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SUMMARY 

The Regional Strategy for Improving Access to Essential Medicines in the Western P~cific 
Region 2005-2010 covers areas of concern including medicine financing. Important. strategl~s 
include identifying and sharing best practices in medicine financing, establishmg an mformatlon 
system for different sources of medicine financing, and applying cost contai.nment meas~res. A 
regional consultation on medicine financing was held to furth~r discuss the I.mp.lementat~on of 
those strategies and to share the policies and experiences of different countries 10 financlOg of 

essential medicines. 

Participants who are in charge of financing of essential medicines or involved in the 
selection and procurement of essential medicines were invited to attend. Subsequently, 18 
participants from Cambodia, Fiji, the Lao People's Democratic Republic, Malaysia, Mongolia, 
Papua New Guinea, the Philippines, Tonga and Viet Nam, one short-term consultant, four 
representatives from the Asian Development Bank and the local Department of Health and seven 
secretariat members attended the consultation. 

Presentations, which were given by WHO experts, pointed that sustainable, cost effective 
and efficient financing is seen to be critical to ensure accesses to needed medicines. The 
importance of governments committing to improving access to essential medicines for primary 
care and in particular for the poor was stressed. The trend towards increasing medicine costs 
requires countries to use systematic analysis of key factors to explore opportunities to improve 
efficient use of medicine funds and to contain medicine expenditures. A balanced utilization of 
different funding sources for medicines and an optimal cost-sharing among all the payers should 
be pursued. 

Country participants presented overviews of the structure of the pharmaceutical sector, 
economic indicators and key issues. An external consultant presented methodology for 
assessment of public and private funding of medicines and approaches for financial analysis and 
cost-containment of medical expenditures. Two different group work sessions followed and 
country participants explored their respective medicine financing strategies, options of combined 
interventions of cost-efficiency and cost-containment objectives, and their specific plans of 
action. 

It was agreed that member countries would be encouraged to develop and use effectively 
country-relevant national pharmaceutical accounts for policy-making, planning of medicine 
financing, monitoring and rationalizing medicine expenditures. Such exercise is also important 
for exchange of medicine financing information and cross-country comparison. Member 
countries would explore the opportunity to mobilize adequate financing resources through 
appropriate funding arrangements such as social health insurance, not only to satisfy their 
respective national requirements for medicines but also to contain the costs of medicines. 
Various cost containment strategies on rationalizing medicine selection, price, use and improving 
procurement, reimbursement and supply management system need to be further explored in 
countries concerned. 



WHO would collaborate with member countries to develop a standard methodology for 
national pharmaceutical accounts, support its application in their respective medicine financing 
situations and facilitate inter-country collaboration for exchanging and utilizing information on 
medicine expenditure and financing. WHO would also advocate and provide technical supports 
for member countries in improving medicine financing with various financing schemes and 
containing medicine costs through effective interventions aimed at rationalizing every process of 
medicine supply and use. 



1. INTRODUCTION 

1.1 Background Information 

Essential medicines save lives and improve health only if they are accessible and 
affordable, of good quality and properly utilized. Adequate and sustainable financing for 
medicines is critical if essential medicines are to be made available and accessible. Government 
commitment for funding essential medicines is crucial especially in primary health care facilities 
and for the poor segment of the population. In many countries of the Region, however, most 
financing for medicines is a direct, out-of-pocket payment. 

The Regional Strategy for Improving Access to Essential Medicines in the Western Pacific 
Region 2005-2010 covers areas of concern including medicine financing. Important strategies 
include identifying and sharing best practices in medicine financing, establishing an information 
system for different sources of medicine financing, and applying cost containment measures in 
medicine expenditures. A biregional consultation on medicine financing was held to further 
discuss the implementation of those strategies and to share the policies and experiences of 
different countries in financing of essential medicines. 

1.2 Objectives 

The objectives of the consultation were: 

(1) to share practices in financing essential medicines, as part of a health care 
financing strategy, with special attention on enhancing public funding to improve 
access to essential medicines; 

(2) to review the methodology for assessment of public and private funding of 
medicines, discuss the findings of the assessment in selected countries, and 
recommend necessary follow-up actions; and 

(3) to discuss various approaches for financial analysis and cost containment of 
medicines expenditures. 

1.3 Participants 

Participants who were in charge of financing of essential medicines or involved in the 
selection and procurement of essential medicines were invited to attend. Subsequently, 18 
participants from Cambodia, Fiji, the Lao People's Democratic Republic, Malaysia, Mongolia, 
Papua New Guinea, the Philippines, Tonga and Viet Nam, one short-term consultant, four 
representatives from the Asian Development Bank and the local Department of Health and seven 
secretariat members attended the consultation. 

It was proposed and agreed that office-bearers for the consultation should be: Robert 
Louie So (Philippines) as chairperson; Lamphone Syhakhang (the Lao People's Democratic 
Republic) as vice-chairperson; and Philomina Aufe (Papua New Guinea) as rapporteur. 

The agenda and list of participants are in Annexes 1 and 2. 
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1.4 Organization 

Regional Consultation on Financing of Essential Medicines took place from 
4 to 6 October 2006 in Manila, Philippines. Annex 3 shows the programme of activities. 

1.5 Opening ceremony 

Dr Richard Nesbit, Acting WHO Regional Director, for the Western Pacific Region, said 
substantial changes in funding, provision and organization of health care affecting the ways 
medicines were funded for recent years, however, addressed the reform process in the health 
sector. For example, the pooled public funding for purchasing the needed essential generic 
medicines through central procurement purchase had been decentralized to local government and 
to hospitals. To some extent, this had reduced the availability of affordable medicines because of 
the weak bargaining power of the decentralized public system in purchasing medicines. 
Diminishing of the centralized or public bulk procurement and medicine supply system had 
caused the price and quality of medicines to become a serious concern in many countries. 

He said the increasing cost of health services and medicines and, at the same time, the 
reduction in government funding for health care, necessitated the co-payment of medicines cost 
by the patients. Unfortunately, such co-financing often occurs to an extreme extent where sales 
of medicine became an important source of revenue in hospitals, even in public institutions. 
Patient out-of-pocket payment bearing a large proportion of the cost of medicines often resulted 
in those who could least afford out-of-pocket payments cutting back on necessary medicines or 
postpor.<:d treatment. The public health insurance schemes in many developing countries in the 
Region were still evolving with limited health insurance benefit coverage on medicines. 

Financial resources for health care came from different sources, both from the public and 
private sectors, but information regarding the various sources of medicines financing and 
medicines consumption had not been readily available. It was, therefore, difficult to undertake 
medicines expenditure analysis and relevant cost containment measures as compared to the 
situation in the past where there had been a well-defined central public funding on medicines. 

Countries like Australia and New Zealand had medicine financing schemes as part of the 
national health insurance, where cost containment and cost efficiency measures could be done 
properly for ensuring access and improving health outcomes. These included controlling 
medicines prices, educating consumers and advocating therapeutic guidelines. There was also a 
positive development in some countries like Malaysia and Mongolia, for the latter had included 
essential medicines in their health insurance benefit scheme and the former had started exploring 
an appropriate medicine pricing scheme as part of their medicine financing policies. 

b relation to the issue of medicine financing WHO had been and would keep advocating 
policies on generics, based on essential medicines concept, and the inclusion of essential 
medicines in the health insurance benefit schemes. Furthermore, the WHO Regional Committee 
for the Western Pacific at its fifty-fifth session held in Shanghai, September 2004, endorsed the 
Regional Strategy for Improving Access to Essential Medicines 2005-2010. Important strategies 
include: identifying best practices in medicine financing; establishing an information system for 
different sources of medicine financing; and applying cost-containment measures in medicine 
expenditures. Contribution from the participants to this consultation is expected to successfully 
put these strategies into action and encourage their respective governments to improve financing 
of essential medicines. 
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2. PROCEEDINGS 

2.1 Introduction 

The Regional Adviser in Pharmaceuticals presented the background and objectives of the 
consultation. He reminded participants that the regional strategy for improving access to 
essential medicines had been endorsed two years ago. The regional strategy includes three 
financing strategies: identifying and sharing best practices in medicines financing; establishing 
information system for different sources of medicines financing; and applying cost containment 
measures in medicines expenditures. He briefed the participants on the consultation 
methodology. First, plenary presentation and related discussions would provide participants with 
information on WHO key issues and concerns regarding financing and information on country 
specific practices with regard to pharmaceutical financing. Two different group work sessions 
will focus on methodology for assessment of medicines financing and approaches to financial 
analysis and cost containment. An expert will provide information on both topics which will be 
followed by the group work sessions. 

2.2 WHO Perspectives 

2.2.1 Dr Budiono Santoso (WHO/WPRO) 

Dr Budiono Santoso stated that WHO is concerned about the current trend in most 
countries ()f the region for public funding of medicines to be decreasing overtime and the need 
for government policy to address the needs of the poor. 

He said that sustainable, cost effective and efficient financing is critical to ensure accesses 
to needed medicines. He emphasized the importance of governments committing to access to 
essential medicines for primary care and in particular for the poor. He identified limited public 
budgets (and in some countries decreasing levels of public sector funding in recent years) have 
the potential for inefficiencies in the supply chain. The trend towards increasing medicine costs 
requires countries to use systematic analysis of key factors to explore opportunities for 
improvements in efficiency. 

WHO wishes to support countries to undertake systematic analysis to inform the 
implementation of relevant strategies to address the needs ofthe poor segment of population. He 
noted that many countries do not have data at the central or national level to undertake such 
studies. He suggested that if data is not available nationally then analysis at the regional, 
provincial or hospital levels could be undertaken. There are five key areas that could be 
improved: selection, quantification, procurement, distribution and storage and usage. Other 
factors that can impact on costs include losses, expiry, sub-standard quality, doubtful efficacy 
and saf,'ty concerns. 

Barriers to successfully undertaking analysis and cost control measures are lack of 
aggregate data at the nation level on public and private expenditure. Experience shows that it is 
very difficult to undertake an analysis of out-of-pocket financing and expenditure. Tools for 
medicines expenditure analysis and examination of efficiency measures include ABC analysis, 
therapeutic category analysis, real consumption versus estimated need analysis, VEN analysis, 
cost analysis of maintaining stock and product expiry analysis. 
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He presented the findings of an ABC analysis undertaken in Indonesia. He stated that 
ABC analysis together with therapeutic category analysis can identify therapeutic categories that 
account for the highest consumption and greatest expenditure, as well as indicate potential 
inappropriate use. It can help identify medicines that are overused and inform strategies to 
ensure cost-effectiveness. Undertaking studies to compare consumption and morbidity-based 
estimates of need can inform the decision-making process. A study undertaken several years ago 
in Indonesia found significant discrepancies between actual consumption and predicted 
consumption based on assessment of need. For instance, real consumption of anti-bacterials was 
found to be 40.9% of total expenditure where expected consumption based on need analysis was 
found to be 20.6% of total expenditure. 

He discussed the use ofVEN - V(vital), E(essential) and N(non-essential) - analysis to 
informing priority setting with regard to procurement and distribution. He suggested to 
participants that analysis and control of medicines consumption and expenditure should be an 
integral part of medicines financing policies. 

2.2.2 Dr Dorjsuren Bayarsaikhan (WHO/WPRO) 

Dr Dorjsuren Bayarsaikhan discussed the Regional Strategy on Healthcare Financing. He 
stated that health care financing included raising adequate and sustainable revenues, ensuring 
access to needed health services and managing revenues and setting right incentives. Three main 
functions of healthcare financing are revenue collection, resource pooling and purchasing health 
services. The key issues that needed to be addressed are the relatively low level of health 
spending in many countries in the Western Pacific Region, the declining share of public 
financing for health services, the increasing growth of private payments, the limited financial 
protection for the popUlation in general, low coverage by social safety mechanisms and low 
efficiency of resource use in many countries. Many countries would need a strong political will 
and support to achieve universal access to necessary health services. Often ministry of health 
staff are inadequately involved in decision making process on budget approval and resource 
allocation. In large, there is limited evidence, data and information that would support effective 
decision-making for health care financing. 

He emphasized the importance of ensuring equity of access to key health services and the 
importance of financial risk protection. Medicine expenditures in many countries are influenced 
by the perception that medicines are good business commodity rather than an essential 
requirement of health care. In some countries fees for consultations and medicines are the main 
sources of income for healthcare providers. 

It is suggested health care financing strategies would aim to address these issues and more 
specifically to ensure adequate and sustainable revenues for medicine financing from appropriate 
sources of financing; collect revenues in equitably and affordable ways; refrain from direct 
payments (user fees) as much as possible; alleviate financial burden on the low income and 
vulnerable; pool and redistribute the revenues for population health benefits; transfer the pooled 
funds to providers on behalf of popUlation; provide incentives for efficiency and effectiveness of 
resource use; support analytical work on medicine financing and expenditure; and strengthen 
regulatory mechanisms on medicines sale and use. 

2.2.3 Dr German Velasquez (WHOITCM) 

Dr German Velasquez stated that WHO had attempted to advise countries on critical and 
important issues with regard to financing of pharmaceuticals. He said that financial resources 
and technology are available to ensure access to essential medicines for the poor but they are not 
used appropriately. He stressed the importance of national health insurance schemes as a key 
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component of national pharmaceutical polices. Key cost containment mechanisms are setting 
criteria for inclusion in positive essential medicine lists, the use of negative lists to exclude some 
products, adequate price information and the use of international open tendering for procurement 
and voluntary licensing. He stated that government mandated compulsory licensing creates 
competition and forces prices down. Local state production should be supported. He said there 
was an urgent need for information to inform application of reimbursement mechanisms 
(insurance based) and economic evaluations of what is cost effective and affordable. 

He stressed the importance of continuing work to understand the potential impact of, and 
negotiations under, TRIPS agreements. National and international jurisprudence is important to 
protect the right of access to medicines. Civil society should be empowered to fight against 
unethical practices of private health providers and drug suppliers. 

He stated that research and development should focus on development of new medicines 
based on real health problems. It is important to explore the relevance of patent pools, treaties 
and oth'3r initiatives. Future research and development should explore ways to improve existing 
financing policies and help find new ways to finance medicines. 

2.2.4 Mr Jun Yoshida (WHO/WPRO) 

Mr Jun Yoshida talked about medicine financing and cost-containment interventions. He 
noted that public funding for essential medicines has to be adequate and sustainable. Two key 
approaches to improving use of pharmaceutical funds are to re-distribute resources, where 
appropriate, including resources for production and supply, demand and consumption and assets. 
He stressed the importance of establishing equity funds and safety-nets for primary healthcare. 
The other is to integrate health care services and education. He also stressed the assets for 
essential medicines supply and medicine regulatory & QA systems must be reasonable as to the 
requirement for public funding. 

He suggested that governments should select, procure and reimburse expenditure for 
essential medicines according to national health needs and improve rational use of medicines. A 
map of the potential flow of funds demonstrated the complexity of pharmaceutical financing 
involvipg sources, agents and providers in many countries. The interrelationship of inputs, 
activities, outputs and outcomes in healthcare was noted. The importance of avoiding waste and 
maximizing outputs were discussed, but it was bore in mind that the logic of policy-making 
realistically weighs the concept of cost-containment over the concept of cost-efficiency because 
consumers are indifferent to the optimal efficiency given their benefit and because efficiency is 
difficu It to control for patient outcome. 

The transformation of expenditure data into cost containment opportunities was explored 
for the purpose of restoring a balance between the payments made tolout ofthe system. The 
process includes collection and analysis of expenditure data to allow for assessment of agent's 
purchasing activities. Identification of potential opportunities to leverage expenditure can help 
identify cost-saving opportunities. Negotiations with targeted suppliers can enhance cost
containment. He illustrated medicine cost increases in terms of resource and income 
redistribution and integrated health consequences, but he stressed that the last is often 
problematic. Activities to rationalize drug price and volume of use include reference pricing, 
volume-price agreements, profit-price agreement, price floors, mark-up rules and differential co
payments. Restrictions on prescribing and dispensing can also impact on price control. A list of 
opportunities to drive generic substitution for originator brand-name products was also given. 
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He stated that payers should seek to contain medicine expenditure but at the same time 
take account of the importance of not increasing other health expenditure, irrational use and 
purchase of lower quality products. He stressed that the optimal drug cost-sharing among all the 
payers can achieve the most reasonable level of consumers' co-payment. A number of cost 
containment approaches were discussed in relevance of supply, demand and market as a whole. 
Countries were advised that they should explore the potential of using a mix of these strategies in 
their country. Key actions suggested include audit current drug costs, the establishment of 
mechanisms to influence drug use and expedite use of formulary systems and related drug 
therapeutic committees to advise government on what should be included or excluded from 
formulary lists, and clinical pharmacy practices. 

He concluded that countries should identity pharmaceutical financing sources and the flow 
of funds, look at the balance between payments made to and out of the system to help understand 
opportunities for financing options and explore a package of cost-containment interventions. He 
finally recapped a set of questions shown below he had sent the participants to prepare their 
country presentations. 

Questionnaire 

You are requested to approach to measure the value of national pharmaceutical 
expenditure, especially: 

• Total Pharmaceutical Expenditure and its percentage of Total Health Expenditure, 

• Public Pharmaceutical Expenditure, Private Pharmaceutical Expenditure, and their 
ratio in Total Pharmaceutical Expenditure, 

• Contribution of public and private insurance schemes for pharmaceutical expenditure. 

Total Pharmaceutical Expenditure value is the summation of Public Pharmaceutical 
Expenditure value and Private Pharmaceutical Expenditure value. Public Pharmaceutical 
Expenditure includes expenditure of pharmaceuticals by public healthcare pharmacy/public 
pharmacy department and by other public departments purchasing pharmaceuticals, donation of 
pharmaceuticals, finance contributed towards public provision of pharmaceuticals, etc. Private 
Pharmaceutical Expenditure includes expenditure of pharmaceuticals by households, private 
organintions, insurance firms, etc., which is the summation of pharmaceutical sales revenue by 
private retail pharmacies, private healthcare institution and public healthcare institution. 

Q I. Please trace the following resource entities and give each approximate value as instructed. 

Pharmaceutical suppliers (manufacturers and wholesalers) 

• Total Pharmaceutical Consumption value 

Locally-produced pharmaceutical value 

+ Imported pharmaceutical value 

- Exported pharmaceutical value 

Pharmaceutical providers (Pharmacy departments of health care establishments such as 
hospitals, nursing & residential care facilities and ambulatorv care facilities; retail 
pharmacies; public health programmes; health administrations; others) 
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• Value of pharmaceuticals provided 

• Value of pharmaceuticals received by in-kind donation 

Funding sources (Central & local governments / Department of Finance; other public 
funds; private firms; households; NPOs; other private funds) 

• Value of funds the entity provide that are used to purchase pharmaceuticals 

Funding agents (Central & local governments / Department of Health; Social Security 
Department; other public departments; private firms; private insurance firms; households; 
other private agents) 

• Value of pharmaceuticals the entity purchase 

Q2. Give observation from the point of optimal financing and expenditure rationing. What are 
to be improved in order to improve equitable access? Study the following points: 

• Stable revenue levels for sustainable financing of essential medicines 

• Levels of out-of-pocket funding for essential medicines 

• Financial barriers to seeking essential medication 

• Equity in essential medicines access and contributions 

• Efficiency and effectiveness of resource allocation and use of medicines 

Q3. What financial analysis has been undertaken and what cost containment measures have 
been implemented? Give cost-containment practices in medicine expenditures in your 
country. Also consider the following approaches, if any: 

• Medicine pricing, e.g., reference pricing, volume limitation, price floor, etc. 

• Restriction on prescribing and dispensing, e.g., restrictive formularies, prescribing 
guidelines including brand/generic substitution, prescribing budget limitation, etc. 

• Restriction on advertising and promotion. 

To these four presentations, attentions were given especially to if there are any strategies 
for medicine financing specifically targeted to the poor segment of populations, how reasonable 
the contribution from household co-payment should be to medicine financing and how sufficient 
and efficient the financing, purchasing and provision of medicines in the public sector should be 
enough to meet the requirements of the populations. Medicine financing situations and strategies 
in participating countries, which would be presented in the next session, were expected to 
address those issues. 
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2.3 Practices of countries and partners in financing essential medicines 

2.3.1 Cambodia 

Or Oudam Roath and Long Bore first provided an overview of the public and private 
health sectors in Cambodia. The pharmaceutical sector comprises government health facilitates, 
39 private clinics and polyclinics, 927 cabinets, 6 pharmaceutical manufacturers, 100 
pharma~eutical wholesalers, 491 private pharmacies and 698 private drug stores. An essential 
medicine list (EML) was established in 1986 and reviewed in 1993, 1995, 1997 and 2000. There 
are 472 items currently on the EML. 

The public sector procurement and supply system is centralized. Procurement occurs once 
a year and products are stored at the Central Medical Store. Pharmaceuticals are distributed on a 
quarterly basis to national hospitals and operational districts. Some 9 to 10 million USD worth 
of pharmaceuticals are purchased from the local manufacturers by the government and private 
providers, 70 million USD worth of pharmaceuticals is imported. It has been estimated that 
around 15 million USD worth of pharmaceuticals are illegally imported. Total pharmaceutical 
consumption value is around 95 million USD. Value of pharmaceuticals provided by the 
Ministry of Health whose procurement unit procures medicines for the public sector is about 30 
million USD totally - 22 million USD from the national budget and the rest from the World 
Bank, the Asian Development Bank and other donors. 

Overall health expenditure was estimated to be 26 USD per capita per year: 58% out-of
pocket payments, 15% government expenditure and 27% from external (loans and donors). 
Cambodia is highly dependent on donor funding for pharmaceuticals. The funding is usually 
short term and this makes long term planning difficult. Out-of-pocket payments constitute more 
that Yz of all funding for pharmaceuticals. There are no price controls in the public sector and 
there is a high incidence on smuggled goods. Consequently, it is difficult to ensure rational and 
continuous use of medicines by those in need. The government budget is insufficient to meet the 
basic needs of the population and there is inequitable access to products on the EML. Poor 
management of resources results in government agencies unable to provide the same medicines 
tllfoughout the country. 

To date there has been little analysis done with regard to the potential impact of reference 
pricing. Recommendations have been made to government to restrict prescribing but no action 
has been taken. 

Most prescriptions are made on the basis of branded names rather than generic. 
Constraints with regard to efficient procurement and supply included: limited government budget 
for centralized procurement; delay in receiving of budget package from the Ministry of Finance; 
long process of the public procurement; delay of payment to suppliers; no standard price for 
medicines; no system to monitor the medicine prices; leakage of medicines at the health 
facilities; lack of transparency; restricted number of local manufacturers; restricted number of 
items of local pharmaceutical products; and limited access to essential medicines by the poor. 

It was suggested that work should be undertaken to quantifY the gap in funding for 
government procurement to meet basic needs. She stated that government should increase access 
by the poor by establishing by increasing the equity fund. Procurement should be decentralized, 
user fees should be introduced at health facilitates, a standard price list should be established as 
well as a system to monitor prices country-wide. An ethical framework for good governance 
should be set up. Government should supervise and monitor practices in both the public and 
private sectors. A survey of financing of essential medicines, supported by WHO, should be 
undertaken. 
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Recommendation of decentralized procurement caught attentions from the floor because 
there are reports that some countries with decentralized health systems are having difficulty in 
ensuring access to essential medicines especially in local sectors and that gaps in access are 
being widen among urban and rural areas. Functions of the central government need to be 
rationalized, but consideration should be given to local capacity of fund-raising for the 
procurement of essential medicines and local infrastructures for the supply of medicines. 

2.3.2 Fiji 

Muniamma Gounder and Reshmi Lata Datt gave an overview of pharmaceutical 
expenditure analysis of Fiji. Fiji has a population of nearly 850,000. For the purpose of health 
system management Fiji is divided into three divisions: the Western Division, the Northern 
Division and the Central East Division. The Fiji Pharmacy Services (FPS) is the central 
procurement agency. She provided a description of the private and public pharmaceutical 
sectors. Pharmaceutical are provided at all government facilitates. Medicines on the Essential 
Medicines List (EML) are provided at no cost to the prisons and the military. The private sector 
includes 1 manufacturer, who manufacturers a limited number of medicines for export, 9 
wholesalers, 1 private hospital with its own pharmacy, 45 private pharmacies, 44 of which are 
situated on the main island. There are 13 private medical practitioners, some of whom dispense. 

A review of private/public pharmaceutical expenditure was recently undertaken. The total 
pharmaceutical expenditure is about 19 million Fj$ - per capita expenditure on pharmaceuticals 
(not including operational costs) was found to be US$ 6.07. The review also looked at disease 
based expenditure, geographic distribution in the public sector and the drug budget as a percent 
of government health budget over time. About the primary source of funding,S 8%, is from the 
government (taxation based), 41.8% from households and private insurance agencies and a 
further 0.06% from donors. The review found that per capita expenditure in the Northern 
Divisio:.1 (Fj$ 18) was approximately double that of the Central East and the Western Divisions 
(Fj$ 9.43 and Fj$ 7.95, respectively). A breakdown of public sector expenditure by providers 
was presented. US$3.5 million was allocated to the three divisional hospitals, US$ 2.3 million to 
sub-divisional hospitals, US$ 0.04 million by maternity hospitals and US$ 2.6 million to health 
facilitates and nursing stations. A review of the top 50 pharmaceuticals by cost found that some 
FJ$ 1.4 million was spent for infections in 2005, FJ$ 0.6 million for diabetes type 2 and 
FJ$ 0.4 million on cardio-vascular disease. 

The FPS has 4 costs centres that cover procurement and supply of essential medicines (as 
defined by the Fiji Essential Medicines List): the drug budget, the expended drug budget, vaccine 
budget and family planning budget. Over the period 2001 to 2006 the drug budget (Fj$ 8.3 
million) has not been increased and has decreased as percentage share of the total government 
health budget form almost 9% to less than 5.5%. 

Current strategies to contain costs in Fiji are: import tax does not apply to 
pharmaceuticals; in the public sector, preference is given to purchasing generics (only I branded 
drug is on EML); a competitive tendering process applies to purchase of pharmaceuticals in the 
public sector; budget restrictions are in place; pharmaceuticals available in the public sector are 
limited to those on the EML; promulgation of therapeutic guidelines and improvement of 
procurement and distribution processes is underway. In the private sector sales to private 
pharmacies by the FPS Bulk Purchase Scheme are at competitive rates (landed price plus 35% 
mark-up) and the Price and Incomes Board limits the amount of profit wholesales and retailers 
can make - 20% wholesale mark-up (of landed cost) and 35% retail mark-up plus 43 cents 
dispensing fee. 
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Regarding the drug budget having not been increased and decreased as percentage share of 
the total government health budget over the past 5 years, one question from the floor was how it 
can be interpret - if the current level of the drug budget is adequate enough to meet the national 
requirements, if the government can still afford to more finance medicines, etc. She said that one 
possibility was the government had given less priority to expanding the public financing of 
medicines because of its interest in promoting privatization of the public pharmaceutical sector. 

2.3.3 Lao People's Democratic Republic 

Lamphone Syhakhang and Boun Leuane Doungdeuan provided an overview of key health 
indicators and health sector financing challenges. The maternal mortality rate has dropped from 
656 in 1993 to 405 in 2005. For the same period, infant mortality rate has decreased from 125 to 
70 and average life expectancy has increased from 51 to 61 years. Public health facilitates 
include 3 central hospitals (there were 8 in 1993), 17 provincial hospitals, 127 district hospitals, 
710 health centers and 4991 revolving drug funds facilities. The private sector comprises 1870 
private pharmacies, 33 wholesalers and 6 manufacturers. 

The key challenges in the financing of essential medicines include the rapid increase of 
private pharmacies, high level of self-medication, high percentage of household out-of-pocket 
spending on health care, a dramatic decrease in the share of domestically-financed government 
health spending and rapid growth in foreign-financed government health expenditure in relation 
to GDP. There is not enough money in the public health system to operate effectively and 
efficiently and healthcare is not affordable for the poor as there is not enough money to provide 
free services to the poor. 

The national drug policy (NDP) was reviewed in 2000. Key elements include laws and 
regulations, drug selection, drug nomenclature, quality assurance (registration, licensing, quality 
surveillance), drug advertising and drug supply (procurement, distribution, storage). The policy 
also addresses rational use of drugs, a strategy on the drug economy, traditional medicine, 
operational research, the organization, management and monitoring ofNDP, human resource 
developnent and technical cooperation. 

The aim of the strategy on drug economy is to ensure sustainability through sufficient 
funding of adequate quantities of essential medicines of acceptable quality at lowest possible 
price for the public sector. Strategies to improve drug financing that are under consideration are 
increased public financing through general revenue, cost recovery, donor financing, incentives 
for import and local manufacture and additional strategies e.g., implementing central 
procurement of generic medicines from qualified suppliers as well as generic prescribing, 
dispensing and generic substitution. 

She said that revolving drug funds are seen to increase access to essential medicines in 
remote areas. However, access in general is seen to be inequitable as only 35% of essential 
medicines are available in some remote areas. She said that as many as 40% of available 
pharmaceuticals are expired. 

Government health financing has fluctuated overtime. It increased from US$ 8.3 million 
in 1992/93 to US$ 16.3 million in 1994/1995 to US$ 7.09 million in 2002/2003. Foreign 
financil'g also fluctuates overtime. It was US$ 8.6 million in 1992/1993 to US$ 22.05 in 
199411995 and dropped back to US$ 13.05 million in 2002/2003. Household's expenditure in 
1992/1993 was US$ 20.68 million, US$ 42.09 in 199711998 and dropping to US$ 19.02 million 
in 2002/2003. 
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. Pharma~eutical expen.diture is about 185,674 million Kips (33.9% of health expenditure) 
10 2003. Pubh~ pharmaceutical spendmg accounted for 9.5% and private expenditure was 
90.5%. She saId that the value of locally produced pharmaceuticals in 2004 was 31 407 790 
million Kip~, imported pharmaceuticals were valued at 47,942,706 million Kips and ex~orted 
pharmaceutIcals were valued at 620,000 million Kips. Funding sources in 2002 were central 
g~vernment (921 million Kips), local government (1,681 million Kips), donation (15,162 million 
KIps) and households (167,910 million Kips). 

The level of financing for essential medicines is unstable. About 50% of expenditure is 
out of pocket. There are financial barriers to seeking essential medicines for the poor. There is 
inequitable access and a need for improved efficiency and effectiveness of resource allocation 
and use of medicines. She said that studies have shown that the use of medicine differs in health 
facilitates - there has been an increase in the use of oral re-hydration fluids for treatment of 
diarrhea and increased use of antibiotics. 

There are strategies in place that attempt to restrict prescribing and dispensing through 
nationat standard treatment guidelines, an established essential medicines list, national drug 
formulary under development and use of essential medicines and generics under promotion. 
While there are regulations that place restrictions on advertising and promotion it is not enforced 
properly. 

She suggested that there are three possible sources on additional funding to address 
unmeet need - increasing central and provincial government budgets, increasing cost recovery 
revenue from households (co-payments) and increasing the amount of donor funding. 

Regarding the possibility of increasing the government central and provincial budgets, one 
question was if the national policy would be for more centralizing or further decentralizing the 
pharmaceutical financing systems. She clarified in her view that, for the systems to be well 
decentralized, they must be first centralized well. Second question was why developing social 
health insurance schemes wouldn't be recommended. She said because it is still uncertain 
among the government if a reimbursement by that scheme could ever work efficiently in 
comparison with other country practices. Attention was also given to high prevalence of expired 
medicines, especially in the revolving drug fund facilities. Improvement of medicine 
procurement and supply needs more resources. The option of increasing the amount of the 
government revenue by collected out-of-pocket from households also caught attention as a 
challenge because it may further worsen the current low availability of essential medicines. A 
careful examination is necessary to balance the possible approaches of increasing funds. 

2.3.4 Malaysia 

Hasnah Binti Ismail and Salmah bt. Bahri gave an overview of the health sector in 
Malaysia. The're are 128 government hospitals, 3 university hospitals, 218 private hospitals, 
18,246 doctors and 3,506 pharmacists. In 2005, 10,339 prescription items were registered and 
non-prescription items included 7,732 imported products and 3,435 locally produced products. 
The number of chemical entities was 555. She said that the pharmaceutical sector comprised 943 
wholesalers, 296 manufacturers and 652 licensed importers. There are 1,595 private sector drug 
retail outlets and 2,876 public sector outlets. 

48% of total health expenditure is from the Ministry of Health (MOH), 32% is out-of
pocket, 5.7% from private insurance agencies, 5.2% from corporations and the remainder is from 
the Ministry of Education, the Ministry of Defence, local authorities, EPF and the social security 
agency. MOH pharmaceutical expenditure has increased from US$ 9 J.1 million in 2000 to 
US$n212.6 million in 2004. Over the same time period, per capita MOH expenditure has 
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increased from US$ 3.97 to US$ 8.31. Total pharmaceutical expenditure by the MOH as a 
percentage of overall MOH operating budget rose form 8.8% in 20?0 to 12.7% in 2004. The 
value of locally produced pharmaceuticals was US$ 146.6 mIllton In 2003. Imports we.re valued 
at US$ 475.5 million and exports were valued at US$ 101.8 million. Total pharmaceutical 
consumption was estimated to be US$ 520.3 million. The total value ofpharmaceutic~ls. 
provided was US$ 402 million - US$ 138 million funded by the MOH and US$ 264 million by 
others. No data is available from retail pharmacies, residential care facilities and other agencies 
that fund pharmaceuticals. There was no data available for value on in-kind donations. 

She said that comprehensive drug control legislation and regulations are in place and that 
are monitored by government enforcement agencies. A national medicines policy is under 
development and it will address drug availability, drug affordability and quality use of drugs. 
Drug availability relies upon selection and procurement of drugs. Drug affordability is 
influenced by appropriate financing mechanisms and price monitoring. Drugs are exempted 
from taxes and import duties. The quality of drugs are monitored by drug and therapeutic 
committees at state and hospital levels. The MOH has an expert panel that oversees the health 
drug formulary. This panel has the authority to remove drugs from the list. Public health 
facilities give preference to generic drugs. 

Cost containment measures include: restrictions on medicine pricing through volume 
limitation according to treasury instructions (Ministry of Finance); restrictions on prescribing and 
dispensing through MOH formulary based on provision of range of drugs provided by hospitals 
and health clinics, hospital formularies and prescribing budget limitation (Modified Budget 
System) for medical specialists; requirement for generic substitution and promotion of generic 
prescribing in MOH hospitals; and restrictions on' advertising and promotion. 

She said that financial analysis has been undertaken primarily for price monitoring through 
national medicine use surveys. She stressed the importance ofMOH looking at ways to increase 
financing as drug expenditure is increasing. 

2.3.5 Mongolia 

Tsetsgee Purevjav and Choijoo Amarjargal said that the Mongolian National Medicines 
Policy (MNMP) was promulgated in December 2002. The MNMP is the Government's 
commitment to address a number of priorities in the pharmaceutical sector within 10 years of its 
endorsement. Its overall objective is to ensure the availability of good quality, efficacy and 
safety medicines at affordable prices to those who need them and ensure its rational use. The 
MNMP consists of five sections and includes legislation, drug selection, drug production, drug 
distribution, drug financing, quality assurance of medicines and rational use of medicines. The 
Mongolian government is supporting domestic drug manufacturing. 

From the beginning of the 1990s to 2002, Mongolia underwent economic change - moving 
from a centralized economy to a market economy. The Government used to fix the price of each 
medicine and a single tariff was applied throughout the country. Since price liberalization in 
1997, the price of medicines has gone up. About 85% of medicines that Mongolia needs are 
imported. The majority is coming from Russia and Eastern Europe. 

There are 50 privately owned small drug suppliers and one state/private joint stock 
supplier. Since the 1990s, there has been a rapid growth of the private pharmaceutical sector. 
There has been a 9-fold increase. There are 33 local manufacturers, 105 wholesalers and 850 
pharmacies. The number of drugs registered has doubled from 1998 to 2006 - 1,533 products 
have been registered as of 2006. 61 % of registered products are listed in the essential medicines 
list. 14.9% of drugs are generic. The number of countries registering their products is 33. 
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The 5'11 essential medicines list was approved in 2005. It includes 338 medicines. The 
~vailabi.lity of drugs in the in rural areas is as low as 60% and in the city it is 80%. There are 
msufficlent government funds to purchase the necessary volume of the selected medicines that 
are provided free. Supplies are purchased monthly - by about the 20'11 of each month government 
dispensing agencies frequently run out of stock. 

Currently, 65% of soums (villages) have revolving drug funds that have been established 
to increase access to essential medicines in rural areas. They are supported by UNICEF and the 
Nippon Foundation. 55 medicines are provided free for a selected number of diseases by the 
government at secondary and tertiary hospitals. She said that there are 127 medicines for which 
the social health insurance reimburses prices. The items covered by the social health insurance 
(type of drug and price) are monitored and reviewed according to existing lists and prices. 

The government introduced a process in 2002 to facilitate competitive bidding. Every 
government organization is required to ensure all goods and consultancy services are purchased 
on the basis of competitive bidding. 

She said that in 2006, 4.2% of the national government budget was allocated to health. A 
review of health sector expenditure data, for the period [999 to 2002, shows that public sector 
expenditure has increased from MNT (tugrig) 36 billion to MNT 59.5 billion. The MOH drug 
budget increased from MNT 5.6 million to MNT [2 million in 2006. 2002 expenditure data 
shows that community financing was MNT 1.1 million and donor financing was MNT 83.9 
million. Expenditures from the social health insurance fund accounts for 25% of the total health 
expenditures. 7 [% is coming from the state budget. 2.5% of expenditure from the social health 
insurance fund was pharmaceuticals. 

Medicine expenditure has risen over the last five years but, the same time, government 
debts related to medicines are increasing. Medicine expenditure of public hospitals in 2002 was 
9.3 billion and in 2006, it increased by 27.6 percent or 2.6 billion MNT - rising to 11.9 billion 
MNT. 

Priority areas that need to be addressed are the need for increasing financial planning 
skills, training in medicines management and pharmacoeconomics, application of cost 
containment measures and cost effectiveness analysis as well as development of information 
systems of funding sources and expenditures. An analysis of funding sources and expenditures 
should be undertaken. 

She concluded that public sector drug availability needs to be improved. Appropriate 
regulations are required to contain the increasing number of drugs available and the price of 
drugs. A review of burden of duties, taxes and mark-ups that applied to pharmaceuticals should 
be undertaken. 

Low availability of essential medicines in the rural public facilities in parallel with 
increasing national drug expenditures caught attention. The state budget and social health 
insurance fund needs to be more cost-efficiently explored for the procurement and provision of 
pharmaceuticals to meet the national requirements of essential medicines. 

2.3.6 Papua New Guinea 

Philomina Aufe and Jonesh Wangi gave an overview of the health sector and the 
pharmaceutical sector of Papua New Guinea (PNG). There are 20 public sector pharmacies and 
6 public wholesale stores. Donor agencies include AU SAID, the World Bank, the Global Fund 
and UNICEF. In the private sector, there as 5 clinical hospitals that have pharmacies. There are 
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64 private importers and 44 private wholesalers. PNG does not manufacture any 
pharmaceuticals. 

A national drug policy was endorsed in 1999 with the aim to improve use of the heal~ 
budget through the availability and rational use of safe, effective, affordable and ?00? .quallty 
drugs. There are several important objectives that the drug policy addresses: availability of 
essential drugs in the public health care system for the entire population of.the count.ry at all 
times; ensuring available drugs are safe, efficacious and of acceptable quality; ensurmg all 
essential drugs are affordable for all those that need them; and the promotion of rational 
prescribing and dispensing. Human resource development is required to support successful 
implementation of the policy. 

She said that is was difficult to obtain information on pharmaceutical expenditure from the 
private sector. Public sector expenditure was US$ 17 million (US $3.2 per capita). A number of 
strategies are seen to be important to achieve equity of access such as improving efficient 
allocation of resources - distributing resources more equitably for sub-population groups and 
spending more of the country resources on essential drugs for primary healthcare rather than on 
specialized drugs for national referral hospitals. In the private sector, there is a need to control 
demand. At present, long waiting lists and drug shortages have some impact on demand. 
Increases in the price of drugs have been shown to decrease utilization. 

She stated that government puts some control on payments by replacing high cost branded 
drugs with generics and by introducing user fees (US$0.6/prescription) at public hospitals. 
Prescribing patterns are influenced by selective re-imbursement - drugs on Essential Drug List 
only. Po drug utilization review was undertaken in 2001 to assess over-prescription or other 
forms of inappropriate prescribing/dispensing. The public sector tries to control drug utilization 
by dispensing limited amounts of the drug in pubic facilities. ABC and V.E.N. analysis have 
been used to undertake studies that are aimed at informing what drugs should be on the essential 
list. 

Attention was given to a certain level of decentralized health system where the provincial 
government health budget US$ 42 million is over the Ministry of Health budget US$ 35 million, 
48% of which is for pharmaceutical procurement. However, data on the provincial government 
medicine expenditures is not available currently. In relation to improving efficient allocation of 
resources, especially for local primary health care services, that data would need to be specified in 
the future. 

2.3.7 The Philippines 

The Philippine comprises 7,107 islands and has a population of 85.3 million. 
Robert Louie So and Dennis Quiambao gave an overview of the health sector. The national 
government retains some responsibility for health services; however, provincial governors are 
responsible for the major of healthcare. Health expenditure constitutes 3.4% of GDP. Health 
expenditure per capita has been estimated to be Php 1,979 (USD$ 38.47). 2.2% of the average 
family income is spent on health care. 

30% of total health expenditure (Php 165 billion) in 2004 was financed from government 
sources, 9% is from social health insurance, 60% from private sources and 1 % from other 
sources. Drugs and medicines constitute 46.4% of total health expenditure. The pharmaceutical 
sector comprises 246 manufacturers, 39 I drug traders, 28,760 retail outlets and 3,450 drug 
distributors. Out of the 246 registered drug manufacturers, only 31 are GMP-compliant. The 
value of the pharmaceutical sector has been estimated to be Php 72 -80 billion. 88% of drug 
expenditure is at drugstores and hospitals sales accounts for 12% of expenditure. 70% of 
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hospital expenditure (8.4% of total drug expenditure) is in the private sector. Government 
hospitals account for 30% of hospital expenditure (3.6% of total drug expenditure). 

There are 609 active ingredients on the Philippine National Drug Formulary (PNDF), one
third of which is manufactured by local generic companies and two-thirds are imported. There 
are 11,135 registered drugs including 7,724 branded drugs and 3,411 generic drugs. 
Procurement of drugs by government agencies is restricted to those listed in the PNDF. 
Reimbursement of costs for drugs from the Philippine health insurance agency is restricted to 
those listed on the PNDF. 30% of health insurance reimbursements are for drugs and medicines. 
The national government provides drugs for key diseases: tuberculosis, dengue, soil transmitted 
helminths, filarial and schistosomiasis. 

The national pharmaceutical unit - Philippine International Trading Corporation, has 
supported parallel drug importation in 72 Department of Health hospitals and 3 local government 
units, as well as 7,017 Botika ng Barangays and 1,135 Botika ng Bayan outlets (Both are 
designated private drugstores at village/community level. Some runs business with a sort of 
revolving fund.). In-patient care including drug costs at private and government hospitals are 
subject to the social health insurance reimbursement. Guidelines were implemented in 2004 for 
the exclusive use of generic terminology in all prescriptions and orders in all Department of 
Health facilities. Guidelines were also developed for enhancing informational transparency on 
the transactional visits of sales and medical representatives in all Department of Health facilities. 
There are policy and guidelines for governing pharmaceutical patents, guidelines for 
institutionalizing and strengthening essential drug price monitoring systems and guidelines for 
implementing the PNDF system. The Department of Health is the lead agency in identifying 
essential drugs as basic necessities and monitoring prices. Reimbursement of drugs and 
medicines provided by hospitals is based on the Drug Price Reference Index. There are 
regulations that cover retention of income by hospitals. Prospective income in 2007 is estimated 
to be PI'p 2 billion - major portion of which is to be earmarked for purchase of essential drugs 
and laboratory services. 

Healthcare financing is an element of the government health policy called Formula 1 (Fl) 
for Health. The FI financing policy for local government units is to provide a direct subsidy for 
priority health programmes and management and coordination of local government unit funds. 
The FI policy for national governments covers revenue enhancement measures and efficient and 
equitable allocation. The Fl policy for Philippine health insurance addresses issues to increase 
membership and manage data collection and remittance of premium. The policy also focuses on 
methods to enhance benefit packages and improve utilisation of reimbursements. Policies are 
also in place to assist local government units to develop schemes for reaching membership 
thresholds and enhancement of systems for regulation and governance. 

Attention was given to the government's clear private-public compatible financing policy. 
As the private drug stores are the main point for patients/consumers to seek initial consultation in 
the Philippines, the government is expanding the affordable drug private market including Botika 
ng Barangays and Botika ng Bayan outlets. These private outlets are, however, not subject to the 
schedule of the social health insurance reimbursement expansion, which is, in stead, focused on 
in-patient prescription at public and private hospitals as long as medicines are prescribed from 
the national formulary. Service of health maintenance organizations may be expected to increase 
to rationalize the medical costs including medicines in the private sector, though its share is still 
very small in the total market. 
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2.3.8 Tonga 

Melenaite Mahe and Louhangale Sauaki gave an overview of health and medicine 
financing situations in Tonga. Overall MOH expenditure per capita has increased from around 
TOP 60 in 1993/94 to almost TOP 120 in 2003/04. 5.85% of GDP is spent on health and the 
MOH budget accounts for 10.34% of the government budget. Source of funds for overall health 
care is 54% from the Ministry of Finance, 34% from donors, 12% from households and low level 
of resources from both non-government organizations and employer funds. New Zealand has a 
bi-Iateral agreement to cover high cost care that is not available in Tonga. However, there is a 
gap on what funds are available. Tonga has a well functioning procurement and distribution 
scheme. 

They said that total pharmaceutical expenditure constitutes some 12% of total health 
expend:ture - 10% is public expenditure and 2% is private expenditure - 84% of the 
pharmaceutical expenditure is in the public sector and 16% is private sector expenditure. There 
is a minimal contribution to private health insurance schemes. All pharmaceuticals are imported. 
Total pharmaceutical consumption is about TOP 1.5 million. Pharmaceutical providers include 
one central pharmacy and medical store, 4 hospital pharmacies, 14 health centres, 34 maternal 
and child health clinics, 4 private pharmacies, 7 doctors private clinics, 1 NGO family health 
centre and estimated 1,000 traditional healers. 

Cost containment measures include restriction on prescribing and dispensing, 5 different 
scheduling levels of medicinal drugs (drugs for maternal and child health, drugs for health 
centres, prescription drugs, restricted/specialized drugs and narcotics) and restrictions on 
advertising and promotion. Medicine pricing has not been implemented at this stage. 

Tonga's most important current policy framework is strengthening self-responsibility of 
individuals and communities for their own health and well-being. The public sector both 
finances health services and produces those services through hospitals and outpatient clinics 
which it owns and operates. Outpatient services including drugs, radiology and pathology are 
providej free of charge. Modest user fees are charged for impatient treatment. 

For future consideration, they proposed the following health financing options: retain 
existing system with increased/new user fees; retain existing system with levy on public sector; 
introduce managed care; social health insurance for civil servants; social health insurance for 
public sector; introduce medical savings accounts; and introduce a national universal health 
insurance. 

In relation with the situation where all pharmaceuticals are imported, there was a comment 
that there had been some recent discussions regarding implementing inter-country collaborative 
procurement for all Pacific island countries. There are concerns, however, that as country health 
situations arc different (different priorities) may render the approach irrelevant. They replied that 
public procurement had been under discussion for many years. She believes that the approach 
will not work as each country is different in terms ofpolitics, economy, geography and priority 
plans at the policy level. Ms Gounder from Fiji said that Fiji strongly supports bulk procurement 
for all Pacific island countries. She said there are some logistical issues that are of concern to 
some countries but she was sure they could be resolved. 

Attention was also given to the MOH budget that has increased constantly as the total 
government budget has increased almost by twice for the past ten years, but they reassured that 
the current budget level still cannot meet the national health requirements. 
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2.3.9 Viet Nam 

Le Thi Thu Nga and Do Thi Thuy Nga presented an overview of key economic indicators. 
GDP has been increasing constantly since 1999. GDP in 2005 was US $43.75 billion - per capita 
increased from US $376 in 1999 to US $638 in 2005. Health expenditure has increased from 
VND 13,391 billion in 1999 to VND 17,527 billion in 2003. Per capita health expenditure was 
US $ 26.8 in 2003 and per capita drug expenditure was US $7.6. 

She said that the Fifth Essential Drug list was issued in 2005. It was based on the 13th 

model list of WHO. Essential drugs are defined as those that satisfy the health care needs ofthe 
majority of the population. The provision is guaranteed by the National Drug Policy. They must 
be available in sufficient quantity and of good quality at affordable prices. There are 355 drugs 
(314 active ingredients) on the list. 

The reimbursed list is developed based on the national essential medicines. The list serves 
as the legal basis for health care establishments to develop their respective drug lists and to pay 
for drug expenditure through health insurance. The reimbursed list is applied for 
central/provincial healthcare institutions, district healthcare institutions and health stations with 
medical doctors available. 646 drugs are included on the list. 

In 2003, 9% of pharmaceutical funding comes from government sources, 89% from non
government sources and I % from external sources. Funding sources for reimbursement for 
drugs is government revenue, health insurance fund and hospital fees. Total drug expenditure is 
VND 16,013,946 million. Household expenditure is accounts for 80% of total drug expenditure. 
VND 58.9 per capita is spent on self-procurement for personal use. Self-medication is 
outstanding in Viet Nam with people by-passing the health system and purchasing directly from 
private outlets. Urban areas consume drugs twice than rural areas. In 2005, 48% of 
pharmaceutical supplies were locally produced, 50% were imported and 2% exported. 

Solutions to improve accessibility to essential medicines include improvement in hospital 
policies regarding fees, expansion of the voluntary health insurance and encouragement of the 
implementation of financing mechanisms in public hospitals. She suggested that there is a need 
to develop appropriate policies for medicine pricing, strictly enforce the implementation of 
prescribing regulation and restrictions on advertising and promotion, encourage domestic 
production and implement tendering for procurement by hospitals. 

Attention was given to the country's policy for investing the development of local 
pharmaceutical production, but such policy should be effective with promotion of locally
produced products. There was also a comment that there seemed to be too many items on the 
essential drug list, adding that as there are 200 manufacturers in Viet Nam, imports of drugs 
would have expected to be less than exports and not the other way round. They clarified that 
they have a project underway (mass media project) to promote domestic drug products and 
encourage the population to use local drugs. 

Interest was given to the fact that the social health insurance reimbursed list of medicines 
has been expanded from the essential medicines list in the number of listed products. It indicates 
the government's clear policy for private-public compatible financing policy like the Philippines 
- procurement of locally-produced drugs in the public sector based on the essential medicines list 
with expansion of voluntary social health insurance coverage of medicines provided in both 
private and public sectors. However, a concern was raised with the rapid growth of 
pharma.;eutical use in Viet Nam when there is no proper drug procurement in place yet that this 
will surely lead to irrational prescribing practices. 
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They concluded with the statement that rapid growth in the pharmaceutical market, 
pharmac:eutical use and pharmaceutical manufacture need careful consideration of regulating 
mechanisms. 

On completion of the presentations of participating countries, John Izard, Asian 
Development Bank (ADB) said that he was very pleased to be in the midst of the discussions and 
country presentations. He commented that ADB gives priority to procurement and distribution 
of essential medicines through loans and urged countries to contact ADB for the possibility of 
sourcing funds when the need arises. He also said that health insurance schemes were an 
interesting topic and that such schemes can playa role in promoting access to essential medicines 
by the poor. 

2.4 Methodology for assessment of public and private funding of medicines 
(with group work I) 

2.4.1 Carol Beaver - plenary presentation 

Carol Beaver presented an overview of the methodology underlying the recent review of 
pharmaceutical expenditure in 5 Pacific island countries: Tonga, Fiji, Cook Islands, Papua New 
Guinea and Samoa. The approach was based on the accepted methodology for implementation 
of national health accounts (NHAs). She said that NHAs focus on four principal entities: 
financing sources, financing agents, providers and health care functions. The full value ofNHAs 
is in the three step process of obtaining NHA estimates, interpreting the results and implementing 
appropriate policy changes. 

The first step was to define the pharmaceutical sector to identify funders and providers. 
Pharmaceutical expenditure was defined as the economic value of pharmaceutical goods 
produced or consumed. This includes recurrent expenditures on consumables only, for example 
purchasing of storage facilities etc. is not included in this definition. Pharmaceutical (or 
Pharmaceutical Product) was defined as any substance or combination of substances that has a 
therapeutic, prophylactic or diagnostic use, or is intended to modify physiological functions, and 
is presented in a dosage form suitable for administration to humans. Vaccines are included in 
this definition. 

She described the data collection process in Fiji and expenditure estimates that were 
collected - including public expenditure, private expenditure and external funds. The results of 
the 5 country review were presented. Total pharmaceutical expenditure as a percentage of total 
health expenditure was 20% for Samoa, 13 .8% for Tonga, 8.14% for Fiji, 13% for Papua New 
Guinea and 14.6% for the Cook Islands. Public/private expenditure ratio for Samoa was 
59.5:40.5, for Tonga 47:53, for Fiji 58.2:41.8, Papua New Guinea 73:26 and the Cook Islands 
71 :29. Government expend iture on pharmaceuticals per capita was estimated to be US $6, Samoa 
US $13, Tonga US $6, Papua New Guinea US $2 and the Cook Islands US $28. Total 
expenditure on pharmaceuticals was estimated to be Fiji US $11, Samoa US $19, Tonga US $12, 
Papua New Guinea US $3 and the Cook Islands US $47 

She presented information for a recent review of the pharmaceutical sector in Fiji to 
demonstrate what information what questions can be answered by undertaking an expenditure 
review: how much is the total value of pharmaceutical expenditure, what is the level compared to 
other countries, who funds pharmaceutical expenditure, who benefits (sub-populations groups) 
what is spent over-time and what funds are spent on (disease-based review of top 50 products by 
cost). She presented the results of a review of government expenditure by providers by 
geographic region. The majority of expenditure on pharmaceuticals under the FPS drug budget 
is for referral hospitals and general health facilities 40.69% of expenditure of the drug budget 
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was for divisional hospitals 26.46% for sub-hospitals, 0.47% for maternity hospitals, 30% 
community health centers and nursing stations and 2.38% for specialist hospitals and other 
government agencies. Expenditure by division was: Central East Division (Fj $3,400,789), 
Western Division (Fj $2,665,766) and Northern Division (Fj $ 2,446,995) 

She said that measure of equity access is the allocation of resources to sub-populations 
measured by per capita expenditure. Per capita expenditure by division for 2005 was: Western 
Division - Fj $ 7.95; Northern Division - Fj $ 18.63; and Central East Division - Fj $ 9.43. 
Northern Division expenditure per capita was found to be approximately twice that of the 
Western and Central East Division. It was not possible during the period to explore reasons for 
high expenditure. However, preliminary finding of the WHO Level II Pharmacy Assessment 
conducted 22/8/06 to 25/8/06 indicated that drug stocks held at health centres and nursing 
stations in the Northern Division that were surveyed are excessive. Discussions with the medical 
officer at Cakaudrove sub-division found that stock-outs were a rare occurrence and storage 
capacity was exceeded. 

An analysis expenditure on pharmaceuticals on the top 50 products by cost found that 
pharmaceuticals for infection (Fj 1,482,492 million) was the highest cost item followed by type 
2 diabetes (Fj$ 682,940), cardio-vascular disease (Fj $478,181), gastric disorders (Fj$ 251,228), 
and asthma (Fj$ 178,641). However, when expenditure on a low cost/high volume diabetes 
medication and on glucose monitoring strips (and recognizing that a high percentage of 
expend:ture on infections was for diabetes created infections) then non-communicable diseases 
(diabetes type 2, cardio-vascular disease, asthma and gastric disorders) are the major cost driver. 

She said that monitoring expenditure and or budget allocations overtime is valuable 
information. It can be used to demonstrate to the funder (MOH and MOF in the case of Fiji) that 
resources have not been increased to meet either cost-inflation or increasing demand. The FPS 
drug budget is the main source of funds for expenditure on pharmaceuticals. The government 
allocated FPS drug budget has remained static for the years 2002 to 2006 whereas the MOH 
budget has increased over the same time period. 

She presented examples ofNHA accounts - financing agent by financing source, financing 
agent by function, financing agent by providers and providers by function. The also stressed the 
importance of reviewing operational costs to identifY any areas for efficiency gains. The initial 
analysis identified some key areas that need further work in Fiji. A more in-depth review of 
private expenditure is required to develop an understanding of what is actually spent on what 
pharmaceuticals by households and insurers. There is increasing demand resulting form the high 
prevalence ofNCDs in Fiji. Work needs to be undertaken to quantifY what the gap in service 
prOVISIL n IS. 

She concluded by providing an overview of what the key issues would be with regard to 
undertaking a pharmaceutical NHA sub-account analysis. 

There was a comment that, with all the attempts in some countries to improve access to 
essential medicines, over-stocking and under-stocking both still occur, adding it wonders why 
after all the work such problems still exist. She replied that, in order to balance the financial 
sustainability, equation areas, other than just financial issues, need to be addressed - such as 
improving supply, cost containment and increased efficiency in procurement, supply and 
distribution. NHAs should be seen as a tool for financial policy-making, not for a policy issue 
itself. Information was given that Malaysia was about to develop a NHA. 
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2.4.2 Group work 1 

2.4.2.1 Orientation 

lun Yoshida gave an orientation of the group work. The objective was to optimize the 
methodology so as to institutionalize a nation II pharmaceutical account for different sources of 
medicine financing. He gave a set of questiolls for the groups to work on, which are: 

• How much is total value of spe 1ding of pharmaceuticals? 

• Who is spending? 

• What is it being spent on? 

• What are the sources of the exr enditures? 

• How does this compare in chro 1Ologically? (= domestic monitoring) 

• How does this compare to othe . countries? (= country comparison) 

• What are the trends? 

• What minimum essential package of medications is necessary? 

• How much of total funds can alford that minimum package? How much is the 
minimum requirement ofpublil funding to support that package? How much do 
the donors have to bear? 

• What core areas are the most important to improve methodology to collect 
financing & expenditure data Sl' as to collect financing and expenditure data 
regularly/monitor? For instanc·:, how effectively and continuously can the data of 
household funding/spending of medicines be collected because the household 
spending has the most number I)f links to the providers? 

• Similarly, what class of medicilles are the most important? What geographical 
areas are the most important? Etc. 

• What have to be done to optimi ~e the methodology so as to institutionalize a 
national pharmaceutical account? 

Participants were divided into the folio' 'ling three groups: 

• Group I: Cambodia, Laos and 11alaysia 

• Group 2: Mongolia, Philippine, and Viet Nam 

• Group 3: Fiji, Papua New Guin:a and Tonga 
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The following guidance was given to each group: 

• Starts with a round of introductions of group members. 

• Appoint chairperson and rapporteur. 

• Recap contexts of presentations and discussions. 

• Answer the questions country by country through interactively discussing them 
within each group. 

• Prepare group collective presentation and report to the plenary. 

The groups were provided with a working sheet containing the above-mentioned set of 
questions. 

2.4.2.2 Plenary - group work presentation 

The results of the group work analysis, which are to be annexed to the conclusion and 
recommendations at the last section, are as follows: 

Group 1 Malaysia LaoPDR Cambodia 

How much is total USD 520.3 million 34% of THE USD 95 million 
value of spending of 
pharmaceuticals? 

Who is spending? Public and private Public - 10% Public and private 
facilities Private- 90% 

facilities 

What is it being spent Essential Drugs and all Essential Drugs and Essential Drugs and 
on? registered medicines in special for specific special for specific 

the country diseases diseases 

What are the sources of Government: MOH, Government Government 
the expenditures? MOE, MOD, Local Health Insurance Health Insurance 

Authority, EPF, SOCSO 

Private: Out-of pocket, 
Household-Out-of-pocket Household-Out-of-

insurance, managed care 
pocket 

How does this compare Public: 56% 2003- Gov.-60% 
in chronologically? (= Private:-44% Household- 49% Oonors- 40% 
domestic monitoring) 

Donors- 33% (estimated) 

Gov. -18% 



- 22 -

How does this compare Total MOH expenditure- HE per capita USD 7.4 Per capita 
to other countries? (= USD212.6 million pharmaceutical 
country comparison) 

MOH Per capita 
expenditure - USD1.80 

pharmaceutical 
expenditure - USD8.31 

What are the trends? Increase by 133% from Increasing- 200% Increases steadily every 
2000 (USD 91mil.) to from1993-1998 year 
2004 (USD212mil) Decreasing- 11 % from 

1998-2003 

What minimum 
All medicines listed in All medicines listed in All medicines listed in 
National Essential List National Essential List National Essential List 

essential package of 
including specific including specific including specific 

medications is 
necessary? 

medicines for special medicines for special medicines for special 
programs programs programs 

How much of total Per capita pharmaceutical Per capita pharmaceutical Per capita 
funds can afford that expenditure: USD8.00 expenditure: USD3.00 pharmaceutical 
minimum package? expenditure: USD3.00 
How much is the 
minimum requirement Contribution: Contribution: 
of public funding to Government - 100% Government - 50% Contribution: 
support that package? 

Government - 50% 
How much do the Donors- 50% 
donors have to bear? Donors- 50% 

What core areas are the Improve methodology for Improve methodology for Improve methodology 
most important to data collection from: data collection from: for data collection 
improve methodology 

Public Sector Public Sector from: 
to collect financing & 

Expenditure Expenditure Publ ic Sector expenditure data so as 
to collect financing and Private Sector Private Sector Expenditure 

expenditure data Expenditure Expend iture Private Sector 
regu larly/monitor? For Household Expenditure Household Expenditure Expenditure 
instance, how 
effectively and Public facilities - Public facilities- Household Expenditure 

continuously can the Co-payment (Future) Co-payment (Future) Public facilities-
data of household Private facilities Private facilities Co-payment (Future) 
funding/spending of Private facilities 
medicines be collected Self-medication - Self-medication -
because the household Modern medicines & Modern medicines & Self-medication -
spending has the most TCM TCM Modern medicines & 
number of li:Jks to the TCM 
providers? 



Similarly, what class of 
medicines are the most 
important? What 
geographical areas are 
the most important? 

What have to be done 
to optimize the 
methodology so as to 
institutionalize a 
national pharmaceutical 
account? 

Group 2 

Total Value of spending 
on pharmaceuticals 

Who is spending 

What is it being spent 
on? 

What are the sources of 
expenditures 

Domestic Monitoring 

What are the trends? 

Antidiabetics, 
Cardiovascular, 
Respiratory, 
antiinfectives, vaccines 
(preventive programs) 

Equitable access 
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Anti-infectives- e.g. 
Malaria, TB, HIV, STD 

Commitment from high level policy makers 

Anti-infectives- e.g. 
Malaria, TB, HlV, STD 

Commitments from all stake holders- public, private and others 

Sufficient fund 

Identify responsible institution 

Capacity Building 

Philippines Mongolia 

US $ 1.5 Billion US $ 10.2 Million 

Private Sector (60%) Government (100%) 

Government (30%) 

SHI (9%) 

Gov'tlSHI = any drug in In-patient: free 
the Essential list Out-patient: for 15 
Private = any registered specific diseases (ex. 
pharmaceutical product Cardiovascular, 

transplants, etc.) 

Out-of-pocket: 60% Government 

Gov't: 30% Health insurance fund 

SHI reimbursements: 9% Donors 

NHAI Expenditures National Health 
through end-year audit Accounts 
Stock inventory 

Out-of-pocket: 60% Government 

Gov't: 30% Health insurance fund 

SHI reimbursements: 9% Donors 

Vietnam 

US $ I Billion 

Private Sector (90%) 

Government (10%) 

Gov't = any drug in the 
Essential list 

Private = any registered 
pharmaceutical product 

Government 

Health insurance fund 

Donors 

National Health 
Accounts 

Government 

Health insurance fund 

Donors 
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What minimum EDL EDL EDL 
essential package of 

Program-based (public Levels of care Levels of care 
meds is necessary? 

health concerns) (1',2',3') (1',2',3') 

What core areas are the SHI utilization Ministry of Finance Ministry of Finance 
most important to Program-based SHI uti Iization SHI utilization 
improve methodology information gathering 
to collect financing and 

(M&M) 
expenditure data; 
regularly monitor? 

Similarly, what class of Program-based (public Cardiovascular drugs and Antiinfectives 
medicines are the most health concerns; anti- drugs for gastrointestinal 
important? What infectives like TB, diseases 
geographic areas are malaria, etc) 
the most important? 1st line non-

communicable disease 
drugs (ex. HPN) 

What has to be done to Improve information Improve information Improve statistics and 
optimize the systems including data exchange data collection 
methodology so as to gathering. 
institutionalize a Relevant, reliable sources 
national pharmaceutical 
account? Timely and readily 

available 

GROUP 3 FIJI Papua New Guinea TONGA 

(source: Draft : Review 
of Expenditure & Finance 
of Medicines in selected 
Pacific Island Countries , 
study by Mr Schubert 
0812006 - for WHO) 

How much is total $19,149,185 U$D mil =17 .0 
value of spending of Public & Private Sector TOP2,9S7,347 
pharmaceuticals? 

Who is spending? Fiji Pharmaceutical PNG Pharmaceutical Public -
Services (Public Sector) Service (Public Sector) MOHIFINANCE 

Households (out of Household (out of pocket DONORS 
Pocket Payment) payments- 9.4%-to public NGO 
Donor Agencies 

provider & 24.5%-private 
provider) OUTOF POCKET 

Donor Agencies OTHERS 



- 25 -

What is it being spent Tertiary Care( Divisional Tertiary Care- PRIMARY HEALTH 
on? Hospitals - 40.69% 

Provincial Hosp: 
CARE 

Secondary Care - Inpatient IOutpatient OVERSEAS 
SDH,24.6% 

Secondary Care - District 
TREATMENT 

Primary Care - HlC, N/S hospitals TRADITIONAL 
30% Primary health Care - HEALERS 

Aidpost PATIENT'S CARE 

What are the sources of Public Expenditure - FPS Public:- Gov (MOH GOVERNMENT 
the expenditures? Private Insurance 

budget), Intr Donor MINISTRIES 

Donors 
Private:- Insurance PRIVATE 
Scheme HOUSEHOLD 

Households 
NGO 

DONORS 

PRIVATE FIRMS 

How does th;s compare - Expenditure is Gov. Budget increases as NO INCREASES IN 
in chronologically? (= increasing, budgetary Expenditure for THE PAST 5 YEARS -
domestic monitoring) allocation is same, for the p/ceuticals increase over DESPITE WEAKNESS 

last 6 years, burden on the last 5 years by 10% IN THE PA' ANGA 
Public Funding VALUE 

How does this compare Similar expenditure Similar expenditure SIMILAR TO OTHER 
to other countries? (= trends, PE is increasing, trends, PE increasing as COUNTRIES IN THE 
country comparison) Public funding is same or Public funding Increase REGION AND VERY 

decreasing thus increase DIFFERENT TO 
in out of Pocket payment OTHERS COUNTRIES 

What are the trends? Generally similar trends Looks like drug budget in THE INCREASESI NO 

Pharmaceutical Budget is 
public & private has been CHANGE IN 

stagnant or decreasing as increasing every year ( as $ ALLOCATION 
needs & demands compared to % of Health 
increase with the growing 

TPE CONSTANT OR 
Budget 

population) 
DECREASE 

What minimum As per Essential As perEDL ESSENTIAL DRUG 
essential package of Medicines List (400 plus 

(est: 400 +) 
LIST (APP) 

medications is items) 372 ITEMS 
necessary? 
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How much of total Budget - $8.032 million 50% of the current 1.5M TOP/ ALL FOR 
funds can afford that Plus $5 million for funding (17.0mil) can PHARMACEUTICALS 
minimum package? 

additional Essential catter only for the 50% of OPERATION 
How much is the 

Medicines ($ 13 million) the tot: population in EXCLUDED 
minimum requirement need. - therefore needs 

95% PUBLIC FUND 
of public furding to another increase of 50% 
support that package? from Public and Donor. 5% OTHERS 
How much do the 
donors have to bear? 
Minimal to Nil 

What core areas are the Private Expenditure Public: -FINANCE 
most important to needs to be collected and 

Needs a Major survey to -CUSTOMS 
improve methodology maintained at National 

be done -co llect data on 
to collect financing & Level together with 

Household expenditure. 
-PHARMACY 

expenditure data so as Public Expenditure data OUTLETS 
to collect financing and 

Household funding to be 
(currently all pt 

-CPMS 
expenditure data 

determined by surveys 
prescription are recorded 

regu larly/monitor? For and compared to the data 
at Private - provider -WHOLESALERS 

instance, how 
from Private Pharmacies 

level) -IMPORTESR 
effectively and 

thus accurate reflection of Public provider-
continuously can the -HOUSEHOLD 

data of hous~hold 
Private spending and out inpatient record record - EXPENDITURE 

funding/spending of 
of pocket payment discharge fees imposed, 

user fee/prescription HEALTH CARE 
medicines be collected PROVIDERS 
because the household Regular inspection -
spending has the most monitoring expenditure 
number of links to the 
providers? 

Similarly, what class of Medicines for NCO'S, Antimalarial -ANTIBIOTICS 
medicines are the most diabetes and CV, major 

AntiTB -NCO -
important? What disease burden 

CARDIOVASCULAR 
geographical areas are 

Ref: TOP 50 Drugs x cost 
Anti -venoms 

the most i mportant'1 Anti-retroviral 
DIABETES 

Divisional Hospitals ( 3 
ASTHMATIC 

major divisions of the Fiji 
Islands) 

What have to be done Expenditure to be Very reliable information 
to optimize the determined as per need! system needs to be INVOLVEMENT OF 
methodology so as to morbidity based rather established 

ALL CORE AREAS IN 
institutionalize a than as per demand only 

Participation from Stake COLLECTIONM OF 
national pharmaceutical 

Priority disease areas holders ACCURATE DATA 
account? 

identified 
Gov Comitment Similar FUNDING 

Unmet needs to be expenditure trends, PE is POLITIC 
determ ined increasing, Public 

COMMITMENT 
Accurate data for Private funding is same or 

Expenditure decreasing thus increase TRAINING 
in out of Pocket payment 
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During the following discussions, attention was first given to the three important issues 
raised in the group work presentations: medium term financing solutions, medium term financial 
analysis and methodological issues. It was noted that all countries seem to agree on developing a 
pharmaceutical NHA sub-account. Such an account should take into account operational, 
administration and maintenance costs. 

Attention was next given on the need for a deeper understanding in countries of financing 
issues. There was a comment that definitions and standards for data analysis should be 
developed, adding that the way forward would be for countries concerned to come up with 
guidelifles for the development of a pharmaceutical NHA sub-account. It was suggested that a 
starting point would be to set up a partnership with key stakeholders to collaborate on 
development of guidelines, adding that that there should be a collective inter-country working 
group to develop the methodology for pharmaceutical NHA account. It was noted that each 
country will have different information systems and that guidelines would need to account for 
this, so each country should have its own methodology and tools. Countries with the NHA could 
have opportunity to explore their national pharmaceutical sub-account, while countries without 
the NHA could choose to start with the development of their NHA or to start first with their 
pharmaceutical national account because developing the NHAs would be difficult and take time. 
Furthermore, it was recognized that having information as to what is happening in the private 
sector should be essential before countries introduce health insurance schemes. 

2.5 Approaches for financial analysis and cost-containment of medicine expenditures (with 
group work 2) 

2.5.1 Carol Beaver - Plenary presentation 

Carol Beaver commenced her presentation with an overview of the recent work done in 
Fiji to review key economic indicators for the pharmaceutical sector. The review undertook an 
analysis of sources of funds and expenditure as well as exploring equity of access, allocative 
efficiency and technical efficiency. 

She said that decisions as to what cost/financial analysis is done depends on the question 
you are trying to answer. It may be to reduce or at least slow down public and or private 
expenditure on pharmaceutical products or contain, reduce or at least slow down private and or 
public health expenditure or improve health outcomes through cost-effective treatment regimes 
or all three. She also stressed the importance of exploring what is impacting on financial 
estimates. For instance inter-country comparisons are an indicator of what level is spent in each 
country but it does little to tell you what is spent on what - and if needs are being met. 

The Fiji review found that there is equity of access in Fiji to essential drugs because they 
are provided free. The criteria of allocative efficiency are met in that the mix of products on the 
essential medicines list is determined by the mix of most commonly occurring and other priority 
diseases/disorders. 

Several issues relating to technical efficiency were identified as needing improvement. 
Work is underway to improve the procurement and supply process as well as work to identify 
reasons for stock-outs and wastage rates at the provider level. Cost containment mechanisms in 
Fiji include: public sector's supplying only pharmaceuticals. on the essential medicines list; 
priority given to generics; minimizing price paid by purchasing through open tender from pre
qualified suppl iers; capped budgets; provision of incentive for technical efficiency and price 
regulation in the private sector. In the private sector there is a 30% wholesale mark-up, 20% 
retail mark-up plus 43 cents per prescription. An international price comparison for a basket of 
drugs showed the prices Fiji pays is within the range of international prices. 
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She also said that countries may wish to undertake a study that links inputs 
(pharmaceuticals) to outputs (number of people/disease treated) to outputs (improvement in 
health). A recent study in Australia was used to demonstrate how information on changes to 
health outcomes (prevalence of cardio-vascular disease) could be linked to expenditure on lipid
reducing drugs (and other related factors). 

2.5.2 Group work 2 

2.5.2.1 Orientation 

lun Yoshida gave an orientation of the group work. The objective was to optimize a 
package of interventions of medicine expenditure containment objectives so as to further explore 
better medicine financing planning. He gave a set of questions for the groups to work on, which 
are: 

• How efficiently are the funds being spent? What analysis has been done or will 
have to be done for that? 

• How adequately and effectively is a safety-net for minors public-funded? 

• What can be done in order to increase the level of available resources? Explore 
options. 

• What can be done in order to use existing resources more efficiently? Explore 
options. 

• What can be done in order to contain expenditures of the existing resources? 
Explore options. 

Fe also asked the participants to summarize their work plan for medicine financing and 
intervention considering the results of the group work I & 2 and to align objectives & activities, 
timeline, resources (government & external) and outcomes & means of verifications. 

Participants were divided into the same three groups as the group work I. The same 
guidance as the group work was given to each group. The groups were provided with a working 
sheet containing the above-mentioned set of questions. 

2.5.2.2 Plenary: group work presentation 

The results of the group work analysis, which are to be annexed to the conclusion and 
recommendations, are as follows: 

Group I Malaysia Lao PDR Cambodia 

How efficiently are How efficient funds are A. How efficient funds A. How efficient funds are 
the funds being spent? are spent? spent? 
spent? Wha+ 

Qualitative Measures: Qualitative Measures: Qualitative Measures: 
analysis has been 
done or will have to Allocative Efficiency: Funds are being spent Selection: Less problem 
be done for that? Availability of EM in 2941 

according to the MOH 
Procurement: Existence of 

public health facilities (3°, 
regulations on drug 

rule and guideline for the 
procurement, distribution 

procurement but still 



Group 1 Malaysia 

20
, 10 level of health care) 

Technical Efficiency: 

i. Therapeutic Efficiency

Registration of medicines 
to ensure quality, safety and 
efficacy 

Selection of medicines 
based on local needs, 
evidence, cost
effectiveness, preference 
for generics and locally 
manufactured into the 
MOH formulary 

Promote rational use of 
drugs by providers (DTC, 
generic prescribing and 
substitution) and consumers 
(Comprehensive National 
Project on RUD for 
consumers) 

ii. Operational Efficiency

Procurement 

-Restricted to drugs in 
MOH Drug Formulary 

- Requirement based on 
usage-actual use and future 
needs 

- Budget limitation 

- Achieve the lowest 
possible total cost.-Pooled 
Procurement (central 
tender, concession 
company, negotiation for 
government procurement) 

- Select reliable suppliers 
of high- quality products; 

- Ensure timely delivery 

- Distribution & 
Storage- lIT, Integrated 
Drug Dispensing System, 
FEFO 

- Use of TRIPS 
flexibilities- ARVs 
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Lao PDR 

and use 

B. Analysis done: 

C. Analysis to be done: 

Selection 

Procurement 

Distribution 

Use 

- Analysis tools: 

ABC analysis 

VEN system 

Therapeutic category 
analysis 

Cambodia 

weak: do not follow 
guideline; price higher than 
private sector 

Distribution: 

Well equipped for CMS 
with good storage condition 
and good management; 
availability of most ED at 
the health facilities 

Use: 

promotion of rational use 
approach(MTP), standard 
treatment guideline 

Analysis done: 

Annual need forecasted 
based on EML and current 
need 

ABC and VEN analysis 
done 

C. Analysis to be 
undertaken: 

Continue using ABC 
analysis and VEN analysis 
for more accurate 
forecasting the need for 
procurement 

Would the decentralized 
procurement change the 
situation? 
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Group 1 Malaysia LaoPDR Cambodia 

B. Analysis done: 

National Medicines Use 
Survey - Analysis for use 
and cost by therapeutic 
groups and actual drugs in 
the public and private 
sectors 

C. Analysis to be done: 

In-depth survey on the 
medicine use and 
expenditures in public and 
private sectors- Cost-
analysis e.g. ABC analysis, 
Therapeutic category 
analysis 

National Health Sub-
Account - Pharmaceuticals 

How adequately Fully funded by the A safety net for the poor - Increase equity fund 
and effectively is a government has been established 

for the poor 
safety-net for through implementing 
minors public- exemption policy and - Vaccination, TB, 
funded? Health Equity Fund Malaria, HIV / AIDS 

Scheme for the poor-
Vaccination is free for are free of charge 
mothers and children - Social health insurance 

What can be done Modest co-payment -Increase government - Set up the budget plan 
in order to increase 

National Health Insurance 
awareness on Health 

and follow up the plan 
the level of 
available 

-Reduce expenditure on 
- Good management on 

infrastructure 
resources? Explore 

financing 
options. -Negotiate with MOF 

-Making a good plan/ 
- Smooth procurement 

estimation for drug system 
requirement - Show gap of funding 

to donor 

What can be done Reference pricing between Improvement of drug -To improve drug 
in order to use facilities (local purchases) management: management: 
existing resources and countries in the region 

Selection Selection 
more efficiently? 
Explore options. Procurement Procurement 

Distribution Distribution 

Use Use 



Group I 

What can be done 
in order to contain 
expenditures of the 
existing resources? 
Explore options. 

Malaysia 
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Lao PDR 

Training staff 

Monitoring and 
Evaluation 

Transparent price Similar as above 
information to providers 
and consumers 

Situational Analysis on 
medicine prices and explore 
mechanisms to improve 
pricing if needed 

Malaysia plan of actions 

Opportunities National Medicines Policy 

MOH Medicines Formulary 

National Essential Medicines List 

Medicines Price Monitoring Program 

National Medicine Use Survey 

Cambodia 

Training staff 

Monitoring and 
Evaluation 

Similar as above 

Objectives To ensure sustainable financing of essential medicines with objectives of: 

Adequate resources for equitable access of medicines for the public 

Ensuring efficient management of resources 

Resources Output and Means of 
Activities Timeline 

Verification 
Government External 

Continue the National Continuous Funding Medicine use and 
Medicines Use Survey- Workforce expenditure database 
expand to include 
procurement and 
expenditures in public and 
private sectors- Cost-
analysis e.g. ABC analysis. 
Therapeutic category 
analysis 
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Continue Price Monitoring Continuous Funding 
Program 

Workforce 

Explore mechanism to 2007 Funding 
implement National Health 

Workforce 
Sub-Account -
Pharmaceuticals 

Capacity building to 
facilitate implementation of 
financial anz lysis in 
relation to demographic, 
morbidity, functions etc., 
efficiently and accurately 

Explore mechanism for 2007 Funding 
financing of 

Workforce 
pharmaceuticals under the 
NHFS 

Lao PDR Work Plan Summary 

Objectives Activities Resources (US$) 

Govt. External 

Consultancy 

Consultancy 

Expected 
Output 

Medicine Price Database 

-Reference pricing 
between facilities (local 
purchases) and countries 
in the region 

- Pricing structure 
identified 

National Health Sub-
Account -
Pharmaceuticals 

Mechanism for financing 
of pharmaceuticals under 
the NHFS identified 

Means of 
verification 

Time line 

Objective (I): To establish reliable system for collecting data on pharmaceutical financing to be able to 
compare with the total health expenditure, government expenditure and GDP and to follow up the trend 

Activities 

2 

Establish a unit 
responsible for data 
collection 

Establ ish a specific 
standard format and 
program for 
collecting data 

1,000 

500 

A system for data 
collection 
established 

A decree of 
MOH 

A standard A copy of 
format developed existing 

standard 

Q1I2007 

Q1I2007 
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3 Regularly 200 A network for Number of 2007 
communicate with communication meetings and 
relevant stakeholders established reports 
in pharmaceutical 
financing 

4 In service training for 5,000 Number of staff Report from Q2/2007 
responsible staff at trained on data training 
different levels collection 

5 Monitoring and 3000 Functioning Monitoring Q4/2007 
supervision system report 

Sub Total 1,700 8,000 

Objective (2): To spend the limited financial resources as efficiently as possible 

Activities 

Update the EML on going Updated EML A copy of Q1I2007 
regularly updated EML 

2 Develop Therapeutic 5,000 Therapeutic A copy of new 2007 
guidelines. Guidelines for Therapeutic 

other diseases guideline 

3 DevelopNMF on going NMF developed AcopyofNMF 2007 

4 Revision of the 1,500 Indicators A copy of 2007 
existing indicators to updated indicators 
monitor the use of 
medicines 

5 Survey on drug 10,000 Cost analysis on Report from Q3/2007 
consumption the use of survey 

medicine 

6 Training health staff 10,000 Capacity building Report from Q4/2007 
on financial planning of health staff on training 
and analysis financial 
including the use of planning and 
the developed EML analysis and drug 
and guideline use 
including the use of 
generic 

7 Strengthen the 200 1,000 a Monopoly Decree of Q2/2007 
existing Drug system on drug MOH 
Procurement procurement 
Committee at central implemented 
and provincial level 
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8 Develop a regulation 200 500 a Monopoly Decree of Q3/2007 
on price control- a system on drug MOH 
monopoly drug pricing 
pricing implemented 

Sub Total 400 27,000 

Total amount (US$) 2,100 35,000 

Cambodia plan of actions 

Objecti-;e: Improve availability and accessibility to essential medicines to better use ofthe 
financing 

Activity Who When Resources Output Means of 
Verification 

Q1 Q2 Q3 Q4 Gov't External 

Set-up 
unit/working for 
financing of 

Number of essential X Unit/working 
member of medicines to be 2006 established 

responsible for Working group 

national sub 
account 

Establish tool 
for collection of Tools for 
data on Working X collection Number of tools 
pharmaceutical group 2006 data established 
funding and established 
expenditure 

Consultation 
Relevant X Relevant 

with relevant stakeholders Report of the 
stakeholders 2006 WS stakeholder trained 

Data collection 
on Compiled 

Amount of 
pharmaceutical Working X pharmaceutical 

group 2007 data 
funding and funding and collection 

expenditure expenditure 

Need 
assistance from 
WHO to 
convince high 
ranking 
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Group 2 Philippines Mongolia Vietnam 

!How efficiently are the For national government: ~o/minimal wastages but jThere are some wastages 
ifunds being spent? What 

~ual planning based on ather shortages of needed through expiration but no 
~alysis has been done or 

forecasts and morbidity ~edicines estimates are available 
~ill have to be done for 

trends; No current analysis being Expenditures for hat? 
priority thrusts to address conducted but estimates are pharmaceuticals are estimated 

public health concerns; made based on the previous 3 from National Health Accounts 
years consumption 

yearly audit reports and 
n the future, it may be 

internal monitoring of 
indicators. (latest reports 

needed to use ABC and Venn 

~how that for National 
analyses and to estimate drug 

povernment, wastages, 
needs based on M&M using 

~xpirations are around <1 %) 
STGs 

.. 

IJ-Iow adequately and pependents covered by SHI children up to 16 years, for children up to 6 years, 
~ffectively is a safety-net gives partial re- ~omen beyond 55, men ~overnment covers in- and out-
!ror minors public-funded? mbursements.) ~eyond 60, soldiers and patient health needs (including 

~O% Senior Citizens 
~tudents: free coverage for Imy medicines needed) 

piscount for >65 for all 
in-patients (government Health insurance coverage for 

~oods 
Fovers all health needs for in- he poor (including some 
patients in gov't hospitals) 

~edicines in the essential drug 
~HI & out-of-pocket cost list) 
~haring for out-patient 

Out-patient for >55 women 
~d >60 males, SHI partial 
Ire-imbursements 
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What can be done in order Implement necessary Improve cooperation with Expanding the voluntary Health 
o increase thl level of fiscal/policy reforms that free IMOF and parliament to lobby ~nsurance system 

available resources? up funds that may be used !for increased pharmaceutical 
mprove hospital fee policy to 

Explore options. wor other essential medicines [budget 
Kex. Earmarking of funds to 

[be based on actual use rather 
Foreign donor support for han average hospital fees per 

jpriority programs and 
~pecific public health reatment day 

Irationalize benefit packages) 
jconcerns like TB, HIV/AIDS, 

Donor to support revolving 
Lobby for LGUs to increase Reproductive Health ' 

fund for drugs 
heir contributions to the SHI 

Lobby to Congress for 
ladditional funding for SHI 
I 

What can be done in order Improve information system !centralizing procurement Irransparency in procurement 
o use existing resources ~xchange on essential data to 

[Estimate total pharmaceutical IEstimate total pharmaceutical Imore efficiently? Explore be used for forecasting of 
pptions. needs and annual needs (to include private !needs (to include private 

IProcurement planning ~ector and out-of-pocket) ~ector) 

i 
Improve monitoring of IPromote Rational Drug Use Promote Rational Drug Use 

implemented policies to see jand Prescribing and Prescribing 

if these are timely and still Promote use of domesticall;'-
relevant manufactured drugs 

Implement checks and 
balances, transparency at all 
levels done religiously 

Performance-based 
budgeting 

J 
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What can be done in order mproving public perception mplement price controls for Develop policy for medicine 
o contain expenditures of and prescribing and essential drugs pricing 
he eXisting resources? dispensing of generic drugs 

mprove health education mplement prescribing IExplore options. 
!Focus on preventive and 

1F0cus on primary health care egulation and restrictions in 
jpromoti ve care than curative 

jand preventive measures I ike !advertising and promotion 

~omplete STGs for all major immunization 
lPublic health concerns tailor 
lfit to the local setting 

Promote ROU to prevent 
unnecessary resistance to 
medications 

Plan of actions (common in Mongolia, Philippines and Viet Nam) 

Objectives Activities Timelines Resources Outcomes Monitoring 

J. To increase Uncrease funding for SHI 3 years /Domestic lBetter health /NHA 
Foverage and Ithrough interventions at the ~unds !coverage 

/Audit 
ibenefits for SHI fLGU level Government 

lRational benefit 
I,including /Partnerships with other Jand packages offered 

!External monitor 
!essential insurance firms to 

\Contributions 
1P0tentiai to /packages for out-

!rationalize benefit 
from members) 

patient diseases) jpackages 
!expand services 

~. Improve cost- mprove public campaigns annual [Domestic [Prescribing, !Audit 
containment \and awareness, including Ifunds ~ispensing, and 

!External Monitoring 
measures through junderstanding of Public 

WHO (for 
use of low cost 

IPromotion of ~fficials at the local level 
~tandards) 

penerics Surveys 
generics and ~m generics and patent 

Effective use of iRDu (public and issues 
existing funds 

private) ~mprove training and skills 
[Prevent 

~or professionals 
resistance to 
antibiotics 
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Group 3 Fiji Tonga Papua New Guinea 

How efficiently are Prioritize Procurement INDICATORS ImQrove Efficiencx: 
the funds being using VEN classification 

PRICE COMPARISON I. Allocative Efficiency 
spent? 

Over-expenditure within where resources distributed 
What analysis has range does not indicate 

STOCK OUT PERIOD 
to ensure EM address 

been done or will inefficiency (unmet need) OVERSTOCK priority health problems 
have to be done for 

Wastage rate minimized EXPIRED/OBSOLETE/SU and serve the groups most 
that? in need. (challenges: studie~ 

by purchasing as per BSTANDARD 
need to be done to- measure 

required shelf life ABC, VEN the extent of efficiency) 
Inventor management ADHERING TO BUDGET 
system data analysed and 

ALLOCATION 
utilizedJor Procurement 2.TheraQeutic Efficiencx: 

Financial expenditure 
SELECTION 

EDL & Std treatment PROCUREMENT 
analys is done by 

DISTRIBUTION guidelines have been used 
Consultant 

lRATIONAL USE by health care prescribers 
however studies need to be 

ANALYSIS NHA done consistently to 

OVERSPENDING IS NOT measure - Rational Use. 

A NEGATIVE Annalysis: 
INDICATOR 

VEN analysis was taken on 
board in 2006 to review the 
current 2nd Edition of EDL 
In doing that most of the 
Non Essential item was 
permanently deleted. 

ABC - Annalysis if 
implemented in 
procurement will also help 
in priorotizing drug budget 

How adequately and Not separately considered N/A Across health facilities -
effectively is a included as part of Very Old, Children and 
safety-net for minors consolidated budget most people in the Rural 
public-funded? 

(It may not be possible to areas donot pay for services 

do so within current (Gov.) 

budgetary allocations) Urban - there is a user fee 
of USD 0.6 is apllicabe 
(excluding old.chilren, 
TB,Epileptic, asthmatic) 
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What can be done in Improve procurement STRENGTRHENING In order to increase Level 
order to increase the practices SELECTION,PROCUREM of available resources. 
level of available Possible increase in 

ENT, DISTRIBUTION, 
Promote or encourage 

resources? Explore Budgetary allocations 
RATIONAL USE 

studies /survey in all areas 
options. PROGRAMME 

of Drug Utilization monitored as 
per distribution channels 

DEMAND CONTROL Procurement ,Selection. 

ADHERENCE TO Dist, and USE (rational) 
Reduce current wastage 

TREATMENT Analyze findings and take 
rates 

GUIDELINES necessary action where 
Possible Co-payment 

- EDUCATION appropriate. 
introduced 

Establishment of a very -CONTINUAL 
Good Information System 

- SUPERVISION 
Good Procurement & 

REQUEST FUNDING Distribution practices. 
USING DATA /SURVEY 
FOR JUSTIFICATION 

What can be done in Inventory management CAPACITY BUILDING Procurement process 
order to use existing process streamlined 

REALLOCATION OF strengthened 
resources more 

Procurement process RESOURCES TO Continual monitoring & 
efficiently? Explore 
options. 

strengthened MAXIMIZE USE assessing situation & 

Geographical distribution CONTINUAL strengthened areas of 

to be re-evaluated and re- MONITORING & 
weakened 

direct resources where ASSESSING SITUATION Capacity building 
possible as per need & STRENGTHENED 
rather than demand AREAS OF WEAKNESS 

What can be done in Resource allocation and STREAMING & Control of payment 
order to contain re-distribution practices STRENGTHENING ALL 

Control of prescribing 
expenditures of the to be strengthened AREAS ABOVE-
existing resources? SELECTION, 

partners 
Utilization - Standard 

Explore options. 
Treatment Guidelines PROCUREMENT, Control of utilization 

developed for other areas DISTRIBUTION, 

of need and enforced RATIONAL USE 

EML - continuously 
TRAINING 

reviewed by Drug & CONTINUAL 
Therapeutics EVALUATION & 

Policy issues 
IMPROVING THE 
PROCESS OF strengthened - currently 
EXPENDITURE generics promoted 

Logistical issues MAXIMIZE USE OF 

improved to minimize RESOURCES 

future wastage 
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Work Plan Summary Recommendation: 

objectives & activities 

develop a working group on drug financing for both regions 

Cost of Illness studies for Problem Priority Disease as per individual country needs 

Define Pharmaceuticals, consumables, etc, so that intercountry comparison can be 
done in a more realistic manner, thus a better reflection of Pharmaceutical expenditure 
etc. 

-conduct a survey regularly every 2-3 years to find out the thel tpe Ipe 

review of current and projected unmet need as per priority areas 

-base on the information available we can continue to use it for supporting requests for 
improving pharmaceuticals supply systems 

-strengthened relation between treasury accounts & pharmaceuticals supply 
management 

Malaysian participants plan to continue the national medicine survey that is currently 
underway and expand it to include procurement and public and private sectors and continue its 
price munitoring programs. They will explore mechanisms to implement a NHA sub-account. 
They plan to build capacity to facilitate implementation of financial analysis and explore 
mechanisms for financing of pharmaceuticals under the National Health Financing Scheme. 

Laos PDR participants plan to establish a unit responsible for data collection. Establish a 
specific standard format for collecting data and regularly communicated with relevant 
stakeholders in pharmaceutical financing. The also plan to update the EML on a regular basis, 
develop therapeutic guidelines and revise existing indicators to monitor use of medicines. 
Training on financial planning and analysis will be undertaken. The existing drug procurement 
committees at central and provincial level will be strengthened and regulations to control, prices 
will be developed. 

Cambodian participants plan to set up a unit to be responsible for a NHA pharmaceutical 
sub-account. Tools will be developed for data collection and analysis undertaken. A workshop 
of relevant stakeholders will be held. Cambodia representatives said they needed the assistance 
of WHO to convince high ranking individuals of the need for a NHA sub-account. 

lhe Philippines, Mongolia and Viet Nam developed ajoint plan of action. Two objectives 
were agreed on - increase coverage and benefits for social health insurance (including essential 
packages for out-patient diseases) and improve cost-containment measures through promotion of 
generics and rational drug use (public and private). Planned activities were increase funding for 
social health insurance through interventions at the local levels, partnerships with other insurance 
firms to rationalize benefit packages, improve public campaigns and awareness, including 
understanding of public officials at the local level on generics and patent issue and improve 
training and skills development for professionals. 
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Fiji, Tonga and Papua New Guinea also developed a joint plan of action. The plan to 
develop working groups on drug financing and undertake cost of illness studies for priority 
diseases. They wish to develop an agreed definition of pharmaceuticals so as to ensure inter
country comparisons of expenditure are more valid. They plan to undertake surveys regularly 
(every 2 -3 years) and review current and projected unmet need as per priority areas. The also 
plan to strengthen the relationship between treasury officials and pharmaceutical supply staff. 
Information gained by studies will be used to support requests for improving pharmaceutical 
supply systems. 

About exploring options to increase the level of available resources, the group 2 Viet 
Nam's opting to improve hospital fee policy to be based on actual use rather than average 
hospital fees per treatment day caught attention. There are some reports proving that a flat 
hospital fee should be an effective method to curb the medical irrational expenses. Revenue
raising incentives to the healthcare providers are sometimes being criticized because it cause the 
households out-of-pocket payment - financial burden bored by patients - to increase. It indicates 
that options must be combined to reach a balanced cost-sharing among payers including 
healthcare providers and patients. Social health insurance schemes would give opportunities for 
that and this is the reason Viet Nam is opting to expand its voluntary health insurance system in 
parallel. 

Attention was also given to the prospect for drug revolving funds, which is a mechanism 
to invest seed money into business and then to relinquish revenue from sales to keep surplus 
turnover for running the service. Successful practices have been seen at villages and 
communities in rural part of some countries like Mongolia, Philippines and Laos with support 
from UNICEF and other donors. But this mechanism was thought difficult in countries like 
Tonga ~vhere the public sector well finances health and medicine services with it taken for 
granted that medicines provision is free of charge. 

Over-spending of medicines being not a negative indicator, which was expressed by Fiji 
and Tonga, was clarified as there being still unmet and future-prospected health needs of the two 
countries. 

Setting up a unit or work force under the government to work for agenda items described 
in their plan of actions (e.g., Laos and Cambodia) would be a good start if it could be well 
coordinated with relevant ministries such as ministry of finance and ministry of health. 

These presentations showed that data of medical expenditure is still very limited in some 
countries. Countries might need to do some more financial analysis of drug issues, in particular, 
with regard to cost containment. Questions to be addressed in the next step might include what a 
medium term financing strategy is, what the trend regarding pharmaceutical financing is, who 
sets prices and why and what financial mechanisms besides national health insurance schemes 
and user fees might be useful. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

The Regional Consultation on Financing of Essential Medicines, which was organized and 
hosted by the World Health Organization Regional Office for the Western Pacific and held 
during 4-6 October 2006 in Manila, Philippines, shared policies and experiences of different 
countries in financing essential medicines with analysis of different sources of medicine 
financing and in rationalizing medicine expenditures. 

3.1 r.9nclusions 

The consultation concluded that most developing countries lack reliable and accurate data 
and information on medicine financing to develop, implement, and monitor affective medicine 
policies. Therefore, a national pharmaceutical account, which can be built as a part of the 
national health account, would help countries to assess medicine expenditure and financing and 
to improve overall planning and funding of medicines. In this respect, some countries' medicine 
financing strategies and analytical methodologies were explored as attached. 

The consultation reaffirmed that adequate and sustainable financing of medicines through 
various financing schemes, especially social health insurance, is essential to improve equitable 
access to essential medicines. At the same time, it is inevitable to ensure appropriate 
combination of interventions, efficient use of the funds for medicines and contain medicine costs 
and expenditures. Respective countries' options for these interventions and efforts were as 
explored as attached. 

The consultation recognized that inter-country collaboration would encourage respective 
countries to develop their own policy and planning tools of medicine financing and explore ways 
of exchanging and utilizing medicine financing information. 

3.2 Recommendations for member countries 

Member countries would be encouraged to develop and use effectively country-relevant 
national pharmaceutical accounts for policy-making, planning of medicine financing, monitoring 
and rationalizing medicine expenditures. Such exercise is also important for exchange of 
medicine financing information and cross-country comparison for policy analysis and 
assessment. 

Member countries would explore the opportunity to mobilize adequate financial resources 
through appropriate funding arrangements such as social health insurance, not only to satisty 
their respective national requirements for medicines but also to contain the costs of medicines. 
Various cost-containment strategies on rationalizing medicine selection, price, use and improving 
procurement, reimbursement and supply management system need to be further explored in 
countries concerned. 
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3.3 Recommendations for WHO 

WHO would collaborate with member countries to develop a standard methodology for 
national pharmaceutical accounts, support its application in their respective medicine financing 
situations and facilitate inter-country collaboration for exchanging and utilizing information on 
medicine expenditure and financing. 

WHO would advocate and provide technical supports for member countries in improving 
medicine financing with various financing schemes and containing medicine costs through 
effective interventions aimed at rationalizing every process of medicine supply and use. 
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