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i. INTRODUCTION

An Intercountry Consultative Meeting on Approaches to Promote Availability of Essential
Drugs in Primary Health Care was held in South-East Asia Regional Office (SEARQ) of
thc World Health Qrganization (WHO), New Delhi, from 21-25 April 1997 with the

following objective:

Objective

To support the development and strengthening of approaches which ensure
availability of essential drugs of assured quality, safety and efficacy for primary health
care in SEAR Member Countries.

Specific objectives

(1) To analyse essential drug programmes in SEAR countrics with a focus on
ensunng access to essential drugs in primary health care;

(2) To prepare national and regional guidelines and outline of plans to improve
drug supply at primary health care level, and

(3) To prepare national and repional guidelines for drug financing through
mechanisms such as cost-sharing in the national health programmes.

The meeting was inaugurated by Dr Uton Muchtar Rafei, Regional Director (RD),
WHOQ/SEAR. In his inangural speech, the RD said that a major realization of the last
decade was that the public sector alone may not be able to achieve equitabie health service
coverage. Several countries have therefore resorted to health care reforms to achicve
efficiency, equity and effectiveness. Since drugs play a crucial role in health programmes,
reappraisal of this sector in the light of new economic strategies has become necessary. In
1996, WHO/SEARQ constituted a working group on drug financing, and identified
country-specific prionity issues to ensure equity and access to essential drugs and
recommended development and strengthening of alterative drug-financing schemes, He
emphasized the need tw evaluate drug policies, their implementation with respect to
accessibility, both geographical and economic, of essential drugs, and relevance to country
prionities as countrics enter the 21st century. Equity, cconomuc efficiency and
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sustainability, arc important issucs which should be addressed at this meeting and the
meeting should recommend innovative strategies to improve drug financing and access of
all people to essential drugs at prices they can afford, He urged the participants to
formulate practical guidelines and recommendations towards achieving this goal.

Dr Jonathan D. Quick, Director, Action Programme on Essential Drugs,
WHO/Geneva, in his opening remarks appreciated the initiative of the Regional Director
and the Repional Committee for focusing this year's intercountry essential drugs meeting
on the availability of drugs for primary health care. He said that many deaths which occur
due to infectious and other diseases could be prevented through adequate trcatment.
According to WHO cstimates, at least one-quarter of the Region's 1.5 billion people fack
regular access to essential drugs. This meeting, therefore focuses on the two closely-related
elements which ensure access to essential drugs, namely drug-financing strategies aimed at
affordability of drugs (cconomic acccss) and supply strategies aimed at availability of
drugs (geographic availability). Dr Quick reminded the group that access to health care,
including essential drugs, is a basic human right which has been endorsed by all the 191
WHO Member States. To help people achieve this right, WHO has rcaffirmed the goal of
Health for All with three main future directions :

»  Establishment of the HFA value system;
e  Universal acceptance of health as central to development, and
e  Development of sustainable health system.

He further elaborated that ensuring aceess to health care including cssential drugs is
not an easy task. There may be several challenpes such as changing the therapeutic
needs/public-private roles, globalization, new intemnational trade arrangements, qualty
assurance and health reforms. All these may have to be taken into account in firture health
improvements, Countrigs are therefore rethinking the role of governments.

WHO has been involved in a number of activities related to the evolving public and
private roles in the health and pharmaceuticals sectors. The growing involvement of the
private sector in health may change the role of governments but it can not reduce their
responsibility to ensurc accesstbility of health services of acceptable quality. The
establishment of World Trade Organization (WTQ) and agreements on Trade-Refated
Aspects of Intellectual Property Rights (TRIPs) impose new challenges. WHO's interest in
TRIPs is to ensure good quality essential drugs, and their availability, particularly in the
least developed countries. DAP is working in WHO regions and Member States to review
the implications of the new International trade agreements.
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The challenge for the countries, therefore, is to find practical approaches to better
implement the cxisting regulations and guidelings. The new essential drugs strategy of
WHO provides greater emphasis on country-level implementation.

Dr Quick briefly mentioned the work of WHO action programme in the last two
decades. The programme has developed particularly in areas of national drug policy,
quality assurance of essential drugs and their rational use and human resource
development. DAP has provided direct technical support to over 80 countries. WHO is
now facing new challenges and uncertainties and therefore WHO has adopted a new
cssential drugs strategy. The new stratepy makes a commitment to essential drugs concept
as representing the best of modem, evidence-based, cost-effective health care. The concept
is flexible in that it is implemented from local PHC services to large health insurance
programmes. It 1s also forward-looking, Matched by changes in programme structure,
planning and budgeting, the new strategy should lead to increased effectiveness and impact,

Dr Sanjiv Kumar, United Nations International Children Education Fund
(UNICEF), in his prcsentation mentioned that, since 1946, UNICEF is engaged in
supplying drugs and vaccines. UNICEF is now actively involved in the WHO (DAP)
Essential Drugs Programme and also with Global Programmes for Vaccines Immunization
(GPV). Expenience has shown that the use of essential drugs 1s not only successfully and
epidemiologically correct but also cconomically more affordable. In order to support
primary health care programmes, UNICEF has established a special Working Capital Fund
which allows eligible countries to pay for essential drugs on delivery rather than in advance
as is normally required for procurement services by UNICEF,

2, BRIEF OVERVIEW OF WHO COLLABORATION IN
PROMOTING ACCESS TO ESSENTIAL DRUGS OF
GOOD QUALITY, SAFETY AND EFFICACY IN THE
SOUTH-EAST ASIA REGION

Dr Kin Shein, Regional Adviser, Essential Drugs and Vaccines, WHO/SEARO, pave an
overview of WHO collaboration in promoting access to essential drugs of good quality,
safety and cfficacy in the SEAR countries, He informed that national drug programmes of
the SEAR countries have been developing along with the various componcnts of the drug
policy, including drug registration and regulatory control; national essential drugs list;
public sector procurement; storage and distribution; drug quality control, and rational usc
of drugs. However, components such as drug quality assurance in its totality, drug
information and economic strategics for drugs which are advocated in the report of the
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WHO Expert Committee on national drug policies, published in June 1995, have not been
included in some of the national drug policies.

He emphasized that access to essential drugs is a priority issue in SEAR. An
jmportant consideration in developing national drug policies is to improve the availability
of essential drugs for primary health care. The concept of availability has a connotation of
accessibility which, in the context of primary health care, translates into availability of
essential drugs in the remote health facilities. It also implies that drugs that are needed
should also be affordable if an individual is required to pay for them. Onc of the important
realizations of the last decade has been that the public sector alone in most of the
developing countrics in the Region is unable to provide health care coverage to the entire
population.

WHO assistance was focused on four technical areas between 1990 to 1993, These
areas were: (1) development and strengthening of national drug policies and management;
(2) drug quality assurance with emphasis on laboratory quality control of drugs; (3} supply
and logistics with the thrust of activities being on drug selection, quantification,
procurement, storage, inventory control and distribution, and (4) rational use of drugs with
focus on the development of standard treatment guidelines, diagnostic flow-charts and
national formularies. As a result of active collaboration between WHO and all Member
Countries of the Region, national drug policies or health policy including pharmaccutical
policy (in the case of DPR Korea) have becn developing progressively.

Onc of the important approaches in assisting SEAR countries in improving the
accessibility to essential drugs is to review the existing schemes on drug supply in primary
health care and improve their effectiveness. Other options can also be explored, wherc
applicable, for strengthening the supply system. An effective option could relate to
financing schemes such as community cost-sharing. Functional and effective financing
schemes which are in operation in the countries of the Region could be reviewed in order to
serve as examples in formulating national stratcgies for improving economic access 1o
essential drugs. The recommendations of the meeting of the WHO/SEARO Working Group
on Drug Financing which was held in Nakorn Ratchasima, Thailand, in November 1996
arc relevant to developing or strengthening cost-sharing mechanisms in the provision of
drugs and health services,
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STRATEGIES TO PROMOTE THE AVAILABILITY OF
ESSENTIAL DRUGS FOR PRIMARY HEALTH CARE IN
SEAR MEMEBER COUNTRIES

Dr Gaitonde reviewed the present drug scenario in countries of the Region and highlighted
the achicvements m the last two decades. He mentioned that there are some very positive
developments in the countries such as formulation of national drug policy, acceptance of
essential drug concepts, and establishment of national list of essential drugs, and human
resource development particularly in regulatory control. However, on the negative side,
objectives of NDP have not yet been realized in a number of countries, resource allocations
for health and drugs has gone down in real terms because of worsening socio economic
conditions; and there is as yet lack of equity. Scveral countries have resorted to health
sector reforms ending up in "hberalization” which has shown positive gains in terms of
improved availability or accessibility of essential drugs for PHC in some countries, He then
proceeded to highlight somc of the problems and constraints in drug management, and
suggested strategies to promote the availability of essential drugs, such as better drug
management, rational use of drugs, standard treatment guidelines, effective quality
assurance at PHC level, and a plan of human resource development in different areas of
drmug programme. Several models of procurement, such as centralized versus decentralized;
autonomous, semi-private, and prime vendors etc. were discussed, underlining advantages
and disadvantages of each of the models.

Affordability is directly dependent upon the economic situation of a country. Most
governments ¢annot continue to provide free health care as before. Several strategies to
improve affordability were suggested such as price regulation, price information, use of
generics, user fees for service, differcnt types of Insurance mechanisms and donor
financing. He emphasized that rational prescribing is an important prerequisite for
improving affordability, and eliminates unnecessary and useless expenditure on drugs.

He suggested the use of flexible approaches, depending upon country situations for
improving drog supply in peripheral health facilities,

MONITORING THE AVAILABILITY AND
AFFORDABILITY OF ESSENTIAL DRUGS

Ms Kann Timmermans gave a brief account of indicators developed by the Action
Programme on Essential Drugs of WHO for monitoring National Drug Policies (NDPs)
towards measuring the effectiveness of the strategies devcloped as well as the activities
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implemented for achieving the NDF objectives. They have been selected on the basis of a
logical approach comprising the following steps:

+  What are the key issues in the pharmaceutical sector? (diagnosis of problems)

»  What arc the main objectives of NDPs?

»  What are the main strategies/activities which should be developed in order to
meet those objectives?

»  How are these strategies/activities to be monitored?

s  How is the impact of these strategies/activities to be monitored?

The outcome (OT) indicators are used for monitoring the impact and address the
four objectives of virtually all NDPs, namely making essential drugs available and
affordable; ensuring that they are of good quality, and that they are used rationally. The
outcome indicators, therefore, evaluate how far these objectives have been met.

The structural and process indicators monitor the strategies/activities employed for
reaching the objectives. The structural (ST) indicators reflect the cxtent to which an
infrastructure, or any other key structure, has been cstablished, while the process (PR)
indicators measure the degree to which activities are being implemented and/or the changes
in performance over time,

The structural (S8T) and process (PR) indicators have been designed to monitor
scven key components that have been identified as important for the achievement of NDP
objectives. In order to understand what is working well and what is not, why objectives
have been met or not, it is important to see for each component whether the structurcs are
in place and whether the performance is satisfactory {or to look at its ST and PR
indicators).

Finally, the background (BG) indicators provide information on the context in which
the NDP ig being implemented.

Ms Timmermans gave some illustrations of countries/states which have used some
of the indicators in monitoring their national drug policies.
5. DRUG SUPPLY STRATEGIES
Dr Jonathan D. Quick, Director, Action Programme on Essential Drugs, in his presentation

on drug supply stratepies discussed the altemative drug supply system for public health
services. He mentioned that countries may have central medical stores as a conventional
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supply system for procurement and distribution but there are other alternative systems such
as autonomous supply agency, directly delivery system, dual contract systems (primary
distributor or prime vendor) and fully private, which should be considered with their
advantages and disadvantages. He gave examples of countries using one or a mix of these
systems, bringing out merits and demerits with particular reference to supply at the
primary health care level. He illustrated a model in which there was effective collaboration
of public sector, non-profit sector and the community towards improving drag supply.

He then went on to elaborate on the alternative strategies of health reforms with
particular reference to drug supply. One of the strategies used by some of the countrics 13
decentralization which may involve delegation, devolution and privatization,
Decentralization in certain situations has resulted in problems such as lack of financial
resources at local level, lack of staff capacity, inadequate accountability, increased cost
and sometimes suspect or decrcased quality assurance. In privatization, "third sector”
(nongovermmental organizations, professional organizations and othcr non-commercial
entities) are involved. While privatization may improve the cfficiency and effectiveness of a
system, several problems may arise with such alternative drug supply systems such as
quality, of both drugs and services, and financing.

In conclusion, Dr Quick asked the countries to compare all these alternative systems
with the type of system that being followed by them and the possible impact of drug supply
reforms on availability and affordability. There is a need, he said, for evaluating this
impact, particularly, with reference to efficiency, equity of access and quality.

6. DRUG FINANCING ALTERNATIVES

Dr German Velasquez, in his presentation, outlined drug financing options, compared these
in terms of feasibility (financial sustainability, administrative requirements, and
public/political acceptability} and outcome (equity, efficiency, and rational usc). He
emphasized that whatever the modality for financing of drugs, it is the responsibility of
governments to ensure that drug financing mechanisms are managed in such a way as to
achieve equity of access to essential drugs.

Public financing of drugs occurs through national and local government budgets
using general revenues or revenues carmarked for heaith, Public financing can also be
managed through compulsory programmes, such as social secunity and national social
insurance schemes, or compulsory taxes for income redistribution,
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In virtually every country, central and local govenments play some role in financing
of health services and drugs. Paradoxically, in low-income and middle-income countrics
(which often have the greatest inequities in income distribution), public spending on health
is typically one-quarter to one-half of high-income countrics when measured as a
percentage of gross domestic product (GDP).

The level of public commitment for financing health care and drugs should be a
matter of cxplicit public policy, based on an analysis of health care needs and financing
options. Some form of public spending will nearly always be needed to ensure access to
drugs of the poorest in society, to ensure provision of drugs for tuberculosis, sexually
transmitted diseases, and other communicable diseases, and to ensure care for target
groups such as mothers and children.

Another alternative is health insurance provided through social insurance, social
security, private insurance, and informal community health insurance. The experience of
many countries has shown that compulsory social insurance can be a critical step to a more
equitable health care system. A major advantage of insurance schemes is that health carc
costs arc shared by the healthy and the ill, the poor or not so poor. Solidarity within
various population groups can play an important role in financing drug and health services.
Financing by cooperatives, state or private companies and the community can contribute to
improving the overall health care and drug financing situations.

User charges are being implemented by governments and local communities in
countries at all levels of development, both to supplement general government revenues or
insurance premiums, and to help control utilization, Though such programmes often start
at the community level, reasons favouring a top-down approach, starting with major
national and local hospitals, include equity, reinforcement of the referral system, revenuc
potential, administrative capacity, and impact evaluation. User fees should supplement
government allocations for pharmaceuticals, but should not replace them, Future efforts
need to ensure that the lessons from existing research and actual experience are applied to
the design, implementation and monitoring of user-fee programmes so as to ensure that
access to drugs does improve and that rational use does not suffer. A top-down approach,
starting with major national and local hospitals, may have advantages in terms of equity,
reinforcement of the referral system, revenue potential, administrative capacity, and impact
evaluation,

Scveral countries are using donor financing mechanism which includes bilateral and
multilateral grants. For some countries, economic necessity may require dependency on an
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externally funded drug supply for a relatively long period of time, Although this is not the
best or ideal situation, it can benefit the poorest population.

Development loans through the World Bank and regional development banks have
contributed to long-term development of the human and physical infrastructure for the
health sector in a number of developed countries. However, loans should generally not be
used for financing the recurrent costs of drugs, but only for capitalizing a new drug supply
or financing system or in case of cxtreme, or temporary emergency situations when
external aid is insufficient.

In any case, attention should be paid to ensuring that international loans, frequently
accompanied by the imposition of conditions, do not distort national drug policies defined
by governments.

7. REPORT OF THE FIRST MEETING OF THE WHOQ/SEARQO
WORKING GROUP ON DRUG FINANCING

Dr Kin Shein presented a report on the meeting of WHO/SEARQ Working Group on Drug
Financing which was held in Nakom Ratchasima, Thailand, from 26-28 November 1996.
The objectives of the meeting were to: (1) facilitate affordability of essential drugs; (2)
assist cost-sharing of drugs, if introduced; (3) promote development and strengthening of
cffective financing schemes; (4) improve financial management; (5) improve the drug
purchasing system in order to accrue significant impact on prices of drugs, and (6) explore
ways and means of improving the supply of drugs.

The agenda of the meeting consisted of country presentations, a field visit and
plenary presentations on drug financing issues and drug financing alternatives, cost-sharing
of drugs and monitoring for equity and quality.

A field visit was made to a community hospital, a health centre and a village drug
furd 1n a province of Nakhom Ratchasima. The financing schemes, health and drug
services provided and the admiristration of the health facilities were studied.

The report of the meeting highlighted the following issues:

Country priorities for action: These are to increase the health and drug budget,
increase efficiency of budget utilization, development of guidelines for cost-sharing
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schemes, purchase of quality drugs at low prices, and sustainability and
replenishment of the drug supply system.

Priorities for the Working Group: These are on public financing, insurance for
health and drugs, health reforms and global change - public and private roles in the
pharmaceutical sector.

The Working Group sets the following issues as priorities for action. They are
relevant to public financing - a study of experiences in increasing government budget on
health and drugs, policies and guidelines for cost-sharing in health and drug sectors, drug
pricing policies and mechanisms. It made the following recommendations: strengthen
national and local drug financing schemes so as to ensure equity and access to essential
drugs; the Ministry of Health to ensure adequate financing of essential drugs, if cost-
sharing is introduced; revenues should supplement government allocation and not be a
substitute for it; identify financial mechanism to promote rational drug use; the Mmistry of
Health to explore optimal public and private financing of health care and drugs, if cost-
sharing is introduced; the Ministry of Health to define objectives; operation for cost-
sharing scheme, and governments to ensurc that prices of essential drugs are affordablc for
the majority of the population.

8. COUNTRY ACTIVITIES
Bangladesh

The Bangladesh National Drug Policy (BNDP) was introduced in 1982 and its main
objcctive is to provide safe, efficacious and quality drugs to the entire population and
encourage local production. The NDP identified a National List of 150 essential drugs, out
of which 33 drugs were selected for use at the primary health care level. The BNDP had a
vety positive impact on the drug situation in the country and resulted in increased
availability of essential drugs.

The country has established facilitics, both in public and private sectors, for the
production of medicines; the share of production of cssential dmgs is about 76%. The per
capita consumption of drugs 1s US$ 2.2 (1995).

Drugs are supplied to consumers through both public and private channels of
distribution. The public sector supply is through the Central Medical Store which procures
drugs by a tender system, However, not more than 20% of the population receives essential
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drugs through the public health care system. The total annual public drug expenditure is
TK 660 million. In addition, about 10% of the drug budget comes from international aid.
There are some voluntary organizations supporting primary health care and their share of
the drug bill is approximately 3%. There are no other funding mechamisms for drug supply
in primary health care except for some national programmes such as malaria control, DI,
and TB, ¢tc. Almost 30% of drug supplies for these programmes come from international
donors.

The major constraints to drug supply in PHC are inadequate funding and lack of
trained human resources in drug management.

Bhutan

The Essential Drugs Programme was initiated in the country in 1985 in collaboration with
WHO. The National Drug Policy has been adopted and implemented. A national hst of
essential drugs has been prepared and only esscntial drugs are procured and used in all the
health facilities in the country. The supply and management of essential drugs has been
streamlined through the supply unit in the Directorate of Health Services and the Modemn
Store Organization. Primary health care covers the entire population and supplies the
casential drugs for free. The povernment funds cover 80% of the drug supply while the
remaining ar¢ provided by international donors, in particular, UNICEF, Government of
India and DANIDA . There are no other funding schemes.

The quality of drugs 1s ensurcd by judicious selection of supplies, the use of WHO
Certification Scheme for pharmaceutical products moving in international commerce, and
occasional drug sample testing in WHO collaborating centres for quality control of drugs.

The total public expenditure on drugs is 29.73 mllion NU (1US$ = 35,15 NU) and
the per capita expenditure on drugs works out to US$ 1.40.

The entire drug financing is through the MoH, and there are no other funding

schemes operating in Bhutan.

India

In the Indian federal system, administration of health care is the responsibility of the States.
However, with lirmted funds available, states offer free health care to their emplovees and
to the economically weaker sections of the society. The finances for health care are sourced
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through government budget (central, state and local) and private out-of-pocket expenses.
Organized labour is covered by a compulsory insurance scheme, Voluntary insurance 15
available through two public sector nsurance corporations, which have not yet made any
significant contribution in health care. The Central Government has organized national
programmes on the control of several endemic diseases of high morbidity and mortality.
Some of these programmes offer 100% facilities for diagnosis and treatment, while for
others there is sharing of expenses with state governments.

In 1995-1996, the total drug consumption in the country was about Rs 77000
million. Qut of this, the total retail sale in the private market was Rs 62200 million and the
remaining Rs 14800 million was due to institutional sale, The institutional sale mainly
includes government spending, NGO and donor spending on health.

The drug distribution system is mostly under private control. However, centralized
distribution for government facilities is in operation both at the central and state levels
through their respective medical store depots. The procedure for purchase of essential
drugs is as per standard government protocols or as per intemnational bid document criteria,
where quotations are invited from the registered vendors. WHO-GMP, past performance
and batch-testing, etc. constitute important bench-marks for the bid documents. ABC
analysis is being introduced for inventory control along with inflow-outflow analysis by
bin-card or by computer system. No real shortages of supply of essential drugs have been
reported excepting those due to restriction of finances. In future, it will be possible to
introduce the system of indicator drugs to monitor the performance of each MS depot. The
mstitutions prefer to buy drugs with generic names becausc of their price advantage due to
absence of excisc duty (15%). The Drug Price Control Order (DPCO) requires the
manufacturer of any drug formulation (both price-controlled or decontrolled) to intimate
the revised price within 15 days of effecting any change. A margin of 16% on the retail
price is permitted to the retailers under DPCO for price-controlled drugs.

According to the World Bank estimates, the national per capita health expenditure
was US$ 4 for the public sector and 1SS 14 for the private sector in 1993. The total health
care expenditure in 1993 was 6% of the gross national product (GNP), out of which the
Government cxpenditure amounted to 1.3%. The scctor-wise spending in terms of
percentage is : Central Government 6.1, state and local governments 15.6; corporatc and
third party 3.3; NGOs 15, and private sector 60%. For health expenditure, the drug
component is not separately estimated. In the public sector, 2 maximum of 15% of the
budget has been reported to be spent on drugs and pharmaceuticals,
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In 1996, the National Essential Drug List was introduced in congultation with states
and various agencies. The Employees $tate Insurance Scheme (ESIS) covers 35.9 million
beneficiaries (3.4% of the all-India population). The Central Government Health Scheme
(CGHS) provides comprehensive medical care facilities to four million bencficiarics.
International assistance in the supply of drugs has been gradually reduced as India is
considered self-sufficient in the manufacture of drugs.

The Central Government has empowered itself under the Drugs and Cosmetic Act to
weed out formulations considered irrational. This is a continuous exercise, It has so far
weeded out 56 categories of formulations, most of which are fixed-dose combinations of
drugs. This 1s a step forward towards rational therapeutics, The government is considering
establishing a National Drug Information Centre for disseminating information to
prescribers and to consurncrs at large.

Indonesia

Indoncsia 13 the fourth most populous country i the world, with an annual population

growth rate of 1.34% (1993). The average economic growth rate was 6.8% per annum,
while the inflation rate was %.7% per year during the 1980's. The capita income has
increased from USS 70 in 1967 to approxamately US$ 1000 by 1996.

Using the primary health care approach, the National Health System was adopted in
1982, The system consists of four levels (central, provincial, distnct/sub-district, village)
and includes the referral system to secondary and tertiary levels of scrvices as well as
community out-reach programmes, There were 6934 primary health centres, 19 977 sub-
health centres, and 6024 mobile health umits in 1993, Decentralized admmmstration ig
encouraged.

The Indonesian National Drug Policy was established in 1983 with the objectives of
ensuring the availability and accessibility of safe, efficacious and quality drugs as well as
their rational use.

In order 1o cnsure timely supply of low-cost but high-quality essential drugs, the
Ministry of Health (MoH) appointed four government-owned companies as the main
supplicrs of cssential drugs. The prices of essential drugs are controlled by the government.
In addition, the use of generic drugs in public health facilities is mandatory. The
government regulates the production of drugs by 51 manufacturers and also the
distnibution of genenc drugs.
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In order to improve the drug supply management for PHC in the public scetor, a
District Pharmaceutical Warehouse (GFK) was developed in every district to carry out the
functions of drug supply, including planning based on the needs of health services; drug
management; monitoring of drug accessibility and availability in health centres, to quality
maintenance of the stocks. There are around 300 GFKs throughout indonesia. Being an
exccuting unit of the District Health Office (DHO), the GFK assists the DHO m
coordinating the supply of drugs originating from different budget sources, so as to ensurc
timely and regular distribution to health care services in the districts according to actual
nced.

In order to improve drug accessibility, the Mo promotes the use of generics. The
Generic Drug Programme was launched in mid-1991. The quality and pricc of generic
drugs are strictly controlled by the MoH and public facilities arc obliged to use them. The
usc of generic drugs is increasing from year to year,

The per capita drug expenditure in 1996 was around US$ 3.

The total drug budget allocated for PHC in 1997 amounted to US$ 170 million, It is
estimated that 84% of drug financing i1s derived from private funding and 16% from
government budget. However, drugs procured with govemment budget cover around 70%
of the population through public scctor health care units (health centres and other PHC
units), which are established across the entire country.

In general, government's control on drug prices is enforced only for the provision of
drugs in the public sector and for the Gencric Drug Programme. The cssential drugs for the
public sector arc subsidized through various budgets, mainly the Central Government
budget - the "Presidential Health Budget". The rationale for the high proportion of Central
Government budget being used for drug procurement is to ensure more equitable access to
drugs across the country.

Indonesia has a system of user charges for public health services in both hospitals
and health centres. A very low, uniform fee for health centre services is implemented
throughout the country. The Central Government hospitals follow the fee schedule
guidelinés issued by the MoH. The provincial and district hospitals arc expected to
conform with these guidelines. Besides the free drugs provided through primary health
services in the public sector, a government health insurance has been developed, based on
civil community participation to provide drugs for civil servants and their families.
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Quality assurance is ensured by regular routing inspection for the GMP
implementation and programmed sampling of marketed drugs for analysis by Government
Quality Control Laboratories established in 27 provinces and by the National Quality
Control Laboratory in Jakarta as the top referral laboratory.

High priority is given to improve the rational use of drugs. A standard treatment
guide for health centres and a Nattonal Drug Fortmulary for over-the-counter (OTC) Drugs
have been developed. Regulation requires that drug information on labels or promotional
materials for drug advertising must conform with criteria of objectivity and completeness
and should be unbiased. A guideline on drug advertising was established in 1994, based on
the WHO criteria for Medicinal Drug Promotion and adapted to meet Indonesian needs.
Advertisements on OTC drugs can only be made after obtaining the MoH's approval from
the MOH.

Maldives

Health 1s a basic right and the government has implemented several programmes to
pramote the health status of the people.

The povernment, i collaboration with WHO, established essential drugs programme to
cnsure availability, quality, safety, affordability and rational use of essential drugs. The country
imports both essential and non-essential drugs mostly through the State Trading Organization
and private importers (95%). Five per cent of essential drugs and vaccines arc supplied by
UNICEF. The Department of Public Health distributcs drugs to all public health institutions.
Private pharmacics arc also allowed to mmport drugs either directly or through $TO. Quality is
ensured by the use of WHO Certification Scheme and mmported only through registered
manufacturers and by physical checks at the port of entry. The price control mechanism
operated by MoH and Mmistry of Commerce ensures to some extent that drugs are sold at
reasonable prices. Private pharmacies mainly supply drugs in the private sector.

The totat public health budget is 25 370 827 MRF (local currency) while the donors
contribute 3.5 million MRF for the health scetor. The total public expenditure on drugs is US$
66 000 and international donors provide US$ 185 000 for supply of drugs.

All drugs are provided free at the PHC level and there are no schemes for alternative
financing for drugs.
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Myanmar

The Essential Drugs Programme activitics starting from 1989 were followed to cover the
entire country by community cost-sharing system based on a revolving fund and user-
charges strategy with the future extension plan of five years ending in 2001. Commumty
cost-sharing in the hospitals was started in 1990 by providing accommodation (private
room for inpatient's), diagnostic facilitics and drugs through the user-charge system.
Concerning drug control, the adoption of the National Drug Policy in February 1992
followed by the establishment of the National Drugs Law facilitated the establishment of
the Drug Authority for licensing of drug sellers and framing rules and regulation for
ensuring the quality of drugs.

The problems encountered at present are shortage of trained persons in the areas of
pharmacy, health cconomist and health financing management, etc. Funding is madequate
and so is the infrastructure for local manufacture of drugs.

The medical supply system of the Department of Health is based on a central storage
and distribution system at the Central Medical Stores Depot (CMSD) which procures,
stores and distributes all drugs and equipment from both local and foreign sources for all
hospitals, health centres and other health facilities under the Ministry of Health throughout
the country, directly or through sub-depots at Mandalay and Taunggyi (sub-depots) and
eleven transit camps.

The Myanmar Pharmaceutical Factory (MPF) is the major supplier of drugs to the
CMSD, While the major portion of the demand 15 met by the MPF, some drugs are
procured through direct import, if foreign currency is available. Tenders arc issued abroad
following the system of direet tenders or limited tenders and open tenders depending on the
quantity and type of medical supplies to be purchased. A fairly large amount of drugs and
chemicals are supplied by external aid organizations, such as UNICEF, WHO and NGOs,
almost all of which arc meant for the rural health services and specific disease control
programmes, The UNICEF supplies are obtained against the demand forwarded by Project
Managers who estimate annual requircments on the basis of the needs of new projects as
well as of the ongoing programmes.

All the medical supplies received from all sources are stored in different warchouscs
dealing with drugs, sundries, and UNICEF supplies, till they are despatched to the
consuming umts.
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There are 16 warehouses with an average size of 100 feet x 40 feet. Two are
assigned to receiving section, one to packing despatch section and two for storage of
UNICEF supplies. The medical supplics are stored category-wise m the rernaming
warchouses.

The bincard system i3 in use, thus enabling the authorities to have a better control of
stocks and to know the location of each tem.

Computerization of the inventory system has just started and is still in its initial
stage; 1ts upgrading will start soon in the near future.

The present procedure for all health mstitutions (with the exception of 16-bed and
station hospitals, rural, urban and school health centres) is to request medical supplies
from CMSD or Central Medical Stores Sub-depot (CMSSD) by indent systermn annually
within their budgetary allocation based on their own perception of needs and preference.
Apart from these indents they can also submut emergency indents whenever there is a
disaster or an cpidemic outbreak,

The medical supplies to the 16-bed Station Hospitals, rural, urban and school health
cenires are issued once a year according to the standard lists.

At present, the major portion of medical supplies is despatched to the end-users by
using five-ton CMSD trucks, mne tn number, obtained with ADE loan. For some remote
areas, medical supplies are distnbuted by air. For remote areas without easy access, such
as Kengtung and Tachiletk townships of Shan State and Papun township of Karen State,
the drugs arc distributed by chartered plane. For coastal townships, the medical supplics
are despatched by schooner.

Nepal

The total expenditure on health is 6% of the total national budget. The Department of Drug
Admmistration was constituted in 1979 for effective implementation of the Dmg Act and to
ensure quality assurance,

Government's drug policy is to maintain, safegnard and promote the health of the
people by making the country self-reliant in drug production and cnsuring the availability
of safe, effective and standard quality drugs at affordable prices, in quantities sufficient to
cover the needs of people in all parts of the country, The main ohjectives of NDP arc
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s  Selection of essential drugs for different levels of health care - central, regional
and primary, .

¢  Ensuring quality through regulatory control,

= Manpower development;

¢  Research and development, and

s  Encouraging self-reliance by promoting local production of essential drugs.

There is a large factory in the public sector producing essential drugs, and about
twenty other factories n the private sector.

Health expenditure is about 1% of the national DGP. The per capita expenditurc on
drugs is about US$ 1.0 and the total annual budget for supply of drugs in the public sector
is UUS$ 20 million, Seventy two per cent of the health budget is spent on primary health
care, 16.8% on hospitals and 12.4% on others.

There is a policy of decentralization and 32 out of 75 districts are allowed direct
procurement of essential drugs for public health facilities in their respective districts.

The financing mechanisms for drug supply for primary health care arc: government
budget (80%); about 20% donations (WHO, UNICEF, Nippon Foundation, USAID, JICA,
UNFPA and EC) totalling about 416.2 million Nepalese Rupees (1994-1995); user fees
(introduced in some districts), and drug cooperatives. The health management committces
in each health facility are responsible for managing user fees. Managing the country's
logistics is difficult because of the mountainous terrain. The storage and distribution
systems consist of a central warehouse, transit warehouses, regional warehouses (five
number) and district warehouses. Drugs are not available at PHC at all times due to delays
in procurement. The situation has, however, improved recently.

Sri Lanka

The state drug expenditure for a population of 18 million is Rs 1.2 billion. Sixty per cent
of the total health budget is spent on community health. About 80% of the drugs are
imported. The list of essential drugs was first published in 1985 and was revised in 1988,
This list has been revised again in 1997 and will be published soon.

The legislature responsible for drug regulation is the Cosmetics Devices and Drugs
Act of 1980, The Drugs Evaluation Sub-committce advises the Ministry of Health on
registration of drugs. The State Pharmaceuticals Corporation (SPC) is responsible for
procuring drugs for the State, Drugs are procured by the SPC through worldwide or
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restricted tenders, twice a year, based on estimates sent by the Medical Supplies Division
{MSD). Drugs in the essential drugs list and other drugs requested by the hospitals are also
distributed by the MSD, However, shortages occur from time to time, These are mainly
due to inaccurate estimates submitted to the MSD. All drugs are given free of charge to
paticnts in the state hospitals, If a drug is not available at a particular hospital, the paticnt
may be requested to buy the drug from the private sector depending on his economic status.

The SPC is also the largest importer of drugs for the private sector and these drugs
are sold at their retail pharmacies (osusalas) and at private retall phammacies selling SPC
drugs which are called "franchise” osusalas. Drugs are also imported by private importers
and sold at private retail pharmacies. The drug prices in the private sector are repulated by
the Fair Trading Commission, However, drugs imported by private importers sold at
different pharmacics may have variable prices. It is inportant to stress that the SPC is
responsible for the stabilization of drug prices. The State Pharmaceuticals Manufacturing
Corporation (SPMC) manufactures about 40 essential drugs. The transnationals and other
private manufacturers manufacture mainly OTC drugs but there are a few local companics
that have ventured to manufacture essential drugs.

The National Quality Assurance Laboratory is responsible for quality assurance
before drug registration and post-marketing surveillance of random samples from statc
hospitals and private pharmacics.

The biggest constraint to the implementation of the cssential drugs programme 15 the
shortage of pharmacists. The training of pharmacists is also at a low level and very
inadequate. At present, only a diploma course in pharmacy is conducted by the Faculty of
Medicine, Colombo, to improve pharmacy education. Presently, a proposal to commence
the B.Pharm, course in two universities is under consideration.

Drug information to prescribers and consumers is inadequate. The Sri Lanka
Prescriber, an independent drug bulletin for prescribers, published by the Mimmstry of
Heaith and the Faculty of Medicine, Colombo, was started in 1993 and is published on a
quarterly basis. The Sri Lanka Medical Association has appointed a sub-committee to
promote the rational wse of drugs and it has commenced a programme of improving
consumer education through the print and the clectronic media. Rational drg use will be
mtroduced into the schools' eurricula. A Sr1 Lankan Hospital formulary was published in
1994 Prescniber gudelines are lacking. However, the preparation of National Antibiotic
Guidelines has commenced. National Health Policy and National Drug Policy documents
were published m 1997,
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Thailand

The national drug policy has been implemented since 1981, both conceptually and in
practice. Its first revision occurred in 1993 and focused on: adequate supply of safe and
good quality drugs to the population; reduction of drug wastage by using the essential
drugs strategy, strengthening of the drug quality assurance scheme; developing the
production of raw materials, and promotion of traditional medicines in primary health care.
The first National Essential Drugs List (NEDL) was formulated in 1982 and implemented
by all public health care systems with a medium price list in order to regulate drug supply
cconomically. A manual of Essential Drugs Utilization was also established in order to
promotc and strengthen the utilization of the essential drugs. In addition, the essential drugs
list for primary health care was developed for drugs and the manual of drug utilization
management for drug cooperatives and practising health volunteers was revised in 1986
and in 1993, Dmug procurement criteria using NEDL are also established for public
hospitals outside the Ministry of Public Health, In the hospitals under the Ministry of
Public Health, 80% of the budget for drug procurement has to be used for purchasing
cssential drugs. In addition, under the 1990 Social Security Act, medical and health
services of both private and public sectors are indircctly obliged to use the NEDL as their
minimum standard drug list. It can be said that the application of NEDL has helped
achicve the rational use of drugs as well as to strengthen the drug supply system of the
country,

For supplying drugs to the government health service at the community level, apart
from community hospitals and health centres, the MoPH has also established village drug
cooperatives towards improving the accessibility of essential drugs in villages. However,
the study and report of the Primary Health Care Committee concluded in 1993 that 37% of
these drug cooperatives which have been established in over 60 000 villages since 1977
were still operational and had expanded their roles and activities.

In Thailand, drug financing has been included partially in the national health and
drug policy. Although an analysis of health service needs has been undertaken, there is as
yet no specific system for comprehensive estimation of drug financing needs. Only a little
statistical data has been collected on drug financing under the National Drug Financing
Information System. And, some data are available in the reports of a few rescarch studics.




SEA/Drugs/120
Page 21

9. GROUP WOCRK

The participants were divided into two groups to discuss and report on the following tasks.
Group I focused on supply and Group II on financing;

(1) Discuss the actual situation in countrieg with regard to strategies for the
supply of essential drugs for primary health care, and present an overview,

List options with their advantages/disadvantages (expenienced as
well as expected).

Make guidelines: process/content (try to cover all the options).

Based on these guidelines:

—  draft an outlinc of the action plan for country level, and
- indicate the assistance expected from WHO,

(5) Develop recommendations;

- for governments/countries, and
—  for the regional level: WHO/SEARO.

Both groups had to discuss tasks 1-5 tn their group work taking imto account
country situation and country perceptions on the availability and affordability of essential
drugs at the primary health care level, comparing systems operating in each of the
countrics and prescnt thetr reports at the end of the group work.

Both groups, aftcr thorough discussions, prepared and presented their reports in the
plenary session during which they interacted with each other.

9.1 Report of Group I

Group | discussed the drug supply system presently operating it countnes, its advantages
and disadvantages and also compared the same with alternative systems or mechanisms for
the supply of essential drugs for primary health care. On the basis of discussions, they
prepared guidelines for countrics to promote the availability of essential drugs at the
primary hcalth care level. The following tables summarize the comparison of the public
supply system (Table 1)} and information on the individual components of the supply
system in each of the countries (Table 2).
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Table 2. Information on Public Sector Drug Supply* in South-East Asia Region

Supply System Procurement method
Country Organization {main method for most Transport
(Maixrt public sector drugs)
system)
Bangladesh | Decentralized to district | Open tender (by districts) - Privalc
Bhutan CM3 Restricted tender Public Public
India:
« National | CM3 Open tender
- State Mixed: Open tender
- CMS
- Direct delivery
Indonesia Primary distributor Mixed: Private Public
Direct delivery - A, Bdrugs**
negotiation with state
producer
- C drugs**;
provincial tender
Maldives CMS Open tender Public Public
Myanmar CMS Open tender Public {CMS) | Mostly
Private privale also
public
Nepal Mixed: Negotiation Public (CMS) | Mostly
- CM3 (mostly) (state producer, RDL} Private private
- Direct delivery Cpen tender contract
Sri Lanka CMS Cpen tender Public Public
P-L
Thailand Mixed: Negotiation (state Public (CM8&) | P'ublic
- Provincial CMS producer, GPO) Private Public
- Drircet delivery Restricted tender (GMP
(hospital pooled producers only)
bargaining)
¥ Comparison docs not include special supply systems which may exist for vertical programmes such as TD.

b ABC drugs refer to ABC analyses in inventory management.

CM3
GPO
RDL

Centra] Medical Store
Government Pharmaceutical Organization
Royal Drug Luboratory
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9.2

n

The following are the guidelines for promoting the availability of essential drugs:

Guidelines for promoting availability of essential drugs

Production

(a)

Local Manufacture:

Good Manufacturing Practices should be promoted;

Local manufacture of essential drugs including raw materials should be
encouraged by providing incentives (equipment, loans, tax benefit,
financial incentives to employees, bonuses ctc.);

In order to encourage and promote the use of essential drugs in public
health services, a better market share has to be ensured and import may
have to be reduced. Technical capabilities in national manufacturing of
essential drugs should be strengthened,

In order to ensure acceptability of essential drugs, mechanisms to improve
and ensure quality should be established,

Technical cooperation among countries involved in large-scale production
should be promoted;

Activities relating to improvement of drug formulations should be assisted;

Pool production of essential drugs by countries who possess capability and
capacity should be encouraged, and

Efficient and effective drug management should be ensured in order to
pravide:

—  drug quality assurance;

—  improved pharmaceutical supply system;

- security;

—  introduction of new technology i.e. computerization, and

-~ human resource development.




b

(2)

(3)
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(b) Importation
—  The National Drug Regulatory Authority should be further developed and
strengthened, in particular the registration system with special reference to
essential drgs,
- Tax ingentives/benefits should be provided for the import of essential
drugs.
Procurement

The planning should be good in order to avoid unnecessary delays.

WHO Certification Scheme to ensure quality of product to be imported should
be rigorously implemented.

There should be regular quality checks.
Lecad time for tendering should be reduced to the minimum.

Information on availability and prices of essential drugs should be made widely
known,

Pharmaccutical specifications and contract terms for procurement purpose
should be established.

Quantification should be flexible 50 as to facilitate procurcment.

A performance monitoring system for suppliers, including physical inspcction
for quantities and qualities of all deliveries and selcctive quality control testing
should be established.

Pre-qualification for tendering should be established, where feasible.

Documentation system to rccord payments for procured drups should be
established.

There should be proper train'mé on procurement process.

Storage

Adequate storage space and storage facilitics such as shelves, cold chain and
dehurmdificr, ctc. at the periphery level should be established.
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~  There should be adequate security for narcotic drugs and general security for
storage establishment.

~  Standard guidelines for Good Storage Practices should be established.

~  Training of personnel in store management and inventory control should be
undertaken on regular basis.

- Proper recording and momitoring are prerequisites for proper storage.

{4) Distribution

—  Transportation system should be improved and there should be flexibility in
channels of distribution.

-~ A system of "right drug on right time" and “first expiry first out” should be
established and implemented.

—  Drug utilization studies should be undertaken.

—  Proper drug management and information systems should be established.

9.3 Report of Group I

Group II discussed different mechanisms of ensuring the availability of essential drugs for
PHC: situation in SEAR countrics with regard to financial strategies for providing
essential drugs for primary health care, and varions country options along with their
advantages/disadvantages.

The group discussed in depth the mechanisms for financing primary health care in
cach country, By and large, the public sector financing plays a very dominant role in all
countries. Some countrics, however, are using alternative mechanisms for financing to a
limited extent, viz. user fees, drug cooperatives, revolving funds and drug insurance
schemes.

Bangladesh

In Bangladesh, the government provides finance to the extent of 80% for supply of drugs at
PHC levels, while the NGOs contribute to the extent of 20%. However, the funding is not
adcquate to meet the needs throughout the year. Approximately 35% of the population
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secks facilities of the public sector. The remaining population either avails of the facilities
offered by the private sector or may not have any access to health facilities at all.

Bhutan

in Bhutan, the entire population is covered by public health facilitics. Almost 80%
financing 1s borne by the government and 20% comes from international donations,

India

India is a vast country with an extensive network of comprehensive PHC system. Financing
at PHC level comes from the following sources:

(1)

(2)

(3

(4)

(5)

(6)

The Central Government contributes 50-100% towards the purchase of dnigs
for diseases covered under national programmes, such as malaria, filariasis,
tuberculosis and leprosy, cte.

State governments and local self-povernments provide finances for procurement
of drugs for other primary health care activities. Drugs are provided free.

The public sector caters to about 40% of the population and remaiming 60% 15
served by the private sector.

The Employees State Insurance Scheme (ESIS) covers 40 million factory
workers who form about 3.3% of the total population of the country,

The Central Government Health Scheme (CGHS) provides comprehensive
medical care free to central government employees and their families. It has so
far covered 4 million people i.¢. 0.5% of the population. -

The NGOs operate in some areas, where they contribute 5-8% towards drug
financing.

International assistance for drugs is less than 3%,

India spends about 6% of GNP on health care, out of which 1.3% is by public
sector and 4.7% by private. At least 15% of the health budget 1s spent on drugs
and pharmaceuticals. Out of 6% GDP, 1.2% is spent on drugs. The budget
spent for essential drugs at PHC would be 0.6% of GDP.
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Indonesia

In Indonesia, 70% of the financing for drugs comes from the Central Government (Ministry
of Health).

Health insurance contributes 24.3% of the financing while the local government
(provincial, district) contributes 5%; 0.7% is provided by other central govcrmment
mimstrics,

Primary health care from public facilities is availed by 80% of the rural population
while 20% avail it from the private sector. In urban arcas, it is just the reverse: the
distribution would be 60% rural and 40% urban. It is interesting to note that Indonesia
spends almost 40% of its health budget on drugs.

Myanmar

Township hospitals and rural health centrcs constitute the primary health care system.
Total financing of drugs is done by the Ministry of Health. Insurance coverage is less than
0.4%. The government has started user charges so as to recover the entire cost of drugs in
60 out of 320 townships. In another 51 townships, a donor agency is contributing to an
cxtent of 10% of the user charges.

The public sector covers 100% of the population.

Maldives

It is a country of many islands with 32 PHCs and four hospitals. Financing for essential
drugs is 67% by the Ministry of Health and 33% by donor agencies (mainly WHO and
UNICEF) for specific programmes. The population coverage is 74%. No other financial
scheme 15 operating in the country,

Nepual

Drug financing for primary health care is by the Ministry of Health. Howevcr, in six
districts, a cost-sharing scheme has been started which contributes 20% of the drug cost
i.¢. the government recovers 20% of the drug cost.

The total population coverage does not exceed 20%. Special national health
programme financing comes from donor agencies to the extent of 70%. In certain areas,
I‘J(Er(:;‘s;1 are also operating,. However, their contribution for dmg financing does not
exceed 2%.
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Thailand

The Ministry of Health meets 70% of the drug financing for primary health care while 10%
15 contributed by insurance. The remaining 20% cost of drug supply is met by village drug
cooperatives. The village drug cooperatives have received imitial funding from internal
donors. The system of user charges has been introduced but it does not contribute (o more
than 10% of the funding for drugs.

The following table (Table 3) gives the comparative analysis of mechanisms used
for drug financing in the SEAR countries,

Table 3. Financial inputs for drug supply at PHC level

Public Finances
Country User Insurance | Donors | Coops | Leans | NGO
Central | State | Local Charge
Bangladesh | 80%* - - - <1% <] 5% - - 3-4%
Bhutan 30% - - - - 20% - - -
India For Nat. {80-85%| +5% - 3% <2% . - 5-8%
Prog. (50-
100%)
Indonesia T0% - 5% n 25% - - - -
Maldives 70% - - - - 30% - - -
Myanmar | 90% - . Introduced Lo 10%% - - -
in 123 PHC
Townships
Nepal T0-80% - - Community =), 4% 20%% - - 204
Drug Sys.
Az intro-
duced for
cost sharing
SriLanka | 100% - - - - <% . . _
Thailand 70%% - - 20% (in 10% - - - -
Coop.)

* Indicates percentage of drug budpet at primary health care Jevel,
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The countries suggested options along with the advantages/disadvantages:

Bangladesh

The present public financing of procurement of drugs for primary health care makes drugs
available to only 20% of population. Public financing may be enhanced in a phased
manner, There is room for consideration of user's charge and introducing insurance scheme
to make the system viable.

Bhutan

The present system includes advantages of implementing equity, safety and solidarity. The
cxisting system continues to support and expand the Knowledge, Attitude, Bchaviour
Practices (KABP) in modern health care and helps 100% health service coverage. It allows
procurcment of essential drugs by generic names only and thus maintains the uniform
prescribing trends of physicians and paramedics.

However, sustainability is the only major problem. It is suggested that while the
present system may be maintained, other financial alternatives may be studied and
evaluated for self-reliance in drugs supply.

India

In spite of structural health care and diagnostic facilitics, drugs are not available to a good
percentage of people due to financial constraints.

A scheme like Employees State Insurance Scheme (ESIS) with total msurance
coverage at the optimum cost may be introduced in a phased manner to cover all districts in
a period of five years. The disadvantage of the new scheme is that it involves a huge
mfrastructute and tts manapement.

Indonesia

The advantages of the present system are ;
(1) Accessibility is high, and
{2) The cross-subsidy among regions creates more efficient use of the budget.
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The disadvantages are

(1) People who can afford to pay are also covered by the government
although 1t is really meant for the needy and the poor;

(2) Nceds mtensive supervision to ensure quality, and

(3) Lacks local government participation,

Maldives

The present system allows accessibility of essential drugs of good quality to the poor and
helps promote rational usc of drugs. ‘

Myanmar

At present, the financing 15 mmadequate. The sudden change from the public financing
system to cost-recovery system has resulted in undemtilization of the public health facility
during the initial phase. Sustainability of donor funding is very crucial at this juncture.

The revolving fund system bom out of the seed-money provided by the government
or donor 18 successful as it is not required to send back the revenue to the central agency
and the decision for replenishing the drug supply rests on local persons,

Nepal

The present system allows people to obtamn essential drugs free of cost. However, its
disadvantages include: lack of sustainability; burden of bearing the mercased cost of drugs
due to inflation, and the system not being self-reliant.

Sri Lanka

Drug financing for primary health care is met by the Ministry of Health. Sixty per cent of
the health budget s spent on community health. About 8-10% of the health budget is
invested in pharmaceuticals.
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Thailand

The present system atlows for acccssibility of essential drugs of good quality to the poor
and helps promote rational use of drugs, but getting drugs free in some cases may lead to
overutilization of curative health. Although the strategy of having drug cooperatives m
villages is suitable for making available cssential drugs to the community, it may not be
cconomical to operate,

9.4 Guidelines for ensuring affordability of essential drugs
at Primary Health Care level

The following are the guidelines for ensure affordability of essential drugs at primary
health care level:

(1)

v
()

(4)
®)

(6)

(7

Allocation of budget at the primary health care (PHC) level for essential drugs
should be reviewed from time to time, takmg into account morbidity data and
treatment episodes.

Budget and drug utilization should be assessed at regular intervals in order to
promote optimum use of available resources;

The essential drug list should be revised from time to time so as to reflect the
changing drug needs and it should be implemented as a policy commitment,

Rational drug use has to be promoted, both in public and private sectors;

Whatever funding mechamisms are used for financing the health carc system,
the accessibility to essential drugs at PHC level has to be ensured;

Appropriate and authentic drug information should be available on a regular
basis at all health facilities;

Drug prices should be reviewed constantly and measures to optimally utilize the
resources should be taken with special emphasis on the following :

(a) Incemtives for production of generic drugs and generic prescribing at all public
health facilities,

{b} Bulk procurement,
{c) Tanff relief for essential diugs;

(d) Providing information on comparative prices to prescribers, patients and public,
and

(¢) Regulation of profit margins for supply of essential drugs in public sector;



(8)

(%)
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Countries should evaluate drug financing strategies for optimum coverage,
taking 1nto account country situation. The following alternative strategics may
be considered:

(a) Public financing
{b) Insurance schemes
(c) Cost-sharing

(d) Revolving funds
(&) Drug cooperatives

(f) Donor contributions (WHO Guidelines for Drug Donations should be taken
into account), and

The entire drug supply system including financing at the PHC level should be
monitored once a year, using appropriate indicators, The WHO' model
indicators may be adapted to country situations,

9.5 Plans of Action

The two groups also developed outlines of country and regional plans to ensure availability
and affordability of essential drugs at primary health care level. These are as follows:

9.5.1 Availability - Group I presented the following:

General Action Plan at Country Level

(1)
(2)

(3)
)
(®)
(6)
(7
(8)
(9)
(10)

Evaluation of the existing National Supply Strategy.

Human resource developrment - fellowships in GMP, procurement and
study tours, etc,

Promotion of rational use of drugs.
Promotion of bioequivalent generic products.
Price regulation.

Drug utilization studies,

Quality assurance/control.

Improvement in stores and their management.
Improvement in transportation.

Consideration of alternative strategies to improve drug supply, distribution
and transportation.







