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Even before the WHO Action Programme on Essential Drugs was launched in 
1982 ,,~ a response to several resolutions at the World Health Assembly, 
several countries in the Eastern Mediterranean Region (EMR) had taken active 
steps Lo bdng order out of the prevailing confusion in the use of drugs. 
Such confusion had several aspects, the most outstanding of which were: the 
availability of a large number of brand·-name drugs, sometimes up to 
twenLy- five thousand, containing about four hundred active substances; the 
existence of a large number of combination drugs, often with several 
antibiotics and a range of vitamins; many tonics and cough mixtures 
unnecessarily containing 30~- 4~ alcohol; and overprescribing and unnecessal'y 
use of drugs. In addition, some countries had no facilities for testing the 
quality of drugs being imporled at considerable expenditure of foreign 
exchange, no facilities for production, a weak drug regulatory agency and no 
markeL intelligence by means of which to ascertain sources from which to 
imporL drugs. Moreover t'ural health centres would often experience severe 
shortages of drugs, while at other times drugs would have to be destroyed 
because they had not been used within their expiry time. Lastly, 
high pressure salesmanship from representatives of pharmaceutical houses 
resulted in overuse of drugs and in most cases the only information available 
to doctors about advances in therapeutics was to be found in publications of 
such pharmaceutical finns. 

However, in 1982 this di.smal picture was already changing. In some 
countries steps had been taken lo reduce the number of drugs for use in their 
public health services and quality control laboratories had been set up to 
support Lhe establishment and functioning of national drug regulatol'y 
agencies. Local manufacture of drugs had started, initially only for 
formulation and later ft"om raw material, in a few countries. Modern methods 
fot" procurement of drugs were being introduced and, in the case of the Culf 
counLries, the novel idea of bulk pt"ocurement of selected drugs was 
successfully put into practice. More and more dt"ugs began to be used in the 
genet'Ic form and in nearly all tende .. s for pu .. chase of drugs gene .. ic terms 
we .. e employed. 

The WHO Action P .. og .. amme on Essential Drugs accelerated, slrenglhened 
and gave impelus lo these ongoing activities and also initiated new ones. The 
fundamental concept unde .. lying thi s WHO p .. og .. amme is that, in any given 
counl .. y, it is not necessal'y to have mo .. e than about 225 d .. ug entities with 
abouL 1500 p .. epa .. ations in orde .. lo p .. ovide adequate health care at a high 
the .. apeutic level for about 95" of diseases encountered. As soon as a countt·y 
selecLs the essential d .. ugs needed, along lhe lines of the three model lists 
which WHO publishes and updates, ce .. tain sleps logically follow, i.e. 
procu .. ement, disl .. ibution and quality cont .. ol. The benefits of having a 
limiLed list at'e dealt with late .. in this paper. Here, however, it may be 
noted lhal it has always be.", made c lear that these J ists a .. e only models 
based upon which each counll'y would d .. aw up its own J 1st, depending upon the 
prevai ling national situation. It has also be,,,, explicit lhat every countt·y 
would ne"d a few additional, supplemenlat·y dt'ugs to t .. eat lhe 5~ of diseases 
not l .. eatable by the essenlial drugs. It has always been lhe thinking of WHO 
that Lh~se lists would need to be reviewed and modified f .. om lime to time by 
national experts and also that lhe use of limited drugs was as necessat·y in 
developing as in developed countries. 
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Based on the development of national lists of drugs to be used at 
different levels of health care WHO has, during the last few years, launched 
a regional collaborative programme with countries in the Region, including 
the following components: 

1. development and implementation of drug policies; 
2. strengthening national drug regulatory agencies; 
3. development of a complementing network of drug quality control 

laboratories; 
4. development of improved procurement, storage and distribution systems 

for drugs; 
5. quantification of drug needs for primary health care; 
6. drug research; 
7. health manpower development; 
8. development of clinical pharmacology centres; 
9. provision of up-"to-date, unbiased information on drugs; 

10. drug legislation and regulation; 
11. production of essential drugs for primary health care; 
12. publishing WHO/EMRO documents in the field of essential drugs and 

pharmaceuticals. 

Not all these components are being implemented in all countries but, in 
most of them, some are being jointly developed. Comprehensive national drug 
programmes, involving at leasl six to seven components, have recently been 
inaugurated in several Regional countries. 

Although the situation has improved substantially, much still remains to 
be done. For example, overprescribing and unnecessary use of drugs persist; 
the private sector in most countries in the Region still uses large numbers 
of unnecessary brand-name drugs Which have to be purchased with hard 
currency, such availability leading to overuse in both the private and the 
public sector; manpower is lacking in the Region in many areas vital to the 
development and implementation of a rational drug policy, such as drug 
quality control, procurement, storage and distribution of drugs and clinical 
pharmacology. Manufacturing of drugs to attain self sufficiency still has a 
long way to go; and periodic shortages of drugs still occur. 

It is hoped that this paper, by touching on some of the collaborative 
areas of work, by identifying needs and constraints and by providing reasons 
for carrying out certain programmes, will help in still further accelerating 
national programmes for essential drugs on Which, in many ways, depends the 
success of the various national primary health programmes. Unless a limited 
number of safe and effective drugs a,'e always available, at prices the 
consumer can afford, at the primary health care level and unless these drugs 
are prescribed rationally and taken correctly by patients, the entire 
implementation of the primary health care programme will be endangered 

2. LIMITED LISTS OF DRUGS 

2.1. The public sector 

The first benefit of having a restricted list of drugs is reduction in 
cost. At least fifteen countries in the Region have now succeeded, by the use 
of limited lists, in significantly reducing the number of drugs used in the 
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public health services. The average t"eduction is by a factor of six, while 
one country managed to t"educe the number of drugs by a factor of fourteen. 
This is excellent progress, the financial savings for the countries concerned 
being considerable; if all developing countt"ies acted similarly, their 
savings would be enormous. If a countt·y restt"icts drugs merely by eliminating 
those that are dangerous or simply ineffective, it can expect, by this modest 
measut"e alone, to effect savings of 20~. If, in addition, the authorities buy 
in bulk and use generic names, there might be savings of as much as 6~. 

Even in some developed countt"ies, restriction of pt"escribing has been 
intt"oduced in order to cut costs. Thus, in the United Kingdom, the only 
medicines pt"escribable at government expense in certain therapeutic 
categories (coughs, colds, tonics, antacids etc.) are those that meet t"eal 
clinical needs at the lowest cost. This vet·y slight restt"iction alone saved 
the Government £stg70 million in the short period between April and 
October 1985. A similar restt"iction operates in the Federal Republic of 
Germany. In the United Kingdom, again, hospital formularies - shortened lists 
of drugs used as guides to prescribing for hospital doctors - have also 
proven their worth: one containing 594 drugs (reduced ft"om a pt"evious 1200) 
adopted by the Westminster Hospital Group in London achieved savings of 
£stg70 000 on the anticipated annual budget, and a similar scheme at 
Wandsworth ensured that expenditure on drugs in 1984 showed savings of 
£stg500 000. 

The money saved can be used to improve other sections of the health 
service. Also, reduced cost and increased efficiency in buying and 
distt"ibuting these fewer drugs can t"esult in large quantities being available 
where they are most needed - at primary health care level. 

2.2. The private sector 

Much less progress has been made in introducing li.mited lists of drugs 
into the pt"ivate sector, but the advantages of doing so are just as many as 
in the public sector. For some developing countt"ies the scarcity of foreign 
exchange required to purchase dt~gs abroad will be the overriding factor. But 
there are many reasons why adopting limited lists for ;!ll types of medical 
services, not only government health services, would be beneficial to 
medicine as a whole. Harmful and ineffective drugs would never be pt"escribed, 
for they would not appear on the lists; confusion caused by the availability 
of lat"ge numbers of similar drugs with different names would not occur; and 
the dissemination of objective, unbiased information among doctors would be 
facilitated. The main advantage, howevet", would be that the standard of 
tt"eatment would be improved. Whet"e drugs at"e unt"estrictedly available, they 
have been shown to be both over- and wrongly prescribed; in some cases they 
have been pt"escribed twice fot" the same patient in preparations bearing 
diffet"ent proprietary names. It goes without saying that such erratic 
prescribing may involve set"ious danger to patients' health and even to their 
lives. 

Removal of unnecessary and useless drugs ft"om the market will result in 
increased and better use of essential drugs. For example, following the new 
drug policy intt"cduced t"ecently in Bangladesh, 1666 harmful, unnecessary or 
useless dt~gs were removed ft"om the market and 45 drugs were identified as 
"essenlial". One consequence of this was an increase in the percentage of 
total market sales for these 45 essenlial dt"ugs, the market share of which, 



EM/RC33/10 
page 4 

in 1981 was 30.3~; in 1984, it had gone up to 64.7~. This clearly 
demonstrates that doctors, as well as the public, turn to the rational use of 
essential drugs once other drugs whether "harmful", "unnecessary" or 
"useless" - are no longer available. 

An important advantage of limiting available drugs is that lhe education 
of doctors and all other health workers is rendered very much easier and more 
efficient. A sludent will find it extremely difficult to learn about large 
numbet·s of drugs and remember what he has learnt. This advantage is carried 
over into the post-graduate slage: relatively few new drugs would be expected 
to be added to lhe list each year and relatively few removed from it. It 
would be comparatively easy to instruct all health workers regarding these 
few changes. 

Attempts to regulate the private sector, by restricting the number of 
drugs available to it, always meet with opposition, and not only from the 
pharmaceutical industry. In the first place, it is claimed, it would be 
unjust if the best drugs were denied to patients who could afford them. 
However, the most expensive are not necessarily the best. Moreover, in some 
developed countries, quite severe restriction has been enforced without any 
suggeslion being made that health care was affected. In Norway, for instance, 
since 1976 the criterion of "need" has been used in considereing drugs for 
registration, with the result lhat only about 1100 at'e now registered, a 
tenth of the number registered in some European countries. This has not led 
to complaints about the standard of medical care. In England, a group of 
general practitioners recently decided to limit themselves to an agreed list 
of only 137 drugs and found that this was perfectly satisfactory for 9~ of 
their patients. The import rant lhing to note is that the object of this 
experiment was not primarily to save money; it was undertaken because the 
practitioners "wanted to improve the quality of their prescribing". Further· 
more, it has recently been demonstrated in a comparative study carried out in 
two hospitals, one in the USA and one in Scotland, with the same level of 
therapeutic care, that the use of many different drugs is not more effective 
in therapy than the use of fewer drugs. In the United States hospital ten 
antibiotics were used for 75~ of treatments carried out whereas only three 
antibiotics were used for the same percentage of treatments in the Scottish 
hospital. 

Another common and mistaken belief leading to the use of unnecessary 
drugs is that new drugs are better than old ones. An example is the 
widespread and often unnecessary use of cephalosporins. It is now known that 
this use may lead to allergic and anaphylactic reactions and that one of the 
side effects of the drug is kidney damage. 

3. NATIONAL WORKSHOPS ON RATIONAL USE OF ESSENTIAL DRUGS 

One of the mechanisms which has proved very effective in reducing the 
number of drugs to be used in a countt·y has been selection and identification 
of such drugs by doctors, pharmacists and others at national workshops on the 
rational use of essential drugs. Parlicipants at such workshops review the 
drugs being used in the country, within a framework of rational therapeutics, 
and compare their variety and number with the variety and number suggested by 
WHO. Discussions are then held, in groups, on the need for each drug; the 
recommendations of the groups are then usually presented and discussed in 
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plenary sessions. The list of dt'ugs finally selected is one evolved by 
consensus rather than one handed down by some central authority. Very often 
drugs apprearing on the WHO list of essential drugs are deleted from national 
lists while other drugs not on the WHO list are added in the light of a felt 
need. However, it has been invariably seen that the finally agreed list is 
always S:lOrter than that being currently used in the country concerned. 

The workshops held in 1985 and those planned to be held in 1986 and 1981 
are shown in Annex 1 to this paper. It will be seen that by the end of 1987 
twenty-two workshops will have been held in fifteen countries in the Region. 

It has become very clear that, in addition to specifically reducing, by 
consensus, the number of drugs to be used in a countt·y these workshops 
provide information, clarify doubts and remove misunderstanding in the minds 
of doctot's and others about the concept of essential drugs. They are also 
instrumental in spreading the message that first- rate medicine and 
therapeutics can be provided by a limited number of carefully selected drugs. 

4. THE USE OF DRUGS BY GENERIC NAMES 

For every drug there exists a simple, universal name the generic or 
international non-proprietat·y name (INN). The advantages of using generic 
names for drugs instead of brand-names are many; the main one is that use of 
the generic is less confusing, especially when there are several brand-names 
for one drug. In the Monthly Index of Medical Specialities (MIMS, Middle 
East edition, December 1984) are listed 19 very dissimilar brand-names for 
ampicillin (see Annex II), some of them most confusing, and 37 different 
types of oral iron preparations, all in different dosages and with different 
additions (see Annex Ill). Restriction lo the use of generic names has an 
inunediate effecl on the training of health workers, including doctors, as 
they will have to learn one name only for each drur,. Additional advantages 
of this system are that it allows pharmacists flexibility in the dispensing 
of drugs. ~'urlhermore, it greatly simplifies administrative procedures in 
procurement, storage and distribution. 

Possibly the greatest benefit of the use of generically named products 
is that it reduces costs, as (a) these products per se are 10- 30'1. cheaper, 
(b) they are usually available in large "hospital packs", and (c) handling 
costs are less when the number of standardized products is reduced because of 
simpler administrative procedures and less capital tied up in stock. 

In spite of these major and undeniable merits, the use of generic 
products has been opposed by some doctors. They tend to adhere to a belief 
in the "magic" power of specific brand- name drugs instead of objectively 
comparing their chemical components. They protest that the quality of 
generic products i.s less guaranteed. This situation underlines the importance 
of having a drug quality control laboratory in every country to test drugs 
and thereby to convince doctors that the generic product is up to standard. 
Another solution is to procure "branded generic products", Le. generic 
products produced by well-known pharmaceutical firms. The difference between 
this and a generic product is that i.n the case of the branded generic, apart 
from the generic name, the name of the manufacturer is stated on the label, 
together with his guarantee of quality. 
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It is to be noted here that purchase and distribution of drugs by 
generic name is already the practice in Islamic Republic of Iran. It is hoped 
that other countries will consider adopting this method. 

5. DRUG QUALITY CONTROL LABORATORIES 

The fear that a drug may be "sub--standard", perhaps entirely inactive or 
even toxic, is common throughout the world. The international pharmaceutical 
firms, jealous of their reputation, have established their own quality 
conlrol systems, so lhat lhey can examine samples of their own products 
before selling them. However, by the time that these products have reached 
tropical countries, and have perhaps been stored there under unsatisfaclory 
conditions, it will be necessary to make sure that their action is 
undiminished. There is also the common feeling among doctors, referred to 
above, that generic drugs, devoid of the names of famous pharmaceutical 
houses and probably obtained more cheaply than brand-name drugs, are mot'e 
likely to be sub-standard. This is not necessarily soundly based, but il is 
one of the difficulties to be overcome before lists of drugs by generic name 
can be successfully inlroduced. An important, indeed essential, way of 
overcoming this is to control the quality of drugs. 

Quality control involves chemical, microbiological and phat'macological 
methods; WHO EMRO has issued guidelines for establishing laboratories which 
would perform tests in these three ways. Much progress has been made, and 
seventeen countries are already developing laboratories for this purpose, 
although it will not be immediately possible, nor is it necessary, for every 
country to have laboratories carrying out control by all three methods. The 
WHO programme envisages a network in which the facilities in different 
countries will be complementary, so that samples from one country can be sent 
for testing to another. Thus there would be chemical control in all 
twenty- three countries of this Region, microbiological in at least six, and 
pharmacological in at least four. It is hoped also to have at least two 
centres able to carry out studies on the bioavailability of drugs - that is, 
the ability of preparations, when administered to the patient, to maintain 
the required concentration of the drug in the tissues for the required length 
of time. 

WHO has helped in the development of this network by providing 
professional advice on the setting up of laboratories, by obtaining funds for 
equipment and by arranging fo[' the training of personnel at established 
laboratories both in the Region and in olher regions. Twenty- eight persons 
have been sent for training in quality control during the last two years. 

The network is 
developed, WHO will 
Regional Office to be 

already working well. 
be able to arrange for 
laboratory tested, either 

6. QUANTIFICATION OF DRUG NEEDS 

While it is being further 
samples sent directly to the 
in the Region or elsewhere. 

Quantification of drug needs is the process of estimating the required 
quantities of drugs necessary for a particular health institution (e.g. a 
hospital) or for all health institutions in a given region or country for a 



EK/RC33/10 
page 7 

given period of time. It is an essential step in actually planning or 
running a drug supply progranune. A proper estimate of future drug needs 
should be the basis for all drug procurement, but this is often not the 
case. Estimating future drug needs is not easy; usually new drug orders are 
based upon drug use during the previous year. This method is very unreliable 
when actual drug use has not been recorded properly and especially When drug 
consumption has been irrational or disrupted on account of insufficient or 
irregular supplies. Numerous examples can be given of drugs ordered in too 
large or too small quantities. In one country in this Region drugs to the 
value of several thousand dollars had to be destroyed because they had not 
been used and their expiry date had been reached, while in Kenya INH and 
thiacetazone were ordered in quantities which could have served the country 
for at least seven years. A proper estimate of future drug needs is both 
medically and financially important as, thereby, both shortage of essential 
drugs and costly overstocking are prevented. 

WHO support in estimating future drug needs in countries of this Region 
has so far been given in two ways. Firstly, WHO has porformed a drug needs 
quantification study for the public sector in several countries. Secondly, a 
training manual is being developed and field-"tested to train nationals in the 
necessary techniques. 

7. PROCUREMENT, STORAGE AND DISTRIBUTION OF DRUGS 

There are many differences between Regional countries on the one hand 
and those of Europe on the other regarding the practical aspects of drug 
supply. In Europe, most lenders are negotiated by telex, orders are confirmed 
or followed up by telephone, the mailing of shipping documents is fast and 
reliable and quality control of drugs is inunediate. All these and many more 
activities can be very difficult in most EKR countries, a fact which 
disturbs, to a great extent, the smooth running of procurement departments 
and the distribution of drugs in general. 

These Regional problems are partly, but not entirely, due to 
infrastructura) inadequacies. It cannot be denied that they are aggravated 
by a general lack of managerial capacity. Because of this, whatever the 
existing facilities and possibilities, they are not used in an efficient way. 
Therefore, apart from improving infrastructures there is a clear need for 
training in managerial skills for the upper level and technical training for 
all other staff involved in the actual storage and distribution chain. Until 
1986 no training facilities in this field were available i.n the Region. 
However, in Karch 1986 the first Regional training course in procurement, 
storage and distribution of essential drugs for use in prima[·y health care 
took p lace in Amman, Jordan. This manageria 1 course, held in Arabic, was 
especially tailored to the needs of the countries of the Region and was 
attended by senior officers from thirteen Arab countries. 

Another approach toward improving the procurement and distribution of 
essential drugs has been used in Democratic Yemen, Where a comprehensive drug 
programme was started in 1984. In practice this has meant that WHO 
contributes considerable effort in supporting all components of an essential 
drugs programme. In the field of drug supply this has included the awarding 
of fellowships for approximately fifteen staff members in drug storage and 
distribution, as well as extensive support in the developing of a 
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dist~ibution system fo~ essential d~ugs. It is wo~thwhile studying this 
example mo~e closely. 

7.1. D~g supply in Democratic yemen 

Mo~bidity statistics f~om health units and health cent~es we~e studied 
to dete~mine the ave~age monthly essential d~ug needs for these institutions. 
In a pilot study th~ee health units we~e given a monthly standa~d kit with 38 
essential d~ugs in adequate quantities. Afte~ some months this was evaluated 
and, based upon additional mo~bidity statistics, final quantities we~e 

determined for the monthly kits fo~ health units (32 drugs) and for health 
cent~es (46 d~ugs). The p~e-packed kits we~e then o~dered th~ough the usual 
p~ocurement channels by Democ~atic Yemen. 

The dist~ibution system was sta~ted in Tuban dist~ict in Lahej 
Gove~norate in January 1985. In that dist~ict two "collection points" we~e 

identified. The health workers we~e inst~ucted to collect thei~ d~g ~ation 
kit eve~y month from these collection points. They would thus receive a 
monthly d~g ~ation kit instead of a haphaza~d collection of d~ugs that 
happened to be in stock. 

During 1985 the numbe~ of dist~icts that were set'ved in Lahej 
Governo~ate inc~eased steadily to fou~, cove~ing a total of 64 health units 
and 2 health cent~es, by means of six collection points. This followed the 
Plan of Action that had been p~epa~ed in October 1985 by the Gove~nment and 
WHO. In the cou~se of 1986 the whole of Lahej Governo~ate will be cove~ed 

with nine collection points and a second gove~no~ate, Abyan, will have been 
included in the distdbution system; by December 1986 this will have been 
extended to a thi~d governo~ate, namely Had~amaut. This system of d~g 
distribution appea~s to be wo~king ve~y satisfacto~ily and could be used as a 
model fo~ othe~ countries in the Region. 

8. DEVELOPMENT OF CENTRES OF CLINICAL PHARMACOLOGY 

Clinical pharmacology, a specialty which has developed recently and 
comp~ises the study of drugs in man, has much to offer count~ies in their 
endeavou~ to use drugs well and wisely fo~ the benefit of thei~ popUlations. 
Howeve~, clinical pharmacologists today a~e few, wo~ld-wide; it would be 
un~ealistic to expect evet'y countt'y in the Region to acqui~e a clinical 
pharmacologist du~ing the corning yea~s. WHO is collabot'ating with count~ies 
in developing fou~ Regional cent~es of clinical pharmacology. These centres 
will carry out service funct ions, whenever needed, for countries in the 
Region, t~ain futu~e clinical pharmacologists from these count~ies and 
initiate ~esearch in clinical pharmacology. This cannot but have a ve~y 
beneficial effect on the ~ational use of d~gs in Regional count~ies. 

Clinical pharmacologists and centt'es of clinical pharmacology provide 
much needed expe~tise, hitherto lacking, in the following a~eas: 

(a) development of drug policies and selection and review of d~g lists; 
(b) training of health wo~kers and specialists in p~ope~ use of d~gs; 
(c) assessing new d~gs p~io~ to ~egistration; 
(d) ca~~ying out clinical evaluation of new d~ugs and he~bal ~emedies; 
(e) p~epa~ing and disseminating objective information about d~gs; 
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(f) helping the specialist clinician in the choice of the right drug and 
curbing misuse and unnecessary use of drugs; 

(g) carrying out research on the economics of drug use; 
(h) carrying out pharmacokinetic studies of drugs to elucidate mechanisms of 

side-effects and effectiveness; 
(i) carrying out studies on drug utilization; and 
(j) carrying out studies on monitoring of adverse reactions of drugs. 

In the Region three centres of clinical pharmacology are being developed 
by Member states in collaboration with WHO, at the Medical School, Khartoum, 
Sudan, the Medical School, Amman, Jordan, and the National Institute of 
Health, Islamabad, Pakistan. A fourth centre of clinl_cal pharmacology 
relating particularly to medicinal plants and herbal products is being 
established at the Institute of Islamic Medicine, Kuw-ait; WHO is 
collaborating with this centre in developing its sections of pharmacology, 
toxicology, plant microbiology and clinical pharmacology. 

9. STRENGTHENING OF DRUG REGULATORY AGENCIES IN THE REGION 

At an intercountry meeting of heads of drug regulatot·y agencies held in 
Bahrain in 1983, strengthening of drug regulatot·y agencies in Eastern 
Mediterranean countries was identified as a priority need. The recent 
conference of experts held at Nairobi, Kenya, in November 1985 again 
reiterated the urgent need for strengthening this sector. Jt is felt that 
implementation of national drug policies, selection of limited lists of 
really needed drugs, proper inspection of units in the drug producing 
countries, quality assurance of drugs being distributed throughout a country 
and proper prescribing of drugs will all "fall into place" if a strong drug 
regulatory agency, staffed by well-trained personnel such as pharmacologists 
and clinical pharmacologists, could be established in the countries where 
such a need exists. 

The regional programme already being undertaken consists of the 
following four components: 

(a) training of staff in national drug regulatory agencies; 
(b) formulation of drug regulations; 
(c) improvement in facilities in drug regulatory agencies in countries; and 
(d) providing up-to-date information about drugs to such agencies. 

The Regional Office is collaborating with sixteen drug regulatory 
agencies in the Region in this endeavour. Many trainees from countries in 
the Region have been sent abroad on WHO fellowships in the field of drug 
regulation. However, systems vary from country to country and fellows from 
the Region are trained in the methods followed in the countries to which they 
are snnt. It would be preferable to expose them to the same type of system 
prevailing in -their own countries so that, on their return, they could 
establish procedures which are comparable. It is therefore planned to 
establish such a training centre within the Region. 



Elt/RC33/10 
page 10 

The Regional Office has also been involved in formulating guidelines for 
registration of drugs. In the last two years the following draft guidelines 
have been prepared: 

(a) Guidelines for requirements for registration of drugs, Alexandria, 1984. 
(b) Guidelines for registration of herbal remedies, Alexandria, 1986. 

WHO EItRO is helping countries to improve the facilities of their 
national drug regulatory agencies. In accordance with the reconunendatiotls of 
the intercountry meeting held in Bahrain in 1983, the area being supported is 
computerization of registration pt'ocedures and drug information. By the end 
of 1986 microprocessors will have been supplied to Cyprus, Democratic Yemen, 
Lebanon, and Sudan, and, by the end of 1987, to Tunisia, Yemen and two other 
countries. The Regional Office also supports local training on-the--spot for 
the staff who will use this equipment. 

10. KANUf'ACTURE All'D PRODUCTION OF ESSENTIAL DRUGS FOR PRIKARY HEALTH CARE 

The advantages of local manufacture of drugs are: inct'eased 
self- reliance, a reliable flow of supply, saving of foreign exchange, the 
provision of local employment and training of manpower. However, the 
arguments against are many, the most important being that drugs domestically 
produced are generally more expensive than generic products procured by 
international tender. The reasons for this are usually linked to the 
difficulties inherent in small-scale production; these include depreciation 
of investment, while maintenance, spare parts and quality control are all 
more expensive for small industries than for the big drug companies. 

The prerequisites for starting local production are (i) a good 
feasibility study and (li) strict adherence to a national list of essential 
drugs. There are several examples of this not being applied. For instance, a 
well-established drug company in one countt'y in this Region produces 38 drugs 
in 112 dosage forms. Of these 112 dosage forms, only 20 (18~) are on the WHO 
model list of essential drugs. In this way this company is not really 
contributing to the provision of essential drugs to the counlt·y nor to that 
of the Region as a whole. 

In one field of drug manufacture, local production can easily become 
economically viable as il represents drugs for which there is great need and 
which can be produced easily. This is the formulation and packing of simple 
symptomatic remedies such as cough syrups, antacid mixtures, calamine 
lotions, simple ointments, disinfectants etc. Local production of these items 
can be profitable because of their bulky nature which makes importation 
costly in view of transport costs, and their relatively high price when 
purchased ready-made. The savings involved can be considerable, especially 
when such preparations are produced in hospital packs (5 litre cans or 1 kg 
jars). 

11. DISSEMINATION OF OBJECTIVE INFORMATION ABOUT DRUGS 

The importance of providing doctors and community health workers with 
up-to-date, objeclive information about drugs and their proper use cannol be 
over-emphasized. Doclors are very often extremely busy, yet they have to 
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keep abreast of information about hundreds of different drugs, sometimes in a 
bewildering array of brand-names; they may not have the necessary information 
readily available. WHO has been endeavouring to meet this need, both for 
doctors and for primary health workers. The WHO EHRO "Drug Information 
Sheets", covering thirty drugs and designed for the primary health care 
worker, have been printed in English and Arabic and distributed widely to 
counlries in the Region. A new WHO EIIRO document entitled "Eastern 
Mediterranean Drug Information Sheets", containing one page infot"lllation 
sheets on seventy- five drugs thought to be needed by the doctor at the 
primar:y health care level, has also been printed and sent to all countries. 
The WHO KHRO "Drugs Digest" has been published twice a year in English till 
the end of 1985; it contains up-to-date objective information about 
therapeutic advances and the rational use of drugs. As ft'om 1986 "Drugs 
Digest" has been issued in both English and Arabic. The "Drug Information 
Bulletin", published by WHO Headquarters, Geneva, containing regulatory 
decisions made by national drug l'egulatol'y agencies and annotations on 
specific types of drugs, is regularly distributed to the national drug 
regulatory authorities throughout the Region. 

Efforts are being made to publish national documents on drugs and 
therapeutics in addition to collaboraHon with countries in developing 
national centres for the country-wide dissemination of information about 
drugs. Two such pUblications currently under preparation are "Drug 
Information Sheet.s for Sudan" and the "Democratic Yemen Patient Management 
and Therapeutic Guide". 

It has been felt lhat the various WHO publications do not always reach 
the "target audience", i. e. the persons for whom they would be most useful. 
Distribution systems need to be reviewed with this in mind. It is thought 
that one possibility which could be explored is the use of distribution 
services specialized in the logistics of distribution of documents and 
publications. This, however, would be a departure from the present syslem of 
distribution of documents in countries, largely effected through the 
Ministries of Health. This issue needs to be discussed, particularly since 
such a revised system of distribution would need additional resources and 
could, of course, only be carried out with the agreement oC the governments 
concerned. 

Annex IV lists documents published by WHO EHRO over the last three years 
in the field of essential drugs and pharmaceuticals. 

12. LOOKING AHF.AD 

In this paper an attempt has been made to describe some of the 
collaborative activities being undertaken by WHO EHRO and Regional countries 
in the field of essential drugs and pharmaceuticals. Some of the constraints 
and problems which need to be overcome to ensure rational drug use in 
counlries in lhe Region have been identified and a few areas have been 
delineated where activities need to be initiated or strengthened during the 
coming years. 

It has not been possible to describe all collaborative activities. For 
example, the Regional Office has carried out a study which indicates that it 
is essential slrictly to control the alcohol content in medications, since an 
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unnecessary amount of alcohol is being used today therein. A resolution was 
mooted at the 39th World Health Assembly in Kay 1986 Which would ensure that 
alcohol would be used in medicaments only if absolutely necessary, if no 
substitutes were availabJe and only in the lowest concentrations needed. An 
expert conunittee is further studying this issue, prior to the resolution's 
being considered at the next World Health Assembly. A particular effort is 
being made to develop a programme whereby the large reservoir of pharmacist 
manpower in the countries of the Region would play a more dynamic and more 
effective role in national endeavours to achieve Health for All by the Year 
2000. Research l.n two areas, namely drug economics and the public's 
perception regarding drug use, is shortly to be undertaken. There is already 
a progranune for introducing the concept of essential drugs into the under
graduate curricula in faculties of medicine and pharmaceutical sel ences. 
Training of personnel in all areas relating to drugs is being continuously 
carried out; it has not been mentioned specifically in this paper. 

Among all these collaborative activities it is hoped that governments 
will give special, priority attention to: 

(a) reducing the number of 
decrease unnecessat·y 
side-effects and the 
resistant; 

drugs being used in the private sector, so as to 
expenditure on drugs and also to reduce 

number of strains of organisms becoming drug-

(b) developing a complementing network of drug quality control laboratories, 
so as to ensure safety of all drugs being used and to utilize maximally 
the limited trained manpower in the Region; 

(c) improving drug distribution systems, based on sound estimation of real 
drug needs, so that the drugs actually needed will always be available 
to populations, even in the remotest areas. 

(d) disseminating objective information about drugs to all doctors, 
community health workers, pharmacists and consumers in the countries, so 
that lhey are aware both of the benefits of restriction to essential 
drugs and of the dangers inherent in the use of unnecessary drugs. 

(e) encouraging rational prescribing habits and effecting changes in the 
medical and pharmacy curricula, so that the concept of essential drugs 
becomes ingrained in future health professionals. 
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AIlJlU I 

RATIORAL WORKSHOPS OR RATIORAL USE OF ESSKRTIAL DRUGS 

1985 1986 1987 

Democratic Yemen - 1 Democratic Yemen - 3 Oman (Muscat) 

(Aden) Democratic Yemen - 4 Pakistan 

Democratic Yemen - 2 Djibouti - 2 

(Abyan) Yemen (Sana' a) Democratic Yemen -

Djibouti - 1 Jordan (Amman) Democratic Yemen -

Sudan (Khartoum) Cyprus (l!Iicosia) Lebanon (Beirut) 

Iraq (Baghdad) Iran, Islamic Republic Egypt (Cairo) 

of (Teheran) Bahrain 

Tunisia (Tunis) Afghanistan (Kabul) 

Iraq (Baghdad) 2 

5 

6 
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AIIIIlU II 

BIWID-IWIES FOR AllPICILLIII CAPSULES 250 IllS 

From Honthly Index of Kedical Specialities (KIKS), 

Kiddle East, December 1984 

OIOlIPEN 

OVERCILLIIiA 

ARISTOCILLIII PAHECIL 

BIIiOTAL PENBRITIII 

BROACIL PENTREXYL 

COPHARCILIII PEIITREXYL-K 

CY!lBI RADIOCILLIIiA 

EXTRAPEII RIVOCILLIII 

IPCACILLIII ROSCILLIII 

STAIIDACILLIIi 
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AIIIITU III 

BRABD-RAHES FOR IROR PREPARATIORS (TABLETS) 

From Monthly Index of Hedical Specialities (HIHS), 

Middle East, December 1984 

Host preparations contain other ingredients also, e.g. vitamins, 

minerals, liver extract 

AKTIFERRIN 

ENGRAN 

FEFOL SPANSULE 

FERANCEE·HP 

FERCUPAR 

FERGON 

FERRITRINSIC 

FERRLICIT 

FERROCONTlN 

FERROGRAD 

FERRO-GRADUHET 

FERRO-SUSTETS 

FERSAHAL 

FESOVIT·SPANSULE 

FOLIC IN 

FUHA~'ER 

HEHATO-GRUNOVIT 

HEHOBION 

IBEROL 

IDIGI.OBIN 

IONTOFERRON 

IRONORH 

LATAN 

Containing 

Ferrous sulphate 34 mg 

Iron 45 mg 

Dried ferrous sulphate 150 mg 

Ferrous fumarate 200 mg 

Ferrous sulphate 70 mg 

Ferrous gluconate 300 mg 

Ferrous sulphate 300 mg 

Iron 66 mg 

~'errous glycine sulphate equiv. to 100 mg Fe 

Dried ferrous sulphate 325 mg 

Dried ferrous sulphate 325 mg 

Ferrous fumarate 150 mg 

f'errous fumarate 200 mg 

Dried ferrous sulphate 150 mg 

Dried ferrous sulphate 170 mg 

~'errous fumarate 200 mg 

Ferrous gluconate 150 mg 

~'errous gluconate 250 mg 

Dried ferrous sulphate 325 mg 

.'errous fumarate 300 mg 

~'errous sulphate equiv. to 30 mg Fe 

f'errous sulphate 195 mg 

Ferrous fumarate 200 mg 



Annex III (cont'd) 

Brand-name 

NATABF.C 

NEO MATU({F:X 

PLASTULES 

PLEXA~'~:R 

PREGNAVITE FORTE 

RESO~'ERON 

SLOW- n: 

SPARTOCINE 

STUARTIN1C 

TABRON 

THERAGRAN 

TRINSICON 

TUn:HIN 

VIT!,;P({ON 
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Contai.ning 

~'crrous sulphate 

Ferrous fumarate 

J:o'errous sulphate 

fo'errous sulphate 

}I'errous sulphate 

lo'errous sulphate 

Ferr'ous sulphate 

150 mg 

65,75 mg 

(no strength) 

425 mg 

200 mg 

125 mg 

160 mg 

F'errous aspartate 250 mg 

fo'errous fumarate 300 mg 

F'errous fumarate 304,2 mg 

F'errous carbonate 66,7 mg 

F'errous fumarate 110 mg 

F'erro glycine sulphate camp lex 255 mg 

F'errous fumarate 90 mg 
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AHVEX IV 

WHO EKRO DOCUKEIIITS III THE FIELD OF ESSElITIAL DRUGS AIm PHAlmACEUTICALS 

The following WHO ERRO documents in the field of essential drugs and 

phat'maceuticals have been refer .. ed to in earlier pages of this paper as they 

related to the different activities: 

1. Report of an Intercountry Meeting on Drug Utilization, Khartoum, 1983 

2. Report of an Intercountry Meeting on Essential Drugs for Primary Health 

Care, Amman, 1983 

3. Report of an Intercountt·y Meeting on Ilational Drug Policies and 

Management, Bahrain 1983 

4. Establishment of Drug Quality Control Laboratories, Volume 1 (Chemistry 

and Microbiology) 

5. Establishment 

(Pharmacology) 

of Drug Quality Control Laboratories, Vo1ump. 2 

6. EMRO Drug Information Sheets for the Conununity Health Worker* - Arabic, 

7. 

8. 

9. 

10. 

Dari, English. 

EKRO-85 Drug Information Sheets for Doctors in Primary Health 

Report of an Intercountt·y Keeting on the Rational Use of Drugs 

Health Care by 

Guidelines for 

Guidelines for 

the Doctor, Nicosia, 1984 

Requirements for 

Requirements for 

Registration of drugs, 

Registration of Herbal 

2 issues 

2 issues 

English 

English 

1984 

Remedies, 

Care* 

in Primary 

1986 

11. Drugs Digest --- Volume 1, 1984 

Volume 2, 1985 

Volume 3, 1986 first issue in press - Arai:>ic and English 

---------
*Superseded by WHO EMRO document WHO- EM/PHARM/ll5- E: Eastern Mediterranean 
Region Drug Information Sheets: Drugs for Use at the Primary Health Care 
Level by Doctors and Community Health Workers. 
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1) that all countries should develop and implement a rational drug policy 

which would lead to the use of a limited number of safe and effective 

drugs; 

2) that all countries set up distribut ion systems to ensure an 

uninterrupted supply of essential drugs at primary health and referral 

levels ; 

3) that intensive training be provided to all categories of health care 

workers in the rational use of these drugs. Changes in the medical and 

pharmaceutical curricula and development of clinical pharmacology in the 

region would help to achieve this; 

4) that objective up-to-date information on drugs be provided to all health 

workers and that the actual distribution of such information within the 

countries be improved; 

5) that the regional capacity for carrying out drug quality control 

analysis of drugs be strengthened; and 

6) that financial resources be made available to implement this expanding 

programme. 


