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SUMMARY 

Success in regional pooled procurement depends upon countries' strong commitment 
from the highest levels and clarity about the benefits of regional procurement (including 
political gains). Countries and areas showed success when they implemented precisely defined 
standard operating procedures and guidelines, and responsibilities defined and bound by legal 
agreements. In contrast, countries that did not take full responsibility and remained in the 
"transition" phase from the country level to regional procurement were not, despite the 
investment made, successful in implementation. 

In deciding whether or not to establish a bulk purchasing scheme for Pacific island 
countries (PIC), discussions should first be based on the willingness of countries and areas to 
take full responsibility for risk-sharing. No study can predict with precision if such a scheme 
will work because success depends upon countries' and areas' ongoing commitment. 

Provided that countries and areas are committed to pursuing the scheme, there is no 
reason for a pooled procurement scheme not to function and provide benefits. Regional 
organizations and technical agencies can only advocate and then facilitate the potential benefits 
that a regional procurement scheme can bring. Success ultimately depends upon the 
governments thetnselves, with their willingness or courage to take the steps towards regional 
integration and harmonization in pharmaceutical procurement. 

When discussing possible models for PIC, regional organizations and technical agencies 
should clarify to participating governments that the issue of their sovereignty in decision
making and procurement contracting will not be hampered. Emphasize other benefits, too: 
regional pooled procurement offers better control of suppliers and, most importantly, product 
quality, and offers a strategy for synchronizing tender cycles among participating countries and 
areas, streamlining requirements, saving administrative costs and protecting public health of 
the people in the Region. In addition, it should be clarified that the financial cost-savings 
through economies of scale cannot outweigh the non-financial benefits of regional pooled 
procurement. Increased efficiencies in health care delivery can be achieved by harmonizing 
lists, pre-qualifying suppliers, and unifying quality control mechanisms at the regional level. 
Such steps strengthen the supply systems in all participating countries and areas. 
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1. PURPOSE OF MISSION 

The bulk p1ll'chasing of pharmaceuticals, or pooled procurement of pharmaceuticals in 
Pacific island countries (PIC) has been discussed since 1978. The first step towards establishing 
such a scheme was made in 1984 with the formation of the South Pacific Pharmaceutical Project, 
a system that aimed to exchange drug information and would lead to the creation of a system for 
regional pooled procurement. However, how this intervention would help the process to evolve 
into such a scheme has yet been explored or mapped. 

In 1996 the WHO facilitated a feasibility study to analyze the benefits and disadvantages 
of establishing a regional pooled procurement scheme. The study suggested that the most 
feasible option for the PIC is pooled procurement with direct deliveries to participating countries 
and areas, coordinated by the WHO. However, the study lacked detail explaining why this 
option is the most suitable for PIC; why the suggested range of products be limited only to high 
value, low volume items; and failed to identify the basic principles upon which the scheme will 
be established and sustained. 

In 1981, the Government ofJi'iji §§tilgUsh~ the Fiji Pharmaceutical Service (FPS) Bulk 
Purchasing Scheme (BPS). This sc!l~m(! $cm'~§ !l1lW1 island states (SIS) while charging a 20% 
fee on the value of their purchases. FPSIBPS provides SIS with supplies previously purchased 
by and stored in the FPS. Serving only as a supplier, FPSIBPS does not yet meet the 
requirements of a bulk purchasing scheme based on the traditional definition. 

Despite many significant achievements that have contributed to the strengthening of the 
pharmaceutical systems at the country level, in relation to pooled procurement, progress has been 
slow. Generally, pooled procurement of plumnaceuticals, as an intercountry collaboration, has 
only remained at the conceptual st!l~I.l! ft!qYIrm~ more nlilearch. As a result, very little has been 
concretely achieved at the level of regional or sulHcgional integration of pharmaceutical 

• 1 
procurement servIces. 

In this context, the following commitments, previously set as milestones by the PIC, will 
be guiding this study. At the same time. this ~tudy intends to explore the evidence that supports 
the idea of pooled procurement for PIC and serve as a practical guide towards implementing the 
recommended scheme: 

1. The Pacific Plan for Strengthening Regional Cooperation and Integration, 
October 2005, Pacific Islands Forum Secl,'etariat. 

2. Yanuca Island Declaration on Health in Pacific, March 1995, Health Ministers' 
Conference for the Pacific Countries. 

3. The Raroton~a Agreemem Toward Healthy Islands, Oecember 1997, flealth 
Ministers' COnferenee mr the pacific Countries. 

4. The Palau Action Statement on Healthy Islands, March 1999, Health Ministers' 
Conference for the Pacific Countries. 

5. Regional Strategy for Improving Access to Essential Medicines in the Western 
Pacific Region 2005-2010. 

t See Annex 1 for the chronology of events related to pooled procurement in PIC. 
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To accomplish these tasks, a mission at the Office of the WHO Representative in the 
South Pacific was organized from 17 March to 11 April 2007. This time was used to conduct a 
review of the existing documents, hold a two-day brainstorming workshop with participants from 

2 
the Region and hold meetings with key informants. 

2. BACKGROUND 

2.1 What is pooled procurement? 

Pooled procurement is also known as group purchasing, bulk purchasing or centrally-led 

procurement
3

• It means that an agency negotiates prices and selects suppliers on behalf of a 
group, which in the case of the health sector, may be health facilities, health systems or even 
governments. Throughout the business world pooled procurement is rising in importance mainly 
for the strategic advantages it provides in negotiating volume discounts through economies of 
scale. This form of procurement assures not only greater control over large expenditures but it 
also brings many non-financial benefits resulting in improved outcomes. In the health sector, 
pooled procUrement is an increasingly common strategy that managers apply mainly for the 
benefits it provides in containing costs while improving quality. 

Examples of pooled procurement of pharmaceutical and medical commodities are found 
all over the world, in high, middle and low income countries and areas, and in both the public 
and private sectors at the organizational, country, regional and even global levels, with varying 
levels of efficiency reported. 

A good example of pooled procurement of pharmaceutical and medical supplies at the 
organizational level are the Group Purchasing Organizations (GPOs) in the United States that 
procure on behalf of a group of hospitals. The GPO market is estimated to be around US$148 to 
$165 billion annually, while savings generated for hospitals are around 10.4 percent. It is 

estimated that around 72% of all hospital purchases are done through GPOs.
4 

At the country level, examples of pooled procurement are numerous. A majority of 
countries and areas, in fact, procure or negotiate prices and select suppliers for some or most 
supplies at the central level to cover the country or areas's needs (i.e., vaccines, medicines for 
vertical programs or most items on the Essential Medicines List [EML]). Procurement at a 
country level is especially common when public funds are used. In PIC, almost all purchases are 
made at the country level. 

At the regional level, pooled procurement is less popular due to the complexities 
associated with ensuring continuous regional coordination and commitment from participating 
governments as a vital precondition for these schemes to function. As a result, the number of 
initiatives that have failed is larger than of those that have succeeded. Nevertheless, there are 
successful examples of sustainable regional pooled procurement, in particular the Gulf 
Cooperation Council's (GeC) Group Purchasing Program, the Organization of Eastern 

2 
See Annex 2 for the TORs of the study. 

3 
Note that these terms will be used interchangeably in this document. 

4 
Schneller, E., & Smeltzer, L. (2006). Strategic Management of the Health Care Supply 

Chain. San Francisco, CA: Jossey-Bass, pp. 101-105. 
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Caribbean States (OECS) and the Pan American Health Organization (PAllO) Revolving Fund 
for Vaccine Procurement. 

At the global level. pooled procurement of pharmaceutical and medical supplies is 
operated by United Nations agencies such as United Nations Children's Fund (UNICEF). United 
Nations Development Program (UNDP), United Nations Population Fund (UNFP A). WHO, and 
the Global Drug Facility (GDF). 

In the following, only pooled procurement at the regional level will be discussed. The 
critical factors for success. as well as the benefits and risks of pooled procurement are explored, 
in order for the PIC to more accurately plan before deciding to implement such a scheme. 
Experiences from the GCC and OECS will be used as learning examples. 

2.2 What the evidence suggests 

Four basic models for regional procurement options are used in the literature, despite the 
fact that the first two models have not yet proven to be realistic, as Table I illustrates: 

T.bIe J: &sic models for rellionaJ orocurement. 
Model Description Existin$ example 

L Informe:d B1.iyiJig • Member States share information 
. 

NONS 
about prices and suppliers 

• Countries and areas conduct 
procurement individually 

2. Coordinated Informed Buying • Member States undertake joint NONE 
market research, share supplier 
performance information and 
monitor prices 

• Countries and areas conduct 
.1lrocurement individually 

3. Group Contracting • Member States jointly conduct GCC 
tenders, negotiate prices and agree 
to purchase from selected suppliers 

• Countries and areas conduct 
. purchas~ individuall..L 

4. Central Contracting and • Member States jointly conduct OECS 
Purchasing tenders and award contracts through 

an organization acting on their 
behalf 

• Central buying unit manages the 
purchase on behalf of countries and 
areas 

At*pIed fiom MulagemeDl Scteaces for He.lIh (MSH). 2002. 5. 

The following factors are universally considered to be minimum requirements for a 
regional pooled procurement scheme to function effectively: 

1. Strong political will and organizational commitment from individual governments; 
2. Permanent and autonomous secretariat to coordinate and manage the scheme; 
3. Harmonization and standardization of procedures, lists and requirements; 
4. Good Pharmaceutical Procurement Practice as defined by WHO; 
5. Secure payment mechanisms; and 
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5 

6. Quality Assurance components that are well defmed and executed; 

Historically, regional initiatives that did not effectively address these critical factors 
became dysfunctional soon after they were established. The main reasons for failure were: 

1. Absence of legally binding agreements between countries and areas; 
2. Debt in the revolving fund; 
3. Lack of coordination at the central level; 
4. Poor management of procurement cycles; and 
5. Poor definition of procedures to be followed and standards to be used. 

Based on the critical factors for success, Table 2 highlights the main features of the GCC 
and OECS as examples of how these two successful models are designed: 

T. bI. 2 acc and OECS fe;J a 'C : /uTes. 

GCC OECS 

Model and year established Group Contracting (1978) Central Contracting 
Purchasing (1986) 

and 

Formal agreement Resolution by heads of state MoU Ministers of Health 
(after commitment from the 
heads of state) 

Level of commitment To purchase at least 60% of Exclusively through the 
country's needs through the scheme 
scheme 

Population and n. of countries and 30m, 6 countries and areas 570 000, 9 countries and 
areas areas 
Value of purchases in 2006 US$ 687.25m US$12.5m 
Number of items procured 7617 700 
Harmonized list Yes Yes 
Flexibility in revising Quantities Maximum Minimum 
Quality Assurance Prequalification PreQualification 
Pre~ualification mechanism Central registration Supplier dossier 
Tender l'rocess time 6 months 8 months 
Detailed standard operating Yes Partially 

jlTocedures (SOP) 
Regular staff 6 13 
Contracting suppliers Country level Central 
Supplier's payment Country level Central bank (throul/h fund) 
Charging fees Tender documents; Registration; None 

Complaints 
Procurement services Budget through country 13% 

membership contributions in the 
GCC 

2.3 The case of Pacific island countries (PIC) 

Pooled procurement of pharmaceuticals for PIC has been on the agenda for more than 
two decades. In 1995, a declaration known as the Yanuca Island Declaration on Health in the 
Pacific in the 21 st Century, acknowledged explicitly the financial and non-fmancial benefits that 
may be accrued by joint procurement. It stated that: 

5 
Center for Pharmaceutical Management. (2002). Regional Pooled Procurement of 

Drugs: Evaluation of Programs. (Submitted to the Rockefeller Foundation). Arlington, VA: 
Management Sciences for Health. 
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"Being mindful that collaboration in a bulk purchasing scheme should not merely 
reduce cost but should contribute to higher standards of health care through the 
rational use of drugs; 

Recognizes that improvements in quality, safety, efficacy, availability of drugs and 
cost effectiveness could be made by PIC through bulk purchasing schemes for 
pharmaceuticals, essential drugs, vaccines, medical supplies and equipment; 

Agrees to initiate collaborative programs to promote rational drug use and 
development of national drug policies; 

To establish a multidisciplinary committee to further analyze the benefits of 
establishing a bulk purchasing scheme; 

To develop a core, essential drugs list using generic names that are currently 
available in all countries, to be updated every two years; 

To establish or identify a reference laboratory for quality testing of pharmaceutical 
supplies in the Pacific and to standardize quality assurance procedures. " 

Further, in the next meeting of Health Ministers in 1997, known as the Rarotonga 
Agreement Towards Healthy Islands, it was agreed" ... to identify and take action to overcome 
obstacles to the implementation of bulk purchasing schemes for pharmaceuticals and other 
health supplies, and to address related issues such as quality assurance and drug information 
exchange, through agreements between interested countries in the Pacific." Since then, a 
number of consultations took part in various interregional collaboration networks emphasizing 
the need for PIC to establish a bulk purchasing scheme. However, interest in developing such 
a scheme was modified from the initial commitment of Yanuca, and was oriented towards an 
alternative solution that was spelled out in The Palau Action Statement, the follow-up, biannual 
meeting of Health Ministers, held in 1999. The Palau Action Statement proposed " ... to 
establish an electronic network for drug information exchange that would improve drug 
procurement procedures.... Information on bulk drug purchasing should be made available to 
interested agencies by WHO. Collaboration between countries for joint procurement of 
pharmaceuticals should be further encouraged. Information on sources and import prices of 
pharmaceutical products should be disseminated by WHO through an electronic network for 
drug information exchange." 

The shift from the targets set in the Y anuca Declaration towards establishing a drug 
information network (Palau Action Statement), resulted from consultations that at the time 
considered pooled procurement unfavorably because of the lack of information from 
governments on drug requirements, the need to establish additional infrastructure, and the 
requirement of a fmancial commitment from all parties concerned. Instead, pooled 
procurement remained a form of collaboration to be "further encouraged" but was never set as 
a real goal which governments "wanted to reach". As a result, the strategies to guide 
governments on "how to get there" were not clearly defmed. In subsequent biannual meetings 
of Health Ministers of PIC, pooled procurement was not treated formally as a top priority in 
the agenda. Nevertheless, it recurred constantly as a topic of discussion, mainly in SIS and in 
interregional meetings and workshops in the field of pharmaceuticals, especially when control 
over drug expenditures and concerns over quality assurance were raised. 

2.4 Regional context 

Taking a regional approach to the procurement of pharmaceuticals is not a new initiative 
for PIC. The benefits of regional cooperation were realized as early as the beginning of the 
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1970s when the first organizations for regional cooperation in economics and politics for the 
Pacific States were established. The Pacific Islands Forum (established in 1971) is the 
Region's leading political and economic policy organization, which includes the heads of states 
of PIC and advocates for pooling resources to enhance economic growth and sustainable 

development in PIC.
6 

The vision of the Pacific Islands Forum is framed in The Pacific Plan for Strengthening 
Regional Cooperation and Integration, which leaders of PIC endorsed at the Pacific Islands 
Forum meeting in October 2005. Notably, in its list of initiatives for the first three years 
(2006-2008) of the ten-year implementation strategy, the Pacific Plan aims to " ... develop 
proposals or strategies for the bulk purchasing, storage and distribution of key import 

commodities, such as petroleum and pharmaceuticals."7 It set milestones for a bulk purchasing 
proposal for petroleum to be developed for consideration by the 2006 Forum; a progress report 
on other items (pharmaceuticals) was to have been submitted in 2006 and 2007. This stated 
interest in bulk purchasing is of utmost importance for decision-makers as it will be 
instrumental in the strategy to develop and implement a pooled procurement scheme for the 
Region if leaders are convinced of its feasibility. 

2.5 Current aspects of supply systems in Pacific island countries 

In recent years, PIC have achieved significant progress in improving pharmaceutical 
services. The National Medicines Policy has been adapted in most of the PIC, the legal 
framework was amended and updated, EMLs were developed or revised and supply 
management practices enhanced. In addition, a few comparative studies have concluded that 
for a basket of pharmaceutical products, prices obtained through open bidding in the Region 

were competitive to the average international prices, which are considered to be low.
8 

Despite the progress made, the pharmaceutical sector in PIC still faces many challenges 
that are difficult to address due to the specificities of the Region. Some of the concerns 
frequently expressed concern long lead times and frequent stock-outs which cause interruptions 
in the supply chain. Moreover, in an informal consultation convened by WHO in Suva, Fiji in 
August 2006 that focused on Strengthening Medicines Registration and Quality Assurance for 
some PIC, participating countries and areas reported that because of the lack of capacities, it 
was difficult to safeguard the public health by ensuring that pharmaceutical products entering the 
country's market are safe, efficacious and of good quality. In this regard, none of the reporting 
countries and areas have an autonomous Medicines Regulatory Authority and all of them lack the 
financial and human capacities to establish one. Registering suppliers and products for 
marketing authorization is a complicated system that requires well-trained personnel to focus 
only on these tasks. In the case of PIC, registration, licensing, procurement and management of 
supplies is often undertaken by the same staff, because of human resource shortages. In addition, 
none of the reporting countries and areas have a quality control laboratory. Instead, some of 
them occasionally send samples to the Therapeutic Goods Administration (TGA) in Australia to 

6 
Huffer, E. (2006). The Pacific Plan: A Political and Cultural Critique. Regional 

Diplomacy in the Pacific Islands. Course reader. University of the South Pacific. 

7 
The Pacific Plan for strengthening regional cooperation and integration. (2005). Pacific 

Islands Forum Secretariat, p. 8. 

8 
Results from the Pricing Survey for Fiji using HAlIWHO methodology (2004). Solomon 

Islands and Vanuatu prices are reported to be on average 90% of the drug prices negotiated in the 
OECS scheme, according to the concept paper of the Working Group on PIC Pharmaceutical 
Procurement. 



-7-

perfonn quality testing, bearing the full cost of analysis that proves difficult to pay. As a result, 
samples are not tested regularly; rather, they are tested very rarely, thus shifting the reliance to 
the supplier's dossier. The lack of implementation of regulations for suppliers and product 
registration and the poor control of quality assurance makes PIC vulnerable to the penetration of 
substandard or counterfeited medicines in their markets. In these circumstances, the risk 
associated with uncertain quality and over-reliance on suppliers' perfonnance may pose many 
hidden costs that burden the health system, costs that are greater than just a high product price. 

To address these issues, separate efforts are underway to enforce medicines registration 
and install quality assurance mechanisms in individual PIC. The experiences of other regions 
that deal with the complexities to establish and maintain an effective medicines regulatory 
system notwithstanding, PIC are very small markets due to small population size (often 
consisting of only a few thousand people); have low economic status; and face serious shortages 
in human resources. Thus in PIC it is not feasible to invest in registration mechanisms or aim to 
establish mini-laboratories to perfonn simple quality tests in each individual PIC, as suggested 
by current trends. Indeed, it is much more feasible to harmonize requirements and standards for 
registration and quality assurance at a regional level rather than at a country level. 

Another reason why registration has difficulty succeeding at a country level is the risk of 
many suppliers choosing simply not to register their products in the unusually small PIC markets 
because of the low return on their investment. Reliable suppliers may not be willing to 
participate at all in the market. This may result in unreliable suppliers who could take advantage 
by filling the market gap. The consequence of dealing with unreliable suppliers are multiple: 
increases in the original contract price because of the increased probability oflate deliveries; 
disparities in the purchase contract in specifications and quality; poor packaging and handling; 
short shelf life; and other factors that undermine efforts to maintain a sustainable supply chain as 
well as to assure expected clinical outcomes. 

Concerns for these potential problems were already expressed. In August 2006, a 
workshop took place on Phannaceutical Policies and Access to Good Quality Essential 
Medicines for PIC. Out of this workshop four groups were formed to work on the regulation of 
medicines, legislation and quality assurance; medicines supply and procurement; human resource 
development; and the rational use of medicines. A number of actions were identified as possible 
means to strengthen intercountry collaboration in order to improve the safety, efficacy and 
quality of products that circulate in the PIC market. The most important recommendations were: 

- to develop common criteria for licensing and registration of importers; 

- to pursue collectively-established medicines quality control laboratories for quality 
control testing; 

- to develop a consolidated list of medicinal products in the marketplace and suppliers in 
PIC; and 

- to share pre-qualification information. 

The working group on Medicines Supply and Procurement stressed the interest of Fiji, 
Samoa, and small island states (Solomon Islands, Tonga, Vanuatu) to explore further the 
possibility of establishing a regional pooled procurement scheme for which they recommended 
a feasibility study. For this reason, the use of the tenn "PIC" in the following discussion will 
refer to interested countries and areas mentioned above. However, it should be clear that since 
participation in the possible scheme is on a voluntary basis, participation i!J'I1OPrestricted only 
to countries and areas that initially expressed their interest, but could include others in the 
Region as well. 
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2.6 Fiji Pharmaceutical Services/Bulk Purchasing Scheme and small island states 

The Bulk Purchasing Scheme, established in 1981, is not yet established as envisioned. 
Currently FPS/FBS has a purely commercial relationship with SIS: Kiribati, Nauru Niue, and 
Tuvalu, as any other supplier. FPS/FBS charges a 20% mark-up on the value of purchases. 
FPS/FBS has developed a solid infrastructure operating with a trained staff in a modern 
warehouse, managing the system using Financial Management Information System software 
that traces product deliveries, stock situation and financial transactions throughout the country 
for the items supplied by FPS/FBS as well as applying a pre-qualification system for supplier 
selection. The pricing survey using Health Action International (HAl/WHO) methodology 
revealed that FPS/FBS prices are competitive with the average international price (considered 
very low). Some sampled items were only 38 % of the Australian Pharmaceutical Benefits 
Scheme prices. Despite favorable prices, SIS does not take advantage of FPS/BPS as a 
primary supplier, but prefers to source mainly from Australia, New Zealand and even from the 
private sector of Fiji, which is often supplied by FPS/FBS. It is difficult to infer the reasons 
for this preference. It seems that the plan for FPS to develop into a bulk purchasing scheme in 
a partnership that includes SIS has been shaped instead by the commercial relationship in place 
with SIS. No commitment is assured from either side, meaning that it is uncertain when, what 
and how much SIS will order. In these conditions, FPS/BPS can not overstock, but places 
orders only when required by SIS, thus often resulting in long lead times and thus causing 
dissatisfaction in meeting SIS customer demands. These circumstances do not allow for the 
confidence to be built between FPS/BPS and SIS upon which a sound bulk purchasing scheme 
could be developed. 

3. ACTIVITIES AND FINDINGS 

3.1 Potential cost savings of pooled procurement in Pacific island countries 

To assess possible cost savings, Table 3 has been developed by FPSIFBS, based on their 
records. An exercise using a basket of drugs selected by Pareto analysis or ABC inventory 
analysis by level of expenditure, and Vital, Essential, Non Essential (YEN) analysis will 
compare the average regional price to the international reference price, to determine current 
market trends and project possible savings. 

The writers wanted to know for which medicines the expenditures are higher, for which 
the volume is high but the cost is low, and vice versa, in order to be able to determine categories 
where the potential savings are most likely to occur if the volumes for procurement were 
aggregated. 

Table 3: ABCIVEN analysis - results. 

Hi2h value No of items Annual Value US$ % of funds 
A class 85 8803653 81% 

Vilal 18 2119527 19% 
Essential 52 5372 986 49% 

Non-essential 15 1311 139 12% 
Bc\ass 106 1537739 15% 
C class 257 537 170 4% 
Total 448 10 878 563 100% 

I High volume (80%) 22 1643 122 15% 
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As shown in Table 3, ABC analysis identified 85 items in the A class, which absorb 81 % 
of the total expenditure. The 363 items in B and C class comprise only 19% of the total 
expenditure. These proportions suggest that the focus should be in exploring A class. 

Only 22 items comprise 80% of the total volume, which in terms of expenditure absorb 
only 15%. So using only 15% of the budget, 80% of total volumes are covered. 

All 85 items in A class were further clustered in VEN categories. Of the 22 high volume 
items, 18 fall into A class. Combining the VEN items that are in A class yields 70 items (out of a 
total 448 ABC), on which 68% of the total budget is spent. In other words, the remaining 378 
items in the Essential List absorb 32% of the budget. 

Based on these figures, it can be concluded that possibilities for savings should be 
explored within these 70 items that are absorbing 68% of the total budget. For the exercise, in 
the basket of drugs were 10 vital, 10 essential and 10 high volume-low cost items, all in A class. 
See Annex 3 for the list of medicines. 

Fiji, Samoa, Solomon Islands, and Tonga were asked to provide the information for the 
basket of drugs on their volume of purchases and the unit price. Based on the incomplete 

9 
information, the writers tabulated, then compared each country's figures with the median 

10 
international price (median price ratio [MPRD . In addition, the average price of medicines in 
PIC is compared to the MPR. These figures were expected to give us fust, the picture of how 
efficient current procurement is in each country compared to the international reference prices, 
and second, allow us to compare the regional average price to the median international price. 
HAIlWHO methodology on the Medicine Prices Survey was used for calculations. 

HAIlWHO reference prices do not include costs of shipping or insurance; therefore, they 
are very low and represent efficient bulk procurement without the costs of shipping and 

II 
insurance. The MPR shows how much more than this low reference price countries and areas 
pay when procuring the equivalent item. There is no cutting line as to which figure should 
conclude on the efficiency; however MPR below 2 is usually accepted as efficient procurement. 

Table 4. MPR/or PIC USing PIC average price. 

Country Category MPR Maximum MPR MinimumMPR 

Fiji Vital 1.07 0.6 6.13 

Essential 1.23 0.84 2.9 

High volume - low cost 1.1 0.35 2.08 

Tonga Vital 0.93 0.22 5.95 

Essential 0.86 0.09 0.92 

Hioh volume - low cost 0.76 0.27 3.2 

9 
The list of basket medicines was not standardized; therefore, there were discrepancies in 

some formulations and dosage forms. Items not fitting the specifics as stated in the list were not 
included in the analysis. 

10 MPR = median local unit price/reference unit price. The ratio explaiI\&!how much 
greate!j pr less the local medicine price is than the international reference price. 

Management science for health in collaboration with WHO. International Drug Price 
Indicator Guide, 2005 Edition. 
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Samoa Vital 3.19 0.29 24.73 
Essential 1.6 1.2 1.9 

High volume - low cost 1.1 0.36 5.13 

Solomon Is. Vital 2.91 0.63 19.74 
Essential 1.05 0.57 13.19 

High volume - low cost 1.25 0.63 2.72 

AVERAGE Vital 2.54 0.43 7.8 

Essential 1.29 0.78 8.05 

High volume - low cost 1.12 0.45 2.6 

According to these comparisons, Tonga and Fiji are getting the best procurement prices. 
All PIC prices used for the exercise include cost, insurance and freight, which means that current 
prices are quite competitive and already very low (see Annex 4 for computations). 

The writers also looked at volumes of purchases for the same basket of drugs to get an 
idea of how much the volume will increase if it is aggregated. The results are shown in Table 3 
(see Annex 5 for computations): 

Table 5: Volume increase after aggregation. 

Amountlhe volume will increase if needs are aggr llated 
Category A Fiji Samoa Tonga Solomon Islands AVeraQe 
Vital 1.29 445.00 22.00 139.00 151.82 
Essential 1.31 13.00 35.00 123.00 43.08 
Non-Essential 1.44 24.00 367.00 185.00 144.36 
Average 1.35 160.67 141.33 149.00 113.09 

Table 5 shows that for Fiji, which is the biggest country of the four surveyed, in pooled 
procurement their volumes will increase slightly while for the other three smaller countries and 
areas volume increase will be quite significant, on average 113 times current volumes. However, 
the volume increase does not guarantee price reduction, since current prices are already very low, 
as shown above. 

In Table 6, the total size of the pharmaceutical market for PIC is estimated in the absence 
of solid data, assuming what would be the potential value of purchases if the purchasing power is 
pooled for jOint procurement. PIC have a small-scale market for pharmaceutical products. Five 
countries and areas that have expressed interest in pooled procurement were used to make this 
study: Fiji, Samoa, Solomon Islands, Tonga, and Vanuatu. For Fiji, Samoa, and Tonga, figures 
of public pharmaceutical expenditure are used from their National Health Accounts for 2004. 
Solomon Islands and Vanuatu do not have National Health Accounts developed yet, therefore 
data from WHO on per capita expenditure in pharmaceuticals in 2005 was multiplied with the 
total number of population for a guesstimate. 

Table 6: Estimation of, harmaceutical market size for jive PIe. 
Country Population 

(estimated~ 
Fiii 893354 
Samoa 177 287 
Tonga 112 ,422 
Solomon Islands 538032 
Vanuatu 205754 

Source for populatIOn: CIA World Fact Book 2005. 
NHA for Fiji, Samoa, and Tonga. 

Per capita pharmaceutical 
expenditure in USD 

6.07 
12.72 
5.79 
4.3· 
5· 

Average 6.7 

Total pharmaceutical expenditure in USD for 
the Pllblic sector 

5.5m 
2.3m 

0.63m 
2.3m 
10.2m 

TotaI20.9m 
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Note that for Solomon Islands and Vanuatu (marked with *) it is not possible to know if 
these figures represent the total per capita pharmaceutical expenditure or only that of the public 
sector. 

The size of the market is roughly estimated to be worth around US$ 21 million. This 
figure represents an extremely small proportion of the total global pharmaceutical expenditure 
and does not guarantee that it will automatically reach economies of scale. In addition, already 
low prices are not likely to drop further even if the volumes are aggregated; for some countries 
and areas volumes will increase 100+ fold. The total value of the market in PIC still remains 
small. 

In addition, the exercise above does not address issues of quality assurance and supplier 
performance, which are an integral part of the value of products that enter the pharmaceutical 
market in PIC. 

Nevertheless, it is very important to note that there is no applied methodology that can 
accurately predict cost savings if the procurement shifts from individual market purchases to 
pooled. Logically, it is expected that the group will attract better quotas; however, this can be 
proven only after the suppliers bid in tender for new volumes that were not tendered before. In 
general, considering the fact that the size of the market is very small and that prices in the Region 
are already low, it is expected that economies of scale may not be reached for all items and that 
cost-savings in terms of price may be low. However, if we look at the value as a function of 
cost, quality and supplier's reliability, there is still a great deal to be gained by establishing a 
pooled procurement scheme. 

3.2. Benefits of pooled procurement 

Price reductions are expected when purchasing power is aggregated. According to a desk
review study conducted by the MSH in 2002, all seven regional pooled procurement schemes 
under review reported cost savings from 17%, the lowest 'ACAME' - African Association of 
Central Medical Stores for Generic Essential Drugs - to 382%, the highest (PARO vaccines). It 
should be noted that no standard methodology on how to calculate cost savings exists. 
Therefore, data on cost savings accrued should be interpreted cautiously since very little is 
known about how these figures were calculated in the absence of agreed metrics that can 
determine cost savings. However, all countries and areas have reported that aggregating 
purchasing power resulted in negotiating better prices than going into the market individually. 

Although considered the primary benefit, price reduction is not the only advantage that 
pooled procurement ensures. The value that regional procurement brings in terms of 
harmonization and standardization outweighs the importance of price reductions. Since pooled 
procurement absorbs the largest proportion of public pharmaceutical expenditures, it is in the 
suppliers' interest to enter the regional market through this means. As a result, the scheme 
applies uniform regional criteria for selecting suppliers and differentiates them by assessing 
product quality. This practice will res\.llt in an improved quality assurance mechanism and 
improved supplier performance. Moreover, for a pooled procurement scheme to be efficient, the 
list of items to be procured needs to be narrowed and harmonized among countries and areas. A 
unified essential medicines list means that all participating countries and areas will procure the 
same items, with the same specifications, from the same selected supplier, at the same price. A 
unified procurement list also leads to the harmonization of treatment practices and guidelines. 

To summarize, pooled procurement strengthens countries' and areas' health systems 
through improved product safety and quality assurance; advanced planning and forecasting; 
improved management of the supply chain; and improved decision-making for clinicians and 
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managers. All these benefits lead to better outcomes through the better utilization of existing 
limited fmancial resources. 

3.3 Proposed options for Pacific island countries 

PIC have a ohance to design a regional pooled procurement strategy which will contribute 
not only by possibly reducing costs but, most importantly, by adding value through strengthening 
countries' and areas' capacities to ensure sustainable supply systems of pharmaceutical products 
that are safe to use, efficacious and of assured quality. 

The design of the scheme has to be suitable for the Region's unique economic conditions, 
and culturally and politically appropriate, and must not be tailored strictly to fit a specific model. 

Based on evidence and specifics of the Region, the following options can be taken into 
consideration for any future implementation: 

I. Explore and expand on the current FPSIFBS using Central Contracting and Purchasing 
(OECS example). 

2. Establish a new pooled procurement scheme with the participation of other big PIC using 
the Group Contracting model as a reference (GCC example). 

3. Create a hybrid model of the above two options. 

The option of streamlining the procurement of only specific items for vertical programs 
(HIV / AIDS, TB, Malaria, Reproductive Health) that are currently procured through a global 
purchasing scheme, and that in many regions of the world represent the highest demand and 
costs, will not be considered in the PIC case. This is because of the different morbidity patterns 
in the Region in which noncommunicable diseases count for 80% of cases. The benefits will, 
therefore, be limited and the justification for pooled procurement difficult to make if the current 
system is already responsive. 

Option 1: To explore and expand on the current FPSIFBS system. 

This option is based on the model of Central Contracting and Purchasing, as the example 
of OECS. FPS could take the role of the secretariat in order to prepare and conduct the tendering 
and contracting to cover its needs and on behalf of SIS. Suppliers would deliver to the FPS 
warehouse, and FPS would distribute to SIS according to their agreed-upon schedule. 

The main advantage of this option is the existing capacity: procurement strategies are in 
place; staff is already trained; prequalification of suppliers is applied to ensure product quality; 
prices that FPSIBPS obtains are low when compared internationally; there is adequate storage for 
SIS without adequate storage capacities; and an efficient data information system is operational. 

The disadvantages are: only SIS will benefit from this option. Because of their low 
purchasing power, prices will be as good as FPSIBPS, while FPSIBSP will not likely reach 
economies of scale. In addition, bigger countries and areas are not likely to join a scheme of this 
design. Also, the current FPSIBPS system needs to be reconfigured to change from the supplier 
position to a pooled procurement agent. 

The minimum requirements needed for this option to become operational are: to bring SIS 
to the table as equal partners in the process, regardless of market size and purchasing power; to 
clearly define the roles and expectations of each member and legally back them; to agree on 
tender stages and procedures to be followed, harmonization of Essential Medicines List (EML) 
and guidelines, standard operating procedures (SOP) and performance metrics; to change the 
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20% ma:k-~p to a reasonable service/membership fee; to define clearly the terms of payment and 
the apphcatlOn of a penalties system for defaulting payment to suppliers; and to develop a 
functional information network with equal access given to all members. 

Option 2 - To establish a new pooled procurement scheme with the participation of other big 
Pacific island countries 

This option is projected to function based on the model of Group Contracting, similar to 
the one used by the GCC scheme. Here, countries and areas will jointly negotiate prices and 
select suppliers and agree to purchase from selected suppliers; but the actual purchasing, 
payment and monitoring of suppliers' performance will be done by countries and areas 
individually, depending on their economic, cultural and political conditions. 

This option provides many advantages to the countries and areas that participate in the 
scheme. It offers discretion and flexibility accommodating individual differences, which in the 
case of PIC can be crucial given the cultural, political and economic diversity between and 
within the countries and areas. In option 2, trust between participating countries and areas is 
built more easily since no responsibility is taken away from governments and money remains in 
the country; in other words, the scheme is not managed by a third party. Applying this option is 
more likely to reach some economies of scale; it provides the foundation on which central 
registration and a regional quality laboratory can be established; overall benefits will cover a 
much larger proportion ofthe population; and the scheme can contribute politically to the 
promotion of regional integration. 

Adapting this option needs a strong and continuous political and financial commitment 
from all Member States. Such commitment is difficult to obtain; it requires serious technical 
preparations to be in place before the launch of the scheme and will need resources and time; the 
permanent secretariat must be established, funded and sustained; and human resource capacities 
need to be built. In addition, due to a very limited number of available personnel, SIS may frod 
time and workload commitments demanding and may even frod it difficult to attend all 
committee meetings. Consequently, it could be difficult for SIS to afford participating in the 
scheme. 

Option 3 - A hybrid of options I and 2 

This option is proposed for consideration because of the unique regional situation in which 
countries and areas as small as Niue (population 2100) need to be accommodated equally as 
those with larger shares ofthe market. Under this option, big countries and areas will join the 
scheme for Group Contracting just as specified under option 2. The difference is that SIS will 
have two options from which to choose. Those countries and areas that lack sufficient 
management and storage capacity will be able to choose between participating directly and fully 
in the scheme or, as an alternative, agreeing with the FPSIBPS to negotiate prices, and provide 
storage capacity and distribution on ~half of the SIS. The secretarillt will most likely have to 
~n!lrg~ meIl1\>ership fees froIll P1l11icipating countries and areas. !inS Can decide that Instea,d of 
paying for the membership at the central level, they would pay that fee to FPSIBPS and "buy" 
services and representation from Fiji,which will act on their behalf, much like under option I. 

The main advantages and disadvantages of this system are a mix of those identified under 
the two other options. In addition, this system is difficult to implement because of the 
complexity. In particular, the unique role of the FPSIBPS for this option needs to be clearly 
specified since FPSIBPS will have to playa double role: to serve as an agent for SIS when 
requested and then act together with other big countries and areas in the main scheme. 

3.3 Potential risks for PIC in adopting a pooled procurement scheme 
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It should be clear that countries and areas will have to ultimately make a decision that will 
support or reject the creation of a pooled procurement scheme. In taking this decision, risk
sharing and benefits-sharing will be evenly distributed between countries and areas willing to 
participate in the scheme. 

There is never a situation when the "right momentum" can be predicted before deciding to 
move forward with the scheme. Likewise, there is no methodology that can predict if pooled 
procurement is the right solution when shifting at the regional level. As a result, countries and 
areas should be aware that there is always some risk in making these decisions. In this context, it 
is crucial to identify the potential risks and decide on the strategies that will avoid or minimize 
the probability for the risk to occur during the implementation of the scheme. 

Generally risks exist when: 

1. Outcomes are uncertain. 

Risk minimization strategy: objectives and expectations of the scheme should be clearly 
defmed. They should be appropriate to the Region's political, economic and cultural 
situation; be reached by consensus between all participatory countries and areas, and 
endorsed from the highest level of policy makers. 

2. Goals are difficult to achieve. 

Risk minimization strategy: develop a "road-map" that will be used as a guide to achieve 
the goal for establishing and operating a regional pooled procurement scheme. This should 
include the actual implementation plan; clear definitions of each of the actions needed; 
specified responsibilities, time frames and expected outputs, as well as agreement on the 
metrics that will help to evaluate progress on the way to implementation. 

3. There is potential for extreme consequences. 

Risk minimization strategy: one extreme consequence of the intervention could be the 
failure to ensure continuous supplies of vital essential non essential items in health 
facilities that lack an alternative plan and emergency stock, which may cause a public 
health threat. When changing a procurement strategy it is imperative to ensure that there is 
a buffer stock to cover the demand for the period needed to shift to the new arrangements, 
and lead time needed for new supplies to arrive. Therefore, a transitional phase has to be 

12 
carefully assessed and planned with agreed upon responsibilities and time frames. 

Clearly defming these risk-minimization strategies is the most important step to take 
following the decision to implement a pooled procurement scheme. Defming objectives of the 
scheme, developing a "road-map" for how to meet these objectives, and carefully planning the 
transitional phase are critical steps to successful implementation oftbe scheme. 

4. CONCLUSIONS AND RECOMMENDATIONS 

Evidence suggests that those countries and areas that succeed in regional pooled 
procurement strongly committed from the highest levels, were clear about the benefits of a 

12 
Schneller, E. & Smeltzer, L. (2006). Strategic Management of the Health Care Supply 

Chain. San Francisco: Jossey-Bass, pp. 48-52. 
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regional procurement plan (including political gains), and had precisely defined standard 
operating procedures, guidelines, and responsibilities defmed and bound by legal agreements. In 
contrast, countries and areas that did not take full responsibility and remained in the "transition" 
phase from the country level to regional procurement were not, despite the investment made, 
successful in implementation. 

In deciding whether or not to establish a bulk purchasing scheme for PIC, discussions 
should first be based on the willingness of countries and areas to take full responsibility for risk
sharing. No study can predict with precision if such a scheme will work in a region because 
success depends upon countries' and areas' ongoing commitment. 

Provided that countries and areas are committed to pursuing the scheme, there is no reason 
for a pooled procurement scheme not to function and provide benefits. Regional organizations 
and technical agencies can only advocate and then facilitate the realization of the potential 
benefits and risks that a regional procurement scheme can bring. Success ultimately depends 
upon the countries and areas themselves, with their willingness or courage to take the steps 
towards regional integration and harmonization in pharmaceutical procurement. 

When discussing possible models for PIC, regional organizations and technical agencies 
should clarify to participating governments that the issue of their sovereignty in decision
making and procurement contracting will not be hampered. Emphasize other benefits, too: 
regional pooled procurement offers better control of suppliers and, most importantly, product 
quality, and offers a strategy for synchronizing tender cycles among participating countries and 
areas, streamlining requirements, saving administrative costs and protecting public health of 
the people in the Region. In addition, it should be clarified that the fmancial cost-savings 
through economies of scale cannot outweigh the non-financial benefits of regional pooled 
procurement. Increased efficiencies in health care delivery can be achieved by harmonizing 
lists, pre-qualifying suppliers, and unifying quality control mechanisms at the regional level. 
Such steps strengthen the supply systems in all participating countries and areas. 

4.1 Ownershio of the scheme 

The Heads of Pharmaceutical Services of Pacific island countries (HPSP) took initiative 
and expressed interest in the need to assess the feasibility of integrating procurement services at 
the regional level. Moreover, it is the HPSP who will have to agree on the best model that PIC 
should develop, as ultimately they are the ones who will have to implement it. As the core 
coordination and implementation body, HPSP should take the leading role through which all 
initiatives related to the pooled procurement will be addressed. 

The role of Forum Secretariat should also be seen as crucial in this process. Unlike the 
HPSP, which has technical expertise, the Forum Secretariat has resources, political power and 
the mandate to explore possibilities for regional integration as stated m the Pacific Plan, which 
in~lud~s po()led procureme~t ofph~c~uticals. As the IDost ~portant political and econoIlli9 
mnbrellaorganiiation for the PIC, the forum Secretariat should provide support to the HPSP in 
aH!lon-technical matters that pertai~ to organization, coordination of activities, office anq ~latf 
support. 

4.2 Permanent secretariat 

As mentioned earlier, a permanent secretariat needs to be established as one of the main 
preconditions for the scheme to function. Costs for setting up the secretariat are not expected to 
be high. An office with a few permanent staff is needed that will coordinate and prepare tenders; 
organize and host committee meetings for members from participating countries and areas; and 
monitor and evaluate the functioning of the scheme. There are different ways to fund the 
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secretariat. For example, the OECS secretariat was established with USAID funds and soon 
became self-sustainable by charging a 13% fee to participating countries and areas based on the 
value of their purchases. Unlike OECS, the GeC countries and areas pay a membership fee to 
the organization, equivalent to the Forum Secretariat, which then allocates a proportion to the 
Health Secretariat. 

It is useful to distinguish the differences between these two secretariats: the OECS's 
exclusive function is to operate the pooled procurement scheme, while in the GCC the 
secretariat has more functions and pooled procurement is one of many. The .GCC Health 

Secretariat has harmonized and implemented many aspects of regional health policy.13 The 
Pooled Procurement Program of the GCC Health Secretariat generates revenues for the 
secretariat by charging fees to bidders for tender dossier andcornplaints. In addition, the 
secretariat implements regional registration of suppliers and products. Pooled procurement 
was the fIrst programme that GeC started,· which preceded the expansion and harmonization of 
other health programmes at the regional level. This is an important aspect to consider for PIC 
since recently, PIC Health Ministers have started to discuss developing a regional health 
policy. In this context, the secretariat for PIC pooled procurement can be a core structure that 
will accelerate regional integration of other health interventions. 

4.3 Immediateaction 

1. The working subgroup of HPSP (Fiji-coordinating, Samoa, Solomon Islands and 
Tonga) should discuss and consider the previous evidence .and fmdings in this 
feasibility study. They should present the results to the Steering Group composed of 
countries and areas that have expressed interest in the scheme (Fiji, Samoa, Solomon 
Islands, Tonga, Vanuatu and SIS: Kiribati, Nauru, Tuvalu). ' 

2. The working subgroup of HPSP is tasked to: 

harmonize the Essential Medicines List (EML); 

assess current commitments in purchases and supply management 
capacities at the country level in order to identify issues which need to be 
addressed when streamlining strategies; 

prepare for a study visit to OECS and GeC (for expected outcomes and 
questionnaires, see item 6 below); 

collate existing documents from other schemes that can be adapted for PIC 
conditions; and 

discuss the pre-qualification criteria that will be· used for fIrst rounds of 
procurement, 

3. The Steering Group should agree in principle on the future of the pooled procurement 
initiative .. 

\3 In addition to pooled procurement, the GeC Health Secretariat coordinates health 
services among the member states, such as primary health care, control of communicable and 
noncommunicable diseases, quality assurance in health care, evidence-based medicine, 
continuous medical education, fmancing of health services, health services reform, health 
legislation, nursing, mental health, etc. 
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4. Findings and possible options for pooled procurement should be presented and 
discussed in the August meeting of HPSP. 

5. Following the August meeting, WHO should send a letter to PIC governments to 
request expression of interest to pursue the scheme. 

6. It is recommended that the working subgroup should undertake study visits to OECS 
and GeC. The outcome of these visits is to gain knowledge and experience which will 
be used to identify the model that can be tailored for PIC conditions. It is important to 
visit both schemes: OECS has many geographic, logistic, demographic and economic 
similarities to PIC, while GeC is the oldest, and so far most sustainable and largest 
scheme in terms of the value of purchases and the level of organization. The group 
should be able to gain detailed information about the structure, design, harmonization 
of requirements, legal aspects, all stages of tender cycles and procedures, benefits and 
constraints in running the scheme. Prior to the visits, the working group should 
prepare questionnaires and check-lists of aspects that will be covered during the visit in 
order to maximize the results of the visits. 

7. A concept paper that introduces the scheme should be prepared to be presented at the 
next meeting of Health Ministers in October 2007, aiming to gain political support and 
ultimately agreement. 

8. If these agreements are reached, a detailed plan on how the scheme will function can 
be developed using the existing evidence and observations made during the training 
visit to OECS and acC. 

9. After designing a plan, a "marketing package" will be developed to be used for 
advocacy in order to get the fuJI agreement and support from the highest level of 
countries' and areas' executives. 

10. Only after the agreement is reached should preparations for implementing the plan be 
started. 



Year 

1984* 

1986 

1987* 

1989* 

1995 

Feb 1996* 

Sept 1996 

ANNEX} 

CHRONOLOGY OF EVENTS 

Activity 

An attempt was made to establish a drug bulk procurement scheme starting in 1978. A 
plan was transferred into an intercountty project, South Pacific Pharmaceutical Project
SPPP, to provide Governments with advisory services though a WHO Pharmacists 
based in Apia, Western Samoa (mission report). 

At its thirty- seventh session in 1986 , the Regional Committee adopted resolution 
WPRlRC37.R3 on drug supply management in the South Pacific. The resolution, 
among other things. Requested the Regional Director to review national essential drugs 
programmes, to play an active role in coordination technical cooperation among 
countries in drug procurement and supply system, and to explore the possibility of 
establishing appropriate financial arrangements to facilitate the procurement of 
essential drugs in the South Pacific. 

Working Group on Drug Supply Management in the South Pacific held in 1987 in 
Manila reviewed WHO activities on national drug programmes and studied the 
possibility of establishing appropriate financial arrangements to facilitate the 
procurement of essential drugs in the South Pacific. 

Working Group on Drug Supply Management in the South Pacific held in Fiji reviewed 
progress implementing the recommendations of the 1987 working group and studied 
various options for operational and financial arrangements to facilitate the procurement 
of essential drugs (workshop report) 

Conference of the Ministers of Health of the Pacific Islands held in Yanuca Island, Fiji, 
in March recognized that "improvements in quality, safety, efficacy, availability of 
drugs and cost effectiveness could be made by Pacific island countries through bulk 
purchasing scheme for pharmaceuticals, essential drugs, vaccines, medical supplies 
and equipment" being mindfol that "collaboration in bulk purchasing scheme should 
not merely reduce cost but should contribute to higher standarrls of health care through 
the rational use of drugs ". 
It agrees to establish a multidisciplinary committee to forther analyze the benefits of 
establishing a bulk purchasing scheme. 

A feasibility study was carried out to identify and analyze benefits and disadvantages of 
establishing a bulk purchasing scheme for pharmaceuticals in the Pacific Island 
Countries. Four options for bulk procurement were identified, namely, central and 
regional warehousing and sale/distribution; operated by an external commercial 
agency, e.g. Crown Agents, utilization of Fiji's NDBPS by smaller Pacific Island 
countries or pooled procurement with direct deliveries to participating countries. The 
advantages and disadvantages of these options were identified. The most feasible 
option is pooled procurement with direct deliveries to participating countries. 
(workshop report) 

Seminar on National Drug Policies for Pacific Island Nations held in Nadi, Fiji, 
September 8- I I, 1996 to share detailed information reglll'ding thl' drug situation in !he 
Pacific Region including drug policies, drug availability, drug supply logistics and drug 
USe, to idl'ntify the major constraints to the improvement of the drug situation and til 
"develop strategies to improve the drug situation and incorporate into action plans for 
their implementation. Consumers International Regional Office fur Asia and the Pacific 
and AUSAID organized the seminar with assistance from the Australian Secretanat and 
in collaboration with the Ministty of Health in Fiji and the South Pacific Consumer 
Protection Program. (workshop report) 
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Meetings of Ministers of Health of the Pacific Islands, Rarotonga. The issue of bulk 
purchase was discussed extensively and a number of obstacles to immediate 
implementation on a Pacific-wide basis were identified. 

Workshop on Drug Supply and Management and Quality Assurance was held in Nadi 
in November. 

Palau Action Statement, March argued: establishment of the electronic network for 
drug information exchange that would enhance upgrading of drug procurement 
procedure; development of guidelines for good procurement practices etc. 

The Workshop on Information Exchange in Management and Use of Pharmaceuticals, 
Biologicals and Herbal Medicines in Pacific Island Countries was held in Nadi, from 
25 to 28 October. The main of the workshop is to improve the availability, quality and 
use of pharmaceuticals, biologicals, and herbal medicines in the Pacific island countries 
through strengthening and promoting a network for information exchange. It 
recommended among others, collaborative purchasing arrangements and the concept of 
collaborative purchasing to promoted to improve supply management practices among 
PICs. 
A two-day workshop on Pooled Bulk Procurement for Small Island States was 
organized in March. Seven SIS were inVited to the workshop and they were Cook 
Islands, Tuvalu, Kiribati, Niue, Marshall Islands, Nauru and Vanuatu. The objectives of 
the workshop were to share experienced in drug procurement and identify the main 
limitations in utilizing the FBS, learn from the experiences of the Caribbean States (a 
representative attended the workshop) and to develop an agreement between the SIS 
and Fiji reaffirming its commitment in strengthening and improving the Bulk 
Procurement concept. 

A workshop on the review of the Bulk Procurement system in Fiji was conducted, with 
the co-operation of the Government of Fiji, from 31 fl October to I" November. The 
workshop focused on the current drug procurement activities carried out by the Fiji 
Pharmaceutical Services and MOH with other SIS. Three options for pooled 
procurement were discussed. 

Workshop on Improving Access to Essential Medicines and Strengthening Vaccine 
Security for Pacific Islands Countries, Nadi, 25-27 November 

Workshop for Pacific Island Countries on the European Community-WHO Partnership 
on Pharmaceutical Policies and the Implementation of the Regional Strategy for 
Improving Access to Essential Medicines, Nadu, 3-5 November discussed amongst 
others pooled procurement scheme of pharmaceuticals for Pacific islands countries. 

Workshop on Pharmaceutical Policies and Access to Good Quality Essential Medicines 
for Pacific Island Countries was held in September. A working group on medicines 
procurement has been established and agreed to undertake a feasibility study on pooled 
procurement mechanisms of pharmaceuticals for PICs. 

A representative of PICs attended the Caribbean and HQ courses where pooled 
procurement of pharmaceuticals was discussed. 

The feasihility study on pooled procurement carried out from 17 March to I I April 
with technical assistance of WHO STC. An informal consultation on pooled 
procurement is being planned to discuss the results and conceptualize the mechanisms 
for pooled procurement. 
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TERMS OF REFERENCE 

1. To RView reievlDt informatioD OIl medic::ines pooled procuremeat aDd eo a.uIt with 
pnteatial parties in PIC. OIl various options for medici .. pooled proc:unmeat demo 
for Pacific Island Countries. 

2.To analyze the strengths aDd weaknesses ofvmous options of~ pooled 
procurement scbeme for Pacific Is1and Countries. 

3. To develop a detailed methodology and to undertake a feasibility study to define the 
potential savings and the cost for pooled medicines proc:unmeat baed OD a bubt of 
agreed indicator drugs. 

4.To recommend the most feasible and cost effective options for pooled medici .. 
procurement scheme for Pacific Island Counaries and to recmw md the syAP7P"ic ... 
and requirements to pursue the scbeme. 

S.To sulmUt a report OIl the feasibility study. 
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LIST OF BASKET MEDICINES 

VITAL 

Insulin Isophane Injection 100 units/ml, 10ml vial 

Sodium chloride 0.9% Infusion 1000ml bag 

Glipizide tablet 5mg 

Cloxacillin injection 500mg vial 

Atropine sulphate injection 600 mcg/ml ampoule 

Hydrocortisone sodium succinate injection 100mg vial 

Penicillin G injection 1 million units, 600mg vial 

Dopamine injection (40mg/ml) 200mg/5ml ampoule 

Digoxin tablet 250mcg 

Streptokinase injection 1.5 million unit, vial 

ESSENTIAL 

Ranitidine tablet 300mg 

Flucloxacillin capsule 500mg 

Salbutamol inhaler 100mcg/dose, 200 doses 

Ampicillin injection 500mg vial 

Flucloxacillin suspension 125mg/5m1100ml bottle 

Paracetamol120mg/5ml100ml bottle 

Bupivacaine injection (5mg/ml) O.S% 10ml ampoule 

Lignocaine+Adrenaline injection 2%/1 :80,000, 2.2ml dental 
cartridge 

Ergometrine + Oxytocin injection 500mcg/Sunits 1 ml ampoule 

Dextrose 5% infusion 1000ml bag 

HIGH VOLUME, LOW COST 

Amoxycillin capsule 500mg 

Metformin tablet 500mg 

Enalapril tablet Smg 

Para~tam()1 tablet 500mg 

Penicillin V tablet 250mg 

Atenolol tablet SOmg 

Hydrochlorthiazide tablet 25mg 

Glibenclamide tablet 5mg 

Isosorbide dinitrate tablet 10mg 

Ferrous Sulphate tablet 200mg 

ANNEX 3 
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ANNEX 4 

COMPUTATIONS OF MPR 

FIJI 
Reference 

1 Strength 
Unit Price Fiji Unit Median 

No. VITAL Unit ($) Price ($) (MPR) 
1 Atropine sulphate 600 mco/ml millilitre $0.0724 $0.4435 6.13 
2 Cloxacillin 500mQ vial millilitre $0.1476 $0.5117 3.47 
3 Digoxin 250mco caoltab $0.0076 $0.0341 4.48 
4 Dopamine 40mg/ml millilitre $0.0984 $0.1050 1.07 
5 Glipizide 5mg cap/tab 
6 Hydrocortisone sodium succinate 100mo vial millilitre $0.4255 $0.3882 0.91 
7 Insulin Isophane 1001U/ml millilitre $0.7920 $0.4761 0.60 
8 Penicillin G 600mg vial millilitre $0.0655 $0.2941 4.49 
9 Sodium chloride 1000ml bag millilitre $0.0009 $0.000954 1.06 

10 Streptokinase 1.5 million unit, vial millilitre $109.1927 $70.0991 0.64 
Median MPR 1.07 

25 %ile MPR 0.91 
75 %ile MPR 4.48 

MinimumMPR 0.60 
Maximum MPR ' 6.13 

Reference 
Unit Price Fiji Unit Median 

2 No. ESSENTIAL Strength Unit ($) Price ($) (MPR) 
1 Ampicillin 500mo/ml millilitre $0.1057 $0.2646 2.15 
2 Bupivacaine (5mo/ml) 0.5% millilitre $0.0654 $0.07488 1.14 
3 Dextrose 5% 1000ml millilitre $0.0009 $0.00076 0.84 
4 Eroometrine + OXYtocin 500mco/5units millilitre $1.1530 $1.4132 1.23 
5 Flucloxacillin 500mo caoltab 
6 Flucloxacillin (2) 125mg/5ml millilitre 
7 Lignocaine+Adrenaline 2%/1 :80,000, 2.2 millilitre $0.1372 $0.3984 2.90 
8 Paracetamol 120mo/5ml millilitre $0.3300 $0.41 1.24 
9 Ranitidine 300mg capltab $0.0600 $0.0895 1.49 

10 Salbutamol inhaler 0.1 mg/dose dose $0.0081 $0.0086 1.06 
MedianMPR 1.23 
25 %ile MPR 1.12 
75 %ile MPR 1.75 

MinimumMPR 0.84 
Maximum MPR ' 2.90 

Reference 
Unit Price Fiji Unit Median 

3 No. HIGH VOLUME - LOW PRICE Strength Unit ($) Price ($) (MPR) 

1 Amoxycillin 500mo caoltab $0.0270 $0.0286 1.06 
2 Atenolol 50mo caoltab $0.0088 $0.0172 1.96 
3 Enalapril 5mo capltab $0.0318 $0.0111 0.35 
4 Ferrous Sulphate 200mg capltab $0.0015 $0.0031 2.08 
5 Glibenclamide 5mg caoltab $0.0039 $0.0019 0.50 
6 Hydrochlorthiazide 25mo caoltab $0.0025 $0.0047 1.90 
7 Isosorbide dinitrate 10mo caoltab $0.0276 $0.0104 0.38 
8 Metformin 500mg capltab $0.0173 $0.0149 0.86 
9 Paracetamol 500mg capltab $0.0031 $0.0035 1.14 

10 Penicillin V 250mo caoltab $0.0120 $0.0170 1.42 
Median MPR 1.10 
25 %lIe MPR 0.59 
75 %ile MPR 1.78 

MinimumMPR 0.35 
Maximum MPR ' 2.08 
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Annex 4 

TONGA 
Reference Tonga 
Unit Price Unit Median 

1 No. VITAL Strength Unit ($) Price ($) (MPR} 

1 Atropine sulphate 600 mcg/l'11 millilitre $0.0724 $0.4310 5.95 

2 Cloxacillin 500mgvial millilitre $0.1476 $0.1374 0.93 

3 Digoxin 250mcg capttab $0.0076 $0.0276 3.62 

4 Dopamine 40mg/ml millilitre $0.0984 $0.2693 2.73 
5 Glipizide 5mg cap/lab 
6 Hydrocortisone sodium succinate 100mgvjal millilitre $0.4255 $0.1700 0.399 
7 Insulin ISQphane 1001U/ml millilitre $0.7920 $0.5249 0.66 
8 Penicillin G 600mgvial millilitre $0.0655 $0.0530 0.809 
9 Sodium chloride 1000ml bag millilitre $0.0009 $0.0011 1.16 

10 Streptokinase 1.5 million unit, vial millilitre $109.1927 $24.0204 0.21 
MedianMPR 0.93 
25%ileMPR 0.66 
75%ileMPR 2.74 
Minimum MPR 0.22 
Maximum MPR 5.95 

Reference Tonga 
Unit Price Unit Median 

2 No. ESSENTIAL Strel}gth Unit ($) Price ($) (MPR) 
1 Ampicillin 500mQ/ml millilitre $0.1057 $0.0970 0.92 
2 Bupivacaine (5mg/ml) 0.5% millilitre $0.0654 
3 Dextrose 5% 1000ml millilitre $0.0009 
4 Ergometrine + Oxytocin 500mcg/5units millilitre $1.1530 
5 Flucloxacillin 500mo caj>ltab 
6 Flucloxacillin (2) 125mg/5ml millilitre 
7 Lionocaine+Adrenaline 2%/1 :80,000, 2.2 millilitre $0.1372 
8 Paracetamol 120mg/5ml millilitre $0.3300 
9 Ranitidine 300mg capitab $0.0600 $0.0053 0.09 

10 Salbutamol inhaler 0.1 mg/dose dose $0.0081 $0.0070 0.86 
MedianMPR 0.86 
25 %ileMPR 0.47 
75 %ileMPR 0.89 
MinimumMPR 0.09 
Maximum MPR 0.92 ~ 

Reference Tonga 
Unit Price Unit Median 

3 No. HIGH VOLUME -LOW COST Strength Unit ($) Price ($) (MPR) 
1 Amoxycillin 500mg ca~itab $0.0270 $0.0206 0.76 
2 Atenolol 50mg capttab $0.0088 $0.0047 0.53 
3 Enalapril 5mg capitab $0.0318 
4 Ferrous Sulphate 200mg ca~ttab $0.0015 $0.0029 1.93 
5 Glibenclamide 5mJl ca~ttab $0.0039 $0.0012 0.31 
6 Hydrochlorthiazide 25mg capitab $0.0025 $0.0080 3.20 
7 Isosorbide dinitrate 10mg capitab $0.0276 $0.0444 1.6 
8 Metformin 500mg capitab $0.0173 $0.0047 0.26 
9 Paracetamol 500mg call1tab $0.0031 $0.0022 0.7 

10 Penicillin V 250m~ caJlltab $0.0120 $0.0105 0.87 
Median MPR 0.76 
25%ile MPR 0.53 
75%ile MPR 1.61 
MinimumMPR 0.27 
MaximumMPR 3.2 
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Annex 4 

SAMOA 

Reference Samoa 

1 
Unit Price Unit Median 

No. VITAL Strel!9th Unit ($) Price.ill j.MPRj 
1 Atropine sulphate 600 mcglml millilitre $0.0724 $0.4830 6.67 
2 Cloxacillin 500mq vial millilitre $0.1476 
3 Diqoxin 250mcg ca~ltab $0.0076 $0.0280 3.68 
4 Dopamine 40mg/ml millilitre $0.0984 
5 Glipizide 5mg cap/tab 
6 Hydrocortisone sodium succinate 100mq vial millilitre $0.4255 $0.1220 0.290 
7 Insulin Isophane 100lUimi millilitre $0.7920 $0.5520 0.70 
8 Penicillin G 600mg vial millilitre 
9 SOdium chloride 1000ml bag millilitre $0.0009 $0.0024 2.69 

10 Streptokinase 1.5 million unit, vial millilitre $109.1927 
MedianMPR 2.68 
25%ileMPR 0.69 
75%ileMPR 3.68 
Minimum MPR 0.28 
Maximum MPR 6.67 

Reference Samoa 
Unit Price Unit Median 

2 No. ESSENTIAL Stre'!llth Unit ~$) Pricejft iMPRl 
1 Amj:licillin 500~iml millilitre $0.1057 $0.2000 1.89 
2 Bupivacaine (5mqiml) 0.5% millilitre $0.0654 
3 Dextrose 5% 1000ml millilitre $0.0009 
4 Ergometrine + Oxytocin 500lT!.cgl5units millilitre $1.1530 
5 Flucloxacillin 500mg capltab 
6 Flucloxacillin (2) 125mg/5ml millilitre 
7 Lianocaine+Adrenaline 2%/1 :80,000,2.2 millilitre $0.1372 
8 Paracetamol 120mg/5ml millilitre $0.3300 
9 Ranitidine 300nlg cap/tab $0.0600 

10 Salbutamol inhaler 0.1 ma/dose dose $0.0081 $0.0100 1.23 
Median MPR 1.6 
25%ileMPR 1.4 
75%ileMPR 1.7 
MinimumMPR 1.2 
Maximum MPR 1.9 

Reference Samoa 
Unit Price Unit Median 

3 No. HIGH VOLUME - LOW COST Strength Unit ($) Price ($) (MPRl 
1 Amoxycillin 500nlR capltab $0.0270 $0.0280 1.04 
2 At~nolol 50mQ capltab $0.0088 $0.0120 1.36 
3 Enalapril 5mg cap/tab $0.0318 $0.0115 0.36 
4 Ferrous Sulphate 200nlR c<lQltab $0.0015 
5 Glibenclamide 5mg capltab $0.0039 $0.00295 0.76 
6 Hvdrochlorthiazide 25mg capltab $0.0025 
7 Isosorbide dinitrate 10mq capltab $0.0276 
8 Metformin 500mg cajlltab $0.0173 $0.0190 1.1 
9 Paracetamol 500mji caJ!..ltab $0.0031 $0.0159 5.13 

10 Penicillin V 250mg cap/tab $0.0120 $0.0157 1.31 
MedianMPR 1.10 
25%lIeMPR 0.90 
75%lIe MPR 1.34 
Minimum MPR 0.36 
Maximum MPR 5.13 
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Annex 4 

SOLOMON ISLANDS 
Reference Solomon 
Unit Price Unit Median 

1 No. VITAL Strength Unit (S) Price (S) (MPRJ 

1 Atropine sulphate 600 mcglml millilitre $0.0724 $0.1500 2.07 

2 Cloxacillin 500mQviai millilitre $0.1476 $0.4300 2.91 

3 Digoxin 250mCQ cap/tab $0.0076 $0.1500 19.74 

4 Dopamine 40mg/ml millilitre $0.0984 $0.4378 4.45 

5 Glipizide Smg cap/tab $0.3284 
Hydrocortisone 100mg vial millilitre 

6 sodium succinate $0.4255 $0.2696 0.6S0 

7 Insulin Isophane 1001U/ml millilitre $0.7920 $S.0520 6.38 
8 Penicillin G 600mgvial millilitre $O.065S 
9 Sodium chloride 1000ml baQ millilitre $0.0009 $1.8692 2.00 

1.S million millilitre 
10 Streptokinase unit, vial $109.1927 

Median MPR 2.91 
2S%ileMPR 2.04 
7S%ileMPR 5.41 
Minimum MPR 0.63 
Maximum MPR 19.74 

Reference Solomon 
Unit Price Unit Median 

2 No. ESSENTIAL Strength Unit ($) Price ($) (MPR) 
1 AmpiCillin SOOmQ/ml millilitre $0.1057 $0.0600 0.S7 
2 Bupivacaine (Smg/ml) 0.5% millilitre $0.0654 $0.4710 7.20 
3 Dextrose 5% 1000mt millilitre $0.0009 $0.0018 2.00 

Ergometrine + SOOmcg/Sunits millilitre 
4 Oxytocin $1.1S30 $1.2134 1.0S 
5 Flucloxacillin SOOmQ cap/tab 
6 Flucloxacillin (2) 12Smg/Sml millilitre 

2%/1 :80.000. millilitre 
7 LiQnocaine+Adrenaline 2.2 $0.1372 $1.8103 13.19 
8 Paracetamol 120l11glSmi millilitre $0.3300 $0.3452 1.05 
9 Ranitidine 300mg cap/tab $0.0600 

10 Salbutamol inhaler 0.1 mg/dose dose $0.0081 $0.007S 0.93 
Median MPR 1.0S 
2S%i1eMPR 0.99 
7S%ile MPR 4.60 
Minimum MPR 0.S7 
Maximum MPR 13.19 

Reference Solomon 
HIGH VOLUME· Unit Price Unit Median 

3 No. LOW COST Strength Unit ($) Price (S) (MPR) 
1 Amoxvcillin SOOmg cap/tab $0.0270 $0.0337 1.25 
2 Atenolol SOmg cap/tab $0.0088 $0.0130 1.48 
3 Enalapril SmQ cap/tab $0.0318 $0.0200 0.63 
4 Ferrous Sulphate 200mg cap/tab $O.OOlS $0.0013 0.84 
S Glibenclamide 5mg cap/tab $0.0039 $0.0049 1.26 
6 Hydrochlorthiazide 2Smg cap/tab $0.0025 $0.0068 2.72 
7 Isosorbide dinltrate 10mQ cap/tab $0.0276 $0.0387 1.4 
8 Metformin 500mQ capltab $0.0173 $0.0225 1.3 
9 Paracetamol SOOmg cap/tab $0.0031 $0.0030 0.97 

10 Penicillin V 2S0!Tl& ~p/tab $0.0120 $0.0099 0.83 
Median MPR 1.25 
25 %ileMPR 0.87 
7S%lle MPR 1.38 
MinimumMPR 0.63 
Maximum MPR 2.72 
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Annex 4 

COUNTRIES' AVERAGE 

Reference Average 

1 
Unit Price Unit Median 

No. VITAL Strength Unit (~ PricejR JMPR) 
1 Atropine sulphate 600 meg/ml millilitre $0.0724 $0.3770 5.21 
2 Cloxacillin 500m.g vial milliJitre $0.1476 $0.3600 2.44 
3 Diaoxin 250mca capltab $0.0076 $0.0600 7.89 
4 Dopamine 40mg/ml milliJitre $0.0984 
5 Glipizide 5mg capltab $0.1980 
6 Hydrocortisone sodium succinate 100mg vial milliJitre $0.4255 $0.2370 0.6 
7 Insulin Isophane 1001U/ml millilitre $0.7920 $5.1460 6.50 
8 Penicillin G 600ma vial millilitre $0.0655 $0.6560 2.65 
9 Sodium chloride 1000ml bag millilitre $0.0009 $0.0016 1.74 

10 Streptokinase 1.5 million unit, vial miJlilitre $109.1927 $47.060 0.43 
MedianMPR 2.54 
25 %ileMPR 1.4 
75%ile MPR 5.5 
Minimum MPR 0.43 
Maximum MPR 7.8 

Reference Average 
Unit Price Unit Median 

2 No. ESSENTIAL Strength Unit J!l Pricejll .lMPFn. 
1 Ampicillin 500ma/ml millilitre $0.1057 $0.1554 1.37 
2 Bupivacaine (5mg/ml) 0.5% millilitre $0.0654 $0.1553 2.47 
3 Dextrose 5% 1000ml millilitre $0.0009 $0.0013 1.44 
4 Eraometrine + Oxytocin 500mca/5units milliJitre $1.1530 $1.3130 1.14 
5 Flucloxacillin 500mg capltab $0.0911 
6 Flucloxacillin (2) 125mgL5ml millilitre $2.0510 
7 Lianocaine+AdrenaJine 2%/1 :80,000, 2.2 milJiJitre $0.1372 $1.1043 8.05 
8 Paracetamol 120mg/5ml milliJitre $0.3300 $0.3700 1.12 
9 Ranitidine 300mg caQltab $0.0600 $0.0474 0.79 

10 Salbutamol inhaler 0.1 mgldose dose $0.0081 $0.0083 1.02 
Median MPR 1.29 
25%ileMPR 1.10 
75%ileMPR 1.70 
Minimum MPR 0.78 
Maximum MPR 8.05 

Reference Average 
Unit Price Unit Median 

3 No. HIGH VOLUME - LOW COST Strength Unit ($) Price ($) jMPR) 
1 Amoxycillin 500m.JL cap/tab $0.0270 $0.0277 1.02 
2 Atenolol 50ma cap/tab $0.0088 $0.0117 1.329 
3 Enalapril 5mg cap/tab $0.0318 $0.0142 0.44 
4 Ferrous Sulphate 200mg cap/tab $0.0015 $0.0024 1.6 
5 Glibenclamide 5mg cap/tab $0.0039 $0.00270 0.69 
6 Hvdrochlorthiazide 25ma cap/tab $0.0025 $0.0100 2.60 
7 Isosorbide dinitrate 10mg cap/tab $0.0276 $0.0312 1.13 
8 Metformin 500mg c@Jtab $0.0173 $0.0152 0.88 
9 Paracetamol 500mg c@.Jtab $0.0031 $0.0060 2 

10 Penicillin V 250ma cap/tab $0.0120 $0.0100 1.11 
MedianMPR 1.12 
25 %ileMPR 0.92 
75 %ileMPR 1.53 
MinimumMPR 0.45 
Maximum MPR 2.60 
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AGGREGATED VOLUME (CURRENT ANNUAL QUANTITY PURCHASED) 

VItal I FIJI 

Insulin Isophane Injection 100 units/ml, 1 Oml vial 30,000 1.05 

Sodium chloride 0.9% Infusion 1000ml baa 90,000 1.94 

Glipizide tablet Sma 5700,000 1.27 

Cloxacillin injection 500ma vial 414,000 1.22 

Atropine sulphate Iniection 600 mCQ/ml ampoule 15,000 1.46 

Hydrocortisone sodium succinate injection 1 OOmQ vial 51,000 1.27 

Penicillin G iniection 1 million units, 600mQ vial 200,000 1.10 
Dopamine injection (40m!limIl200mQ/SmI ampoule 6,000 1.07 

Digoxin tablet 250mco 230,000 1.54 
Streptokinase injection 1.5 million unit, vial 225 1.00 

volume increase 1.29 

Essential Fiji 

Ranitidine tablet 300mQ 1,400,000 1.04 

Flucloxacillin capsule 500mQ 2,600,000 1.30 

Salbutamol inhaler 1 OOrncg/dose, 200 doses 66,300 1.45 

Ampicillin injection 500mg vial 346,000 1.52 

Flucloxacillin susoension 125ma/5m11 OOml bottle 43,500 1.34 

Paracetamol120ma/5ml100ml bottle 233,000 1.17 

Bupivacaine iniection (5m!limll 0.5% 10ml ampoule 6,400 1.21 

Lignocaine+Adrenaline iniection 2%/1 :80,000, 2.2ml dental cartridge 2,500 1.20 

Ergometrine + Oxvtocin injection 500mcg/5unils 1 ml amooule 18,000 1.56 

Dextrose 5% infusion 1000ml bao 
volume increase 1.31 

High volume - low cost FIJI 

Amoxycillin capsule 500ma 3,680,000 1.99 

Metformin tablet 500mo 6,750,000 1.62 

Enala~ril tablet 5mg 6,SOO,000 1.06 

Paracetamol tablet 500mg 12,615,000 2.17 

Penicillin V tablet 250mg 2,500,000 1.68 

Atenolol tablet 50ma 2,160,000 1.30 

Hydrochlorthiazide tablet 25ma 4,500,000 1.03 

Glibenclamide tablet 5ma 10,000,000 1.30 

Isosorbide dlnilrate tablet 10mo 3,060,000 1.00 

Ferrous Sulphate tablet 200mo 6,816,000 1.23 
volume increase 1.44 

average increase 1.35 
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ANNEX 5 

Solomon Total 
volume 

100 316 31,600 
70,000 2 174,940 
10,000 721 7,212,000 
65,000 8 S04,000 
2,500 9 21,900 
4,000 16 64,700 

220,000 
200 32 6,420 

60,000 6 355,000 
225 ---139 

Solomon Total 
volume 
1,460,000 
3,375,000 

18,000 5 96,300 
120,000 4 526,000 

2000 29 58,340 
300 911 273,300 
300 26 7,760 
500 6 3,000 

10,000 3 28,000 
18,000 1 18,000 ---123 

Solomon Total 
volume 

2,400,000 3 7,320,000 
150,000 73 10,950,000 
200,000 34 6,878,600 

9,200,000 3 27,315,000 
800000 5 4,200,000 

75,000 37 2,800,000 
100,000 47 4,6SO,000 
120,000 109 13,040,000 

2,000 1,531 3,062,900 
1,400,000 6 8,406,000 

185 

148.95 Jlil!i!!i!l~~13;OO 


