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1.  Inaugural session 

1.1 Dr Poonam Khetrapal Singh, Regional Director, WHO South-

East Asia Regional Office 

Dr Sangay Thinlay, Acting-Director of Program Management, WHO South-

East Asia Regional Office opened the workshop on behalf of Dr Poonam 

Khetrapal Singh, Regional Director, WHO South-East Asia Regional Office 

and read out the speech of the Regional Director. 

The Regional Director welcomed the delegates and drew their 

attention to the lack of access to essential medicines and high out-of-pocket 

payments for medicines prevalent in many countries including the South-

East Asia region, particularly for chronic diseases. The problems in access to 

essential medicines have led many countries within and outside the region 

to work towards universal health coverage (UHC) as a means to increase 

equitable access to quality health care in an efficient and sustainable way. 

To achieve UHC, it is crucial that patients have access to quality essential 

medicines. In 2010 it was estimated that 20-40% of all public health 

spending was wasted, a significant proportion of which can be attributed to 

inappropriate and inefficient procurement practices. Other inefficiencies in 

medicines management relate to poor quantification of needs, lack of 

supervision and monitoring, inappropriate use of medicines and the use of 

substandard medicines. 

For effective management of essential medicines many interlinked 

processes are involved including forecasting, financing, procurement and 

supply, rational and appropriate use of medicines and drug regulation. 

Small countries without their own pharmaceutical industry face particular 

problems for international procurement of medicines because only small 

quantities of many medicines are required thereby resulting in less 

bargaining power and relatively higher unit costs for medicines.  

Inefficient drug procurement and supply systems have been identified 

as major problems in South-East Asia, with small countries facing some 

particular difficulties due to their limited buying power. Recent situational 
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analyses performed in all 11 Member States of the Region found under-

resourced medicine supply systems with inadequate information systems 

affecting quantification, procurement and ultimately availability of essential 

medicines. Recommendations on how to improve the situation in the 

region had been made at a regional consultation on effective management 

of medicines held in April 2013 in Bangkok. These called for more 

investment and capacity development in Member States and were 

incorporated in Regional Committee resolution SEA/RC66/R7, which also 

required that options to address the procurement problems in small 

countries be investigated.  

While WHO is not a procurement agency, it can support countries 

build capacity in medicines procurement and in medicines supply 

management. This regional workshop on “Strengthening quantification and 

procurement of essential medicines” is one step in that process to build on 

the situational analyses and previous discussions. The outcomes of the 

workshop will be reported to the Regional Committee Session in 

September 2015. (Full text of the speech is available in Annex 1) 

1.2  Dr Kathleen Holloway, Regional Adviser, Essential Drugs and 

Other Medicines, WHO, South-East Asia Regional Office 

Dr. Holloway welcomed the delegates and explained the background to 

the workshop. Country situational analyses of medicines in the health care 

sector have been conducted in each country of the region during the 

period of 2010-2013. These had been discussed at a Regional Consultation 

on the Effective Management of Medicines in Bangkok in April 2013 where 

country progress was discussed and regional recommendations to address 

gaps in pharmaceutical systems proposed. These had been formally 

adopted in a Regional Resolution SEA/RC66/R7 on Effective Management 

of Medicines in which it was also agreed to undertake the situational 

analyses with a regional consultation every 4 years and for WHO to provide 

technical support to help countries explore options on medicines 

procurement. 

The conclusions of the Regional Consultation in April 2013 were that:  

 Inefficient and non-functional inventory management systems, 

especially paper-based systems, led to poor quantification and 

stock management of medicines;  
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 Small economies of scale in procurement were present particularly 

in small countries, and procurement was often difficult to 

implement, especially in emergencies;  

 Medicine quality assurance issues often caused disruptions in 

supply;  

 Inadequate financing was being made available at national level to 

support procurement of essential medicines;  

 Problems in registration of medicines was affecting the availability 

and pricing of medicines particularly in small countries; and  

 Adherence to essential medicine lists and treatment guidelines was 

often lacking.  

The recommendations from the consultation had therefore been that 

countries should: invest in electronic logistics management information 

systems, invest in capacity development for management of essential 

medicines and logistics, establish appropriate prequalification systems to 

ensure the quality of essential medicines on the market, consider 

outsourcing of procurement and distribution of essential medicines, 

consider creating a multi-country pooled procurement mechanism and 

establish national multi-stakeholder medicines management policy 

committees at national level. 

In light of the regional recommendations, the current workshop had 

been called and Dr. Holloway outlined the objectives before concluding by 

introducing all the participants of the workshop. 

1.3 Objectives of the meeting 

General objectives:   

To improve efficient medicines procurement and quantification 

mechanisms and processes.  

Specific objectives:  

 To share information on various international procurement 

mechanisms for medicines;  
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 To review all the processes and procedures that are necessary in-

country for efficient procurement, including quantification/ 

forecasting, international bidding, quality control testing, 

processing of documentation, distribution, logistics management, 

monitoring and evaluation, etc. ; and 

 To discuss procurement and quantification options that may be 

adapted for different countries. 

 Expected outcomes 

 Country action plans for strengthening quantification and 

procurement of essential medicines building on the past situational 

analysis and progress made since; 

 Recommendations for the region to strengthen quantification and 

procurement of essential medicines building on the 

recommendations from the regional consultation in April 2013. 

1.4  Pharmaceutical procurement - problems and solutions  

Dr Douglas Ball, WHO Temporary Advisor and Public Health 

Pharmaceutical Consultant, ended the inaugural session by presenting on 

common problems in procurement systems and approaches to address 

them. Procurement of medicines is a major factor in determining the 

availability of medicines and forms a large section of total pharmaceutical 

costs particularly in low-income countries where it is often the highest cost 

after salaries. As a result, procurement needs to be effective and efficient. 

Procurement is just one aspect of the medicines management cycle 

that also comprises distribution, use and selection, along with management 

support and information systems, and underpinned with appropriate policy 

and legal framework. Strengthening of procurement will not be an effective 

strategy to increase the availability of medicines if there are other weak 

links in the cycle that are not also addressed. Effective procurement 

requires a transparent and ethical process for managing the buyer-seller 

relationship to ensure the right medicines are procured in right quantities at 

lowest practical price. At the same time, one must ensure appropriate 

quality standards, timely delivery schedules to avoid shortages or 

overstocking and supplier performance on service and monitor quality. 

These processes need to be implemented in the most efficient manner. 

Efficiency relates to costs and it is not only the procurement purchase price 
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that is important, but also the cost of the procurement operations, inventory 

holding costs, and the costs of stock-outs and expiry that may involve 

emergency procurements and health and economic costs. 

Principles of good procurement practice are well-known and need to 

be implemented and supported by an adequately resourced procurement 

unit or office. Various models of procurement exist including centralized 

and decentralized systems or the use of private sector provision of services. 

Pooling of demand and procurement can take place at sub-national, 

national or international level to take advantage of economies of scale.  

Procurement should not be seen as a linear process but rather as a 

cycle, where a weak link or rate-limiting step at one point will have knock-

on effects on the remaining mechanism. Thus it is not simply a case of 

determining quantities and placing orders but relies on many other 

processes. These include adequate and timely financing, robust quality 

assurance, effective distribution systems, accurate data on consumption and 

review and selection of the medicines. The workshop is to focus on 

particular areas but the other steps in the procurement cycle should not be 

forgotten.  

Examples were given how inadequate or inaccurate LMIS data, poor 

adherence or out-of-date EMLs and STGs, inappropriate quantification, and 

inadequate financing could all undermine effective and efficient 

procurement. The need to build capacity in systems and resources was 

emphasised including in LMIS, distribution and warehousing and in the 

pharmaceutical workforce. Procurement laws and pharmaceutical policies, 

including EMLs and STGs need to be aligned and enforced, and national 

medicine regulatory authorities (NMRAs) need to be engaged and 

capacitated to support procurement. Small countries can face challenges in 

some of these aspects due to their challenging situations but solutions can 

be found through internal and external collaboration. 

2. International partner perspectives on 

procurement 

Four international partners (UNICEF, UNOPS, UNFPA and IDA Trading 

Foundation) gave presentations consisting mainly of an introduction as to 

what their organization can do in terms of procurement for countries and 
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possible technical assistance (TA) to procurement and the supply chain in 

countries. 

2.1 UNICEF 

Ms. Neena Gupta, Procurement Specialist, Supply and Procurement 

Section, UNICEF, India, explained that the UNICEF Supply Division 

supports programmes with an effective, efficient supply operation, and 

helps to meet UNICEF’s Core Commitments for Children in emergencies by 

providing rapid response to emergency supply and logistics needs. It also 

provides support to and monitors the performance of UNICEF’s global 

supply operations, serves as a centre of expertise and knowledge on 

essential supplies for children and shares this know-how with others. It 

provides procurement services to governments and development partners 

on strategic essential health supplies, establishes policies for supply chain 

activities and leads in innovation of new paediatric products. In 2013, 83% 

of procurement was of vaccines, 9% pharmaceuticals, 3% insecticides and 

bed nets and 5% of other supplies to a total value of over $1.3 billion. 

Currently, procurement value by funding source shows that 62% of funds 

come from GAVI, 21% from national governments, 10% from the GFATM 

and the remainder from the development banks and others.  

While the traditional focus of the Supply Division is on the upstream 

part of the procurement and supply chain i.e. planning and procurement, 

UNICEF is also contributing to improvements made in downstream 

activities such as delivery and clearance, inspection and warehousing. 

Eventually, this will include technical assistance on utilisation and 

monitoring for countries. UNICEF does procure on behalf of countries but 

does not accept requests from individuals or private and commercial 

entities. It charges 3 – 8.5% handling fees with a minimum charge of 

US$300. A 10% contingency buffer is added to orders but unused portions 

of this extra charge are returned to customer on conclusion of the 

procurement order. When working with UNICEF, the country is still 

engaged in issues like quantification, product selection, specifications, set 

packing, regulatory issues, labelling and language requirements. 

In response to questions it was clarified that all countries can purchase 

through UNICEF, but there are different prices for low- and middle-income 

countries. To enquire what commodities are in stock, the UNICEF country 

office should be approached. In emergencies, the preparation time is 48 
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hours and shipping has to be added to that time. Whether a request will be 

treated as an emergency is decided by the Emergency Hub of UNICEF in 

Copenhagen. The registration of the supplied products with the national 

medicines regulatory authority is an increasingly difficult issue. 

2.2  UNOPS 

Dr. Vikram Singh, Procurement Specialist, Global Fund Project, UNOPS 

Myanmar and Mr. Dave Terpstra, Project Manager, UNOPS Maldives, gave 

a joint presentation. Dr. Singh presented the activities of UNOPS as a 

GFATM principal recipient (PR) in Myanmar and Mr. Terpstra presented the 

activities of UNOPS as a project manager in the Maldives setting up a new 

central procurement unit. 

UNOPS, the United Nations Office for Project Services, does project 

management, procurement, and infrastructure in more than 80 countries 

globally with over $1 billion procurement by value annually. They offer 

advisory, transactional and implementation services with transparency of 

data using long term agreements (LTAs) and through an ISO 9001 certified 

quality management system. 

In Myanmar, UNOPS is one of the two PRs in the country. All 

procured supplies of key health products are imported as the local suppliers 

are not able to ensure the minimum quality requirements. A procurement 

monitoring tool has been developed whose data is shared weekly with 

partners. Forecasting for procurement has been a challenge and consistent 

follow-up of facilities was necessary to collect consumption data that was 

sometimes not accurate. The key to successful procurement and project 

management is communication. 

In the Maldives, UNOPS has been contracted by the government 

under ‘Strengthening Health Sector Public Procurement and Supply Chain 

Capabilities’ ($8 million over 2 years) to provide procurement services and 

to establish a Central Procurement Unit (CPU). They carry out 

procurement, while strengthening warehousing and distribution systems, 

building human capacity and providing for a transition back to the 

government at the end of the project. 

In response to questions, it was answered that UNOPS started the 

project in the Maldives in April 2013 and is expected to handover in June 
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2015. The supply system in Myanmar uses central procurement with 

staggered deliveries so as not to overwhelm warehousing capacity. 

2.3 IDA trading foundation 

Mr. Ambarish Patil, Area Manager Asia Pacific and Mrs. Darshana Shah, 

Manager – Quality & Regulatory Affairs, IDA Trading Foundation, Mumbai, 

India, spoke about IDA’s mission to improve access to and deliver high-

quality medicines and medical supplies at the lowest possible price to low- 

and middle-income countries. The focus is on product quality determined 

by the product design, production, distribution and monitoring, in other 

words, the entire production, procurement and supply chain. IDA supports 

the harmonization of the existing quality systems to avoid repetition. They 

do not re-assess the dossiers of products that have been WHO prequalified 

or received approval or tentative approval of the USA Food and Drug 

Administration (US-FDA). They do verify, however, if products comply with 

their WHO or US-FDA approved dossiers.  

Within the South-East Asia region, IDA believes that harmonization of 

medicines registration regulations would facilitate procurement from 

agencies such as theirs. IDA can assist its customers through technical 

exchange meetings with NMRAs to familiarize the NMRA with IDA’s 

processes and quality assurance that can facilitate registration of products. 

They can fill customer specific product and supply chain requirements, 

acting as a ‘one stop shop’ for about 3,000 products of which they maintain 

about 750 in stock. 

It was clarified in response to questions that the IDA quality control 

unit is based in India to be closer to the suppliers although QA in IDA is a 

central responsibility. The procurement process is managed by one system 

that can be initiated either through the Netherlands (where the 

headquarters are) or from the Indian office. Stocks are kept in the 

Netherlands only and supplies are made either from stock or dispatched 

directly from the manufacturers. IDA can initiate the shipment process 

within 24 hours. For regular orders, countries have to register as a new 

client and payment conditions depend on the customer, varying from full 

prepayment to 120 days after delivery for ‘trusted’ clients. IDA restricts its 

products to the WHO EML and cannot supply active pharmaceutical 

ingredients nor raw opium (in answer to one question on procurement of 

raw opium for traditional medicine in Sri Lanka). IDA has standardized 
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labelling, but can organize customized packaging on the request of the 

customer and the country’s requirements. IDA conducts annual 

manufacturer audits to ensure quality and also do in vitro bioequivalence 

studies when required. 

Ms. Humbert (WHO/GSC Malaysia) mentioned that the lead times 

mentioned in the discussion (for IDA as well as other partners) are all 

theoretical lead times. Countries should be realistic and expect at least 3 

months between order and delivery. UNICEF tries to minimize the lead 

times by having long-term agreements (LTAs) with the manufacturers. 

2.4  UNFPA 

Dr. Vinit Sharma, Regional Adviser - RH & RHCS, UNFPA, Asia Pacific 

Regional Office, Bangkok, Thailand, spoke about how UNFPA supplied 

contraceptives and reproductive health commodities to 118 countries in 

2013. They also supply other pharmaceutical products and medical 

equipment. These can be ordered through AccessRH
1

, an online 

procurement and information service for reproductive health and census 

supplies
2

. Through this system, quality assured products are supplied in a 

transparent and timely manner offering value for money. The system offers 

a budget planner and lead time calculator. UNFPA’s products are quality 

assured through a system of prequalified suppliers and products which also 

includes pre-shipment inspection, sampling and testing. UNFPA uses LTAs 

with suppliers. 

2.5  General Discussion 

In response to a question, UNFPA indicated that they use LTAs with 

manufacturers to ensure that prices remain stable over a period. LTAs 

increase supply security even though they may lose some flexibility in terms 

of price. An LTA is however, not necessarily binding as prices can be 

renegotiated. UNICEF and UNOPS indicated that they also made use of 

LTAs that are best for products that have been on the market for a longer 

period of time as their price may not change much. For a new ‘innovator’ 

product an LTA may not be the best solution. 

                                                           
1
 http://www.myaccessrh.org/ 

2
 To support countries undertaking a population census 

http://www.myaccessrh.org/
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The delegation from Nepal wanted to know from IDA and UNFPA 

how they determine the prices for clients, whether there is a minimum 

order size (in price or quantity) and how the prices are fixed for multi-year 

contracts. It was also asked whether clearing was also handled by them. 

IDA responded that they have a product catalogue with prices that is 

regularly updated. However, in the case of tenders, other prices can be 

quoted. They no longer do custom clearance as it is too complicated with 

the number of different countries they deal with and their main delivery 

terms include shipping insurance and freighting to the port. LTAs are signed 

with customers and the prices are valid for 2 years but sometimes they are 

renegotiated after 1 year, depending on the conditions agreed in the LTA. A 

new system that will be online shortly will allow the prices and the 

catalogue to be consulted online. The UNFPA response also pointed to 

their online catalogue for guide prices and the ordering process. 

Dr. Kim Sung Chol (WHO/SEARO) asked UNOPS how they ensure 

adequate quantification in Myanmar. They answered that although the 

forecasting is done on time, it was a problem getting sufficient, accurate 

data from facilities and they had to facilitate the data collection.  

Sylvester Rugumambaju (Global Fund) commented that the Global 

Fund’s focus is on getting the products into the country but that sometimes 

countries need to modify their procurement schedule or quantities. He 

wanted to know from IDA how much flexibility a country has once they 

have started the procurement process for second line TB medicines. IDA 

responded that since all TB supplies are managed through GDF, they do 

not deal directly with orders from the country. 

Dr. Holloway commented on the fact that quantification of vaccines 

and TB and ARV inputs are easier than for a wide range of essential 

medicines where the disease burden is not clear. Lack of a functional LMIS 

makes it extremely difficult to have accurate quantification. She also 

highlighted that temporary registration is a possibility in the absence of 

registration of the imported products. 

In regards to the registration of products, IDA added that in close 

coordination with the MOH or the customer they try to organize a 

temporary waiver or a temporary registration for their products although 

their 750 stocked products are registered in 25 countries.  
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Dr. Jayasinghe (Sri Lanka) inquired whether IDA could accommodate 

including the addition of serial and government registration numbers on the 

packaging. IDA confirmed that they can customize label requirements 

although this does depend on the quantities ordered and usually comes 

with additional cost. The Sri Lanka delegation commented that suppliers 

should comply with the requirements from the client for example if other 

package sizes are demanded. Ron Wehrens commented that repackaging is 

difficult and expensive especially for stock items. 

Dr. Holloway commented that often countries purchase non-essential 

medicines that cannot be supplied by any of the four organizations and 

adherence to EMLs would increase their options. She highlighted that the 

advantage of organizations such as UNICEF and IDA is that they already 

have an acceptable quality assurance system from which the countries can 

profit. 

3.  Multi-country pooled procurement mechanisms 

3.1  An introduction to pooled procurement – examples from 

Africa and the Gulf States 

Dr Douglas Ball, WHO temporary advisor, started by pointing out some of 

the shortcomings of ‘traditional procurement’ where a country procures 

individually for its own needs:  

 Weak bargaining power and higher prices (especially for small 

countries); 

 Non-transparency, possibly leading to corruption; and 

 Inefficiencies and delay, resulting in stock-outs. 

The main purpose of pooled procurement is to increase volumes 

resulting in increased bargaining power, lower transaction costs and 

suppliers offering better services and lower prices. Five models were 

presented and discussed in more detail:  

 Informed buying (Countries share information on prices and 

suppliers but procure individually; countries do not need 
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harmonization or standardization, but significant price reductions 

are not achieved); 

 Coordinated informed buying (Countries undertake joint market 

research, share information on prices and supplier performance, 

but procure individually; this reduces information costs relative to 

‘informed buying’); 

 Group contracting (Joint tenders/price negotiation, joint selection 

and use of suppliers, but countries purchase individually; prices are 

lowered but countries retain some autonomy and manage their 

own contracts); 

 Central contracting (Joint tenders and contracts through a central 

organization that purchases on behalf of countries. This is the most 

effective model to achieve increased volumes and lowered prices 

but requires a central procurement and payment system); 

 Use of international procurement facilities such as UNICEF, 

UNFPA, IDA, MissionPharma. 

Several case studies on pooled procurement initiatives were 

presented, some successful and others that had failed. 

The Gulf Cooperation Council (GCC) Group Purchasing Programme 

was launched in 1976 to cater for 6 Gulf Arab countries (Bahrain, Kuwait, 

Oman, Qatar, Saudi Arabia, United Arab Emirates). In its first year, the GCC 

procured 32 products with a total value of around US$1 million, but now 

procures thousands of health products with a combined annual value of 

more than US$200 million. The scheme follows the Group contracting 

approach and countries have harmonised their formularies and product 

specifications to produce a shared formulary for procurement. In case a 

country needs another product not in the standard formulary, they have to 

procure it separately. Members do not pay a procurement fee as the costs 

of the GCC operation is covered through the country GCC membership 

contribution fees. To provide suppliers with incentives and to support the 

scheme, the participating countries commit to purchasing at least 60% of 

their public health needs via this mechanism. There is strong commitment 

to the model and part of its success may be explained due to the countries 

sharing a similar culture and language and being financially healthy.  
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The Southern African Development Community (SADC) countries 

(Angola, Botswana, Democratic Republic of the Congo, Lesotho, Malawi, 

Mauritius, Mozambique, Namibia, Seychelles, South Africa, Swaziland, 

Tanzania, Zambia, and Zimbabwe) first discussed engaging in pooled 

procurement in 1999. After many rounds of discussion and negotiation, a 

pooled procurement strategy was drafted in 2011 and adopted 2013. The 

SADC countries are less homogenous than the GCC states making 

implementation of pooled procurement difficult. There is no mutual 

recognition of registration and limited harmonisation of national essential 

medicines lists and standard treatment formularies. The SADC countries 

have decided to undertake a staged approach towards a group contracting 

model. First steps will be information sharing, after which the countries will 

harmonise and standardise their STGs, and EMLs, strengthen their national 

procurement and supply chain systems and then progress towards pooled 

procurement.  

The East African Community (Tanzania, Kenya, Uganda, Rwanda and 

Burundi) held consultative meetings on possibility of pooled procurement 

in 2006. A feasibility study was done in 2007. The study recommended 

establishing a pooled procurement body that should work according to the 

group contracting model, starting with a limited selection of medicines. This 

has not been implemented to date as there are still issues with insufficient 

political commitment and financing and harmonization of EMLs and STGs. 

Several francophone African countries expressed interest in pooled 

procurement and this led to the creation of ACAME (Association Africaine 

des centrales dáchats de medicaments essentiels) in 1996. In 1998, Guinea, 

Mali and Niger undertook pooled procurement of 5 antimicrobials. 

Although prices were 7-27% lower, there was lack of commitment by 

governments and no further pooled procurements were done by ACAME 

which now simply acts to promote harmonization of pharmaceutical 

regulations and policies.  

Five North African countries – Morocco, Mauritania, Algeria, Tunisia 

and Libya – undertook an unsuccessful pooled procurement approach in 

1981 that failed since it was not formalized. In 1989, these 5 countries 

established the Central Maghrebienne d’achats en commun (CMAC). 

CMAC set up legal framework and procedures for group contracting but did 

not have a formal secretariat. First tenders were done in 1989 but Morocco 
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withdrew in 1994 and Algeria left 2 years later. Since 2000, CMAC is no 

longer active due to lack of high-level commitment or shared incentives.  

3.2 Pacific Island experiences 

Mr. Apolosi Vosanibola, Chief Pharmacist of the Republic of Fiji, presented 

an overview of the experience of the Pacific Island countries in moving 

towards pooled procurement. Several conferences of Ministers of Health of 

the Pacific Islands held between 1995 and 1999 recommended the 

formation of a joint purchasing scheme. A feasibility study suggested pooled 

procurement with direct delivery to the participating countries as the 

preferred model. Since then, the island states have developed and 

reviewed their National Medicines Policy (NMP) and strategic plans, 

country pharmaceutical profiles (Fiji, Cook Is, Kiribati, Nauru, Palau, and 

Tuvalu), STG’s and pharmaceutical legislation. Capacity building workshops 

and trainings to improve clinical pharmacy and inventory management 

have been held. However, the actual pooled procurement programme has 

not progressed further due to the complexities of harmonizing the 

regulations and treatment guidelines between the various states and lack of 

a regional procurement secretariat. 

The Fiji Pharmaceutical Services & Biomedical Centre (FPBS) 

pharmaceutical warehouse has been supplying pharmaceuticals to some 

other Pacific Island states on an ad hoc basis. Since the other pacific island 

states are considerably smaller than Fiji, the quantities ordered are minor 

and do not affect the stock levels at FPBS. Other challenges that complicate 

effective supply management in the Pacific Island states, apart from the 

aforementioned regulatory and harmonisation issues, include the immense 

challenges in reaching the remote and isolated member states. 

Furthermore, pooled procurement can only succeed once the member 

states fully commit to pooled procurement approach and when an assured 

starting capital has been secured.  

An HIV Regional Procurement Office (for Global Fund-funded anti-

retrovirals) has been established at FPBS. The focal person coordinates and 

manages the forecasting, purchasing, warehousing and distribution of ARVs. 

The anti-retrovirals are all delivered to the FPBS warehouse and then 

distributed to the other island states. This project may serve as a model to 

be expanded to include other essential medicines.  
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3.3 Organisation of Eastern Caribbean States Pharmaceutical 

Procurement Service 

Mr. Francis Burnett of the Organisation of Eastern Caribbean States (OECS) 

Pharmaceutical Procurement Service was not able to make his presentation 

by video-link due to technical problems. He provided a presentation that is 

summarised below. 

The Pharmaceutical Procurement Service of the OECS serves 9 island 

states in the Caribbean with a total population of about 600,000. OECS 

countries recognized that access to essential medicines was a basic human 

right, procurement of medicines required foreign exchange and that 

financial constraints had made it difficult for OECS governments to 

adequately finance medicines. Therefore, a pooled procurement 

mechanism was established in 1986 with a grant from USAID (US$3.5 

million) for technical assistance and start-up financing together with 

counterpart financing of US$0.7 million. Initially called the Eastern 

Caribbean Drug Service, it became self-sustaining in 1989 through a 15% 

surcharge on the value of procurement transactions (now reduced to 11%) 

and renamed to the Pharmaceutical Procurement Service in 2001. By 2004 

the total value of purchases had reached US$10 million which has been 

maintained. Restricted international competitive bidding is used i.e. only 

prequalified suppliers can participate, and the procurement period is 18 

months. Annual cost savings are estimated at 20%. There is an 840 product 

portfolio covering contraceptives, pharmaceuticals, medical supplies and 

radiological products. 

Critical success factors for the Pharmaceutical Procurement Service 

have been identified as: 

 Formal structure: 

– Permanent secretariat with professionals; 

– Reliable management information system; 

– Formal purchasing and contract agreements. 

 Commonalities between countries: 

– OECS Treaty; 

– Single aviation system; 

– Stable political system and political will; 

– Shared culture, ethnicity, language; 

– Common central bank, stable shared currency. 
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 Good Governance: 

– Code of ethics; 

– Transparency; 

– Accountability. 

 Ownership through country-based committees: 

– Policy board; 

– Tenders sub-committee; 

– Technical Advisory Committee. 

Each country deposits funds for the procurement cycle in the Eastern 

Caribbean Central Bank which arranges for payments of suppliers, 

facilitating the availability of foreign exchange. After pooling of expected 

needs from countries and award of tenders, each country then submits a 

requisition to the Pharmaceutical Procurement Service which places the 

order with the supplier. Goods are delivered directly to the consignee 

(country), which inspects the goods before informing the Pharmaceutical 

Procurement Service that then arranges payment through the Central Bank. 

Direct economic benefits are seen in the low prices that are achieved 

through the economies of scale, increased bargaining power and having a 

fixed price through the whole tender period i.e. a long-term agreement. 

Other value-added benefits have been seen in: 

 Enhanced quality assurance; 

 Coordinated training on supply management; 

 Regional cooperation and integration; 

 Harmonized formulary manual and standard treatment guidelines; 

 Sharing of information and experience; 

 Transparent and rational procurement; and 

 Confidence-building with clients and suppliers. 

Availability of essential medicines has consistently been higher than 

85% from 2010. However, some challenges have been experienced: 

 Late payments by some countries have resulted in suppliers 

holding back supplies for all members; 
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 Poor forecasting undermines the tendering process and affects 

supplier confidence; 

 Managing donations has been challenging; 

 Purchasing outside the cartel reduces buying power and reduces 

trust in the mechanism; 

 Small countries and small purchase orders have led to difficulties 

for some products; and 

 Opposition and influence by suppliers has led to some efforts to try 

and undermine the mechanism. 

However, despite these problems, the OECS Pharmaceutical 

Procurement Scheme remains one of the successful examples of regional 

pooled procurement mechanism alongside that of the Gulf Cooperation 

Council and the PAHO Strategic Fund. 

3.4 PAHO: Revolving Fund for Vaccines & Strategic Fund for 

Medicines 

Mr. Adrian Barojas and Mr. Daniel Rodriguez presented via a live video link 

from the Pan-American Health Organization (PAHO) / WHO office in 

Washington DC. PAHO undertakes two separate pooled procurement 

programs. The ‘Revolving Fund’ was established in 1977 in order to 

improve access to good quality vaccines at the lowest possible price. 

Products procured include vaccines, syringes, and cold-chain equipment. It 

currently includes 41 countries and territories and 60 different products are 

procured to a total value of US$512 million. The ‘Strategic Fund’ was 

established in 1999. It follows the same approach but covers other essential 

medicines (including those for non-communicable diseases) as well as 

laboratory diagnostics and public health commodities such as insecticides 

and long-lasting insecticide-treated nets (LLINs). Currently 24 countries are 

participating with a product list of 130 products to a value of US$41 

million. 

The two funds have added value in several ways:  

 Technical assistance (TA) in supply chain management to improve 

planning, procurement, distribution and sustainability of core 

supply chain processes;  
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 Assured quality of commodities; 

 Use of a capital account (3% of the value of goods is reserved in a 

capital account) which provides a credit line for countries for 

emergency situations; and 

 Price reduction of between to 30 - 100%.  

The structures of the Funds were described (addressing coordination, 

procurement, quality, legal and finances). All products are procured using 

generic names and WHO prequalified products are procured when 

available. In other cases quality is assured through prequalification of 

suppliers and products. The planning process starts with Ministries of Health 

being requested to provide demand estimates (taking 2-3 months). These 

are then consolidated by the PAHO/WHO regional office after which 

tenders are issued, assessed and contracts for supply awarded (taking 3-4 

months). Once the countries are informed of the prices and confirm their 

final quantities, purchase orders are placed with suppliers by the regional 

office that also coordinates the delivery and the payment of suppliers (using 

funds that each country lodges with the regional office prior to the order 

being placed). 

The PAHO funds are widely regarded as successful. The following 

factors may have contributed to this achievement:  

 The Funds are owned by the Member States (not by PAHO/WHO), 

which is in line with the principle of Pan-Americanism (solidarity); 

  For every step in the procurement process, PAHO has developed 

highly standardised tools and procedures so Member States know 

what is expected from them; 

 The participating countries delegate certain decisions to PAHO 

providing the flexibility to respond quickly and efficiently to 

challenges and opportunities;  

 Countries show commitment on collaboration in terms of 

legislation, product registration and national logistics; and 

 The PAHO country representatives play a critical role interacting 

with the Ministries of Health and providing support on planning, 

coordination and follow-up. 
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Mr Ed Vreeke asked whether the Strategic Fund is more difficult to 

manage because it includes more products than the Revolving Fund. Mr 

Barojas confirmed that this is indeed the case. Since the Strategic Fund 

covers products from various programs (HIV, TB, non-communicable 

diseases, etc.) many different aspects need to be taken into account; in 

particular quantification is more difficult because many medicines may be 

used for many different diseases and there are often no dedicated and 

skilled staff in-country to undertake the quantification. In contrast, the 

Revolving Fund deals only with vaccine supplies which is much more 

focused, quantification being much easier as vaccines are used for specific 

conditions, and where there are dedicated staff in-country to undertake 

quantification.   

3.5 Summary 

Dr. Douglas Ball presented a summary of some of the factors identified with 

successful and effective pooled procurement mechanisms: 

 Political commitment at the highest level supported by the 

implementation of required policies and reforms at the operational 

level; 

 Appropriate procurement legislation and transparent purchasing 

mechanisms; 

 Robust supply systems to deliver products to the end user; 

 Harmonized pharmaceutical policy and regulatory procedures, 

including EMLs, STGs and medicines registration procedures; 

 Adequate and predictable financial resources for the regular and 

timely payment of suppliers; and 

 Commonalities between the participating countries in terms of 

culture, language, history, ideology/religion. 

The critical success factors show that multi-country, regional pooled 

procurement cannot be enforced but must be must be a country-led 

undertaking.  
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4.  Case studies from small countries  

(Parallel Session 1) 

4.1 Second Situational analysis in Maldives 

Ms. Shareefa Adam Manik, Director-General of the Maldives Food and 

Drug Authority (MFDA), described the findings of the second WHO 

situational analysis which had taken place the week prior to the workshop. 

Maldives has an extensive health care system, with substantial 

infrastructure, trained health care personnel and good health indicators. 

There have been many areas of progress since last situational analysis, but 

political changes and the health services decentralization and subsequent re 

centralization have had serious impact on the pharmaceutical sector. A 

review of the national medicines policy has started in 2014 and the 

medicines supply system will need to be aligned with the new policy. The 

existing policy recommended a centralized procurement and supply system 

and a centralised procurement unit has been established in collaboration 

with UNOPS. However, the private sector continues to play a major role 

and there is a serious lack of qualified pharmaceutical staff to manage 

medicines in public health facilities. Weaknesses in human resources, 

record keeping and supervision at public health facilities were also noted. 

The Asandha insurance mechanism provides national coverage, but lacks 

cost-containment measures and the EML is not followed. However, generic 

substitution is now practiced. Unfortunately, slow payment by the Ministry 

of Finance has undermined the Asandha system (which is late reimbursing 

pharmacies, some of which have subsequently disengaged from Asandha) 

and medicines procurement by the State Trading Organisation (which is 

85% publically owned). 

Annual medicines consumption analysis from 2013 showed high 

expenditure on medicines such as vitamins. A new act to cover medicines 

regulation is being redrafted but the MFDA is still under-resourced. Lessons 

have been learnt from the health sector restructuring and it is recognised 

that there are virtually no qualified pharmaceutical human resources for 

supply chain management in the public sector and no coordinating 

mechanism between government departments for pharmaceutical policy 

formulation. Some new laws and regulations are required. 
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The main conclusions were that: 

 Regulatory and monitoring oversight of the pharmaceutical sector 

by the Maldives government has to be reinforced; 

 Supplier transparency has to be increased and incentives 

developed to get suppliers to abide by the government regulations 

and policies; 

 The infrastructure and other resources, especially human 

resources, have to be further developed; and 

 The government needs to play a much greater coordinating role 

and develop a stable financing mechanism which includes cost 

containment measures.  

After the presentation the director of the State Trading Organization 

(STO) added some information on the development of various tools 

employed by the STO to strengthen pharmaceutical management and 

infrastructure.  

4.2 Procurement in JIPMER 

Dr. Gitanjali Batmanabane, Professor of Pharmacology, Jawaharlal Institute 

of Postgraduate Medical Education & Research (JIPMER), presented on how 

her institution (JIPMER) undertakes quality assurance in its procurement 

process. The institute is an Institution of National Importance since 2008 

and was founded in 1823. Currently they have 1,690 beds, see 6,200 

outpatients daily, have 3,200 surgeries per month, have 3,281 employees 

and a budget of over US$57 million of which almost US$3 million is spent 

on medicines. The medicines procurement and supply system is run with a 

workforce of 62 of which 43 are pharmacists. 

Elements that are part of the quality assurance approach when 

procuring are: 

 The JIPMER EML includes only 864 medicines (about 400 

molecules) of which 50 medicines are for outpatients, only generic 

names are used; the EML is updated every year by a committee 

according to a transparent process; 
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 95% of medicines procured come from the EML; only generic 

names are used in tenders and quantities are based on the past 

year’s consumption;  

 An open tender is issued (2-bid system involving evaluation of 

technical and price bids based on the Delhi model) with e-

tendering to increase transparency; 

 Blacklisted companies are not allowed to participate and only 

original manufacturers and original importers (no traders) can 

participate and companies must meet a minimum turnover; 

 First supply of a product is accompanied by the manufacturing 

license mentioning the name of the medicine, a quality approval 

certificate from a government approved laboratory and approved 

GMP certification; and 

 All supplies are visually inspected, Good Storage Practice is 

maintained and an electronic inventory system is used that alerts 

when stocks are low. 

The lessons learned are: 

 Keep improvising, with a constant lookout for quality issues; 

 The Delhi model is not ideal but is a good model to follow; and 

 Beware of drug manufacturers who try to take advantage of ‘the 

system’. 

In the discussion that followed, Dr. Gitanjali Batmanabane indicated 

that suppliers do not like bad publicity. JIPMER has had good experiences 

exposing suppliers that supplied sub-standard quality products. 

4.3 Situational analysis in Bhutan 

Mr. Som Bahadur Darjee, Senior Programme Officer, Department of 

Medical Services, Ministry of Health in Bhutan, presented on the essential 

medicines situation in the country. All medicines are imported from India 

and Bangladesh having been procured through an annual international 

tendering process. Almost all medicines procured for health centres are on 

the EML. A national Drug and Therapeutics Committee judges all requests 

for non-EML drugs. All medicines now have to be registered with the 
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NMRA. In 2010, the budget was around US$1.89 million. In 2011 there 

were a number of stock-outs because the quantification formula had 

changed from 26 months to 15 months, the tendering process had changed 

to cover 3 years instead of 1 year (in order to attract more potential 

bidders) and the NMRA mandated that only registered drugs could be 

imported. Actions were taken to change the procurement system back from 

a 3 year to a 1 year cycle with the original 26 months quantification 

formula. Pragmatic allowances were made to encourage local suppliers to 

quote for unregistered drugs, manufacturers were encouraged to register 

directly and an abridged registration was allowed for medicines prequalified 

by United Nations agencies and stringent regulatory authorities. The result 

was that availability is now over 90%. For 27 drugs no acceptable offer was 

received in the latest tender and these tenders will be annulled and taken 

up in the coming year’s tender. Registration is encouraged although some 

medicines on the EML are still not registered with the NMRA. A 

Department of Medical Supplies and Health Infrastructure was formed with 

procurement, distribution, biomedical engineering and infrastructure 

divisions. A Medical Supplies Management & Quantification Section was 

also created and the government has constructed a new building for the 

Medical Store & Distribution Division (MSDD). Web-enabled barcode 

inventory and procurement systems are under development. The current 

challenges are: 

 To have all EML medicines registered with the NMRA; 

 The limited number of wholesalers in the country; 

 How to react when suppliers default; 

 Quality assurance issues; and  

 Human resource shortages and training. 

After the presentation, it was added that the three elements that make 

the system work are (i) commitment, (ii) dedication and (iii) regulation in 

combination with a good monitoring system. 

4.4 Financial problems in medicines procurement 

Mr. Ed Vreeke, WHO temporary advisor and public health procurement 

consultant, described potential financial issues that interfere with the 

procurement process. Pharmaceutical procurement usually constitutes a 

significant proportion of health budgets, and needs to be efficient and 

effective in terms of quality, timeliness and cost, minimising risk, 
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maximising competition and maintaining integrity. Regulations influencing 

the process relate to those at the level of the Ministry of Finance (financial 

regulations), the tender board (procurement regulations) and the national 

medicines regulatory authority (registration and quality-related regulations). 

Regular and uninterrupted flow of funds contributes to efficient 

procurement and lower purchase prices.  

Ministry of Finance (MOF) issues can include providing too little 

funds, paying suppliers late, or providing funds to the procurement unit 

late. Irregular disbursements result in multiple procurement actions and 

higher product costs. There needs to be good communication between 

MOF and Ministry of Health (the procurement unit) and a MOF 

representative can be on the procurement committee. Tender regulations 

need to be followed but may not be flexible in allowing multi-year 

contracts, staggered deliveries, framework contracts, or prequalification of 

suppliers – all of which may help to ensure quality and continuous supply. 

Inflexibility of the NMRA can also lead to higher prices if they delay 

registration, charge fees not compatible to the market size, or have no fast-

track registration procedures. 

In the discussion after the presentation, all participants confirmed that 

the MOF can cause delays in payment to suppliers and liberation of the 

procurement budget and that communication and understanding are often 

the only ways to facilitate matters. They realize that the MOF has its 

guidelines and instructions and staff may be limited in what they can do. 

However, continuing to educate MOF staff on the specificities of 

pharmaceutical procurement is important since some participants had 

experience with MOF audit questioning why the lowest price had not won 

the tender. It was suggested that more Ministry of Health procurement 

expertise should be involved in the budget negotiations. Mr. Sylvester 

Rugumambaju underlined the necessity to have the appropriate human 

resources in the right positions and clear terms of reference for each post. 

5. Case studies from large countries  

(Parallel Session 2) 

5.1 The Manufacturers’ Perspective 

Mr Ashok Madan, Executive Director India Drug Manufacturers Association 

(IDMA), provided a brief background about IDMA which was founded in 
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1961. He then gave an overview of India’s pharmaceutical industry. From 

the first pharmaceutical factory established in 1901, today there are 300 

large production plants and about 10,000 small ones. Most plants 

manufacture finished pharmaceutical formulations while around 23% are 

specialised in production of active pharmaceutical ingredients. 

Approximately half of the medicines produced are exported and it was 

estimated that 1 out of every 3 tablets consumed worldwide was made in 

India.  

He provided the setting of pharmaceutical procurement in India and 

how the ‘General Financial Rules 2005’ provide the guidelines for 

Government procurement. These rules call for: 

 Open tender; 

 Effective procurement; 

 Non-discriminatory tender conditions; 

 Bid evaluation on pre-discussed criteria; and 

 Award to most advantageous bid. 

Despite these guidelines and a move to e-procurement, 

manufacturers encounter many shortcomings. These include: 

 Absence of standard procurement document and contract formats 

and contracts;  

 Overly stringent pre-qualification criteria that may be geared 

towards particular firms and reduce competition; 

 Lack of transparency on bid prices for losing bidders; 

 Concerns that making complaints may jeopardise the supplier in 

subsequent tenders; 

 Tender documents that must be collected in hard-copy and can’t 

be downloaded; 

 Incomplete tender documents that do not make the requirements 

of the purchasing agent clear; 

 Purchasing agent expectations for quick delivery upon awarding 

the contract; and 
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 Lack of guarantee of the minimum quantities to be procured.   

Possible improvements were suggested. 

In discussion following the presentation, Mr Siddiqh Ahmed Khan 

voiced support for prequalification criteria to ensure that the supplier has 

adequate production capacity. Ms Neena Gupta (UNICEF) also supported 

strong prequalification processes to ensure quality since there are many 

poor quality manufacturers despite regulation. Dr Poonam Khetrapal Singh 

(Regional Director, WHO/SEARO) stressed the need to ensure that only 

reliable manufacturers can win bids and that they provide quality products. 

Dr. Ball summarised that quality must indeed be assured by the terms of 

the contract and also that there must be an assurance that the manufacturer 

has the capacity to deliver. The challenge is to find the right balance 

resulting in fair and appropriate standards which are not overly stringent.  

5.2 Public procurement in India – a comparative survey  

Mr Maulik R. Choksi, Indian Institute of Public Health, presented on lessons 

learnt from a comparative study of public procurement in Indian states. 

Comparative data from 11 Indian States showed great variation in 

contributions to medicines purchase from various sources, some states 

spending double that of other states both with regard to public sector and 

household contributions. Efficient public procurement can help in meeting 

equity goals since the majority of medicines are financed out of pocket 

which constitutes a heavy burden on those with the lowest incomes.  

Comparative data of the management costs (covering salaries, pension 

costs, freight, analytical testing, printing and stationary) of the procurement 

agency was shown to vary substantially in two Indian States. Complex 

interactions occur between various procurement activities and outcomes. 

Some of these are visible e.g. payment, warehouses, availability of drugs, 

while others are invisible e.g. good governance, transparency. Both visible 

and invisible factors will affect the confidence and perception of the 

suppliers and thus influence prices offered and service rendered. Each and 

every aspect needs to be in place and managed well otherwise the 

outcome will be reduced availability of quality medicines. While the 

management costs of procurement agencies and expenditures on human 

resources, warehousing and other aspects may seem large, in fact they may 

not be when compared to the value of goods that are handled.  
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The following ‘take home’ statements were made:  

 Governance is very important in procurement; 

 Autonomy of the procurement agency, political will to support it, 

setting priorities, using contractual staff efficiently, and health 

system integration ensure efficient procurement; 

 Transparency is critical in all aspects of how medicines are 

selected, bought and distributed; and 

 Investment cannot be avoided for effective procurement, including 

human resources, information systems, warehouses, money for 

medicines, and quality assurance. 

The gains from these include trust among medical suppliers, 

competitive prices of procured medicines, a regular supply of essential 

medicines, client satisfaction and increased health care utilization with 

better health outcomes. However, the appropriate model will come from 

adaptation of a successful model rather than simple adoption of one i.e. it 

needs to be modified to suit the particular circumstances. 

5.3 Universal Health Care (UHC) perspective in Rajasthan  

Dr Habib Hasan, Public Health Foundation of India, explained that access 

to essential medicines is a critical component of UHC and that great strides 

had been made in reforming the system in Rajasthan state in India. The 

conditions that must be met to turn a poor performing system into good 

performing system, in context of access to medicines include: 

 Political Will; 

 Financial Commitment; and 

 Governance (Transparency & Accountability). 

The example of how these had been implemented in Rajasthan was 

elaborated. The Rajasthan Medical Service Corporation (RMSC) is an 

autonomous centralized procurement agency established in 2011. The 

funds for the year 2013/14 total INR3200 million (about US$55 million) as 

compared to INR 760 million in 2011/12. Procurement is done via a 2-bid 

transparent e-tendering process. Established, accredited laboratories are 

used for quality control testing and an electronic inventory control system 
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has been put in place to manage the pharmaceutical stocks. Considerable 

investment was made to employ extra staff (250 in the RMSC and 1,000-

2,000 extra staff in health facilities) to manage drug procurement, storage, 

distribution and dispensing and to establish a sophisticated electronic drug 

management information system. 

The impact of RMSC’s centralized procurement was considerable 

improvement in medicines availability and many private pharmacies closed 

as they experienced a slump in demand since patients no longer had to buy 

medicines out-of-pocket. Only the competitive and efficient pharmacies 

survived. Stock-outs at primary health centre, district and central hospital 

level reduced significantly and there was an increase in out-patient visits as 

patients realized that more medicines were now available for free at the 

health facilities.  

Analysis showed that prices of medicines had reduced substantially 

and additional savings had been made by changing from branded 

medicines to generic medicines. Outcomes from the implementation of the 

UHC initiative were the reduction in out-of-pocket expenditures by 

patients, cost savings, greatly increased patient attendance, increased use of 

quality generic medicines and a decline in acute shortages and chronic 

stock-outs of medicines in the public sector and closure of many 

pharmacies in the private sector. 

5.4 Public sector procurement in Thailand  

Ms. Paithip Luangruangrong, Pharmacist Ministry of Public Health, Mr. Kitti 

Rahong, Director Supply Chain management Division Government 

Pharmaceutical Organisation (GPO) and Mrs. Saranya Sunanta, Head of 

Procurement National Health Security Office (NHSO), made a joint 

presentation.  

Thailand has 11,078 public health facilities (at National, Province, 

District and Sub-district level). Hospitals have established Pharmacy & 

Therapeutic Committees which:  

 Write and implement hospital drug and medical supply policy; 

 Monitor the use of drugs and medical supplies in hospital; and 

 Ensure conformity with Ministerial policies.  
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Medicines are selected based on the medical supply formulary which 

is based on the National List of Essential Drugs. Quantification is performed 

using consumption data over the past 3 years plus morbidity data. This is 

possible due to investment in health information systems. 

Financing of pharmaceutical procurement is through the three main 

insurance schemes: Universal Coverage Scheme (UCS) of the NHSO, Social 

Security Scheme (SSS) of the Social Security Office (SSO) and the Civil 

Servant Medical Benefit Scheme (CSMBS). NHSO undertakes central 

procurement of certain essential medicines (mostly ARVs, TB medicines, 

vaccines and high-cost medicines such as cytostatics and antidotes). Other 

medicines (mostly essential ones for centrally agreed prices) are procured 

by public health facilities from the Government Pharmaceutical 

Organization (GPO) (if it manufactures these medicines or imports them 

from sources abroad) or from other wholesalers, using the budget provided 

by NHSO and reimbursement funds from other insurance agencies. GPO is 

also responsible for the storage and distribution of these medicines. There 

are defined procedures in place for the selection of medicines to be on the 

National Essential Medicines List and also for price negotiations for 

medicines under the insurance schemes. Contracts for generics are done on 

the basis of fixed price and unlimited quantity while imported branded 

medicines are on the basis of an ‘adjustable’ price. Measures are in place to 

ensure the quality of the medicines such as requiring suppliers to provide 

certificates of analysis or, in case of suspected poor product quality, 

samples can be sent for laboratory analysis.  

The three insurance systems contribute to UHC, with medicines 

contributing about 40% of health care expenditure. NHSO, for its part, 

ensures that the national EML is kept updated and that medicines are used 

in compliance with clinical guidelines. Health technology assessment and 

formal procedures assessing budget impact and negotiating prices with the 

GPO govern which high cost medicines may be used under the insurance 

scheme. Proper quantification needs knowledge of lead times, stock-outs, 

safety stock levels, growth in demand and losses e.g. wastage, expiries. Data 

transfers between NHSO, GPO and the health facilities help to maintain 

good stock levels and avoid stock-outs. 

In Thailand there are specific rules governing what proportion of 

procurement must be from the national EML and public sector 

procurement is monitored centrally. Ensuring procured medicines are 
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registered and of guaranteed quality is important. Public procurement rules 

govern what procurement method is used and at which level in the health 

system. The Vendor Managed Inventory system (VIM) has helped to 

decrease stock levels that need to be carried by health facilities, reduced 

the quantities of returned goods and helped to increase client satisfaction. 

Dr Holloway commented that although each of the hospitals in 

Thailand can buy medicines directly from suppliers, this can still be 

considered a form of pooled procurement as the prices have been 

negotiated centrally.  

6. Day 2 - Procurement planning and tools 

6.1 Quantification 

Lisa Hedman, Technical Officer, Essential Medicines and Health Products, 

WHO Geneva, introduced the issue of quantification and the complexities 

that are involved. The reason for stock-outs is difficult to determine due to 

the variety of factors affecting them. Quantification needs high quality data 

from skilled people. The data needs to be complete, timely, accurate and 

relevant i.e. both useful and used. Data and analysis come from people so 

one needs leadership, technical management and operational staff. The 

approach to quantification depends on the objectives. Data is a critical 

component for demand consolidation in pooled procurement, credible 

price negotiations, long-term agreements (LTAs), and market development 

activities since commercial success depends on knowing the demand. Real 

case studies showing the effects of weak quantification were presented.  

Four methods of quantification were introduced: 

 Population-based; 

 Consumption-based; 

 Service-based; 

 Facility-based (kits). 

The population-based method depends on total need that is different 

from demand. Information that is needed includes demographic and 

disease surveillance data e.g. number of new patients, number of 
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continuing patients, those needing to change to a different treatment, in 

addition to disease prevalence rates among the target population. A 

formula is required for each product which can be unrealistic for medicines 

with multiple uses. This method cannot be used to replace the information 

from a LMIS. One also needs to ensure that relevant health products are 

also available e.g. for vaccines this might include syringes, safety boxes, 

concomitant medicines.  

Vaccine requirements are relatively easy to calculate using this 

method since it easy to estimate patient numbers, wastage and other 

factors. The production schedule needs to be taken into consideration since 

this will affect the lead time and delivery schedule. Manufacturers need 

time to manufacture the product from the time they receive the order. The 

production capacity is thus important and there will also be unexpected 

delays in production. 

Consumption-based quantification is reliant on LMIS data. It makes a 

forecast of future need based on past consumption, but it requires about 24 

months of data to have reliable assumptions. The quantities needed are not 

the same as those that are used (consumed) since past consumption may be 

affected by factors such as limited budgets and stock-outs. 

Adjusted consumption quantification is usually the basis for most LMIS or 

stock management information systems. It is based on consumption trends 

adjusted for losses, delivery schedules, expiries, and stock on hand through 

calculation of the average monthly consumption. The data comes from 

stock cards that are needed for each medicine that is used and this 

information should come from the facilities (rather than warehouses) and 

this is not easy to get. 

Supply is dynamic and the system needs to be able to react to 

changes. Thus there needs to be reporting and appropriate management. 

This is the preferred method for essential medicines if data are available 

since it is easier than population-based methods as there are many 

medicines that are also used for many indications. Limitations are that data 

quality is often poor at lower levels, sufficiently skilled managers are 

required at all levels, it requires investment in logistics management 

information software (or even enterprise management systems that help to 

link all facets of procurement, ordering, payments, etc.) and also 

predictable and reliable financing. 
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Some detailed calculations were used to showcase the method, but it 

was pointed out that this becomes onerous for thousands of products so it 

is better to be automated and computerised systems that capture the level 

of information needed are important. Buying in software that can do it is 

often the easiest solution rather than developing a new system. 

Service-based quantification is used when limited staff and facilities are 

present and is often used for laboratory services or when equipment is used 

e.g. use of diagnostic test kits. It assumes that each patient receives 

treatment and they do not have or bring their own medicines i.e. that every 

patient encounter results in a prescription or use of the product. It is based 

on capacity and prescribing practices and relies on secondary data i.e. not 

on prescribing data, but additional information about the product. An 

example of quantification of diagnostic test kits was used. These have short 

expiration dates so have to be ordered frequently, but are bulky to store 

and may require other equipment to be used effectively e.g. they may need 

cold storage and there may be limited cold storage capacity at the facility. 

The quantification takes these factors into account through the reorder 

frequency so as to prevent expiries and not exceed the storage capacity. It 

is more applicable to smaller facilities with limited numbers of products and 

for laboratory services dependent on equipment. 

E. Facility-based methods involve kits and “push” systems. These are 

essential medicines packaged into kits to treat a specific number of people 

based on the service level of a facility. It includes a package of medicines 

for the most common diseases and is usually intended for low levels of 

care. It is generally used in emergencies and when there is no data 

available. They reduce planning needs and guarantee a set of products will 

be available but are limited in the type and quantity of medicines and lead 

to significant waste and stock-outs. 

Some innovative “push” systems address the fact that clinical health 

workers are not familiar with non-clinical supply management tools. They 

use ways to get data without burdening lower level health workers. An 

example is where the distributor provides the product and retrieves the 

data, topping up products to pre-decided minimal levels based on their 

calculations of consumption as agreed with facility managers (joint decision-

making but the distributor does the calculations). This is most applicable to 

high volume products and is called the ‘delivery team topping up’ (DTTU) 
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or the rolling warehouse. It is also possible to use mobile phones or some 

form of software to support these methods. 

All forms of quantification rely on data and data comes from people 

so one needs automation and supportive supervision to help them. Supply 

chain leadership is often overlooked and seldom measured in key 

performance indicators. Other problems with data include: 

 Bias (hoarding or artificially increased order quantities); 

 Disincentives to report stock-outs in performance-based services; 

 Significant data noise from paper-based systems; and 

 Limited resources available to collect data for essential medicines.  

Thus, the data needs to be relevant, investment is needed in 

computerised and automated systems, and EMLs and STGs need to be up-

to-date and followed to guide decisions about which medicines to track. 

None of the quantification methods works perfectly and one can always 

order too little or too much. However, it is generally better to have some 

expiry rather than stock-outs that affect the health of patients. 

6.2 Electronic drug inventory management systems 

Ron Wehrens, WHO temporary advisor and public health pharmaceutical 

supply chain specialist, described electronic medicines information 

management systems or logistics management information systems (LMIS). 

The term eDIMS was used during the presentation for ‘electronic drug 

inventory management system’. The status of countries in the regional 

situational analyses showed that there were constraints in the 

implementation and use of such systems – some countries do not have any 

electronic inventory management systems, others are in the early stages of 

implementation whereas others have quite advanced systems. Without a 

central system one cannot know the stock situation.  

The advantages of electronic inventory management systems were 

reviewed – in particular how to remove burden from health workers, 

automate reporting and make relevant and useful information available for 

various tasks in procurement, quantification and supply management. 

Political commitment is needed to invest in these systems and ensure they 

function properly after implementation. Electronic systems are more 
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transparent and support good governance and those who do not support 

this will act to undermine it. These systems also need sustained and reliable 

funding to implement, install, train staff and maintain the system. Technical 

expertise is required that is often not available in Ministries of Health. 

Investment is required or else one relies on external consultants, but there 

needs to be appropriate contracting to avoid poor performing consultants. 

Staff need to be trained and retrained and may see this as an extra 

workload so low level workers need incentives. They may also not support 

good governance or feel they will be punished for stock-outs that might 

now be visible and these concerns need to be addressed. Examples were 

provided from Cambodia, the Philippines, Nepal and Thailand showing 

how Ministry of Health support for any electronic LMIS is important, that 

one should be pragmatic in implementation and how simple solutions can 

progress to more advanced solutions over time. 

The use of mobile telephone technologies by an NGO to support 

inventory management in the public sector was presented. Cambodia had 

used these to facilitate reporting and orders, but no longer used them since 

the internet has become available and reliable and also because USAID 

stopped funding the NGO. An example of their use in Africa for 

management of malaria commodities was presented, but while they can be 

useful for reporting stock-outs of a few items it is difficult to implement this 

solution for a wide range of essential medicines. Mr. Sylvester 

Rugumambaju (The Global Fund) pointed out that mobile telephone 

solutions required a large investment in the technology and software and 

where there are few staff there is still limited capacity to have complete 

reporting. 

It was recommended to use an established LMIS software package 

than develop a novel one, to start at higher levels and then extend it down 

to lower levels where it becomes more difficult to implement. There are 

enterprise solutions e.g. Microsoft Attain, which cover all aspects of 

operations, not just logistics, but there are also some free or low-cost 

solutions e.g. mSupply. 

6.3 Financial and regulatory mechanisms for procurement 

Mr. Ed Vreeke, WHO temporary advisor and public health procurement 

consultant, described potential financial issues that interfere with the 

procurement process. Regulations influencing the process relate to those at 
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the level of the Ministry of Finance (financial regulations), the tender board 

(procurement regulations) and the national medicines regulatory authority 

(registration and quality-related regulations). The absence of Ministry of 

Finance (MOF) staff at the workshop reflects the difficulty of coordinating 

procurement with finances. MOF regulations are focused on efficiency to 

get the most medicines for the allocated budget. This is more than just 

price, but also overall costs. MOF can contribute to reduced procurement 

prices through regular and uninterrupted flow of funds. Problems of too 

little funds or providing funds too late or not paying on time all affect the 

price.  

Prompt and reliable payment is important to create incentives for 

suppliers to take part in a tender that increases competition and reduces 

prices. Late payments also lead to those that do participate increasing their 

prices in the tender due to the risk of late payment and the costs involved. 

Ministry of Health staff need to help MOF be aware of these issues and the 

fact that the lowest price may lead to higher costs due to poor supplier 

service or product quality. That is why in procurement one needs to 

evaluate the administrative and technical criteria before evaluating price 

criteria. If MOF or auditors do not understand this they may think that a 

lower price could have been achieved. 

The tender board or similar organisation manages the tender 

regulations. The regulations are cumbersome but inevitable. Generic tender 

regulations do not always suit pharmaceutical procurement. For example, 

framework contracts, prequalification of suppliers and splitting of awards 

are strategies can help sustain supply, competition and assure quality but 

they are not always allowed in the regulations. Specific rules for health 

sector goods may be required. The medicines regulatory authority is 

concerned about quality but their recommendations/needs may reduce 

competition or influence prices, for example if they have no fast-track 

procedure or alternative procedure for products that the Ministry of Health 

is procuring. 

There is no general solution to the problems that were described. 

Communication between the Ministry of Health procurement unit and the 

other bodies is critical. The procurement unit needs to have its voice heard 

within the Ministry of Finance as well the Ministry of Health.  
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6.4 Quality assurance in procurement 

Dr. Gitanjali Batmanabane, Professor of Pharmacology, Jawaharlal Institute 

of Postgraduate Medical Education & Research (JIPMER), presented on how  

to ensure quality assurance in the procurement process. Quality is 

something that is not easy to assess and one cannot wait until the medicine 

has failed. Quality assurance (QA) is something that needs to be planned 

with political commitment and core people who are passionate about 

quality. This needs the support of good infrastructure and funding. 

Quality assurance needs to be built into the pharmaceutical 

management cycle starting with selection:  

  The EML should be used as the procurement list and should be 

relevant to the country; 

  Policies need to be written and in place for dealing with quality 

issues, including the inspection of goods, rejection of poor 

quality products and their replacement; 

  The required physical infrastructure must be provided and 

trained people in the right place; 

  Prequalification of suppliers and testing of products, if required, 

should be in place. 

The four strategic objectives of pharmaceutical procurement are: 

  Selection of reliable suppliers of quality products; 

  Procurement of the most cost-effective products in the right 

quantities; 

  Achievement of the lowest possible total cost; and 

  Timely delivery. 

Some ‘shortcuts’ are possible in ensuring quality such as monitoring 

supplier performance and blacklisting poor performers, using only original 

manufacturers and importers instead of traders, choosing large companies 

with substantial turnover, and requiring additional certification such as 

evidence of GMP certification. 
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Quality control, one aspect of quality assurance, requires visual 

inspection on receipt, simple tests of physical characteristics (screening), 

insisting upon test reports from government-approved laboratories, and 

performing random sampling and testing from each batch and supply at the 

expense of the company (cost to be included in tender conditions and 

price). 

Examples were given of quality assurance issues with suggestions 

about how to address these issues even with limited capacity and resources. 

As part of assuring quality: 

 Have a written QA policy and put it in the tender document; 

 Get contact numbers from suppliers when signing the contract; 

 Make written complaints copied to the NMRA; 

 Create a visual record of any quality problems e.g. photocopies, 

pictures; and 

 Give publicity by publishing these issues on a website and naming 

the supplier. 

It was underlined that quality needed commitment and constant 

vigilance, but the gold standard should be balanced with practicalities and 

the need of investment in manpower and infrastructure.  

6.5 General discussion 

Dr. Vinit Sharma (UNFPA) asked Lisa Hedman (WHO/Geneva) about the 

repeated training of staff on quantification. She responded that the turnover 

rate of staff in drug supply is one of the highest and trained persons get 

promoted out of supply chain while those who remain have no defined 

career development to give them incentives to remain.  

Dr Vinit Sharma (UNFPA) also mentioned with regard to mobile-

based LMIS solutions that at the lowest level in one state in India, mobile 

technology was being used where it updates stock balances and tracks 

those medicines at health post level. He also agree that one should not 

reinvent the wheel and gave the example of the Democratic Peoples’ 

Republic of Korea that had adopted good points from other systems when 

developing their own LMIS that is now implemented at central level and 

being introduce at regional level.  
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Mrs. Badrun Nessa (Bangladesh) asked about the necessary shelf-life 

of products in procurement especially for contraceptives, with the example 

of how asking for a long shelf-life like 5 years can limit competition. Lisa 

Hedman (WHO/Geneva) replied that it depends on the type of product 

e.g. tablet or injectable but usually a percentage is used e.g. 75-80% of the 

original shelf-life or for products with very long shelf-lives a minimum of 2 

years might be required if it is expected to be used within this period. 

Expiry dates were identified as a sensitive subject and Mr. Ron Wehrens 

talked about these in the light of various marketing strategies by industry 

such as designed obsolescence, although ultimately regulatory authorities 

make the decision as to what is acceptable for registration. 

Brig. Gen. Md. Golam Rasul (Bangladesh) asked if there would be a 

preferred quantification method that could suit a group or region of similar 

countries based on population character, disease pattern and capacity of 

professionals e.g. Bangladesh, Nepal, and India. Lisa Hedman (WHO/HQ) 

replied that while a unified quantification could be possible, there would 

need to be harmonisation of products in the respective EMLs since different 

presentations are viewed as separate products to manufacturers. 

Harmonisation of EMLs and specifications between countries would allow 

pooling of demand, but one would also need to consider the burden on the 

regulatory authorities that need to register the products and assess expiry 

dates. 

Dr. Holloway (WHO/SEARO) asked Mr. Wehrens about the 

Cambodia electronic-LMIS example and how the government could not 

have seen the value of the system that had been run by an NGO. Mr. 

Wehrens suggested that the Ministry of Health did not realise the scale of 

investment by the NGO that was required to keep the system running and 

may have considered that their few IT support staff could support it, but 

these  staff were not familiar with the software. 

Dr. Holloway asked Mr. Vreeke if MOF and auditors did not 

understand the differences inherent to pharmaceuticals, was there any 

special training for these persons to address this issue or any models for 

communication between ministries. Mr. Vreeke responded that there are 

no standard training courses, but rather it needed communication and on-

the-job training. The procurement agent or unit can make sure that all the 

documentation is in order including the SOPs and manuals so that the 

procedures are clear because the auditors will start there.  
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Dr. Holloway commented on Dr. Batmanabane’s presentation and 

supported the costs of quality control testing being built into the tender 

rather than waiting for later billing. She also supported the approach of 

taking QA from the basics e.g. not storing different medicines together in 

the same box in the dispensary, and not storing expired with non-expired 

medicines. Dr. Batmanabane responded that perverse incentives need to 

be avoided such as making pharmacists responsible for expired medicines 

and having their salary cut if this occurs. This has resulted in them issuing 

near-expired medicines to patients who do not need them or deliberately 

under-ordering, with resulting stock-outs. She said a written policy for 

dealing with expired medicines, a logistics management system that can flag 

expiring products before they expire, along with other measures such as 

consulting with the supplier to replace items with short remaining shelf life, 

and liaising with other facilities to redistribute items where there is highest 

demand and need, are necessary. Aligning incentives and making sure that 

the quantification is appropriate is more important than punishing those at 

the end of the supply chain.  

7. Country action plans 

7.1 Briefing 

Dr. Douglas Ball briefed the participants on the requirements for group 

work on country action plans. The objective was, based on the regional 

recommendations of the Bangkok meeting in April 2013 on Effective 

Medicines Management and the individual country situational analyses, to 

develop individual country action plans to address priority issues affecting 

procurement and quantification. Each country group was to identify 3-5 

major areas of progress that had been made since the original situational 

analysis, identify 3-5 major areas where progress is yet to be made and then 

define an action plan to address the latter, assigning priorities where 

possible. Facilitators were assigned to assist groups where necessary. 

7.2 Country Action plans 

Each of the 10 participating countries presented on their action plans 

followed by brief questions and clarifications. These are summarised 

below.
3 

                                                           
3
  Abbreviations used by countries in their presentations have been retained and the list of acronyms should be 
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Bangladesh 

Presented by Brig.-General Md. Golam Rasul. 

Bangladesh 

Progress made Drug supply: Electronic drug inventory management system infrastructure 

being developed, staff training is ongoing and supply chain management 

(SCM) portal introduced; 

Drug selection: National EML has been developed; 

Drug use: Management Information System of patient & drug use has 

been introduced along with a special audit system; 

Drug regulation: Strengthening and capacity building of DGDA is ongoing. 

Outstanding 

issues  

Drug quantification 

Lack of warehouse  

Action plan 

Issue Implementation steps Responsible 

units 

Funding 

sources 

Drug 

quantification 

Capacity building:  

Health Facility Total Operating 

Expenses (TOE) review; 

Staff level training; 

Hospital automation; 

Inclusion in academic curriculum as 

professional subject (drug 

quantification, SCM, data collection & 

data entry, IT, etc.); 

IT Infrastructure development. 

DGHS & 

MOH&FW 

MOH&FW, 

DP 

Modern 

warehousing 

Develop centrally and near to health 

facilities at district level; 

Introduce mechanized handling of 

goods; 

Implement electronic stock control; 

Ensure appropriate storage conditions; 

Allocate space as per the category of 

goods;  

Arrange disposal of expired products at 

regular intervals. 

MOH&FW, 

PWD, HED, 

CMSD 

MOH&FW, 

DP 

In the discussion, it was proposed that the EML be expanded to cover 

the medicines needed at hospital level. It was also clarified that the drug 

inventory management system is a web-based system and that it currently 

covers procurement only, but will be extended to cover logistics as well and 

that staff would need on-the-job training. 

                                                                                                                                                           
consulted where necessary 
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Bhutan 

Presented by Mr Som Bahadur Darjee. 

Bhutan 

Progress made Strengthening of the Medical Supplies Procurement Division (MSPD) & 

Medical Supplies Distribution Division (MSDD); 

Strengthening of the Electronic Drug Management System (DIGBY); 

Strengthening of the storage facilities in Phuentsholing; 

Regular updating and implementation of STGs & National Formulary;  

Price contrl mechanism by regulatory authority. 

Outstanding issues  Strengthen the Essential Medicine & Technology Division (EMTD); 

Establishment of a National Drug Information Centre; 

Establishment of DTC at all Hospitals; 

Prescription Audit & Feedback; 

Performance Assessment of Suppliers. 

Action plan 

Issue Implementation steps Responsible 

units 

Funding sources 

Strengthen the 

Essential Medicine & 

Technology Division 

(EMTD) 

Appoint/train human 

resources (Pharmacists, 

Technologists); 

Capacity development in 

standardization of Technical 

Specification of equipment. 

HRD, MOH  

 

Explore/ propose for 

capacity development 

 

Establishment of a 

National Drug 

Information Centre 

Set up a centre; 

Nomination of one 

responsible Focal Person; 

Subscription to 

pharmaceuticals 

journals/publications. 

Pharmacy 

Department, 

JDWNRH  

 

RGOB/Donors 

 

Establishment of 

DTC at all Hospitals 

 

All the referral hospitals to 

form DTC; 

The DTC will function as 

same for all the Health 

Centres in its respective 

region; 

Sensitization of members on 

their roles & responsibilities. 

EMTD/ 

Pharmacy 

Department/ 

DMS 

Training/workshop on 

sensitization 

In the discussion it was observed that the selected priority areas were 

geared towards better use of medicines rather than quantification and 

procurement. The need for exceptions to stringent registration requirements 

in tender processes for small countries was highlighted.  
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India 

Presented by Mr. Siddiq Ahmed Khan. 

India 

Progress made 5 states out of 29 have implemented e-LMIS system successfully; 

Data sharing is available from District level in above 5 states; 

Specifications for medical equipment / devices are standardized by 

central govt. 

Outstanding issues  Implementing e-LMIS system at remaining 24 states & at Central level 

(CMSS); 

Strengthening the Quantification Process; 

Reduction of Lead Time of Tender Processing. 

Action plan 

Issue Implementation steps Responsible units Funding sources 

Implementing e-

LMIS system at 

remaining 24 

states & at Central 

level (CMSS). 

Central Gvt has identified 

e-LMIS service provider 

(cDAC) for implementing 

in the states & at central 

level; 

cDAC to provide 

hardware, software & 

manpower training.  

Central Gvt, States 

Gvts, CMSS & cDAC  

 

Provision of funds 

made available by 

Central Gvt.  

 

Strengthening the 

Quantification 

Process 

To provide training for 

processing & analysing the 

data to arrive at accurate 

quantification; 

To hire an agency for 

training by a tendering 

procedure; 

Development of standard 

formula for obtaining data 

from the states; 

This scheme would be sent 

to the Planning 

Commission for approval; 

Thereafter MoF would 

allocate the funds for the 

scheme. 

Hired Agent, State 

Gvts, Central Gvt 

Funds to be made 

available by Central 

Gvt / State Gvt / 

International 

Agency for the 

infrastructure 

Reduction of Lead 

Time of Tender 

Processing 

Reducing multiple 

approving authorities to a 

single authority; 

Setting up of standing 

purchase committees for 

finalization & award of 

tenders both at Central & 

State levels.  

Program Division, 

Procurement, 

Finance, Health 

Secretary & Health-

Minister. 

 

Central Gvt & State 

Gvt 
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In response to questions, it was clarified that the reduction in lead 

time would not affect the whole process, simply the stages where approval 

was necessary and that care would need to be taken to prevent loss of 

transparency and accountability. 

Indonesia 

Presented by Ms. Harwanti Nana Andini. 

Indonesia 

Progress made Provincial and district health offices (PHO, DHO); public and private 

hospitals can now procure from suppliers that have been determined via 

national tendering and at unit prices that are achieved via central bidding 

mechanism; 

Annual medicines availability reports submitted every 3 month by DHO 

and PHO using available software; 

NEML revised every 3 years and developed National Formulary as 

national compulsory list cover all medicines for PHC and referral hospitals 

to be used in National Health Insurance program. 

Outstanding issues  Improve electronic medicine inventory system for DHO and PHO 

Strengthening medicine management system; 

Compliance with NEML and National Formulary. 

Action plan 

Issue Implementation steps Responsible units Funding 

sources 

Improve electronic 

medicine inventory 

system for DHO 

and PHO 

Adjustment List of Medicine Refer to 

National Formulary; 

Training for the pharmaceutical 

officer at DHO and PHO gradually. 

DG Pharmaceutical 

and Medical Devices 

DHO 

PHO  

National 

Budget  

Strengthening 

medicine 

management 

system 

Develop SOPs for quantification of 

medicines needed for vertical 

programs (TB, HIV, Malaria, Filariasis 

and vaccines) at any level 

government. 

DG Pharmaceutical 

and Medical  

Devices 

DG CDC 

DHO 

PHO  

National 

Budget  

 

Compliance with 

NEML and 

National Formulary 

Enforce the MOH Regulation No 

71/2013 regarding Health Care in 

National Health Insurance regulation 

on utilization of medicines, medical 

devices and consumables in health 

care, holding to the National 

Formulary; 

Disseminate NEML and National 

Formulary to health workers at health 

facilities, health officer at DHO and 

PHO, and health professional 

organization. 

DG Pharmaceutical 

and Medical Devices 

and related unit in 

MOH  

DHOs  

PHOs  

 

National 

Budget  
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In discussion it was confirmed that it is obligatory for provincial and 

district health offices (PHO and DHO) to procure from suppliers and at 

prices that have been agreed in the national central bidding and that the 

majority of reports are submitted via the electronic reporting system while 

some report via a paper reporting system. Central bidding is done annually 

and the results shared via the website of the national procurement entity. 

PHOs and DHOs report via paper forms that are then encoded and the 

enforcement of timely and accurate report submission needs strengthening. 

Maldives 

Presented by Ms. Fathmath Sahudha. 

Maldives 

Progress 

made 

Revised and finalized EML; 

MOH has identified the 70 conditions for STG development. (2 STGs 

developed); 

Conducted pricing surveys and MRP developed and finalized; 

Revised and updated SOPs implemented for NMRA; 

Established Central Procurement Unit (UNOPS); 

Gvt signed contracts with State Trading Organization (STO) for drug; 

procurement and distribution to all public health facilities. 

Outstanding 

issues  

National health insurance scheme to restrict to EML; 

Develop and implement STGs; 

Finalize and submit Medicines Bill to the Parliament; 

Conduct availability survey for EML drugs; 

Strengthen MFDA to promote rational use of medicine (and on the national drug 

policy). 

Action plan 

Issue Implementation steps Responsible units Funding 

sources 

National 

health 

insurance 

scheme to 

restrict to 

EML 

Develop and implement communication 

plan (prescribers, public, policy makers) 

(Hire a consultant; Recruit staff for this 

task); 

Advocacy and sensitization among 

relevant stakeholders; 

Enforce EML via the health insurance 

scheme. 

MFDA with WHO 

assistance; MOH, 

WHO lobbying 

Funds from 

donors  

Include in 

2015 

budget 
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Develop 

and 

implement 

STGs 

Develop and implement STGs for the 68 

conditions identified by MOH; 

Pilot implementation of the 2 new STGs 

developed; 

Prepare implementation plan and rollout 

adoption of all the STGs. 

HSD with IDB 

assistance and NSPA 

support/collaboration 

IDB 

assistance 

HSD 

budget for 

2014 and 

2015 

Finalize and 

submit 

Medicines 

Bill to the 

Parliament 

Draft and finalize Medicines Bill (hire 

legal consultant); 

Advocacy and sensitization; 

Submit Medicine Bill to the Parliament. 

MFDA supported by 

WHO, Attorney 

General, MOH, NSPA 

2014 

budget 

Conduct 

availability 

survey for 

EML drugs 

Prepare documentation (Hire a 

consultant & recruit staff); 

Train staff; 

Conduct and publish reports quarterly. 

HSD with WHO 

assistance 

Seek 

donors 

Include in 

2015 

budget 

Strengthen 

MFDA to 

promote 

rational use 

of medicine 

(and NMP) 

Recruit staff to the new posts; 

Develop implementation plan to 

promote rational use of medicine; 

Train Staff. 

MFDA with WHO 

assistance 

2014 

budget 

adjustment 

and 2015 

budget 

In the ensuing discussion, it was confirmed that the proposed 

availability survey would include all drugs on the EML and private 

pharmacies. It was noted that the country situation analysis revealed that 

there are no qualified pharmacy staff at hospital stores and that this would 

affect quantification and drug management, but this was not presented as a 

priority. It was clarified that the reason was that this was perceived to be 

the responsibility of the State Trading Organisation. It was pointed out that 

it was important to get private prescribers to buy into the STGs and that this 

would need implementation planning although it would be difficult since 

most doctors are expatriates on short term contracts who follow the 

practice from their own country.  
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Myanmar 

Presented by Dr. Thida Hla. 

Myanmar 

Progress made Increased Budget for procurement of general medicines (<0.2 US$/ 

capita/year to 2.5US$/capita/year); 

Development of Department of Food and Drug Administration (FDA) and 

Expansion of FDA at State/Regional levels; 

Production and distribution of STGs for Basic Health Service (BHS) (Primary 

Health Care level) & STGs for Paediatric Problems. (1
st

 edition in 2012). 

Outstanding 

issues  

Quantification of medicines (need based); 

Procurement (centralized and decentralized); 

Electronic LMIS; 

NEML and STGs. 

Action plan 

Issue Implementation steps Responsible 

units 

Funding 

sources 

Quantification 

of medicines 

(need based)  

Select national standardized tool; 

Training of trainers; 

Coordination with vertical projects (ATM). 

MOH Gvt, INGO 

(SCMS/ 

MSH) 

Procurement 

(centralized 

and 

decentralized 

 

Methodology for Assessing Procurement 

Systems (MAPS); 

Review of access to international market; 

A feasibility study on introduction of internal 

pooled procurement mechanisms (national 

level); 

Identify short and medium term training needs. 

MOH Gvt, INGO 

Electronic 

LMIS 

 

Political commitment (by Vice-President) 

Estimate cost for initial establishment and 

sustainability; 

Establish software. 

MOH Financial 

and 

technical 

support by 

government 

and INGOs 

NEML and 

STGs 

To update regularly; 

To develop STGs; 

To promote rational use of medicines by using 

STGs. 

MOH Gvt and 

WHO 

Following the presentation it was clarified that the pooled 

procurement refers only to national procurement with central procurement 

(controlled medicines, cold chain items, etc.) performed by the central 

procurement committee, headed by the deputy minister. Decentralized 

procurement (general medicines) is done by the regional health managers. 
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Domestic manufacturers would be given preference in procurement. The e-

LMIS was to be implemented in collaboration with MSH and the intended 

software is Quantimed (which is more of a forecasting tool). 

Nepal 

Presented by Mr. Kedar Bahadur Adhikari. 

Nepal 

Progress made LMIS has been rolled out to regional stores and all district public health offices 

but not in the hospitals; 

Hospital Pharmacy guideline approved by the ministry with mandate to 

deploy; 

Pharmacists in all hospitals; 

35 different positions created in the Department of Drug Administration 

(DDA); 

Drug Consultative Council under the Chairmanship of Minister of Health and 

Population formed. 

Outstanding 

issues  

Department of Drug Administration (DDA) capacity to be strengthened; 

Drug supply; 

Drug selection and use. 

Action plan 

Issue Implementation steps Responsible 

units 

Funding 

sources 

DDA capacity 

to be 

strengthened 

 

Lab capacity to be improved to do lab tests 

independently; 

Will have reference guideline for registration and 

regulation of drugs; 

Complete this process by Mid July 2015. 

DDA; 

MOHP will 

support 

Budget 

has 

proposed 

for 

upcoming 

fiscal year 

Drug supply Real time data sharing up to district level by 

2015 mid-July; 

E bidding will be implemented from upcoming 

fiscal year; 

EML list based on generic name will be revised 

and adhered for procurement by all hospitals. 

DoHS (LMD) 

lead agency, 

MOHP  

supervise 

and support 

on decision 

making  

EDPs can 

support in 

capacity 

building 
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Drug selection 

and use 

Activate Drug Consultative Council for 

formulating and monitoring guidelines; 

Standard Treatment Guidelines will be prepared 

and implemented. 

MOHP 

(Curative 

Division) 

Leader and 

Department 

of Health 

Service, 

DDA will 

support 

Can fund 

from 

regular 

budget 

EDPs can 

support 

on 

technical 

and 

financial 

assistance 

for 

experts 

Appointment 

of Pharmacist 

at district and 

Hospital Level 

Organization and Management survey is going 

on to identify the need of HR; 

Will finalize next fiscal year. 

Ministry of 

Health and 

Population 

responsible 

Need 

additional 

budget 

from 

MOF  

It was confirmed that the e-LMIS covers the regions but not yet the 

district level. To try and achieve ‘real time’ data sharing by 2015, the plan is 

to have the districts enter the data in the online system with minimal delay 

(rather than paper reporting) whereas of now all data are entered at central 

level. The role of pharmacists at district level will be medicines storage, 

quantification and procurement among other tasks. 

Sri Lanka 

Presented by Dr. Kamal Jayasinghe. 

Sri Lanka 

Progress made An Electronic Inventory Management System (e-IMS) for all 

hospitals established; 

Standard Treatment Guidelines developed and updated; 

Functional Drug and Therapeutic Committees (DTCs)  

established in all hospitals. 

Outstanding issues  Consideration to be given to the creation and legislation of a new 

statutory body in the health infrastructure, the "National 

Medicinal Drug Regulatory Authority (NMDRA)”; 

The Medical Supplies Division (MSD) to produce an annual 

report on drug consumption; 

Adherence to National EML to be stricter; 

The inventory management systems of the MSD & SPC to be 

harmonized. 
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Action plan 

Issue Implementation steps Responsible 

units 

Funding 

sources 

Creation and legislation of a 

new statutory body in the 

health infrastructure, the 

"National Medicinal Drug 

Regulatory Authority 

(NMDRA)“ 

Achieved 100% political 

commitment; 

A new Drug Act / policy has been 

formulated; Got the approval of 

the Cabinet of Ministers; 

Now in the process of getting the 

public opinion on the Draft Bill; 

In two weeks’ time it will be 

finalized with stakeholder 

suggestions and submitted to the 

parliament for the formal 

legislation; 

Under this act the proposed 

NMDRA will be established. It 

will be an independent body. 

Secretary 

(Sec)/MOH, 

Legal Draftsman 

Gvt 

The Medical Supplies 

Division (MSD) to produce 

an annual report on drug 

consumption 

The Annual Report of Year 2013 

will be prepared and published 

as soon as possible; 

All the contents to be included in 

the report are available at MSD 

as electronic data; 

Much easier to collect & analyze 

data as the MSMIS is in progress; 

A committee will be appointed 

giving the targets. 

D/MSD Gvt 

Adherence to National EML 

to be stricter 

EML has been updated in year 

2014 by the Cosmetics, Devices 

and Drugs Regulatory Authority 

(CDDA) with the participation of 

Colleges & Specialists Boards; 

Accordingly MSD has updated its 

formula with subject specialists 

committees; 

Presently introduction of “out of 

EML drug” is decided by the 

National DTC; 

A controlling body like NICE 

committee to be appointed. 

Sec/MOH, 

DG/HS 

Gvt 
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The Inventory Management 

System of the MSD & SPC 

to be harmonized 

With the establishment of the 

MSMIS, the MSD & SPC have 

been linked facilitating the 

sharing of information effectively 

& efficiently; 

Electronic Inventory Management 

System is a major component of 

MSMIS. 

D/MSD, SPC Gvt 

In discussions it was clarified that the board of the NMRA will consist 

of various representations, not necessarily from MOH and they will thus 

have more power to make decisions and create more positions separate 

from the usual government structures. It was stated that reports on 

medicine consumption should include financial breakdowns and these 

reports should be shared with policy makers and action be taken.  

Thailand 

Presented by Ms. Paithip Luangruangrong. 

Thailand 

Progress made Unique drug identity coding for nine priority medicine groups was 

implemented in pilot hospitals in the Civil Servant Medical Benefit 

Scheme (CSMBS) and recently extended for other groups; the project to 

develop a comprehensive on-line health information system is initiated 

and scheduled for system implementation by October 2014; Budget has 

been approved to develop Drug Inventory Management System. The 

budget is 200 million bahts ($7M) and the system is expected to be 

implemented in all MoPH hospitals by the year 2016.  

MoPH has approved in principle to establish a “Bureau of Drug and 

Medical Supply System Development”. 

The Healthcare Accreditation Institute is considering “Procurement of 

essential medicines in accordance with the rules” as one of the hospital 

accreditation criteria. 

Outstanding issues  Smart synchronization of the VMI; 

Cost reduction of drugs and medical supplies; 

Good governance on drugs and medical supplies procurement; 

Regional Stockpile. 

Action plan 

Issue Implementation steps Responsible 

units 

Funding 

sources 

Smart 

synchronization of 

the VMI 

Establish synchronized data system 

between GPO and Hospitals (Dispensing 

data from Hospitals, transfer directly to 

GPO System) ; 

Pilot project in 2 provinces. 

GPO, NHSO & 

Hospitals 

GPO 

provides 

the budget 
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Cost reduction of 

drugs and medical 

supplies 

A new key performance indicator has 

been introduced by MoPH: “Hospitals to 

reduce the cost of drugs and medical 

supplies by 10%”. This can be achieved 

by the following means:  

Reduce the use of costly non-essential 

drug items; and 

Increase volume of pooled procurement 

at regional level especially for chronic 

diseases. 

MoPH & 

Hospitals 

No funding 

required 

Good governance 

on drugs and 

medical supplies 

procurement 

MoPH is to set and enforce a code of 

practice on drug and medical supply 

procurement for all medical professionals 

concerned; 

MoPH to revise the MoPH regulation 

regarding drug and medical supply 

procurement. 

Hospitals & 

MoPH 

Gvt Budget 

Regional Stockpile Setting regional hospitals to stock and 

manage certain drugs i.e. antidotes, 

orphan drugs, for the whole region. 

Hospitals & 

MoPH  

 

Gvt Budget 

It was stated after the presentation in response to questions that the 

Bureau of Drug and Medical Supply System Development was not yet in 

operation as its structure and plan of action as well as staffing were being 

established. The online health information system is to be established in 

2014 and the drug inventory system will be launched in 2016. 

Timor-Leste 

Presented by Dr. Nelson Guterres Castro. 

Timor Leste 

Progress made The electronic management system (mSupply) has been running since 

January 2014 (at beginning of the year) and the training has been delivered as 

well to staff in central level. 

Outstanding 

issues  

Improve communication between SAMES and MOH; 

E-LMIS equipment and Training for Districts; 

Training to Health Workers to provide drug consumption reports from Health 

Facilities; 

Working Group Meeting to Finalise NEML updated in 2010. 
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Action plan 

Issue Implementation steps Responsible 

units 

Funding 

sources 

Improve 

communication 

between SAMES 

and MOH 

Develop standard form of stock card harmonized 

between SAMES and DOP. 

SAMES and 

DOP - MOH 

SAMES 

and 

MOH 

E-LMIS 

equipment and 

Training for 

Districts  

Expand e-LMIS (mSupply) from Central level 

(SAMES) to Health facilities, Hospitals and 

District Health Centres 

SAMES and 

DOP - MOH 

SAMES 

and 

MOH 

Training to 

Health Workers 

to provide drug 

consumption 

reports from 

Health Facilities 

Drug distribution and consumption data was 

published for the first time in 2014 and this 

activity will continue in following years  

SAMES SAMES 

In response to the presentation it was remarked that the issue of 

inadequate communication between MOH and SAMES is unlikely to be 

achieved via the introduction of a new stock card.  

7.3 Panel discussion: how partners can facilitate implementation 

of country action plans? 

Partners (UNOPS, UNFPA, UNICEF, WHO/Geneva and WHO/Kuala 

Lumpur) were asked to elaborate on the roles their organisations could play 

taking in to account the countries’ action plans. Overall, little reference was 

made to the country action plans. There was recognition that these four UN 

agencies all provided a wide range of health products and, while there is a 

natural distinction between the core products offered, all four are able and 

willing to supply pharmaceuticals from the WHO EML. All participants 

agreed that it was important to strengthen national systems and not to 

create and invest in parallel systems.  

UNOPS (Dr. Vikram Singh) 

 Many countries still use manual LMIS systems that can be 

improved or transformed to electronic systems. 

 UNOPS provides TA in countries that it operates in as part of 

bilateral agreements. 
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 Adequate human resources are needed and must be budgeted for 

to implement changes. 

UNFPA (Dr. Vinit Sharma) 

 Within the region, UNFPA has Nepal, Myanmar and Timor Leste as 

focus countries. 

 Some countries are far from a well-functioning procurement system 

including selection and quantification. 

 UNFPA helps in capacity building at country and regional level. 

WHO Global Logistics Unit/Kuala Lumpur (Ms. Tifenn Humbert) 

 WHO GLU focuses on procurement for emergencies but can assist 

with ad hoc procurement requests (fee from 3 to 7% of 

procurement value). 

 Long-term strengthening of national procurement systems is more 

important than relying on partners which should be seen as stop 

gap measures. 

 When using procurement agents planning is important as the lead-

time is often long (minimum lead-time is 3 months). 

UNICEF (Ms. Neena Gupta) 

 Country action plans confirm that there is often a lack of capacity 

to develop pharmaceutical systems. 

 UNICEF can provide procurement and TA services e.g. acted as the 

procurement agent in Sierra Leone and developed LMIS in 

Ethiopia. 

WHO/Geneva (Lisa Hedman) 

 WHO has a regulatory capacity development program and national 

regulatory authorities can request the product dossiers of WHO 

prequalified products to assist national registration. 

 WHO is developing new Key Performance Indicators for 

pharmaceutical supply chains that should be more relevant. 
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 Harmonization of EMLs is important in the region to reduce 

regulatory burden in registration and reduce supplier lead times; 

WHO can provide support on this and on developing Standard 

Treatment Guidelines. 

Partners in Population Development (PPD) (Dr. Joe Thomas) 

 PPD helps to create inter-ministerial dialogue on population issues 

and promote South-South collaboration especially in the area of 

reproductive health commodities and related issues. 

 PPD also strengthens regulatory institutions in member countries 

and coordinates scholarship programs given by member countries. 

 PPD is funded through a combination of grants and the 

membership fees. There is a minimum annual membership fee of 

US$20,000 up to US$800,000.  

The Global Fund to fight against Aids, Tuberculosis and Malaria (GFATM) 

(Mr. Sylvester Rugumambaju) 

 Human resource development and accurate deployment is 

essential for the functioning of systems. A health system 

strengthening (HSS) component can still be included in grant 

applications provided it is reflected in the national strategic plan. 

 PRs have to follow the national procurement guidelines as well as 

the Global Fund’s policies. 

 The Global Fund cannot be proactive in insisting that 

developments like LMIS are included in grant applications since it 

is the prerogative of the country to establish national priorities. 

General discussion 

 Lisa Hedman (WHO/Geneva) informed participants that the UN 

Commission on Life Saving Commodities for Women and Children 

have developed a trust fund and an Interagency Supply Group 

(primarily donor agencies, UN agencies and governments) that 

meet informally to strategize and harmonise on their mutual 

investments in supply. 
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 Mr. Adam Azim, the Managing Director of the State Trading 

Organization (STO) in Maldives referred to the investment STO 

had made into logistics in the Maldives and wondered whether it 

would have been better to strengthen the existing system rather 

than developing a new system. Dr. Kathleen Holloway 

acknowledged this was an interesting point but that the 

government’s contracting of UNOPS had driven the change. 

 Dr. Kathleen Holloway underlined that WHO/SEARO does not 

have the capacity or resources to undertake procurement on 

behalf of countries but can support them in capacity building and 

strengthening their own systems. The situation analyses can be 

used to identify issues, prioritize them and enlist the support of 

partners and donors. The situation analyses will be updated in a 

four-year cycle. Communication between stakeholders and 

partners in the procurement and supply system is very important. 

 The Jawaharlal Institute of Postgraduate Medical Education & 

Research (JIMPER) was recently designated a WHO collaborating 

centre and can assist in reviewing standard treatment guidelines 

(STGs) and essential medicines list (EML) at no charge. They also 

organize training courses on supply management, STGs and EML. 

Other WHO collaborating centres on drug testing laboratories and 

drug regulation in Asia are found in Thailand, Malaysia and 

Singapore.  

8.  Plenary discussion: working together in the 

region 

The moderator (Dr. Douglas Ball) introduced the objective of the session to 

explore how countries in the region could work together to address some of 

the goals from the Regional Consultation on Effective Management of 

Medicines in April 2013 and those that were discussed during the current 

meeting. Common themes were identified and potential measures to 

address them proposed.  
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8.1 General discussion 

 Investment and capacity development is needed in human 

resources in the procurement and supply chain especially at lower 

levels. A holistic approach is needed to understand the differences 

in staffing levels across the region. JIPMER and other centres can 

provide training. 

 Experiences from implementing LMIS systems in the region could 

be shared to benefit from lessons learned. 

 A regional comparison of the availability and prices of a set of 

tracer essential medicines using standardized indicators could be 

useful.  

 The situation analysis tool provides a standardised means of 

comparing pharmaceutical sectors between countries, but the 

information sharing needs to be taken to the next level. 

 An analysis of which medicines are registered with each NMRA, 

including how many suppliers there are for certain key essential 

medicines can give an indication of the commodity security risk 

especially in combination with an ABC analysis; four countries 

reported currently having publicly available registration databases 

although they were not available for download. 

 Standardised regional training in procurement and supply 

management could be encouraged although it was pointed out 

that there are a number of institutions and even collaborating 

centres that already provide this. 

 Harmonisation of EMLs was proposed but it was pointed out that 

this would be something for the future with emphasis needing to 

be put on countries establishing evidence-based EMLs, ensuring 

adherence to them in procurement and by prescribers, and 

developing common specifications (to the appropriate level of 

detail). 

 In addressing the need for regional capacity in quality control 

testing of pharmaceuticals, it was accepted that Thailand as well as 

Malaysia and Singapore can provide this expertise. 
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 It was suggested that the region could propose more EML 

medicines be prequalified by the WHO programme. However, 

facilitators and partners indicated that this approach is difficult for 

generic medicines supplied in fragmented, regional or national 

markets, that incentives need to be present for manufacturers to 

make the necessary investment and to apply to have their products 

prequalified and that funding at WHO for this was also limited. 

 It was suggested to promote information sharing amongst countries 

on topics such as quality assurance, medicines registration, prices 

of medicines and their consumption. Countries could make 

information available on their websites that WHO could link to, 

rather than expecting WHO (with limited capacity) to publish the 

information. It was recommended that while quality information 

can sometimes be made available, it is sometime better to share 

the information confidentially between countries. 

 Regional coordination can also be done on bi- or multilateral level 

or in another forum outside the WHO or the WHO region. 

Communication between interested member states is important to 

foster cooperation and collaboration. 

 While regional pooled procurement could be useful it is difficult to 

implement and is most suited to innovator products for which a 

limited number of suppliers exist. Information sharing between 

countries, working towards sharing of procurement prices and 

supplier performance would be a first step. Once these 

mechanisms were in place countries would also need to work in 

the future towards harmonisation of EMLs, STGs and product 

specifications, but this is something that would need to be led by 

the countries once they were ready. Countries most interested in 

this should collaborate and work together since some countries, 

especially larger ones, may not have the incentive to participate. 

 Sharing of information on national procurement laws could be 

useful to learn from other countries. Although these may be in 

national languages, electronic versions could be subjected to 

translation by free translation tools. Procurement laws may need to 

be adapted to allow procurement through international 

procurement agencies. 
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8.2 Conclusions 

From the discussion, the following issues were proposed for countries to 

work on and report on at the next regional consultation. Member States 

should: 

 Collate data on annual pharmaceutical consumption and 

undertake an ABC analysis of the data to share at the next regional 

consultation; 

 Work towards implementation of an unified, i.e. across all levels, 

national electronic LMIS that can provide reports and analysis of 

pharmaceutical consumption; 

 Establish mechanisms for information sharing in areas such as: 

– Supplier performance including blacklisted suppliers 

– Product quality problems (confidential mechanism) 

– Registration status of pharmaceuticals 

– Procurement pricing information 

– Availability of tracer essential medicines 

– SOPs and methods of quantification of pharmaceuticals; and 

 Collaborate and work towards harmonisation of pharmaceutical 

regulations, in particular as they relate to the registration of 

medicines. 

8.3 Closing 

Dr. Kathleen Holloway thanked participants for their contribution during 

the workshop and emphasized that the communication between countries 

is important as would be the actions taken in Member States as a result of 

the workshop. She also extended thanks to the presenters, facilitators and 

partners for their contribution to the success of the meeting before closing 

the meeting. 

  



Regional Workshop on Strengthening Quantification and  

Procurement of Essential Medicines 

61 

Annex 1 

List of participants 

Bangladesh 

Brig. General Md. Golam Rasul 

Director 

Central Medical Stores Depot (CMSD) 

Tejagaon, Dhaka 

Mr. Md. Anwar Hossain 

Joint Secretary 

Ministry of Health and Family Welfare 

Dhaka 

Mrs Badrun Nessa 

Joint Secretary and Procurement and  

  Logistic Management  

PLMC 

Ministry of Health and Family Welfare 

Dhaka 

Bhutan 

Mr Ugyen Tashi 

Offtg. Chief Planning Officer 

Department of Medical Supply and Health 

Infrastructure 

Ministry of Health,  

Thimphu 

Ms Tshering Dema  

Budget Officer 

Ministry of Health  

Thimphu 

Mr Som Bahadur Darjee 

Sr. Programme Officer 

Department of Medical Services 

Health Care and Diagnostic Division 

Ministry of Health 

Thimphu 

India 

Mr Siddiq Ahmed Khan  

General Manager (Procurement) 

Central Stores Services Society 

Annexe Building, Indian Red Cross Society 

1 Red Cross Road, New Delhi 

Dr Krishna Chakarborti 

General Manager-Quality Assurance 

Central Medical Services Society  

Annexe Building 

Indian Red Cross Society 

1 Red Cross Road 

New Delhi 

Mr Sanjay Wadhawan 

Under Secretary (Finance- Procurement)  

Ministry of Health and Family Welfare 

Government of India 

Nirman Bhavan 

New Delhi 

Indonesia 

Ms Harwanti Nana Andini 

Head of Section of Public Medicines  

  Planning and Health Supplies 

Ministry of Health 

Jakarta  

Ms Myta Suzana 

Pharmacist 

Head of Section of Drugs Prices 

  Standardization 

Ministry of Health  

Jakarta 

Maldives 

Ms Shareefa Adam Manik 

Director General  

Maldives Food and Drug Authority 

Ministry of Health and Gender 

Republic of Maldives 

Male 

Mr Hassan Riyaz 

Assistant Director 

Ministry of Health and Gender 

Republic of Maldives 

Male 



Report of a Regional Workshop 

60 

Mr Ubeydulla Thoufeeq 

Public Health Programme  

  Coordinator 

Central Procurement Unit, 

Ministry of Health and Gender 

Male 

Mr Adam Azim 

Managing Director 

State Trading Organization 

Male 

Ms Fathmath Sahudha 

Director  

National Social Protection 

  Agency (NSPA) 

Male 

Dr Migdhaadh Shareef 

Consultant in Internal Medicine 

Indira Gandhi Memorial Hospital  

Male 

Myanmar 

Dr Thida Hla  

Deputy Director 

Department of Health  

Naypyitaw 

Dr Aung Gyi Maung 

Deputy Director 

Central Medical Stores Depot 

Department of Health  

Yangon 

Dr Soe Naing  

Assistant Director  

Central Medical Stores Depot 

Ministry of Health 

Mandalay 

Nepal 

Mr Kedar Adhikari  

Joint Secretary  

Ministry of Health and Population 

Kathmandu 

Sri Lanka 

Dr Kamal Jayasinghe 

Director 

Medical Supplies Division 

B 57, Rev. Baddegama 

Wimalawansa Thero Mawatha 

Colombo 10 

Mrs Mangalika Rajapakse 

Senior Assistant Secretary (Procurement) 

Ministry of Health 

Colombo  

Mrs Chanaki H. Ranathunga 

Assistant Director 

Department of Public Finance 

Ministry of Finance & Planning 

Colombo  

Thailand 

Mr Kitti Rahong 

Director, Supply Chain Division 

Government Pharmaceutical  

  Organization 

Bangkok 

Mrs Saranya Sunanta 

Head, Drug Procurement Section 

National Heath Security Office  

Bangkok 

Miss Paithip Luangruangrong 

Pharmacist 

Health Administration Bureau 

Office of the Permanent Secretary 

Ministry of Public Health  

Bangkok 

Timor-Leste 

Mr Domingos Afonso 

Warehouse Director  

Central Medical Stores (SAMES) 

Ministry of Health  

Dili 

Ms Maria Fatima Destian Sanoah Ximenes 

Quality Control Officer 

Central Medical Stores (SAMES) 

Ministry of Health 

Dili 

Mr Nelson Guterros Castro 

Procurement Officer 

Central Medical Stores (SAMES) 

Ministry of Health  

Dili 



Regional Workshop on Strengthening Quantification and Procurement of Essential Medicines 

61 

Temporary Advisors/ Experts 

Mr Douglas Edward Ball 

Consultant 

45-A2 Golder Empire Tower 

1322 Roxas Boulevard 

Manila 1000 

The Philippines 

Mr Ed Vreeke 

Consultant 

7 Walmer Road, Unit 1210 

Toronto, Canada 

Mr Ron J. H. Wehrens 

Pharmaceutical Consultant 

Phasuma Consultancy 

Stichts End 11 

1244 PK ANKEVEEN 

The Netherlands 

Dr Gitanjali Batmanabane 

Professor of Pharmacology 

Jawaharlal Institute of Postgraduate  

  Medical Education & Research  

  (JIPMER) 

Dhanvantri Nagar 

Pudhucherry, India 

Donors/Partners 

Dr David Nicholas Terpstra 

Project Manager, UNOPS 

Male, Maldives 

Dr Vikram Singh 

Procurement Specialist 

Global Fund Project 

UNOPS, Myanmar 

Dr Vinit Sharma 

Regional Adviser - RH & RHCS 

UNFPA, Asia Pacific Regional Office 

4th Floor, UNESCAP Building 

Rajadamnoen Nok Avenue 

Bangkok. 10200, Thailand 

Mr Ambarish Patil 

Area Manager Asia Pacific 

IDA Trading Foundation Pvt. Ltd 

3rd Floor, Ramnord House 

77 Dr. Annie Besant Road 

Worli, Mumbai 400018, India 

Mrs Darshana Shah 

Manager – Quality & Regulatory Affairs 

IDA Trading Foundation Pvt. Ltd 

3rd Floor, Ramnord House 

77 Dr. Annie Besant Road 

Worli, Mumbai 400018, India 

Mr Maulik R. Chokshi 

Associate Faculty 

Pharmaceutical Economics and Health 

Economics 

Indian Institute of Public Health  

Public Health Foundation of India 

Plot N. 34, Sector – 44 

Institutional Area 

Gurgaon, India 

Mr Habib Hassan 

Assistant Processor 

Indian Institute of Public Health 

Public Health Foundation of India 

Plot No. 34, Sector – 44 

Institutional Area 

Gurgaon, India 

Ms Neena Gupta 

Procurement Specialist 

Supply and Procurement Section 

UNICEF 

UNICEF House 

73, Lodhi Estate, New Delhi 

India  

Mr Sylvester Rugumambaju 

Specialist, Procurement and Supply  

  Management 

The Global Fund to Fight AIDS,  

  Tuberculosis and Malaria 

Chemin de Blandonnet 8 

1214 Vemier-Geneva 

Switzerland 

IDMA 

Mr Ashok K Madan 

Executive Director  

Indian Drugs Manufacturers’  

Association 

B4/115, Second Floor 

Safdarjung Enclave, New Delhi 

 

SPC 



Report of a Regional Workshop 

62 

Mrs P.K. S. S. Gintotahewa 

Acting Deputy General Manager  

(Procurement and Imports) 

State Pharmaceutical Corporation 

75, Sir Baron Jayatilleke Mawatha 

Colombo 1, Sri Lanka  

PPD 

Dr Joe Thomas 

Executive Director 

Partners in Population and Development 

IPH Building (2nd Floor) 

Mohakhali, Dhaka  

WHO Secretariat 

WHO – HQ 

Ms Lisa Hedman 

Technical Officer 

Policy, Access and Use 

Essential Medicines and Health  

  Products, WHO HQ 

Ms Tifenn Humbert 

Procurement Officer (Pharmaceuticals) 

WHO (Global Service Centre) 

Kuala Lumpur 

Malaysia  

PAHO 

Mr Adrian Barojas 

Specialist 

Strategic Fund 

Medicines Prequalification 

PAHO (through VC) 

WPRO 

Mr Apolosi Vosanibola  

Chief Pharmacist 

Fiji 

SEARO 

Dr Kathleen A. Holloway 

Regional Advisor 

Essential Drugs and Other Medicines 

Dr Kim Sung Chol 

Temporary International Professional Traditional 

Medicine 

Dr Manisha Shridhar 

Technical  Officer 

Intellectual Property Rights and Trade and 

Health 

 

 




