o

B P Assuring services %0 popuhtions with limited or no a.ccess
~ to basic health services H

2. Providing a frsmework for supply, supervision a.nd referral
i. Proximity to roads or pistes that are somewhat passable T *
¢ Complements the economic and social development priorities - provincial

Facilities marked with an asterisk are felt to be of highest e
priority. As cost estima.tes are refined it ma.y become cleaw that all
pro;]ects proposed cannot be undertaken., ~If so, priority will be fg‘.'y.’ven .
to those ma.rked with an asterisk. B |

It should be noted that the loan component of the’ program is
not exnected s exceed $3 milJ.ion and that’ the loan will be solely
devoted to the ce.pita.l component of the pro.ject. However a.s a '

Goverment

of Tunisie . : o
requirement of USAID 1oa.ns is a 25 percent/ contribution the effective

f vds a.va.ila.ble i‘or construction, renova.tion and equipment tot"" :

$h mil:Lion.. The foJ.lowing construction costs and sq_uare footage

N pqtima-l-pq seem .'Like]y a.t tnis time. f'

6

(l)“ Excludes ‘site acauisition or equirment:



sio : sport Vehicles o£ two types are recomended'l

+Patient transport vehicles, with the goal of assuring -
S Tone’ functioning ambulance-type vehicle per delegation. _
: v.-ASiliana requires and Sid{i Bou Zid requires .,

2, Multi-purpose vehicles - Staff transport (Mobilef Equipes)
"and back up for patient transport. Four wheel drive
vehicles will be necessary in those delegations where
travel is most difficult end the service population is
most remote., Siliana requires - and Sidi

Bou Zid requires ' .

An initial assessment of the probable operat:.ng cost implications

S ”'*’or me"pros'r&m suggest ted above suggests that the operating costs in the

b "fv_"‘Ministry.

f"fsteady -sta.te will fall within the future year budget capacity of the

| Furthermore ’ glven the numbers ot staff now available-. and

R .j ""i'vthe erficiencies to be achieved through recyclage, minimum staffing levels
"f"f"if_,v_for ell facilities are assured. R ”‘ j. e '
Recycled workers, primarily existing workers, wi:L‘!. staff new

R and renoveted facilities at the front line prorviding integrated preventive

b }?'»_',‘and curative health services throughout the provinces of Siliana and

Sidi Bou Zid. 'I'he pro,jecti dopere‘t;ing costs ere affordable to tlz Governmeh*r |
B J_[f.without foreign donor assistam.e and the project is ta.rgeted at the ‘

l;l‘two provinces in the nation tha.t a.re most rural, hs.ve t’ce lowest socio- :
economic indicators ) and the greatest unmet health needs. RONERC TS .



CMgpentizl

/ ‘HEAITH FERSORNEL,

There are five types or genenl cn.togor:l.et of health worker who
mst be considered if the successful integration of prmntivn :
lnd curative services is to take Place: o

" 1, Fon-physician, predominantly clinfcal workers now staffing
~ salles de soins and dispenaariea, (e.g, aides soignant an
~ aides sanitaires)
2, Malaria workers
3. Mdwiver and aides soignant obstetzrique
4, Enviroumental health technicians (technicien sanitaire)
5 Supeyvisoriel permnnel at the prcvincial level .

The intent of the recyclage prapoaed is ¢o lmprove the efﬂc:lency
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
xxxizwckomx centers Types A, B and Q, Workers in category 3.
will expand their skills-to include the identificatien and treatment
of common childhood illnesses, as well as non-obstetric/gynecologic
11llnesses commonly occuring in women of child-bsasring age,

Workers in category 4, will ‘develop an increased capacity and
depth of knowledge re the practical field application of existing -
skills in commmity and environmental sanitation, They will bde
provided with limited orientation to the concept of integrated
curative and preventive services,and selected additional skills in
the ares of personal preventive services may also be taught.

Supervisors (category 5.) will be appraised of the role and
changed responsibilities of fromt line workers as mxm well as the
rationale for integrating curative and preventive services, They
will be assisted in the dev:ltglp'ment of effective supervisorial
techniques that sctively fo the successful implementation and
maintenance of integrated preventive and curative services,

Recyclage will take place largely in the cities of Siliama
and Sidi Bou Zid, On x 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



Appendix 1, cont,

" personnel, As available and as appropriate, reglomal and central
staff of the Ministry of Health, representatives from other components
- &2 the public and private sector from inside and ocutside of the '
provinces of Siliana and Sidi Bou Zid will be utilized,

Recyclage will take place in stages and the process in aggregate
wly extend for any one individual over-& period of sew.ral years,
An assessment of the sctual skill status of existing worke=s will
be related to the priority needs of the area, Ihere there is a
deficit in skill the needs will be fullilled by skort-term trainirg
ranging in length f£ox from one to three weeks, In the time sllocated
for such & stage one or more specific skills or skill areas will be
completaly covered (e.g, envirommental education, the prevention and
trestment of infantile diarrhea, etc,), An advantage of short
stages i3 that such an approach allows for .continmued operation of
Pacilities through temporary coverage arrangements a.nd/or short-teria
changes in hours or days of operaticn,

N.Bo The following list includes functions that in many casges
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 sidll area; However, '
aides soignants and malaria workers would be quite reasonable cazzdiq
dates for recyclage in these sldll areas), -



soc:ltl t‘bortions
Nuerit.on educstion

adults :
~children -

use and distrihution

of SAEA .

.fv‘Imizations .
. routine (e.g. DP.E)
'Vi cpisnd:l.c -

'b&l Cu‘e
lcaaeﬁnding

‘initial risk usesmub

aducation

‘management (minimm 3 .
prenatal visits) .
© e interview & o.aserve

- 1ab

' * 7« physical exam
' €—-1‘abor and delivery
. &==Postnatal/child -

acute post-birth care .

(airvay ete,)

post birth preventive ... - ..

treatment and exanm
(eyes and hips)

 Postnatal/mother

- famdly planning

~advice/education B

=gupplies

. «IUD insertion

. o

‘ - A
pregnant vomen, mthers x

X

_“"“ ’

B P
e 3o

.




o Appcndiz 1, cont,

 (Postmatal /uother)

child care education
«breast feeding
=hygiere and clelnl:lness
~treatment of mdld o
diarrhea X

Clinictl Care

ddagnosis and treu.mut NSRS ¥
of diarrhea R Sy
-mild - x
~moderate BRI S REE
=severe R SR
z
x
z

common skin disorders SR
ctnjunctivitis E
otitis media
symptom recognition FER
md emerzency treatmemt @ -
<high fever with chest i e
findings x . %
«high fever with s
stiff neck > S = £
~high fever with o R
diarrhes x| =
mpion-vesognition-and . o
md-sreaasnt-of-somon
tilnesaes :
r=goFe-reai~
emia identification T
and prophylaxis x oL R
satment of visible S
stool x parasites x L=
aume - minor RN A
= abrasions, lacerations -
some second) X
AunA - major
= maintain airvay,
stabilize fractures,
transport of patient,
identification,
temporizing treatment
and referral of scme
second and all third
degree burns e




poilonins ‘
= identification
S ~and referral

Identiﬁcation of
' . high risk u:u:bs
“and ch:lldren

education of family
treatment through food

- supplement
referral .

Environmerntal Education B
wvater, poisoning, burns . .. x2 ..x .

Malaria screening :
. mi“ . . K . z: . :..,‘..v ) "_« .

"Wlte'rsﬁpply - L

wlls - ' : ‘

~physical usessmeub, Wi me T T

testing, and’ recomnending '
imprwunents _:} j

1 . 2

. =transport, s-l:ora.ge t.nd

purification = x| » w

piped S e S ‘,.'-7‘..

~testing ' IR - -

, Inlpection of esta‘bliaimentsﬂ R

restaurants
slaughtering points
butcher shops .
hotels . .

'Factories and the Work Place . .

.Dog control .
owner educntion
. eradication
irmpundi zations


http:restAUra.Ut

fhsﬁgs |
Miscellanecus Skills

«finger stick > ST
~venspuncture kI
specimen collection SO
-acid fast material B S
intravenous infusions EEEE
collecting stools for . .. -
culture or microscopic .. -

o— B RIS EL e
ecidesting-ieed-for




. Home = Environmental education mcluding buwrn and poisoning

o prevention, waste disposal and protection/purification
of drinking & water; nutrition and family planning
education; identification and trestment of conjunctivitis
and ringworm; maternmal education re:: the home treatment
of mild diarrhea; provision of family pla.nning lies
(condoms and pm.ag immmisations (not routinely);
identification, education and referral of pregnant
women particularly high riak mothers; malaria acreening
a8 n”dedo

Comorc:ln md public aress -

"Smpling for analysis drinking wvater supplies - piped a.nd. :
well ek

*Treatment of wells by the method of the jar
#Meld testing for residual chlorine - -
Inspection and control of slaughtering polmbs
Inspection and control of aolid and liquid waste
Inspection and control of retail estsblishmenta, partictﬂ.&rl
' re: stores selling perishable foods and hotels
- #Advising on the protection and improvement of existing
water sources
*Advising on the transport and storage of vater from the
- source to the point of consumption

Schools Rutrition education; case finding of pregpant women
through the children in school; environmental education
akin to that offered én the home; identification and
treatment or referral of conditions common in school
children; immmizations,

Iuic He&lth Center (Ceubre de sante de bue)

?ﬁ” _Type C ~ The Type C center is propoaed in two sizes, A smaller
size fully suitable for intermittant physiclan visits
but planned to initially operste without physician
services or midwife services, This first level of
‘facility is staffed by an entry level integrated
. preventive and curatiéve worker (e.g. recycled malaris

" worker or aide soignant recycled or aide sanitaire recycled.). ,

l - !'or staffing patterns of all basic hetlth centers, see/architectural program -
mtmnt attached.



Agpendix 2, comty -

The only difference between small and large Type C
centers is physical size, popvlation served and
the presence of itineran: physician services.

Services provided within or out of the Type C
Center include:

1. school health
@+ home health
3, commercial and public areas activities
{ndicated by an asterisk (see above)
4, provide routine and contimuing care as
prescribed by a physician - distribution
of oral medications, injections and
dressings
5, Definitive treatment of minor traums
6, stabilization and referral of major trauma
(traum should be read to include burns)
7. Identification and initial treatment of
comnon Ahdwswwewmiwwimiing skin disorders
aud minor illnesses
8. Identification, temporizing treatment,
consultation or referral as appropriate
of sericus illnesses (acute pulmonary infec=
tion with high fever, fever and stiff neck,
mpderate and severe diarrhea)
9. Provision of selected prenatal services
(1ist to be expanded in the case of
female provider). Services suggested
do not require physical contact/exam
of the pregnant woman beyond cursory overall
visual inspection and palpation of the
ankles for edena, risk asseasment by
history, determination of hemoglobin,
provision of pbophylactic oral iron, nutrition
education,
10, Provision of family planning information
and supplies (pills and condoms)with referral
g IUDs, sterilizations and social abortions.
11, laboratory services are limited to hemoglobin
deternination by a simple, reliable method ,
 similar to tbat described in Maurice King's o
book on memii laborstory services in developing
countries, o


http:contact/e.am

| Bui o] Kellth Center

;;!!ype B Includes all Type C services and in addition a
full range of prenatal,normel delivery, postnatal
and family planning services that fall within the
capacity of the sage~femme, Iaboratory services
limited to non-microscopic urinalysis of.
protein and suger and determination of hemoglobin
by method as in Type C centers, Inclundes 5 to

10 uternity beds,

"&uthcmer,_ - e

e('A All Type B services plus 5 to 10 general md.tcal/ -
_ pediatric beds for the definitive treatment of

- miressuaewhunk non-surgical, acute illnesses B ;.

requiring short-term inpatient care; casting of
simple fractures; minor surgery that can be . ‘
accomplished on an out-patient basis under local

- anaesthesis, Iab services include complete
urinialysis including microscopic, white bdblood
count and differemtial, blood urea and nitrogin,
blood glucose, hemotoerit, hemoglobin, erythrocyte
sedimerntation 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 radiograpby or radioscopy.

i g.oml Rural Hospital

The services listed are :I.inﬂ.ted 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 that all services
and facilities at the Siliana and particularly the
S1di Bou Zid hospital mommoont complext be

" analyzed as to the appropriateness of the location

- of services from the point of view of patient
convenience, patient management and provider
efficiency.

The rural regional hospital includes a capacivy
for all Type C services plus radiography, and an
expanded laboratory to include transaminase;
blood banking, typeing and cruss-matching;
stool,blood, and cerebro-spinal fluid cultures;
gran and acid fast stain and analysis; specimen
collection and innoculetion of media tut not
analysis of cultures for acid fast dacteria

(growth and analysis suggested for Tunis); culture  -5 |



Agpendix 2, coﬁ'h_; o

medis preparation;. stool examinations for parasites;

. bagteriological a is of vater (ice cream and milk
mey be easily add ed); serological tests for syphilis
and typhoid; reading malaria smears; microscopic

- examination of hair for fungal infections.



hborato Services

| m‘m 3

Regioml Hospital: Complete urinalysis including microscopic, hemoslo’oin,

hematoerit, white blood count, differential, red
blood cell morphology, erythrocyte. sedimezrtation rate,
blood urea nitrogen, bilirubin, transamenase,

blood typing and cross mtching, stool culture, blood
culture, cerebro-spinal fluid culture, gram stain,
acid fast stain and exanination, acid fast specimen
collection and implanmtation for culture (culture

at Tunis), media preparation, mlcroscopic examination
of the stool for parasites and ova, water bacteriology
serology, serology for syphilis and typhoid, analysis
of malaria smears, microscopic examination of bair.
.for ﬁmgal infection, blocd glucose. )

Cent ' de Suﬂ:e de Bage Type A: Complete urinalysis inclu.diné mlcroscopic,

hemoglobin, hematocrit, white blood count, difrerentia.l,
erythrocyte sedimentation rate, acid fast specimen :
collection for staining and a.na.lysis at regionsl m
'hospital

CGntre de,Sa.nte de Base Type B: Urinmalysis foi'.al‘bt_z;nin and sugar, e

hemglobin.

cenbre de' Surbe de Buse Type Ce Eemoglo‘bin.
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. June 11& 1977

. Th‘ Famﬂy Eea.lth C&re te&m, working 1n close coannction with ‘
chmtie-smw (Architect), vas charged with the following tssks-

l Detemining the ﬁmctioml program for all fa.cﬂ.ities
that would Ve renovated or newly constructed with USATD
© . loan assistance;

24 Determining the preliminary job definition of front line
workers and supervisory workers in or programmatically
associated w:!.th the facilities referenced .in 1, above:

- 3e. De'bemining the programatic siting criteria for fa.c:llit:l.es
. referenced in 1, above and initial specifica.tion of actm
- sites, R e - R

v ’l'he purpcae of the vis:l.t is to d.mlap in con:jtmction 'with
'representatives of the Ministry of Bea.lth sufficient program and
_cost information %o allow tl;é fim.‘l. sta.ge ‘(Project Paper) of USA.‘ED
fprogram development to be completed with loan and grant agreements
‘expeditiaualy signed. thereaﬁ:er. f . - e
-  Tnig viait builds on, and all work conducted falls muy within,
;the mra.u prognm desisn Approved in principle by USAID (Project
Rev'l.ew Paper) and outlined in the Family Health Care report entitled G
',"A Progran Proposal for Integrated Rural Health Services in Siliana
l.nd Sidi Bou Zid Provinces, Tunisia”, dated February 18, 1977 (French
edition). See particulariy Chapter IV, "Program Design snd Project

Recomendstiona . The n\der s a‘lrtention is aJ.so directed. to Chapter



YII, entitled-"Hagor Uuresclved asues” Aand"cmpt; “v:n'f‘*"”ntmea

E "Prcgnn Pudgot Smmary”. The team feels é.e-‘:’ also’ ‘morbu:t to
: emphasize the fonow:l.ng ‘ -
' 1. The need to document ‘Lhe feasibility of the proposed job -
restructuring and estimate the impact of such restructuring - -
‘in -quantitative terms on the cspacity of the restructured
delivery system emphasizing integrated preventive and
curative health services;
2. Doctmenting and redetemining the rationale of the

Government of Tunisia that led to the creation of the

 provinces of Siliana and Sidf Bou Zid and the lastitution
of prwince-wide economic and socia.l development projects,

ke In recognition of the Gove:mment of Tunisia and the Mnis'bry
. ?or Hea.lth's policy to provide 1n+.egmed preventive and curative
 ' serv:l.ces at 'the front line (sa.n‘be de ‘bue), the tea.m prapases the
‘rollowing' ‘
’ Rec-ycla.ge or selected. henlth workers
;;:;! a.. vmlaria workers -
b, current staffs of dispenaaries and salles de soins s
7 e, current nursing and sage-{emme staffs of IMI, msternity
. ‘and f&m‘lly pla.nning centers

" Constmction or renovation of health facili'bies, including

Centre. Siliana S1d4 Bou 21d Total
de sante  Type A 5 6 B b
de base: . .
' -+ Type B 1 1l 2
Type C 10 12 22
. Hospitals:

Rurel Regional - - Laboratory, X-ray, reaching space and 4
outpatient (dispensary/PMI/family
planning) improvement to Type A functional




“ ‘N,Prav:laion cf tnnspcrt

: _.~.,'vpltierxb transporb
'b. field personnel

: ‘!he'.fthrust of the recyclage will be:. | L

. e '!o expand the preventive and curative skills of m.'l.aria
"~ workers so that they may serve as basic core staff in

. all types of basic health centers (centres de sante de
- base). They will provide integrated curative and pre-
ventive services, including family planning, witbin the
center and in the surrounding commnity;

- b, To refresh and/or augment the preventive,: and selectively
upgrade the curative, skills of the current. staffs of
. salles de soins end dispensa.ries (nmr redesigmted as
- Type C centers); P
¢o To provide recyclage equivalent to ‘b. abm for clinical,
~ nonemidwife staff in PMI, family planning and mternity
‘ centers; :

.4, To expand the clinical skills of nidwives, particularly
""" 4in the areas of common childhood illnesses and adult
-ilinesses that comonly occur in vomen of child-besring

e age. ’
: Training will be done m Si1isna and Sidi Bou Zid by existing

Ministry atatf with the usiatn.nce of technical assista.nce Parsonnel =

) 2 thi :Lines outlined !.n Budget Option 1 or 2 1n Chapter v of the;
F ':mry any Hellth Care Report. : '.l'he trsining )prog‘am w:u.‘l. be.

directed tmrd mbntantiuly a.chieving the ski.'l.‘l. levela indicl.ted

m Appendix 1. | It 1s noteworthw that the. team.found both accep‘bance: 3

and eubhuswm ror recyc].age at mry

m:.,‘withiq ‘the health system
mluding unong consumers, : - ‘ l‘ |
| Facilitiel will be designed 1n 'mnner that full;r mppom the

de'velopment tnd mintenance of an :integrsted curstive and prmn‘bive

delivery system at the fromt nn"f (See Appendices 2 and 3)



i "";Qoordina‘bion and cooperation with other related and complementary
{'gprodoots 1 strons]: recomondod, a.g., the Tuniso-Belgian Na‘oeul prodece,-

doc'b HOPE Monootir Fh:ra.l Eeo.'l.th, the UNDP-oupported tra.:lning prognm

"- ;for paramedical trtiners m 'l‘unis, the USAID-oupported nutrition eduoe.- -

tion project, : . i .- . .

Facility @mment Recoxmnendations (See Appondiz l&, Budget Sunmry)
All delegation seats are to be provided w:l.th either a. renov'a.ted or

newly constructed lype A center wi'bh the ezception owao'boa, vahere o.

"f"l‘ype B center is proposed:
rjsn.mm
~ Gafour

Bou Arada
*Maktar

: Ronovation. ;

Siliana

Renovation:
w7 - Ben Acun
- Er Regueb

- siad Bou Zid

. Maknassy }

#Mazzouna

Type A

ambulatory component of existing
facility to Type A standards -

ambulatory component of existing
facility to Type A standards

Minor rencvations of recently
constructed iacilities to bring
them into conformance with the
intent of Type A standards

Ambulatory component of existing
facility to Type A standards

= not a delegation seat bui:
a rapidly growing regroupment



_‘,‘,_'Cénstrucfb:lon. *Er Milia, *El Kerma, *Ez-Zitorum, *Sadia, El -

S . Hande (uoz), Zaafrisa, Lesgouda, *E1 Mansourah,
#Bir El Amama (fhe last two equivalent in cost
to one center because of 1ocal contri‘butions o .
materials and labor) . - T TR o

Trpe C centers are prcposed for the fouowlng eecteura 1n
- Renovation: *Kura, 81d4 Bou Ron:j 5, * i t g i T

.. New Construction: #*M'Sahla, *El. Haria, *Esmira'b, *Sadiane,
*Dokhan:l.a, Bargou, *Jama

Siting criteria inelude Zor me A, B ancl c centers' -

l. Assuring services to population.s wlth limited or no
. access to basic hea.l'bh servicer‘ S v Vo

2. ~ Providing 8 rra.mawork for m:pply, supervision ancl
i ureferral . »

3. Pro:d.mity to roo.ds or pistes tbat u-e scmewha. ‘ passable

L h. Complmenting the eccnomic and socia.l developnent prioritie

riori‘by‘.

As cost estimtes l.re reﬁnedi mi

to:""those mrked vith @ tsterixk. )

- It‘ ahould be noted th:t the loan component kof the Pmm 1’ no‘b,
e ted« touc eed $3,,m_1°n nd that the loan wmfbe soJ.elar d.mted.




g '-to th. apim compone:rt of the pmdec‘b. However, a8 requ:!.rment
ﬂ'f,,of USAID loans il a 25 percen'l: Gmrment or Tun:lsia coxrbri‘bution, the
| effective funds availablo ror conz'truction, renmtion and equ:l.pment
totsl $i million, The following construction costs and square footage

estimates seem likely at this times- = .~ -
| | e opa, cosr ) -
TD/sq.metexr Sq.meters ) | $US
Type A 150 998 165,000 400,000
Type B 150 - soL ' -83,000° 200,000
Type C (Iarge) 100 200 22,000 53,000
Type C (small) 100 . 1 .. . .12,000 30,000

, Pravlsion of tnnsporb* Vehiclés with dusl functions are recommendeds

-1, Patient transport vahicles, with the goal ot assuring
-~ one ﬁmctioning ambula.nce-type vehicle per delegation;

- 2. stm tnnsport vehicles (equipes mObiJ.ES)
Four vheel drive vehicles 1L be necessary, as in both

provineea there ars areas wbre 'bra.vel ia most' difficult and the - |
:?,f'servlca population is ver;r remote, vm such vehicleg are recomende d Y

"’-ror each province,

An initial uaesmnt of the proba.ble openting eost mnutions

of +the program suggested above suggests that the cperating costs in the
i‘:;}ffsteady state vill fall vithin the future year budget capacity of the -

o M:lnistry. Furthermore, given the mmbers of staff now tva:llable &ud.

mcludel site acquisition or equipment



| e errictencten to be achieved teough reerlags, ot siatring
B levels-for all facilities are assured,

. Recyeled vorkers, primriy e:d.stins workm, VA staff nevw |
- nnd renovated mﬂities at 'bhe n'ont line,providing mbegmtad
;‘Wp;revvautive and curu‘bive henlth serv:l.ces throughout the prov'lnces or

‘F,Silim md Sid:l. Bou Zid. '.Ime prodected cperating costs are a.ffordable

}:to the Gaverment without rore:lgn donor asgistance,and the pro:]ect -
:is mgeted at the t'wo pravinces in the nation that are most rursl,-
i _‘jhsve the Iawest socic-econcmic hdlca.tors, and the greatest met



R ' '.Ehm are five types or general categories of health wnrker who
 orist bo considered if the succesaful integration of premtive and n
cunti.w serv‘lces is to take placa:

1, Nonephysician, predomimntly clinical workers now stafring SR
aalles de soins and dispensaries (e.g., aides soignant and
aides sanitairer)

2., Malaria workers

3., MidwirTes and aides soignmt obstetriques

4, Envirommental health technicians (techniciens sanita.ires)

5. Supervisorial personnel at the provincial and deiegation
level (physicians, econcmes, surveillants generals, etc,)

" The intent of the recyclage proposed is to improve the
efﬁciancy and relevance of the rural health delivery system.

Workers in calegories l. and 2, will undertake a recyclage
process that, as apprcpriate, will enhance, refresh and add skills
sufficient ¢to allow “hese workers to serve as the core staff for
basic health cemters Types A, B and C, Workers in category 3. will
expand their skills to tnclude the idenmtification and treatment of
commen childhood illnesses, as well as non-cbstetric/gynmecologic
11I1nesses comonly occuring in wemen of child«bearing age. ,

Workers in category 4. will develop an increased capacity and
depth of knowledge re the practical fleld application of existing
sidlls in commmnity and envirommental sanitation, They will be
provided with limited oriemtation to the ccncept of imtegrated
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
ratiorale for integrating curative and preventive services, They
will be assisted in the development of effective supervisorial
techniques that actively foster the successful implementation and
maiitenance of imtegrated preventive and curative services,

Recyclagewill take place largely in the cities of Siliana
and Sidi Bou Zid, On occasion other sites in the two provinces
may be used for relevant demonstration and field experience, e
However, no significant amount of training is planned to take pll.ce SR
outaide of the province, R

Personnel for itraining will include existing provincial heo.lth
services staff and USAID-supported technical assistance personmnel, .



A3 available and as appropriate, regional and cemtral gtaff of tha Ministry
~ of Uealth, representatives from cther components of the public and private
secton from inside and outside of the provinces of Siliana aud Sidi Bou

714 711 be utilized,

Racyclage will take place in stages, and the procass in aggregate
iy ¢si2nd for any one individual over a period of several years, An
Assessment of the actual skill status of existing workers will be related
‘59 tha priority needs of the area, Where there is a daficit in sid1l the
122438 will be fulfilled by short-term training, ranging in length from
oug bo three weeks, In the time allocated for such a stage cne or more
spacific skills or skill areas will be campletely covered (e.g. envirommeatal,
dnestion, the prevention and treatment of infamtile diarrhea, etc.), An
advaciage of short stages is that such an approach allows for conmtimued
Jperntion of facilities through temporary coverage srrangements and/or
short-term changes in hours or days of operation.

'N,B,’ The following list includes functions that in ANy cases are
baing carried out by certain workers (e.g., techniciens sanitaires

ave Grained in and are carrying out work directed at th&Resting-of
wAhov sources and the purification of wells, Thus they would be
ualikoly candidates for recyclage in this skill area, -However, :
aides soignant and malaria workers would be quite reasonsble candi~
dnies for recyclage in these skill areas). - : ce e



Cewis lemz 3. A
- T Pomimnal/Mother) C |
| child care education
=breast feeding

=hygiene and cleanliness o
~treatment of mild dia.n'hen

G‘z.inical Care

dlagnosis and emergency treatmenb/
referral of diarrhes S
-mild
-moderste
=ggvere
common skin disorders
conjunctivitis
otitis media
symptom recognition and emargency
treatment
" «high fever with chest findings
<high fever with stiff neck
~high fever with diarrhea
anemia identification and prophylaxis
treatment of visible stool parasites .
trauma: ninor
-sbrasions, lacerations and
burns (first and some second)
trauma: major
-maintain airmy, stabilize
fractures, transport of patient,
jdentification, temporizing
‘4peatment and referral of some
. second and all third degree burns
- poisoning
widentification and referral
=lavage

Tdeu’ciﬁcation of high risk infants and children

treatment through education of family
trestment through food supplanent :
- referral




- Agpendix 1/p.5

' m e of Worker

ZEnviromnental. Education
- '  water, pcisoning,

;Ma.‘l.arin sereen ‘.ng

-phvs:l.cal assessme:rb, testi.ng,'
< and *ecomending 1nprovunenb3~ :
home-~
: ~transport, storage a.nd
puriﬁcation ,
yiped

«testing

KfﬁInspec'bicm of establishments

restaunnts R
slaughtering points -
butcher shops :

-hotels :

;;Factors.es and the Work Place
DO Control
‘ owner education

“ersdication
immiza.tiona

Misce]lmeous Skills

.. drawing dlood
«finger stick
~yenapuncture

specimen collection
~gcid fast material

intrevenous infusions

clysis

collecting stools for culture or

~ microscopic exam :



" Appendix2
“'SERVICES BY LOCATIOR OF SERVICE =~ =

Home - Envirommental education including burn and poisoning prevention,
“. 0 waste disposal and protection/purification of drinking water;.
nutrition and family planning education; identuification and
treatment of conjunctivitis and ringworm; maternal education re:
dietary regimens appropriate for the home management of mild
diarrhea; provision of family planning supplies (condoms and
pills); fmmnisations (not routinely); identification, education
and referral of premmant women, particularly high risk mothers;
malaria screening as needed; management and monitoring of
chronic conditions as tuberculosis, arthritis/rheupatism,

diabetes,
' (1)

~.:..Cormercial and public areas
" #Sampling for analysis drinking water supplies =~ piped_and,wellﬁ;.g
*¥Treatment of wells by the method of the jar BRI A R
#Field testing for residusl chlorine
Inspection and comtrol of slaughtering points
Inspection and control of solid and liquid waste e
Inspection and control of retail establishments, particularly .
re: stores selling perishable foods, and hotels R
#Advising on the protection and improvement of existing
vater sources ' g
*Advising on the transport and storage of water from the
source to the peint of consumption ..

" Schools - Nutrition education; case finding of pregpant women through =
SO the children in school; environmental eduvation akin ©o that .
offered in the home; identification and treatment or referral -
of conditions cormon in school children; irmmmnizations; S
nmaragement of chronic conditions such as tuberculosis and
diabetes, ' R

ﬁQ(l)fAii 1is§ed séfvices‘are proviced by a technicien sanitaire,’ Serﬁiéésﬁ
. indicated by an asterisk may also be provided by centres de sante de




" Appendix 2/p.¢

"Bagic Health Cente: (Centfé-de samte 'de base)™ ' T

¢ = The Type C cénter is proposed in two sizes., A smaller = .
. gize is fully suitable for intermittant physician visits but -
"'planned to initially operate without physiciaa services .. L
_ or midwife services. This first level of facility is
' ‘gtaffed by an entry level imbegrated preventive and
curative worker (e.g., recycled malaria worker or aide
'soignant recycled or aide sanitaire recycled), The only
difference s between szall and’ large Type C centers are
physical size, population served and the presence of
itinerant physician services.

. S;éz_'v:!.cgé provided within or out of the Type C Center include.

1. school healtk =~ e
. 2. home health s AR OO DI
3, commercial and public areas activities {fdicated by an.
: ‘asterisk (see above) o R
4,” provision of routine and continuing care as prescribed -
by a physician - distribution of oral nedications, Lo
: injections and dressings - : '
5, definitive treatrent . .of minor trauma IR
6. stabilization and referral of major trauma (trauma
should be read to include burns) ' SRR
7. ~identification and initial treatment of common skin
disorders and minor illnesses i
8,  identification, temporizing treatment, consultation or
referral, as appropriats of serious illnesses (acute
v pulmonary, infection with high fever, fever and stiff
neck, moderate and severe diarrhea) ’ '
T Q,..provision of selected prenatal services (1ist to be
“expanded In the case of female provider). Services
~sHggested do not require physical contact/exam of the
pregnant worman beyond cursory overall visual inspection
7 and paipation of the ankles for edema, risk assessment
by history, determination of hempglobin, provision of
prophylactic oral irom, nutrition education,
"~ 10, provisiom of £ planning informstion and supplies
: %pills and condoms) with referral IUDs, sterilizations

Sh and social abortions. .
11, laboratory services are 1imited to hemoglobin determing=
tion by a sirmple, reliable method similar to that
described in Maurice King's book on laboratory sexvices
in developing countries (e.g. method of Lovibond).

 Christie~Shaw,



Basic Health Center (Centre de sante de base)

Type B « Includes all Type C services ang in addition,a full range
' of prenatal, normal delivery, postnatal and family planning
services that 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.

Ensi Bhalth Center (Centre de sante de base)

Type A = A1l Type B services plus 5 to 10 general medical/pediatriec-

et beds for the definitive treatment of non-surgical, acute
illnesses requiring short-term inpatient care; casting of
simple fractures; minor surgery that can be acecmplished on
an cutpatient basis under local anasesthesia, Iab 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 complexes:-be anslysed as.ta the
appropriateness of the location of services from the point
of view of patient convenience, patient management and pro-
vider efficiency.

The rural regionnl 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 collectlon 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;



Appendix 2/p.b

bacteriological analysis of vater (ice cream and milk
may be easily added); serological tests for syphilis. AT
and typhoid; reading malaria smears; microscopic examina.-
tion of hair for fungal infections, o :




5 Appendix 3
" LABORATORY SERVICES

‘“ﬁfRegional Hospital: Complete urinalysis including microscopic, hemoglobin,
L hematocrit, white blood count, differential, red blood cell
morphology, erythrocyte sedimentation rate, blood urea
nitrogen, bilirubin, 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, water becteriology '
serology ~cology for syphilis and typhoid, analysis of
malaria snears, microscopic exanination of bair for fungal
infectica, blood glucose,

o Ccntre de sante de base Type A: Complete urinaly31s including microscopic,
o hemoglobin, hematocrit, white blood count, differential, .. = -
erythrocyte sedimentation rate, acid fast specimen collection‘w;x,’
for staining and enalysis at regional hospital, ~ o '

ff7¢§ vfcgdé sante de base Type B: Urinalysis for albumin and susar,lhemoglobin;ﬂ

 ”?écntr;idcfscpteAdc"bcse Tyve C: Hhm°81°bin°



http:infect.ca

ST M Totals

.~\LVehic1es

e ‘j~~°°“tinsency 5

A " | 1’1‘63,570

l: 696 )4_01

'.L'D 1,272,301 f?

Sil‘l-ane,
1’585’000 ‘

Sid:l. Bou zid

}75 000?;,.,




. Coustruction

. Type A

mpen l‘obu 200,000

Type C: S M'Sanla b Co
(Cl &h‘d Cg) ' El Haria | each @
i Esmirat [ 53,000

- Vehicles = '@ 15,0

$1dt Bou
"fifiJmilat -,1o,oo,*

| RehmtianEmnsion

Gafour 25,000
Bou Arada 25,000
Maktar 53,000
Siliana* 150,000
253,000 = 1,053,

Kesra 10, 000 ‘.

Rouls 10, ooo.%f"~

: 1 585, -

150 oooj;;i




Appendtx /3.3
‘Sfm: BOU zm

i Re tion[Ex'oa.nsion |

v Jelms, Loo 0007g7 S Maknassy minor»-,;}
... Ouled .. . Bendoun [ 3 @'10,000:1
. Haffouz 400,000 Regueb V :
+ Mezzouna __ggg,ggg e S Lo
c. - ..T;200,000 + " 30,000 = 1,230,000,
o , . S:Ldi Bou Zig* 150, B 150 OOO,”‘”’ o
% fi..b.. . © .. Menzel Bouzaiame

T RAT ' (1ncludes major S e R
I SR - . expeusion) ll’-l- OOO_M S 11"?:»099:'5‘,7’:3:

' TypeC .. ErMilta ]k Cy EL Hameime . 10,000
" (Cpand Cz)© - El Kerma~ |[each@ . M'Gnilla . 10, 000
T PR Ez«Zitouna | 53,000 . Battoumet . - 10,000 = .F
Sadia LG, El Mech - . 10,000 '
. El Hamia - |8ch & o
: Iessouda . ’ L
"... E1l Mansourah
Bir Amama¥*¥* ‘
(b ox 53,000) + (b x 30 OOO)

g ment*** '
: _j';f;Vehicles u e 15,000 * 1s,ooo :.pa.res

‘ l"l\.i

&-ray_, spa.ce, i ; s b ;
) one’ type Ca’ ‘because of ‘donated materials and’ labor‘

eau:l.pnent @ $500/center for Dhouibet, Ha.dde,j, Fer
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the total recommended program and ar ;diVlded into‘two

:ffbroad'categories-‘

i beechnzcal Assxstance | ‘
'ffll.f Service Design and Job Restructuring

2. Budget Planning- The Operating Cost
‘ Implications of Capital Investment
Decisions, and Management Systems and
Patient Records r
3. The Training and Orientation of Supervisors?gy
' and Managers -and Orientation of Community S
Leaders

'4kflStrengthening of Preventive Medic1ne
'*ngnterships : :

‘Lipsgtigvaluatlon Design and Implementation

"]lCaEital Assxstance' f~‘ ?";lM T

;31;1; Hospltal Improvement

"7f2 Ambulatory Facility Design and Construction;

AfPrior to the implementation oE any pro;ectr

}f,antecedent activities must take place. Specifically

§USAlD formal approval in princ1pal of this
;proposed program and its specificlpro:ects

anoint u.S. /Tunisian preparatio’ o
. Paper that, among other things; s
~in detail the following: = =~ = -



- Program goals and obJectives i
b. Specific project activities with
i detailed implementation and
. evaluation plans v
"¢. Resources required
S (1) Fiscal
(a) Grant (U.S. )
(b) Loan (U.S.) el
L (c) Tunisian matching funds
. (2) Fiscal operating cost estimates
Z;(3) Personnel :
- (a) U.Ss. contract technical
S e assistance
S (b)- Tunisian personnel

:inﬁApproval of the Project Paper and the preparatlon
;agaxand signing of formal intergovernmental grant ’
'tggjand loan agreements.,

iii}fThe choice of a technical assistance contractor.

?éﬁyfnecruitment and placement overseas of initial
'”:;'technical assistance personnel L

":[@ffﬁ;n the case of both funds and personnel, steady-state:'_;
f,gfoperating budget requirements must be specified and reason-:[
:j,fjable assurances provided that Tunisian resources will be

inf;available to maintain all programs 1nitiated w1th U S.

| ;{jgrant/loan funds._ These resource requirement‘estimates

i,

Liifishould be fully within the pro:ected operating budget

}“5fthis phase”iastingftne to four months, severa activitie




" will'go on,. For instance:

-"Review and- revision, as: neceSsary, of technical
' assistance activities" and. approaches proposed
++-in- the Project- Paper.,,;ag‘mp,._

MQJAArchitectural and engineering assessments of - ¢
.~ 8iliana and Ssidi Bou 2zid- hospitals in regard o
o to necessary renovations.'~ml ST SRR

:e”;fSpecific technical requxrements prepared for
' new equipment in- the Siliana and Sldi Bou zid i
F-;hospitals., , : , AL

" ‘4. The preparation and letting of contracts Eor L
- building, renovating, purchasing, installing, .~
. and the training of technicians.relative to -
hospital equipment acquisition (1ab,~x-ray,.
sterilizers, power, etec.) . o ‘

’hjfii{lfrnitiation of job’ restructuring. . - |
‘"73fRevision of functional designs and architectural

"7+ drawings of dispensaries and health centers
'a,;based on-additional job restructuring, &

As soon as possible, each project activity should

f;wcommence. However, a pro:ect act1v1ty should not_begin



Throughout,the;initiation of} elp:og:am

.be important to establish and maintain an open lin

t‘communication between both the Governors offices and the

“*ip:ogram staff that informs and, as appropriatei involves

‘Ffthem in. project develogment. An early criticalgtask facing

fiﬁthe program staff will be determining, in consultation with




anéeds;inﬂanfﬁ ‘andcomprehensive.

“the peoples:

Define he Current Situation

ask Inventory S ‘ S
5,1) -Who, in what numbers, now perform e
4 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
. Vtrainxng’_ Determine the nature of .
prior training, but do not rely on
this assessment as an.index of current;y
o skill level. . L
g”Serv1ce Needs Assessment
~ (1) The perceived needs of citizens. N
- (2) Priorities of the provincial government.'”
(3) Priorities of current providers, both ‘
- . .the Ministry of Public Health and private .
it practitioners. L
... (4) . Priorities based on an analysis of =
L current and historical (where available)uj¢
> -+ 'health facilities utilization.: 2%
(5 Priorities derived from the result of
o A'special surveys . (e.g., nutrition: survey

S widespread iron deficiency anemia)
'“ghAdministrative Inventory AR
. Who is now responSible for what types-i*‘~ﬂ
. 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?
3Fac111ties and Equipment Inventory. i
.  What is available? What is its.
LI condition? What is its capaczty?
QQDemography o
O ‘What is the current population in.
~ aggregate; by age, by sex, and how is
it distributed:geographically? . ‘What -
- is 'the. population projection for Eiv
o and. ten- -years:‘in' aggregate, by age,
v}g“jand geographic distribution?




jberfilled by whom, providing serv1ces where? Why

fis that particular choice a good choice? What are

ithe costs, both start-up and operating, of th‘

fparticular choice? The questions listed above must

fbe answeredeith a clear knowledge °f the manpowerf‘

jresources available, such as:

.(l) The existing workers to be retrained-‘

. (2) The calculated deficit in number of

" " workers to meet minimal essential

.;;V'needs after retraining; and

+(3) If there is a pro:ected deficit,

- then it must be: S

(a) Accepted, with a re-assessmeat e“**~

v of its implied priorities, or ,

(b) Met, by developing new resources,
trainers, superv1sors, and S
trainees. :

A comptomise w1thin "(3)" is posszble,.that 15,53

;for instance, a lowering of goals, coupled w1th the?fl-

facquisition of modest additionalnresourcesf fﬁfdx'

Curriculum Development and Job Restructuringle.kf;;

'Based on, the - foregoing information-gathering(and
j&analysis tasks, the Eollowing steps may then be

‘Develop new Job descriptions for front-linepf}j
" workers, including, as appropriate, revised
. job descriptions for supervisors and e
'/ managers (including physicians).
"b, Propose necessary modifications in the

*. Ministry of Public Health's existing o
administrative structure within which new.
or modified jobs will be carried out. This
: process would include those structures: with :
: . the responsibility for budget and personnelg;ﬁf




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 g
(particularly family planning and the National
Institute for Child Health, Division of L
Buildings and Equipment, Divisiom 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, i
- ‘Negotiate and obtain written approval for
. modified jobs -and changes in the administrative
- structure from-authorized tndividuals within the
. ‘Ministry of Public Health and, as necessary, from
"¢ other ministries which may have authority over
= .  changes in staffing patterns and job descriptions.
"1 As tne Ministry-of Education has -substantial
authority in the area of curriculum development
‘and training, determine what its role must be in
.- order for this project to succeed.
- d. 1Initiate 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 budget to support these workers =
‘after training. R R '

-~ project Number Two: BudgetrPlannihg{;fTHE Operatingfffff7
- Cost Implications of Capital Investment Decisions, and . -

. Management Systems and Patient Records - -
1. The Operating Costjimpiigéfidhéiofféapiféi
Investment Decision' oo i

. The.problem of projecting future year operatin

 costs implications of capital investmént decisions has.

been dtscussed (ssction 11.7.)

atrascion plinning) e




uture year operating costs.,

'“”':ealth sector. The team

?ﬁfpersonnel;suggested his*pro sal can assist nfthis o

Q;}function' but intermittenfftechnical assistance staff

fﬂawith backgtoundsvin'financial and economic analysis *i*a”‘

,u.\

'fgﬁrelevant to fac1lities planning mustgbe provi ed

This pro:ect component lS rec amended not only for

its national planning benefits, ut_also to aSSurLTﬁﬁgé}}
A“t;The operating funds for the P‘OPosed 5 S
'Siliana and Sidi Bou zid-rural health

,5ffsy5tem will be availableeg;?‘i

. The Siliana and Sidi Bou zid capital ‘
" planning process ¢onsiders 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 donOt'-‘

assistance, ST






z t;is reasonable that there wild be Changing Pattern”“

;of illness over the next 10 to 20 years and, there-

. ffore, a requirement for new or“modified preventive

Eficurative interventions. Therefore,’a management_and@f

if&medical records comp°ne"t t° the PEOJect is Proposedix
I has the followzng obJectxves-‘ : ' : RN

: '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 R
program elements by cost category. (N,

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 personneg,‘
supplies, pharmaceutical supplies, and travel,

.¢. 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
‘' of delivering services needed by the uncovered
'7population groups. ~ , o

;@d;f“Prov1de 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

toﬁallocate costs by program element and relate those
; tS'to services provided : «




'ﬁbuild on the existing malaria census and K

fihousehold nummbering system.v Such a record is

Sto- allow for: '

(1) The” planning and recording of the results

Cde . from’ individual- and mass preventive - . .

activities--e 9., 1mmunizations and pre-~'

-natal care. - R

1112) “The . recording and ready identification

e "of major®individual health problems,
‘therapeutic interventions, and ultimate

o -resolutions. :

'%(3) The assessment of services delivered for

E ‘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- o
‘covered needs of those identified in "~ L

.- screening programs.

< {5): The planning. for the 1nit1al, as well

L -as periodic, modifications of training
programs for front-line workers and

,'other preventive, promotive, and

curative programs.

>*¥£pfbﬁécé“nuﬁber Three: The Training and Orientation
ook SuperVLsors and Managers and Orientation of Communib
~,,Leaders L : ES : S

'5iThe restructuring of roles for front-line workers
requires the follow1ng._5;;22 L;j;‘ij;xfjkbwwii

1;p§Understanding of ‘and - agreement to the role:
JFy,by the supervzsorial/managerial hierarchy
‘,;Change in the superv1sor:s;role, and to am;ff
... lesser extent the manager's role, which.”
. will derive from any change in roles and i
. " ‘responsibilities for front-line. workers.gdi'
. Specifically, immediate supervisors may s
well have to acquire additional skills or
familiarity with new technical areas in°
- order to be able to adequately supervise
~workers who may be trained to do tasks g
- -outside the experience and training_of,thej‘
*_,supervisor. ; : SR

5}{0fficial approval--by the Ministry of Public
_Health and by other concerned ministries




of any changes either in the job descrzptions
of front-line workers and of their supervisors
i or in the responsibilities of higher levels oﬁ
~managerial and technical supervision.

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..
S drinking water quality). o
+b. The political structure at _and below the .
- regional level--délégués, Omdas, etc.-- =
and its administrative support structure.:
These individuals will play a key role in
gaining the people s acceptance of a
o changed service pattern, DT
"... €. The Governor's office: This offxce, WLthz'vf
its broad administrative program and = . |
- political responsibilities, must be: fully,‘
. aware of, approve, and support all program . -
..+ . activities, but partlcularly those assoczated_
~- with job restructurlng. L MRS

Re"resentatives from all g:oups mentloned 1n "1 ” "2;“ S

courSe of retrainxng front-line workers_;squryigéfs



;fma“ gement>:ecordq) The supervzso: smresponsibllity;

figoodfand bad).; Tralnlng of superVLsors wlll Le given




f elegues with selected administrative and health g g

"service personnel from the region (quite possibly

‘including front-line workers and their immediate

:supervzsors).

'PrOJect Number Four: Strengthening of Pfeventive
Medicine Internships - i

i. Public Health Internships " v
V The key to improving and maintaining theﬁquality

fof rural health services is the training of a smalu

gbut reasonably stable cadre of physicians who are
ﬁprofessionally challenged bf the Opportunities 1n
fpublic healthr preventive medicine, and primary care;rlﬂ

flt is. essential that a hospitable~work and‘

zextent feasible, social environmen be structured

1to allow the physician with an interest in rural

»services to pursue Eurthei:training and finally to

rfind remarding' mnloymentfin rural areas. L,};,iﬁf;i;til;
. In any case, a set,of educational experiences--
gideally\starting with the medical school selection

gprocess,ancntinuing through medical education,‘and




e

fithis ptOJect proposes the developmentnand implementationa

i?of a model clinical experience in public health and

fjpteventive medicine (this phase oﬁ the prOJect is.;_

i“substantially dependent upon the successful recruit
}fment of a contract technical assistance physician
;jt:ained in preventive medicine and public health)
e Suggestions for pronect development are: -

Determine the number of assignees likely
.'per ‘province per rotation. (It has beern
estimated that 100 interns could be
":asgigned nationally to preventive
- medicine every six months; if they are
*. assigned to all prowvinces equally (an
assumption that may not be true or
desirable), then an estimated four to
five interns would be assigned every
“: gix months to each province.)
b. Determine the desirability of naming
" . 'Siliana and sidi Bou 2id 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 2id -
* “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 S
(3) Health manpower--techniquesv;%t!
g of supervision, delegation,fﬁ
and consultation <
. (4) Health manpower--alternati
R roles for physicians and
non-physicians




*jf.,(e)
(1)

s

(10)°

(iiy

(9)

iféf:uPrinciples of program management L

and budgeting
Cost-effectiveness analysis
*Current morbidity and alternative’

' eapproaches to morbidity control

‘The rural problem oriented medical -
record--a tool for patient care,
-program management, and evaluation
Resource allocation, rural develop-
"ment, and alternative health care
program approaches

The development, management, and® "~
_testing of rural d:lnking water

- supplies

Waste dispousal in rural areas

(a) sewage : -

(b) solid waste

(12)'—The food- chain--p:otection of the

(13)

(14
(15)

(,1‘5)

consumer and p:omotion of
productivity : et
Nutrition and health~-the role of

- public health- programs R )

The dellvery of maternal and child
health services '
Trauma management in rural areas
The organization of referral,
emergency, and specialty services
needed by the rural population

e.- Stracture field work for interns, including:

(1)

@

"Research" projects chosen by students,
designed to foster relevant problem
identification and the development:

"of realistic (affordable and:
~ effective) responses, including

simple measures of program effec—

tiveness

Selected clinical exne:1ences at

the level of: :

(a), dispeusary and home : R

(b) integrated fami;y health
center

(c) 1Inpatient management at the
rural hospital

~ Participation in the training and

fieid supervision of front-line
workers to expose the intern to

‘curriculum development as well as to -

didactic and supervisorial techniques i



i (4) 0 Program management' Attendence .and
.. :participation in: select Mapagement .
meetings and management functions :
at the level.of the. provincial health
.+ administrator and the ‘Regional Health‘.*ry
@;;3' - Inspector. , sy

The‘development of - the program will be. carriedzy

viout conjointly by the U. s. contract Phy51°13“ aSSig“Ed{

;ﬁto the pro:ect, working underfthe overall guidance and'i
-fwithin the framework agreed to by the Director of

fPreventiVe MediCine from the Ministry of Public Health,

oand the Chairman of Preventive Medicine at the Facult’
%of MediCine, Tunis.v The Regional Health Inspectors,

fde51gnated as field superVisors/insttuctOfSr arei

Tcritical resources for tne development of the'in‘erns"ﬁ
dclinical experience. Additionally, physician‘st ff:
.‘should be identified in the univerSity and MOPH systemsf&

fwhose interests in public health are such that theylg_ff

fcontribute to the development or implementation of



fﬁbe specifically structured‘onv ase-by-case basis_if
13to meet the unique needs of theuindividual recommende
ﬁfor overseas training.; Such training would normally
251ast for one to three months and would be arranged

;fby the technical assistance contractor drawing on, bu

:;not limited to, relevant university resources in the

'fﬁnitEd" ates, Canada, and Great Britain. o
‘”Vﬂlﬂhe;personnel requirements associated with this
??prOJectaare such that persons recruited, particularly
i*physiCians, should either have, or wish to develop,

}faiuniversity affiliation of some type.; Such an fﬁhf,

ihaffiliation would not only be beneficial to the

1{indiv1duals, but would demonstrate to the?Tunisxan

iiMinistry of Public Health and toithe Facultyiof

‘T?%commended tha

itheilibrary'needs'of



http:structured.on

;;ﬁpreventive medicine. There?should"bfi“ isultat

Vﬂproviding ‘A one-time grant for basic text and’reference

;iworkffonjpreventive medicine,ppublic health health

;fplanniag, and epidemiology, as well as for selected :

1fserie,fof multi-year subscriptions to relevant journalsr

In Siliana and 81di Bou zid hospitals, there is

_no question that a small working library-—containing f?fi

f*basic clinical medical texts, public health preventive

Ejmediczne texts, and a few selected Journals--shoul

jfbe prov1ded At present, there is no way for'eitherﬁ

fcontract physicians, Tunisian physicians, or prop

fjcontractor technical assxstance staff (physicia

anon-phys1cian)3to draw on recorded experience in

;wedicine and health.i{The prOV1sion of a small ba51c
:Jlibrary resource (probably at a cost per hospital
fﬁabout $l 500) will contribute substantially to

ifthe improvement of the professional environmen

' ach provznce.'"


http:works+.on

;_urrent;medioal texts (in English) These texts

zfihould ideally be given to students, some on entry to
2medica1 schbol and again on entry into clinical studies,
iThey should cover the Eollowing subjects- - |

Preclinical: Anatomy, physiology,
o beiochemistry, pathology, pharmacology
i..Clinical: . Physical diagnosis, medicine, .
 surgery, public health and preventive
" . medicine, obstetrics, gynecology,
pediatrics, laboratory diagnosis, office
procedures and practice.

:iir} Unless ‘there has been a dramatic change since
erbruary 1976 (when FHC first v1sited Tunisia), the

ifstudents at‘Sousse and SEax,-and many of the faculty,v

i"are”seriously handicapped in the educational process

ffhy'the lack of basic :eference materials.‘ Available's

fyF:ench Ianguage texts‘are'often_translated from the

‘theﬂ,“

ifseven years;out of“date 'bu now selling“in“Tunisia for57ﬁﬁ

:?over 580 (two t°f,"°:,ﬂiﬁ hha,f times;the“tetail cost of



3are of undoubted accuracy, currency, and usefulness.

,__, el -

fThey are said to be available at a price advantage thatﬂ

?would doubtless allow a substantlally g:eater numbe: °§L

éacquisitions. -

cm T sl L Y . BN -

fPro:ect Number vae- Egaiggtidnﬁﬁégigﬁﬁgﬁag~,ju;7

;Implementatlon

_;Do the siliana and sidi Bou 21d rural healEh inp ove_:}gg
,fment ptograms make sense? Should they be COUtin“ed?" |
.-fsﬁﬁéti;lagchéy“bet expandedtotherp’-'“""“"‘ '''' s
;ﬁﬂave-the programs contributed to meetlng the health needs

ﬁof thetpopulatlon any better than unrestructured p:ograms

@i ot =r ptovznces? IE so, 15 the additlonal cost worth

‘fthe beneflt? ;fﬁfﬁﬁi{ﬂ57§g‘t‘7;f¢}71§1f>7'

v"'

fDepartment of Preventxve Medicine at“theﬂFacultyfof'x

iMedlcined Tunis.;g fvf‘“d"'




phased-as follows-

fQEvaluation desrgn..i

'5ffAssessment-of design feasibility
S0 77 and utility of any data?gathering
i "¢finstruments-' L

?iMdﬁthgiéf.‘eﬁaﬁ*»

q’ffDesign revision: S '5f:7Months 6 - g

:'?l Data gathering°’vf‘ﬁ'r;.‘?fﬁ‘iifﬁi‘wonths 10 - 36

. Preliminary report°f -~J._i-f?; ugMontH 2&
- (Deliver a preliminary *“‘i?,f. , o

report on first 24 months: of S "5"7;,;v"§15
project with tentative assess-“v e T
~ ment and recommendations) B IR
.ot 6, Final report- . o 'vf{iMonth{440,s~
-7 (peliver a final report on BT
- total project with final’
.assessment and recommendations)

. CAPITAL ASSISTANCE :

ffProject Number One~ Hospita:‘Improvement S

ffThis component of the‘prOJECt‘iS“Vltal.:

j”Jvhospitals in the towns of siliana and Sldi Bou zidi;hould

'"be capable of at least provzding treatment based on
. accurate diagnoses, conflrmedﬂby’physicians, by selected 't
, iuse of basicvlaboratorymand m-ray examinations. This .

" “/ornerstone of any rurallhealth?~55

re to be focused sharplyron

”If resources

ffihealth needs, this ptOJectﬂmust develop_ih he lth system‘ff




T;hospitals should bave some components of,inpatient spaceﬁhf{

?:with sufficiently attractive amenities toqlncourage private

ngpatients to elect hospitalization in Siliana or Sidi Bou

ﬁ%zid.' Finally, training space for front-line workers must be

ETZrovided.‘ The clinicians and superv1$orial staffiinvolved

fiin'curricula development and training will be based at theii

pfrural hospital.~ The provisxon of adequate classroom,pq?ff?j

?{office, and library space. as well as of related supplies E

jiand equipment, are fundamental to the rnral service

}ﬂrestructuring program as proposed in this report.?*ef“**d
= The hospital improvement project has sevenirelated
,ﬁcomponents.;;fi;l o |

wm.rg‘fl;j~X-ray ' ““ . 4uf DA
"pyﬁz,i{CILnical laboratory R 104A;~
© - .wo3¢ - Library--clinical and public bealth
o 4, . Classroom and office space S
-5, Emergency power. . . S S
. :. 6. Sterilization of supplies and equipment :
wiwf72' Improvement of inpatient-related amenities

’The triad ‘of TLnisian physicians. adequate diagnostic

,“capacity,‘and reasonable inpatient space contributes to

reation of a milieu thatﬂcohld'have thy foq owi

effectsaxy

As“istance, PrOJect Number Fourdh


http:bave-some-components.of
http:experience.as.an

1, ‘Patient utilization of the Siliana or-:
.+.-gidi Bou 2id hospitals for selected .
7.7 11lnesses by. those able to afford ..: @i
“+ ‘- private care in a major city." ' o

2, A practice environment attracting the' -::
. .. Tunisian private physicians into the.::.-
.- government hospital.. = - SR
3. Development of a reputation for the -
- hospital among indigent and less well-
to-do patients as: one providing services
that are both desirable 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) _ :
.72 (2) Urine and general-purpose (2)-
" b. . Incubator, bacteriologic (2) o
- e... Micrascopes (2)=--with scanning, low
..~ .power, high-dry, and oil immersion
~" lens in a gquadruple 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 (1)--table top,
... clinical laboratory type . o
e. Refrigerator (l)=--electric, for
- .media, specimen,. and blood storage
£, 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:
,wfié?bqtato:y supplies (see Appendix ' =~
g;;aCompleteicqmplement_of,glasswa;e,gj@
./ chemicals, .stains, racks, etc.



f[mented more completely.u This should be accomplished ;-f

f\ln the caae of power outages, 1s strongly recommended

/pDetailed requzrements for such a generator, power

iAppendix 5



inst:uments!*svfi,?x

"needles,

‘npatient Amenities
‘l !

During the next stage ofvprogram,development,'aw

Efjatchitects and hospital adm1jistratoxs should consult

,tﬁtogether and teview the hospitals’vn Siliana and Sidi

:ifBou zid with a view toward upgrading the amenities fz

i;ﬁassociated with perhapsulO?to“lS beds in each hospitc
fiThe intent would be to make these beds conoarable to
fttthose available in a private urban clinic. Then,'
’1fgiven improved diagnostic capacity and the avail-
ff;ability of qualified TuniSLan phy51cians, private
= patients would have a locally available hospital
which they find personally satisfacto:y._ Thus, g
'encfor private patients in siliana and Sidi Bou ZLd},;;

",_all criteria for electingd ocal hospitalizationl*‘

‘nﬁ,EOt ce:tain illnesses would“bevmet.x_'«l"f~/*

A sutgical suite withfoperating room and

E associated equipment has bee"omitted from this

ptoposal.‘ﬁSidi Boutzi ;has‘ pe:atOty (ina?i

the PM.fcenter)}that ould wit th addition of jV

’yihste:ilizing ca

pacity,.emergencyvpower, additionalj}



YF7cases, however, no surgeon is available.nefﬁh”'"'“

d An additional reason for not supporting surgxcal
:ffcapac1ty at thls tlme 1s that the current burden of

Tffsurglcal rllness allows for referral Though thlS is

rhﬁnot an‘optimal long-term choice, xt 1s satisfactory fo
e "»future. However, the care of ba51

fffmedlcal, ped1atr1c, obstetrical,‘and gynecologlcal

“”2111nesses is. so fundamental, and these lllnesses occurﬂf

°7lso often, that an absent capac1ty cannot even be

’ffapproached adequately by referral The end resultﬁ15f7ﬂ

j];no care and no. real knowledge of the Lllness burden ofﬂf

fﬁothe poPulatlon.

As the hospltals 1n Slllana andﬁwldx Bou Zld

5 1mprove, the demand for these servxces, particulpx




X-Ray/Fluoroscopy

:’ popular diagnostic orocedure in Tunisia, and in
;rural areas it is often the only radiologic procedure’
"i;i_ e The installation of a radiographic (dry
;ﬁigte;;%apacitYTiniruraiAhospitals and family health
Lif;ftentersfoffers several advantages'over fluoroscopy

'=*};falone'_[ffi_ S
4’a. Greatly improved picture quality and
w0 better diagnostic accuracy. N
. b, 'A permanent f£ilm record.
L Ca Decreased radiation exposure for'
*'. ‘patients and health workers.
d. ‘Far greater flexibility vis-a-vis
. the range of basic diagnostic
procedures that can be undertaken
(£luoroscopy alone without the
capacity for taking spot films is-
. a procedure that is egsentially -
limited to an examination of the
- chest directed toward the iden=
‘tification of pulmonary pathology)

'7 However, the acquisition cost, maintenance cost, .

;and‘operating costs of even the simplest x-:ay

*Although no. cost estimates are given in the budget

~for. this project; the FHC ream recommends subsequent

L ';consideration for AID assistance on the acquisition
j,[of transport for pro:ect staff, i.e., mobilettes.

fﬁgFluoroscopy, without image intensification, is R



';oscopy unit. Implicit in the cos b

;requires logistic support that actually delivers ]f:flkj”;

;“film and ohemicals 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 EluorosCopy are'greater~thanz‘
'fluoroscopy alone, the additional incrementzin‘health:
care costs associated with either x-ray alone Orf o
x-ray plus fluoroscopy is warranted because of rhe _
four factors listed above, The additional flexibility Y
of x-ray plus £luoroscopy is particularly attractive,
The acquisf'ion cost of such a unit is the highest-
however, t! operating costs, particularly: the costs
‘associated w1th decreased use of film and chemicals, '

f arealower. >

F°‘ these reasons, FHC recommends t1at each rurai”"

7ﬂhospital,;'d?selected family health center be pr vided

trwith a sxngle compl’te x-ray room,vdjrk room, shield
: for the x-ray apparatus, appropriate aprons’and“gloves

‘kffor Operators, spare parts, film, film holders'

f‘and chemicals.. The apparatusﬁchisen’dhould h



fa. Takes radiographs of - patients in the
" ypright, sitting, and supine positxons,
. including films .of the. skull, chest, '
-~ abdomen, and extremities. = S
b, Does not include . or- requi:e a built-in
' tilt table. s
¢.: Has provision for- fluo:oscopy without

, image inten51fication or spot films.,yu

-d.- A projected ten-year-or more operating
life span.

e. When and if additional or motre sophis-
ticated radiographic technology and
_capacity is introduced into either
rural hospitals (likely) and family
‘health .centers (less.likely-and probably
not warranted), the unit will continue

--to-be useful ‘as-a complement:to any
- additional radLographlc/fluoroscopic
- _capacity. - it

f. Parts and service can be assured to be

. reasonably -available-over:the- lifetime
of the equlpment.

g: The final equlpment chosen is easy to
install with a minimum of plant

. modification or renovation. . .-

h. Its maintenance history is good and

. similar equipment can experience
o relatively high use in remote sites.
i, ‘The parts supply and.service reputation
of the manufacturer chosen is good

 As the flnal speciflcations for equipment are
drawn up, consideration should be given to concern

in the Unxted States with the excess radxatzon

egposugjgwhx~h 1s associated with the use of fluo:-

:”°fwintensification‘ff

'intensification_;s“pfobably not watranted on cost

'(although at‘a slightlaihigherVoperating fost)



mfconsideration could be given to acquiringhﬁnits'm

fywithout a Eluoroscopic capacity.,m'f~;,l,_{
A more sophisticated variant of the equipm
_ recommended would be an x-ray machine with a‘ 0
‘oscopy attachment. That is, one which included th
; capacity to take spot films.n This additional
‘capacity, and incrament 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 film iﬁ
and ‘the tilt table is the added capacxty and flex-"
"ibility which allows contrast studies of the upperﬁf

Tnd lower gastrointestinal tract to be performed

°We"e=: these pracedur°‘ 'equire the availability’

,;{of an onusite radiologist or gastroenterologist”'

1fiWhenuand if such a specially trained pnysician‘is'

3;§available, then a more appropriate st*p wouldjbe

“to cquire such“akmachine asma second;generation

ft;piece of: quipment in the siliana or Sidi-pou:zid..




};additional equipment would required Further-~

agmore, the reliability, cost“andiease of main=- .
;ftenance for the more technologically advanced
;}equipment (e g., image inten51fication) may be: -
“}Such that this would be warranted, and this equip-
r?ment should be con51dered for acquzsxtion toward
fﬂthe end of the next decade. Ti

’ x-ray utilization may be such, particularly in
qfamily health centers, that it would be prudent to
tdconsider cross-training laboratory technicians in
;fthe operation and routine maintenance of radiographic
1fapparatus. In any case, a condition necessary to be
7hmet with regard to all x-ray apparatus provided, is

gﬁthe provision of a technic;an on or about the time

*5of»installation.~ This*person can be instructed in

P! per »peration and mainx nancezby the equipment

manufacturer;.. representatives


http:prqposed.to

_ Project Number Two' Anba15t6}§}ésaiiitﬁ?bésiaﬁﬁaﬁa“f
Construction: R ,f, ['f“”"[ﬁjj s ?

Planning the construction program to relate‘ton”nd,Lf
ifollow agreed upon program milestones as indieated in ‘y
JTable 22 Section VIII, is complex, and there are inter-i
jrelated subjects An ambulatory facility construction c
:projects requiring the following activity sequence:
;functiOnal program, determination of budget, architectura:
~design, preparation of construction documents, cost contu
'and the - completion of construction within budgetary and
‘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 locatedi
where) ; and resource constraint assessment (can we afforq%
all of those facilities) sufficiently to allow reality-i k
abased, functional facility design.r But, if the lag
;is too great, the full benefit of the personnel and

jmanagement systems improvement will be delayed and the

jimpact of the program substantially fiminished

: We have\already discussed he:Government 0 Tunisia



{ﬂ"n Siliana and sidi Bou221d has yetltoibeydetEfmi"ed

ffﬁIng,his sense,rthe existingfpreliminary drawings for

'Effamily health centers and dispensarie" {,“approp-'(

j?riately viewed as a point“of epartu":and illustrative
v??of initial thinking rather than defining the shape of
Yiﬁfinal program and facility;design T

”Vﬂ Construction costs are said'to be rising rapidly

;fin funisia. The FHC team has been made aware of both
?Qactual and estimated construction costs for completed
Ybuildings (including plumbing, electricity, and heating)
iThese completed structures would be ready for occupancy,.
t’but without fixed'or movable equipment. The range for
}:these costs is shown in Table 20 Furthermore, cost
iiestimates for apparently comparable construction vary.
:3widely, ranging from $9 per square foot to $40 per square
flfoot (see Table 20) It is imperative, therefore, that
éiconstruction costs be established with considerable -
}fprecision early in the facility deSign process. This
ftwill allow an affotdable mix of health centers, dispen-.i;
ﬁrsaries, and hospital improvements to be determined?ynd y;

Eithen designed The following steps (not sequential)

Egare proposed for consideration during the course of“’hh°"d

{ﬂand prior?to the completion of the Project Paper-

~fEStablishfcurrent costs for various *q
.types of .construction, such as wood-‘
‘frame, adobe, local stone, concrete .
.'block, and reinforced concrete. -




ifﬁklnterest of contractors able to: -

”ijfEstablish the availability and probable{

"Renovate dispensaries NEiE
.~ Construct new dispensaries .V
- Construct new famrly health .
centers . ,\;~~¥

 Determine whether craftsmen are avail ‘Q
able to carry out the necessary DA
construction,

, Determine if materials are avazlabler'tq
what ‘is the supply source and how. are
prices guaranteed.

: Explore the possxbillty of a govern-
- ment imposed construction moratorium
(sazd 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?

Review. and refine initial siting and
service criteria.

, Make a preliminary decision on the
fundamental ‘layout of prototype:

- Dispensaries '

- Family health centers

" Develop archztectural plans derived
- from functional layouts, along with .
"~ typical construction details and
-~ preliminary specification data, -
sufficient to allow accurate cost

‘l‘ calculatlons.

-Vf Gain an understanding and describe inr -
" detail . the Government of Tunisia's

" design and construction process as it
. would relate to family health centers
(centrally funded) and dispensaries

eq;(regionally funded). Specifically,
- determine the role of the Ministry of

V?TPublic Health, the Ministry of Buildings
7 and Equipment, and the role of other -
- ministries.. W ho can make what inputsv_u




© " 'of what type, when during the de51gnl
""" and construction process? Where is
- the actual design work done? - Who ' e
supervises the bidding and constructionﬁ**”*'”‘
process? Who is responsible for R
accepting the building for the govern= "
ment? When are changes possible® in. -
~ the design and with’ whose permission? '

"' o Explore the costs and feasibility of
., <+ renovating existing structures (e.qg.,
Lo PMI centers for conversion to family
“t " health centers, and upgrading existing :
RN dispensaries) v , '
" The variations in cost estimates, a history of rapid
wi'construction cost escalation over the past five years,
the legitimate uncertainty as to the final design of
lfthe proposed facilities at this time in program develop- '
[ ment, and the construction uncertainties which may be
'ivahead (government moratorium), constitute some of the
,3¥significant variables which make it difficult to fix
'fycosts with precision. with the information currently
’*favailable, a. realistic cost estimate permitting a
.deecision as to the number and type of facilities which
. could be built within the- $3 mil‘lion propos’ed AID capital

f}fdevelopment loan (1 26 million' nars) cannot be made

However, if




o Dispensaries- 2 000 square feetiService*v'
,,space and 400 square feet houSing :
:ﬁper square foot. - ,

*liffef;Family health centers with beds.aa
"Vﬂjsquare feet ‘at $16 per square foot,

fthen, the unit costs of these facilities would be as‘f

_ | o‘VDispensaries., $38 400 e P
'»,:zéf Family health centers with beds- 3160 000.2 el

Using the same square footage assumptions, but wrth o
‘higher cost per square foot ($36 per square foot), s

estimates would,result in the following‘unit costs:

o dispehsaries: 2,400 square feet

o T e's36/sq. £t = $ 86,400
‘o Family health centers with. ,
' bed5° : ©10;,000° square feet ,

| e $36/sq. £t. = $360,000

In summary, the follow1ng points are made"i

I Ml& ‘A program and’ design concept sufficient
o ;to place . an upper limit on square footage
,is very necessary.l

52;“Further, a far morce precise estimate of
'n,_construction costs (taking into account
- the. most recent relevant Tunisian = - ~
experience), based on a preliminary design e

- . specifying probable type of materials, .~
+..manner of construction, delay, and other.
“: cost escalation factors likely to be Q“V‘”
' encountered, is essential during the PR
‘ Pro:ect Paper phase. ST

| One approach to- design which considersrprogram



R

Appen*ix_4,»“Suggested7racilit ”Requirements Based on
P:og:am Assumptlons” vPo putpose :ofxillust:atlon andf

compa:zson, the floor plan_yfrom ;hjiBlack River (North;

Carolina) Health Center--a szte v;sxted by the Mobile :?

Seminar in’ November l976--are also included 1n Appendixi
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APPENDIX 7

EQUIPMENT LISTS

'Type C Centre de Sante de Base.
';gType B Centre de: Sante de Base

Type A Centre de Sante de Base

fRural Regional Hospitals



APPENDIX 7

EQUIPMENT LIST FOR PROPOSED .
FACILITY CONSTRUCTION/RENOVATION

.,.' The followxng four tables show the proposed equzpment
‘Ilfor the three centres de sante de base types A, B, and C,
,ﬁand the regional hospital 1aborator1es.t The letters in
'fthe column "Avallabillty" refer to lnformation received from
g(the Ministry of Public Health, DlViSlon of Bulldrngs and
'Equipment-' T = avallable in Tunzsra ; o = must be ordered
lfrom a forelgn manufacturer and, dependlng upon 51ze of the
order, w111 take from 4- 7 months for dellvery, E = must be
iordered,/but easzly available.‘ For those items where this
icafegory 15 1eft blank, we dld not recelme exact 1nformatzon

‘on avallablllty.'

| The prlces llsted are. elther ones we IECELVEd from the
r‘Ministry 1n drnars, whrch we have . converted here to dollars
k::(l dlnar = $2 38) or are estlmates based on U. S.Lco (es“l-‘
flgmates are marked w1th an asterzsk) It should be noted that
ﬁ“fthese are 1ot flxed or flnal prlces and varlatlons should bequ;

‘fffexpected. .



C ?QUIPMENT FOR CENTRE DE SANTE DE BASE, TYPE C

SPACE o EQUIPMENT

‘NO. AVAILABILITY COST TOTAL FOR SPACE
EXAM/CON- nght DT 1 _ $24%
SULTATION/ Patient Chairs 2 T 26
TREATMENT Desk : 1 T 114
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 X2 E/C/T Rms. = $1_294
" WAITING - Benches, Male 5 T 196 f4Q
- S Benches, Female 5 P 196 392
Large -Cabinet 1 T 76*
Small Refrigerator .
' (250 Liters) (1) 1 E 364
Formica Top Table 1 T 24 S
Chairs 2 T 26 490
Small Dry Heat
Sterilizer (2) 1 o 298
Hemoglobinometer 1 20%*
Miscellaneous
Glassware 1 20%*
: REGISTRA-;' Table/Desk 1 T 60
' TION =+ Chailr 1 T 13
... Storage Cabinet 1 T 76*
“File Boxes ' 3 1%
:~Table. 1 T 24
.- Blackboard S - 40%
Chairs L 3 T *39”'
'Storage Cablnetgly~' S2 T




nQUIPMENT FCR CENTRE DE EANTE DE BRSE, TYPE C

PAGE 2
SPACE . EQUIPMENT NG. AVAILABILYTY  COST . TOTAL FOR 'SPACE
.W1re Basket Stretcher 1 : o o $}07‘  o

Inflatable Spllnt Set 1 . 50

.TOTALeFOR’CENTRE H;i'3f},~~

NOtES‘ : " T . ot
1. Where electr1c1ty is available. .Also for laboratory use.
2. Where electr1c1ty 1s available :



. EQUIPMENT FOR CEVTRE DV SANTE DW BAS TYPE B
'SPACE EQUIPMENT NO. AVAILABILITY jc05T
EXﬂﬁ%‘;f¢f, Same as C except

VLR gynecological table
instead of exam
, table 1 (0] $154.
Oﬂfﬁﬁiéﬂxyt Same as C
: ROOM SO
SWAITING " Benches, Male 10 T 393
SR ? Benches, Female 10 T 393
PHA@EACY? Small Refrigerator.
B (250 Liters) (1) 2 E 728
"Formica Top Table 1 T 24
- Chairs 2 T 26
 Beds 2 T 238
.. Chairs 2 T 26
<.~ -Small Table 1 T 24
“‘/7TIV Pole . . 1 0] 26
;‘,Demonstratlon Table 1 T 40%*
Blackboard - 1 T 40
, o Chairs 4 T 52
7{ﬁEhiVEﬁ¥:a;u Delivery Téble' 1 o 238
[ Instrument Cabinet 1 117
Fetal Stethoscope 1 30+
Miscellaneous
Instruments 1 500*
~ Baby Bassinette 1 ‘1o0*
Baby Scale 1 50%
- Large Work Table 1 T 60*
IV Pole 1 0] 26
Portable Surglcal S ,
Light : -1 ,300ﬂ
Suction Machine S A . -:300*

TOTAL FOR SPACE

778

; 314 

1,631




EQUIPMENT FOQ CENTRE DE SPNmE DE. BASL, TYP” B ‘
T CAGE 2 _ v

1

DEALE. L ;vaQUIPMENT;ﬁfa.-f"

..xAVAiLABILITy ‘“_g%fQQJCOSrij;.;;37;tgromALf?oﬁ"széé”;

’yPATIENT " 'Beds o
: ROOMa'VT§ ' Bassinettes. °

B Night Stands
Chairs . :
IV Pole

T
T L
T L
o ’1,646
. Small Refr1gerat0r Bl
©~  Small Stove L o
) Large Work. Table o T e
< - Chairs- o T e 569
mall Dty Heat'
: Sterilizer
- Hemoglobinometer
. .. Miscellaneous
M Glassware (2) Y
"' Portable Bunson-Burne

<378

f'LAUM§R¥‘,. «Freestandlng Tubs3 5~ .48
REGISTRA- - - Storage Cabinet | :
TION - File Boxes .
’ " Chair: A
oDesk’ .. 268
PATIENT  Wire Basket Stretcher 1 o7
TRANSPORT Infl. Splint Sét e 157
TOTAL FOR”CEﬁTRE EEE 18,969
. N - t) o — ="
[ .

Notes: -~ + R
1.  Also for laboratory use.um
2, Including ESR - apparatus, testﬁtubes,

white blood count ‘apparatus:



i

'EQUIPMBNT ”OQ CER”RE DE SANTE DE BAQE, TVPE API%;“aV

'SPACE EQUIPMENT v AVAILABILITY

EXAH;quY ~ Same as B
: ' Ophthomoloscope

‘WAITING Benches, Male v
Benches,’ Female

PHARMACY Small Refrlgerator (1)
- . - 'Table :
”fChalts

'LABOR

'MAT. ED.
ER ““Blackboard
"Chairs

- DELIVERY ‘Delivery Table
e UL A Instrument Cabinet:
Fetal Stethoscope ' °
Baby Bassinette .
Large Work Table

IV Pole e
Portable Surglcal
Light R
Suction Machine :
o Baby Scale .
REGISTPA- Desk
" TION Chair"
CONF/COMM, Table '
ROOM Benches
- Blackboard

Chairs ey



SPACE

PATIENT
-~ ROOMS

~ EMERGENCY

. Stretcher on Wheels

’ ,Hot Plate :

A}{Table o

EQUIPMENT FOR CENTRE DE SANTE DE BASE,»ﬁ

"EQUIPMENT cosw

s ao*fff

2 }]NOl'fAVAILABILITy A:f :

Bass1nettes

Beds,]--' T 1 785 -
Night Stand R - 857"
Chairs = R 196
IV Poles 0 - 79

Eq01pment Cablnez
Portable Light .
Instrument Tray
Miscellaneous
- Instruments (2)‘
Counter Space or .
Work Table :

Table for Instrumen

Small Dry-Heat
- Sterilizers ;
Hemoglobinometer =
Miscellaneous ER
Glassware (3) s
Portable Bunson-Burner
Microscope (b1nocu1ar)
Centrifuge (micro-
,hematocrit) T
Oentrlfuge (urlne)n

LaD |ahl|e - ‘. . ST
Chairs e T e :

Small Washlng Machlne
(Mechanlcal Wr1nger)

_ TOTAL FOR SPACE




.,Anuin;?ﬁife

PATIENT -

KITCHEN

YISOLRTION

TOTAL FOR CENTRE

~ij11e Boxes
.. ‘Chairs
’-..? Desk

“finre Basket Stretch
TRANSPORT

~Small Refrxgerator
‘Large Work Tébie
~ Bed
kJJChalr

PAGE 3 f;

AVAILABILITY

7?EoﬁIPMéNT¢ NO.:

Inflasp11nt Set
Chairs

Small Stove -

Notes:

S
1. Aalso for laboratory: use e
2. Including delivery- room mi‘;_;y
3. Including ESRi est

EQUIPMENT ZOR CENTRE DE SANTE DE:BAS E,TTyyziag,

. TOTAL 'FOR ‘SPACE

| 132
. $22,343




EQUIPMENT LIST FOR REGIONAL HOSPITAL'S LAB

© EQUIPMENT “ . NO. - AVAILABILITY

Steam Sterilizer for Medla S .

Preparation (1) - = el
Binocular Microscope e i
Centrifuge (Hematocrit)
Centrifuge (Urine) o
Table-Top - Spectrophotometern;
* Incubator (Small) ,

Hemoglobinometer . 20%*_
Refrigerator (Large Slze) 488 -
Bunson Burners : : 20 -
Miscellaneous Glassware (2) % ot -400%

Hot Plate
Lab Table
Chairs

TOTAL FOR LAB

Notes H
1. “See’ Appendix 5 ﬂ
price).

2. Including ESR' appa s, i'test tu
apparatus. o oculeel s



. SILIANA

CTYPE . moman

| CENTRE STATUS NUMBER
‘A - Renovéted" |

a Renovated

(Regional - J-

Hospital) ~  ~/ ©

“Notes:: .. i B ; P v :
1. For facilities which ake to be renova;edi an inventory
of equipment needs to ge made at the existing site. For
.. our purposes, we are a suming that for A centres needing
- renovation, the total cost estimate for each centre may !
estimated by adding the cost of the lab equipment ($5,489)
to 50% of the cost of all other equipment ($16,854 + 2 =
R $8,427), giving a total of $13,916. _ .
..2. TFor the regional hospitals we are assuming the cost of the
o regional hospital's lab ($13,366) plus 50% of all other .
equipment for centre A ($16,854 = 2 = $8,427),giving a
‘ “total of $21,793. , SR
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 §l,742. ' T




= o s e oo e o e, 3 e s 3, s e s s e w05

5IDI BOU 2ID

ey . TOTAL - o
~ czurnn STATUS ' NUMBER |

,':'A - Renovated =  3g ¥ ! - ;_

A ‘ RenOVatea AL '
(Regional ek asal

Hospital)

"B © New.

 Renovated.:
CNew
ﬁ_Renovatedf,i
'5Equipmentv'n
Only R
o . $176,821
.- $323,345
]

_ TOTAL FOR BOTH ‘PROVINCES

Notes: ‘ €
1., These figures were derived
z,«zr This is .an:estimated’ costi .
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| SOCIOECONOMIC DATA(ON SILIANA & SIDI:BOU 2ID |



1" APPENDIX 8

:ﬁébCIOECONOMIC'DATA ON SILIANA AND ‘SIDI:

Sidi Bou Zid was designated a province on December B;e

lefQ“‘Lccording to federal law #73-75.; siliana was created

2

~on June 5, 1974 by federal law #74-47. Both provxnces were

This was Lonjfas«part,offee“

‘geographlc areas of great unmet need.

In terms of the Slliana/Sldl Bou Zid ‘program

greatest need.

e’i; 'Journal Officiel de la Republique Tunlsxenne, 14 Decembre,
- 1973. L
2. Jouinag Officiel de la Republique Tunisienne, 7 Juin, 1974)
‘ p. J242. S




: -which e ;nclude here for further referral-.

, "Contrlbutlon 3 la Planification dans le Domaine .
.~ Sanitaire de la Ré&gion de Siliana," Thése pour
' le Doctorat en Médécine (Dipldme d4' Etat), Dr. Sami.
 Dali, University of Tunis, (Faculté de Médécine et
de Pharmacie), 15.16.FF. This doctoral thesis _
begins with a socioeconomic description of Siliana -

to be reproduced here.3

sect;on, is  as follows. o T

"Dall s conclusion, however,'ﬁﬁich Qdm@a;izosféﬁié

"The poor condltlon of the roads, the rural dispersed
type of housing, the over-crowding in_the dwellings,
as well as the bad conditions for distribution of -
potable water and -energy; ‘contribute to making the
region of Siliana one of the least favored in

the country." (p. 10)

province which, whileTrelevant, is~ too'lengﬁhy CEE


http:15.16.FF

'..,‘3‘_“_. =

'@ ' "Southern Siliana" (Description and Problems of

' - an Area Proposed for an AID-Assisted Rural
Development Project in Tunigia), USAID Mission.
to Tunisia, April, 1976, which gives comprﬁhen-~
sive data on Midktar and Rohia delegations.

Finally, the FHC team contacted Dr. Habib Attla,,Profe----,ﬁh.

. of Geography at the Faculty of Letters and Human Sciences,; s
,pUniversity of Tunis, who was recommended to us as the leading
5 expert on these two provinces. Due to time restr;ctions, we '

‘A.were only able to contact him per telephone, but’ include his nameifr‘

;vhere as a. resource for further 1nformation.ja_ _

| Table 8A gives various data on the population of Tunisia
.@iand shows that Sidi Bou 21d is the most;rural of all the provinces}e

}l?(93 9%), with the Highest percentage of isolated nhabltantsf' -
'?(85 3%) Next to Jendouba (85. 2%)}dsilia‘ e ‘high

| percentage of rural inhabmtants (84 3%{)

too are isolated (60 4%) Bothrprovinces have s;gnlfiuaﬁ“”

;;higher isolated populations than most,‘f th 'other provinces.‘uﬂ

4*”>"Makta* and Rohia present a set of severe human and physi-
5" 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; and inade-
quate physical infrastructure for governance, transportatlon,
education, and health. Yet these two delegatxons and their
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 charactaristics, and thus ¥
same developmental problems. Moziover xdentlcal cons
affect negatively dozens of smaller«sxzed zones." (p. .



n?well-developed.

:cluded inwtheufxgures we received.v In addition, whilefthe abora

X ed in agr;culture, infrastructural capachies‘are not

>;These tables, particularly Table.8C,. could "be useful in

considerations on the health labor force, especially in pro-

jecting potential populat;on 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.



"“‘f-.;Of the totals in Table so, 26 i

R

nHiSidi'Bou zid are without work and without ork . .for the firs

‘f{'?ime, the Tunisian figure is 16%. e e
| Tables 8F and 8G show the educational and llteracy

' . rates of all provinces. Table 8F shows sidi Bou zid Lo have

ethe lowest rate of education for all prov;nces, Siliana has the

“»fourth lowest. Table 8G shows both provinces to be in the

| ;_lower third for the country in terms of literacy., u,uV"*‘.

Table GH shows that, of the selected provinces, Szlianawéi

lerly sidi Bou Zid.‘ In regard to electricxty, r”nnin"

nearly all categorles in thls table, both provxnces'are:well.‘_

”W,below the national average. Table 8J shows both provinces tolf"l"
have the lowest percentage of total lodgings, at the same tlme, : f
in nearly every category their percentage of total facilltles are‘jﬁ

well under this percentage of total lodgings and here, too,‘




 59mewhat;h;gﬁ§f£fi§ﬁ:e

‘dent on size of rooms and nusb

e

e, of course, depen- -

'f}g‘vextended data-on the. three tables included in this appendix..’

These last three tables were taken from statistics gathered
- together in one document ("Logements") by che National '
_Institute of Statistics. This document may be referred
to for additional data which may be of interest but which is™
not inc¢luded 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
nf construction in the walls and roofs (Siliana has the
lowest percentage.cf 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:
“ of urbanization rather than economic status (e.g., Sidi"
'~ Bou zid has the highest number of dwellings which are . - i
owned by the inhabitants of all the provinces); and more -\

oA



BISTRIBUTION OF THE PoPULATION
ACCORDING TO SEVEETED CRITERIA

T AntinAL Frﬁrtﬁr”nr‘Tnt’*'“FEEEEET"BF"?ﬁt‘Porﬁ[kTTdn“ub?“'

S RATE OF DENSITY - POPULATLON 11 Il _COHHUNES, l.e., RURAL
PROVINCE |- b s ~FPOPULATION | (1nnAsITANTS? | COHHUNES B
_{Gouvernarat) | roruATion |  pErceur [ GROWIN KILOMETER) l.e. URBANIZED | AGGLOMERATIONS| 1SOLATED TOTAL
Sillapa, ] 192,668 | 3.4 1.00 b3 | 15.7 23.9 60.4 | Bi.y
Tunis Sud 205,097 | 3.7 2.27 50,4 22.0 22.1§ 55.9 78.0
Mshdla 218,217 . 3.9 2.52 75.5 .. 33.2 7.6 49.2 66.8
Sidi_Bou 21d 218,511 3.3 | 24 ] 3o 0 sa | 8.6 85.3 | 93.9
Monastir 223,150 | 40 | 2.8 . 229.3 S 769 1 15,2 7.9 23.1
Le Kef 233,155 b2 | . 1.30 W67 | 233 1T 33 TR 76.7
Gafsa 237,844 2 | 2.2 173 - | 568 - 5.8 27k 43.2
Kasserine 238,499 4.3 2.45 ) o298 | - 0.7 .1 3.0 76.3 79.3
Béja , ~ 28,770 | wh } . a3 | eam | 252 | w3 | 308 74.8
Sousse - 254,60} hé6 ] 2.0 | e | 705 | .0 12.5 29.5
Gabds 1 255,717 4.6 237 | 8.6 | 3886 367 - | 26.7 63.4
M:denine 292,970 5.2 1.95 6 ke 6.7 43,2 59.9
Jendouba 299,702 5.4 .55 | 9.2 | s | 43.2 h2.0 | 8s.2
Kalrouan 338,477 6.1 - 2.52 | so.§ o6 22,0 . 56.3 78.4
Blzerte ; 343,708 | 6.3 1.5 | 928 523 |7 228 ' 25.2 47.7
Habeul - Y, 368,114 6.6 | 320 | mia W80 b we | 380 52.0
SFfax h74,8729 | d.s 2.15 ©63.5 59-.7 1 1.3 .l 290 40.3
Tunis 1 9, )30 16.9 3.7 702.3 : 92.5 C 3.3 - k2 3.8
Jowm o ]|5.588,209 L Joo.o | 2.32 36.0 h7.5 18.2 [ 343 | sa2.5

% A grouping of at least 50 Inhabliants. Siliana has 26} agglomerations, of which 77.4% have less than 200 persoans,
17.22 200-399 persons, 2.3% have hon-599 persons, 1.5% have 600-999 persons, and 1.5% 1000 persons or wmore. Sjdj .
Bou Zid has 7h ayglom:rations, of which 67.6% have less than 200 persons, 14.93% 200-399 persons, 4.0% 400-599 persons,
8.0% 600-999 persons and 54T 1000 persons or more. A breakdown of the populatlon according io dwellings (logemenis)
and honscholds (menages) Is not relevant for the purposes of this discusslion but may be found In “Logements® (results
of the 1975 Hational Census), tnstitut thatlonal de la Statistique, Hinlstere du Plan, Tunisla.

CUSOUREE: - "Recenscment Gencral de la Population et des Logements,' 8 Hai 1975 (Population par division admlnlstrative),

bt Wanional Wb b S1ati-a igque, Ninistere du Plan. ' '
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TABLE 88

DISTRIBUTION OF'THE'ACTIVELY ENPLOYED POPULATION’(I)
- ACCORDING TO BRANCH OF ECONOMIC ACTIVITY -

STLIANA ~,;=5;'_. S1D1 B0U ZiD , TUNTSIA

ECONOHIC BRANCH L ;ﬁALES - _FEMALES TOTAL ).~ MALES FEMALES. TOTAL ~_MALES FEMALES TOTAL -

Agriculture '717‘?f7?iililizoo 1 w0 | 21,630 30,880 2,370 | 33,250] use.620| 69,410 | 526,030

Extractive Industries | . 650 | =~ -- 6504 190 1o | 200 26,780 W30 | 27,210
(e.g., Mining) . L SR I R 3 .

Processing Industries ff;SZOil-lu‘2;690-~ 3,210 ,i,rO‘jﬂofl A1f5;290 5,670 73,230 122,420 | ~‘95 650
L(Agriculture Onlv) B (R ARt MR RN e DT i S | c : = :

Other Processing . | “s10-|. 10| s20| 1eof ~ -- | el ‘w2590 | 2,381 %,‘:90,
Industries B D SRRt R toeae Suet RNNEE S SRR v o . : PRI [

Electricity, Gas & ~ | 150 | - = Coase | sof 0 -} - 80 ;j ", |so‘ o520 ) o || 680'
Water SER ISt AT PR LTT Rintei et at] I PR EE U TIR R R

Construction (BU'ldlngsﬁn“;~ —

L EERTO BT BT AT WY ssofﬁ 80 ’f:‘..:-il.:'-.o".7_"°
& Public Works): R EERIRL SR RPN RIS IR RO i R ]

Transportation &

| ek ] B2 0| 830 sh,53of 2,850
Communication TSRS F R M S B Ee SRR

Commerce, Banking, =~ |
Insurance, Private " |
Business

10| 1,50 {1,500 a0 j;,l;QOo‘ifilOQZIov'v’ 9,130 1,127 3&01

Services - . | 36100 620

| 4230 | 4,330) 370 | 4,700] 169,960 | 47,830 | 217,790

Not Known R i|;7267'yﬁﬁf¥f§76}i’fi2}6§o;, 3,980 350 4,330 133,910 19,980 | 153,890

Without Work for . | 4,350 | 980 | 5,330 if,3 hho 900 4,340| . ©1,760 27,360 | 119,120
the First Time (2) ; B DR i RN A, i

TOTAL .. j47.710 5,720 | 53,430 | 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 lnstltut National de la Statistique,
: " Hinistere du Plan, Tunis. These flgures are as yet unpublished presently being complled by -this Institut.



TABLE 8C

DISTRXBUTION OF THE ACTIVELY EMPLOYED
POPULATION (1) BY PROFESSION

i

[ ‘ SILIANA SIDI BOU ZID, || TUNISIA
o PROFESSION (2) MALES | FPEMALES | TOTAL | MALES | FEMALES | ‘fOTAL] MALES | FEMALES ! TOTAC
o Libera] Arts ' )
profassicnails o
o/1 (3) ‘sechnical ! 210 30 290 250 20 v§z7o 15,660 | 4,670 | 20,330
jprofassianals 950 9 | 1,00 | 1,03 [ so | 1,080 | 140,630 | 11,330 | 151,760
professions s S - SRR N 1 . . N

2 Administrative
dirgctors and
their special S
assistants ' 20|

L0 | a0

3 Other administra- P I e
tiva personnel : R I IR
aind alliad workers 1,330 | 17,160 | 85.790:‘
. 4  Persons engaged in .~ . R ‘ f
comarce and sales {1,200 - | 2.580 |, 74.620,
| %m0 | 93,940

§  Sarvice profassions | 1,130

6 Persons angaged in
© agriculiure, animal
husbaniry, forestry, 5
fishing and hunting | 21,170

Ski1led and unskilled ' 980 - { Py
workers not in 6; SN )
train conductors and | 1,010} vem
drivers of vehicles 6,360 | 90

.“‘?‘55’420,"'_69.28Q;. 'azs 7001[
o | 6s,460 |120i620 | 185,080

o | 8s,780 | 1,720 | 86,460
:j;zse 980\ 7 1990 | 274,440

10 Other workers not R «f‘{;ﬁ'{_\J/v N Sk T 1o
classified in 7,8,9 - | 13,380 | 1,850 |.15,180° 0 _175.529,.. 40, 94o,~ 217,560

Not Known . A 7%f19l.‘ -
310 §¢3;51q :;1521;829 g

ToTAL ,‘ g %mﬁ¥ﬁ¢jmﬁ7mmﬁjgffffﬁ

1. Those 15 years of age and oldcr. born in 1960 or befora.:.

2 For an exact break-down of these categories of professions see-f‘“CIassificationfdes Proressions (Code Analvtique)“"
Oirection des Statistiques Oémographiques et Sociales,. Institut National de.la Statistique. Octobre. 1975. (The o
numbers given in the first cqumn correspond to this code).v 4 e i

3 This cateqory includes physicians, dentists. veternaries‘“dietitians nurses with diplomas. and mid-wives._" B

Source: Figures are: based on data from the 1975 Nationll CQnsus.Hprovided by the Tnstitut National de 12 Statistique.
‘Ministere du Plan, Tunis.‘ Thase figures are as-ye unpublished._presently bcing compiIed by this Inst1tut.,} =




DISTRIBUTION OF THE EMPLDYABLE AND ACTIVELY

EMPLOYED PDPULATIDNS

~ SIDI BOU zln,fi4ffu};;-’

TUNISIA

starws - [ maes |

- MALES

" FEMALES

STOTAL |

MALES

FEMALES

L

Actively Employed -
Without Work - |
Without Hork]

for the N B
first time

| TotaL

;35 750E; f; : : ff ;u,effw
| »i 7; SIOIIDATJiEJZIF ’1;;; |

| 800

0 | 430 |

1,105,940
120,610
91,760

0] sos,s10s

260,580
15,570
,27,350

1 355'526*2"
136, 180

s, 120 1E

Source ’
..~ Statistique, Ministere: du Plan, Tunis
by this Institut. L '

,%i-Those persons never hav1ng worked before:bu+ present]y seeking work

Figures are based on data from the ]975 National Census, provided by the Institut National de la

These figures are as yet unpublished, presently being complied




TABLE 8E '

DISTRIBUTION OF THE EMPLOYABLE AND ACTIVELY*fL -
S ""EMPLOYED POPULATIONS IN AGRICULTURE

- _ snumawa SIDI_BOU ZID TUNISIA
STATUS MALES | FEMALES.[ TOTAL | WALES | FEMALES | TOTAL WALES | FEMALES | TOTAL
Actively Employed | 20,630 | 420 | 21,050 | 30,330 | 2,370 | 32,700 | 439,950 | 68,980 | 508,930
Without Work s70| 10 | se0 | ss0 - 550 | 16,670 | 430 | 17,100
Without Work’ - £ . - .
for the
first time
o 0| 456,620 | 69,0161 | 526,030 o

‘?,'/] Those persons never having 7orked before but presently seeking work

o Source,

by this Institut

-Statistique, Ministere d Plan. Tunis

Figures are based:on at’ifrom the 1975 Nationa] Census, provided by the Institut National de la
These figures are as yet- unpublished presently being compiled




RATE OF EDUCATION (SCOLARISATION) OF THE POPULATION

TABLI

" AGED 6-14 YEARS BY SEX AND BY PROVINCE

MALES FEMALES TOTAL

PROVINCE EDUCATED (1)] EDUCABLE(2)] RATE | EDUCATED | EDUCABLE | RATE | EDUCATED | EDUCABLE | RATE
(GOUVERNORAT) | POPULATION | POPULATION | (%) | POPULATION | POPULATION | (%) | POPULATION| POPULATION| (%)

(in No.'s) { (in No.'s) (in No.'s) |(inNe.'s)| | (in No.'s)| (in No.'s)

Sidi Bouzid 14,750 28,060 | 52.56 4,750 26,230 |18.10 | 19,490 54,280 | 35.91
Kairouan 20,910 21,410 |s50.49 | 9,760 39,190 | 24.90 30,670 80,600 | 38.05
Kasserine 17,070 31,410 |54.38 | 7,780 29,580 | 26.30 24,850 60,990 | 40.74
Siliana 14,710 25,020 |58.79 { 8,20 | 23,190 |35.00 | 22,830 48,210 | 47.36
Jendouba L | 39,090 |{61.59 | 13,950 | 39,050 |35.72 | 38,090 78,240 | 48.68
Béja | 31,190 |e2.42 | 11,500 | 29,030 [39.61 | 30,910 60,160 | 51.38
Mahdia | @970 |72.60 | 8,720 | 25,850 |33.73 | 29,030 | 53,820 |53.96
Kef | 31,000  |66.19°| 12,660 | 29,570 |42.81 | 33,230 60,650 | 54.79
Gafsa 31,580 |69.03 | 12,870 | 29,900 |43.04 | 34,660 61,470 | 56.39
Gabés 34,570 . |69.77 | 13,150 | 31,220 :|42.12 | 37,270 65,790 | 56.65
Tunis Sud 26,330 |69.27 | 10,40 | 23,850 |43.64 | - 28,640 50,170 | 57.09
pizerte aso (e | 2o | mas |siss | soes | s [s0s
Medenine 36,270 |74.60 | 16,070 | 34,360 |46.76 | : 43,130 70,630 | 61.06
Nabeu? 48,900 |71.39 | 27,000 | ‘45,810 |58.06 | 61,910 | 94,700 |65.37
Sfax 62,550 |76.38 | 33,830 ‘| 61,020 |55.44 | 81,590 | 123,550 |66.04
Sousse’ ‘31,260 |78.1 30,520 |57.73 | 42,030 61,770 | 68.04
Monastir 30,530 |81.46 27,360 |73.90 42,460 57,890 |73.35
Tunis | 98.020 | 117,480 |83.43 13,960 |77.11 | 185,850 | 231,390 |80.32
TOTAL 501,290 716,350 | 69.97 681,180 | 49.68 836,900 1,397,340 |59.89

}. Those persons bhatween the ages
2, Those persons between the ages
Figures are based on data
Statistique, Ministere du
compilez ky this Institut.

SOURCE:

of 6-14 who are in school.
of 6-14,

from the 1975 National Census, provided by the Institut Katicnal de la _
Plan, Tunis. :Ihgse‘flgures are as yet-unpublished, presently being




‘  TABLE 86
f,.;:z_f'RATE OF LITERACY BY PROVINC

PROVINCE
UVER

Kairouan

$idi Bou Zid

Jendoubav “ﬁf'

 7 Kasserine

Source ,Figures are based on data from the 1975 NationaI Census,,a

provided by the Institut National de 1la Statist1que, :
Ministere du Plan; Tunis. These figures are as yet.
unoublished. oresent1y being compiled by this Institut




 TABLE 8H

| GENERAL FERTILITY RATES
“FOR SELECTFD PROVINCES -

Monthly Women Between
‘ Births 15-44 =
1975 | ezse -

Mverage | fumberof | Generall |

~ Rate .
- 1975

Fertility

| g0 | o 38620 | 186

214,440 135

100,470
49,810
42,090
150
53,230
70,360
;f;féé;é4d

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

v the "Bulletin Mersuel de Statistique."  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 in obtaining

and/or recording data), we have not included these tabulations here.

,; Source for average monthly hirths: "Bulletin Mensuel de Statistique”
(Institut National de la Statisque, MOP), #266, Fev. 1977, pp. 6-7.

. "Source 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'ﬂ-ij
~ compiled by this Institut. , .




TABLE 81

PERCENTAGE OF LODGINGS WHICH MAVE™ . .
CERTAI® FACILITIES ACCORDING TO PROVINCES '~ -

— PERCENTAGE OF LODGINGS HAVIRG:
S Bathroom .
. Sathroom Having ) PERCENTAGE OF

daving Shower ) RS IS B LODGINGS CONNECTED TO
R : ¢ Hot & Hot | Bathroom -f .~ .. .cooo oot SYSTEMS OF:
Province -, ) Running’!  Running Mot .~ - ) oo e e Running Vater '
{Couvernorat) | Kttchen | - W.C..} ~ -Water Water | Installed .. Cistern ;| - Well | . Electricity Vater Dralnage [ -,

Tunis | 7.27 | cswse) w33 | veew | 7200 0 257|938 | 7800 70.75 65.08
Tonis Sud |- %0.79 | 30.35] . r.se | Coeas|l 6.3 18.58 .32 10.00
Bizerte | %9.28 | ag.aw|  c3se | o226 035,97 27.11 37.13
8ija 23.60 | 25.33| 200 | . 0.68 | 15.81 17.28
Jendouba 27.02 { 20.32] 6.8z | Soe.83 13.7% 13.60
Ke 32.60 | 27,23 - 220 | . 0.50. 1547 12.26
Siliana 50.63 | 18.84|  0.95 Cre.2z 8.87 6.55
Kasserine 2.28 | wos| 0727 SR L § 9.4 | 168
Sidi_Bou 2id '15.12 11.52 ©'1.08 2.4 147
Gafsa k.43 83.16 - 29.83 " 7.40
Medenine 3.68 | 19.91] - .62 0.90
Gahis 528 | s.60) o o ase 8.87
Sfax 6402 | 60.28) - 12628 12.12
Kairouan | 22:40.| “19.60 s | o0
Mahdia 33.3 | 3o.m] 93| s.e3
Monastir 1 &9 ] e2im - 36.47 3.4
Sousse : §U.'39“' B 56.0'0 ©35.82 26.48
Nabeul 8050 | 5215 °20.59 26.83 |
Tunisia TOTAL | &&.31-| ~43.31 5. 6.0 | 20737

(3

SOURCE: *'Logements™ (based on data from the 1975 Watlonal Census), Institut Natlonal de.la Statistique, Ministere: du Plan; Tu



TABI.E ﬂ.l

'PEICENIAGE EACH PROVINCE HAS' OF ‘IO'I‘AL MMBERHO ;
HWITH CERTAIN FACII.I’IIES W

FACILITIES:
- : Bathroom
- Bathroom Having
: Percentage| . : b Hot ¢ Hot | Bathroom -
Province of Total | oo F-  Runalag Running - Noa:’.
{Gouvernorat) Lodgings | Kitchen | M.C.- Mater Mater Inslalled

COUNECTION MITH A
L SYSTEN OF: .

Running Vater

Clstem Electrlcl(y Water Drainage

_f? 333
S e
Coey | 7.92
0.26 |
. b.2i'
0.18
S 32’_.
-1 AL
e
o 8.46
S N1
39.73
. ; >:"i.76v‘
Cnar
S 2.69
| 5.82
MR
100.00

39.27 46.02
1.79 1.6)
6.3 10.76
12wl 300
S8 | 3.6
T2 | 238
. 105 i 0.99
T er 0.38
k66 |19
“2.87.|  o.28
©3.80 2.01
Cosan | sa3s
2,67 ) 3.03
s | e
5.6k 2.64
6.61 6.23
5.05 8.39
- 100.00 | 100.00

Tonis wes | 2556 f2am| wser | w25 | owie |
Tunis Sud R T 3.05-| 2.32| 0.9 NI ‘,\_."o_‘llyzv
Sizerte 6.0) 6.68 | 685| < wor | w2 |
8lja o7 | 206 | 238 wse | .04 N
Jendouba . '5.50 3.36 | 2.8 7"'-/,92’:; :};; 97 |
Ke 1 293 | 2.50| < r97 f':"q,l.'é;’ffv 003
Si1lana S3s6 | oass| oesz |0 )
KesserIne 0.65 | nan
sidi_Bou Zid: 0.5 | . 0.95
Gafsa ' sl 36
Redenine ; . 2.61 ) 393
Catts RS W VRN B L
Sfan 9,15 aanes | e |
Kai rousn 1 628 c2as o261 063
Mahdia O TR R T T 0 B T "l?.‘siza Cawm | vz

Monastir vos | o aar|-sew| ws3| 398
Sousse ses | ;'S'.]j 1 6.32 6."!,8":' ‘ '5.23
Mabeu) 6.48 593 | .80 | s.25 | ng9r
TOTAL 100.00 100.00. |100.00 §{ 100.00 | 100.00

SOURCE: '‘Logements™ (based on data fronthe IS?S' Na_th‘mal::tensﬁs)'.' Institut Natlonal de la Srtatlstiqu‘é. nlnls(ere dul’lan. Tunisla. -



'PROVINCE (GOUVERNORAY) - -

N o

.6 ) N T ; » .

»n a e - . = 3

&3 a - B é N - T E § . ‘é‘ < < E '™ -

22| « " & a3 S 7 - - = = A 2 a a 2 2
2 =z = .rfc‘ -<n g a P 3 a [T a @ E - X g :on : .5

2 2 = St w ) _3_ 8 by s 4 s v s s = @ = -
- URBAN AREAS
1 15.851 23.94] 20.99| 28.32| 29.9%} 24.03] 22.62] 15.78) 20,33} 19.75] 22.08| 13.80] 14.62 19,83 | 29.26| 20.38| 26.87] 21.87] 19.80
2 28.94 | 38.39] Ao.80| 31.83| 38.%0] 34.37] 46.22| 39.21] 32.80| 3k.52| 31.51 32.151 31.60] 33.42] 35.81] 37.%0) 3%.00( 33.22 33.04
3 129951 22.341 22.83] 23.68] 20.00} 28.03| 21.14| 26.s0 25.201 27.52| 25.991 27.33| 29.31| 27.75| 21.75] 23.65| 28.47] 26.¢8 26.93
5 1h.78 1 8.76] 10.27| 10.A9] 8.96)1 7.90) _s.21] 10.55] 10.1c] 10.03) 12.ak| 16.54 ] 35.88 12.90 | 9.37] 9.48] 9.89| 12.14 | 12.67
5¢ ¢ 10.48 6.57 5.1 5.1 5.62 2.0} s.62] 3.81] _1.96] 6.51 8.12 7.98] to.58}) 6.78 6.06 %.21 5.07 6.4 7.56
TOTAL] 100.00 | 100.00 | 100.00 } 100.00 } 100.00 | 100.00 { 100.00 | 100.00 | 100.00 | 100.00 | 100.00 | 100.00 | 100 00 100.00 | 100.00 | 100.00 § 100.00 § 100.0c | 100.00
RURAL AREAS
) 39.66 | 45.56 | s56.65] 72.79| €8.30] a8.2% | sh.16| 71.55 £9.841 53.96| hh.59] 38.84{ <9.63} 70.50] s5.85{ %0.96] su.60 53.17 | s8.29
2 | 32.50] 36.931 33.79} 20.52| 25.36) 33.m | 31.42| 18.9) 21.38| 26.49) 33.22| .76 27.95] 23.71 33.221 27.30| 32.65| 26.70| 28.16
3 11690} t1.80) 7.16) &.38] .56 db.sk] 9.5 6151 578 | 11.75| 1466 i5.86| 7.86) w08 5.67] 15.67 8.56] 9.} 8.1
&4 6.07| 3.67 1.48 1.60 .63 4.58) 310 2.45 _;25 h372] s5.13) 7.90] 2.96 1.06) 2.48]1 3.261 2.19] 3.53| 3.0%
S5¢+| 487 2.04] 0.92] o.71 0.371 3.13] 2.1 1.2 V08| 3.4 2.%0] .64 1.5k] o0.65] o0.78] 2.3 2.00] 2.26 .77
TOTAL|100.00 | 100.00 | 100.00 | 100.00 | 100.00 | 100.00 100.00 | 100.00 1 100.00 | 100.00 } 100.60 { 100.00 | 100.00 | 100.00 | 100.00 | 100.00 | 100. 00 100.60 | 100.00
TOTAL

i 17.55 1 Av.oo | 38.67 | 62.47) 62.53 ] %x2.68] %9.32 | 62.18 86.83 1 34.811 36.31 | 3r.50] 33.36 | 60.88 | 47.30| 28.36 35.90 1 AL} bo.95
2 129.191 37.24 ] 37.33| 23.16| 27.32| 33.40] 33.52| 22.59 ]| 22.38 30.99 ) 32.55 ¢ 31.89 ) 29.97 | 25.56| 33.92{ 372.27| 33.56 | 29.76 30.36
3 123.02] 1h03] 15.06] B8.86| 6.86| 15.68 | 11.25| 9.83 | 698 20.58 1 18.B3 | 19.62| 20.33 | B.58) 12.20] 21.74 | 39.09 17.43 ] 16.93
L) 15,16 .75 5.9 3.66 2.56 5.34 3.50 3.67 2.52 7.57 7.831.10.73] 11.09 3.31 h.70 8.1 7.38 1.57 71.39
5¢+]10.08] 2.98| 3.03 1.65] .0.73] 2.9% 2.37 1.73 AT} 6.05] A.Ah]| 7.26) 5.9 1.67 1,831 A.82] NoO6f &h.07] &.37
YOTAL1100.00 | 100.00 | 100.00 | $00.00 | 100.00 | 100.00 | 150.00 § 100.00 | 100.00 | 100.00 100.00 { 100.00 { 100.00 [ 100.00 | 100.00 | 100.00 | 100.00 | 100.00 | 100.00

SOURCE: ‘“'Logements* (base_d on data from the 1975 Natlonal Census),

Instltut Natlonal de la Statistique, Hinlstere du Plan, Tunisia.
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r7fremote rural areas of Siliana province is reported to be going' f;

ri:well . Under the first phase of the project fifty wells and

[ fcreate a certain‘numberr
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cnns-usnxco | ‘
}i The CARE-Medico project to develop the water supply i‘

"fsp ings, mostly in the delegations of Maktar and Rohiam are““?'.*f‘—:'«'z

Abeing renovated and equipped with workab.ff“'wih'"“w

'pumpsa CARE-Medico, in co11aboration w;th health and admini

strative officials, is treining local sanitation

»the maintenance and proper chlorination7°ffthes

iTaddition, a minimum of 100 1atrinesnwill bwyconstructed on. a_

';:"self-help" basis, wzth CARE-Medico'contributing materials and i

77technical assistance. A latrine construction projecytof this ;ﬂ

5type has recently bee fcompleted with success in Le Kef :

As a second phase'to‘the lroject ‘CARE-Medico lans to _f;“

clearly desirable



ffrepresents a major Program:thrustuof:the USAID Mission andlthe ~jjff

}”fGovernment of Tunieia;: A contract has been let for ini*ial

implementation._ﬁThe‘Pr jert Paper is available from the Mission

or from AID/Washington for readers wishing to have further infor-l”f7

v'mation.: Coordinatioi and development of complementary activities I

~twou1d be advisable.;,:“

T PEACE comes

At present no new Peace COrps programs in urative health

‘ @care are planned for Tunisiafffﬁowever, there is considerable

lnterest in developing'preventive health activities for Peace

”‘Corps volunteers, and:FHM?recommends that coll boration between

_Peace Corps and the rural health project be actively explored.iqt,vi*

One femallnPeace Corps Volunteer is nom‘doing preventive

;~2health work in Tunisia,;with apparently 'ncouraglng'dm””_f‘ This‘“

'frdor management of health


http:project.be

. assigned to the regional health inspectorsfhshould regionaliza

Lion be implemented early in the life of the program. ;gffﬁ

‘D.. PROJECTHOPE | e e
| WkProJect HOPE/Tunisia has collaborated for several yearsv’

in the development of paramedical training programs and in

the development of integrated health servzce programs provxding
practical training Sites for non-thSician health workers." '

HOPE has provided technical assxstance to the paramedicallprograms l
in Sousse, Monastir, and Nabeul, and is connected as well to

the health system in all three areas.; In addition, Project HOPE

v.}ia now planning to assxst in the development of a community

-fiUNDP-supported‘traininghschoolffor paramedicalitrainers has now.
'fﬂarrived in Tunis and begun work in the development of the school.
”fContinued contact with the UNDP representative in Tunis, as well

;t‘as with the staff of the new school, is highly reoommended.g’fim



| Although WHO was not contacted on this visit,VprOJect R

:,review and collaboration with WHO is urged, aslrecommended

”in FHC's February report.

*G INTERNATIONAL BANK FOR RECONSTRUCTION AND DEVELOPMENT
(WORLD BANK) : : , SR L
The current exploratory talks between the Bank and the

tGovernment of Tunisia concerning the financing of centres de f?

ﬂsante de base in all provznces other than Siliana and sidi

\tBou zid may result in a substantial loan for facility construc-

;tion., If so, the program and facility design experience fiu,qf

fthe proposed USAID pro;ect should be recognized by and, when°5*

-appropriate"incorporated w1thin any Tun151an/WOrld Bank jh

, project, ;ii . o



