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EXECUTIVE SUMMARY  
 
 

In Afghanistan, 20 non-governmental organizations (NGOs)
1
 are contracted by the Ministry of 

Public Health (MOPH) to provide support to the Basic Package for Health Services and Essential 

Package for Hospital Services (BPHS/EPHS) in all 34 provinces. The Pharmaceutical Logistics 

Information System (PLIS) was tested in all these NGOs in all the provinces in September 2013. 

The PLIS is an attempt to gather key pharmaceutical supply information from all these 

BPHS/EPHS implementers, which will help the MoPH and the implementers make evidence-

based decisions for pharmaceutical planning and management. The NGOs reported the value and 

volume information for all medicines that were available and used in the pharmaceutical supply 

chain in April, May, and June 2013 from the central and provincial stores, and the BPHS/EPHS 

health facilities (HFs).  

 

With the cooperation of the NGOs, the reporting rates were 80%, 97%, and 90% for central stores, 

provincial stores, and HFs, respectively. The reports from all the NGOs had 525 medicines 

collectively. Of these, 350 items were in central reports, 462 in provincial, and 431 in HF reports. 

Many of these medicines have incomplete descriptions, or mistakes in dosage, dosage forms or 

spellings, some of them may be duplications if the medicine descriptions would be correct or 

completed. As a result, only 336 (64%) items were in the LML (matching the medicine 

descriptions in the LML); 293 (56%) in the EML; and 274 (47%) in the BPHS/EPHS medicines 

list. 

 

The PLIS was able to demonstrate its ability to provide pharmaceutical supply information in 

value and volume. In the reporting quarter, the total value of the available medicines was $11.5 

million, and the total cost of the medicines consumed was $4.6 million. The reported total value 

remaining at the end of the quarter was $6.6 million. The data discrepancy was due to lack of 

physical inventory in some health facilities. The ABC analysis
2
 for the overall consumption 

revealed that only 10% (43 items) of the medicines accounted for 80% ($3.71 million) of the 

total medicine costs for Class A items, in which multivitamins, co-trimoxazole 480mg, and 

amoxicillin 500 mg tablets were the top cost items. In addition, the anatomical, therapeutic and 

chemical (ATC)
3
 categories were analyzed for Class A items. The results show that J01-

antibacterials (15 items) accounted for 40% ($1.47 million) of the Class A costs, and accounted 

for 32% of the total cost of the 431 items, the majority of them being co-trimoxazole and 

amoxicillin products. The same analysis for all medicines available at the provincial stores 

showed similar high-cost medicines and costing patterns. Key volume indicators were 

demonstrated through 250 mg amoxicillin tablets. A total of 12.22 million tablets were available 

at all levels, and 5.27 million tablets (43.1%) were consumed. There was an estimated 5 months 

of stock remaining at the end of the quarter.  

                                                           
1
 These NGOs are also known as “BPHS/EPHS implementers”. 

2
 ABC Analysis: A method by which medicines are classified as pareto category A, B, or C according to the 

monetary value of their usage (unit cost multiplied by consumption). The 'A' items typically accounts for a large 

proportion of the overall value with a small percentage of number of items. In the business management, they are the 

priority items to be managed or controlled.  
3
 The Anatomical, Therapeutic and Chemical (ATC) classification system: ATC is a medicine classification system 

for medicine studies. It has a coding system which categorizes medicines into different groups according to the 

organ or system on which they act and/or their therapeutic and chemical characteristics. 
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The Health Management Information System (HMIS) indicator medicines were also analyzed. 

There are 80 and 34 items for Monthly Integrated Activity Report (MIAR) and Hospital Monthly 

Inpatient Report (HMIR), and in total 107 medicines identified form the PLIS report. In total, 

these HMIS indicator medicines accounted for 62.9% ($2.91 million) of the grand total costs 

($4.61 million). The ABC analysis for HMIS indicator medicines found only 37 (35%) items 

accounted for 95% ($2.3 million) of the total HMIS medicines’ cost. While mapping the HMIS 

medicines in the overall ABC analysis result, 30 (70%) HMIS indicator medicines were among 

the 43 Class A medicines included in the overall 431 medicines. 

 

The anti-tuberculosis (TB) medicines and antimalarials were also analyzed. The ethambutol 275 

mg + isoniazid 75 mg + pyrazinamide 400 mg + rifampicin 150 mg (RHZE) tablet was the 

highest consumed anti-TB medicine ($17,956) and accounted for 50% of the total anti-TB 

medicines’ costs ($35,608). The chloroquine 150 mg tablet was the highest consumed anti-

malaria medicine ($18,116), accounting for 51% of the total antimalarials’ costs ($35,702). 

Ethambutol 400 mg tablet, artesunate 300 mg + pyrimethamine 25 mg + sulfadoxine 1000 mg 

tablet, and the 300 mg Tablet quinine sulfate tablet were significantly overstocked. 

 

Incorporating with demographic data and HMIS information, the medicine consumption 

represented per-capita medicine expenditure between $0.03 and $1.22 in the provinces, with the 

overall average of $0.18; and the medicine expenditure per patient visit was between $0.12 and 

$1.57, with the overall average of $0.39 in the reporting quarter. This is to confirm that the PLIS 

can be used to monitor per-capita medicine expenditure at the BPHS/EPHS level, on both a 

provincial and nationwide scale.  

 

Nevertheless, the following limitations of PLIS were noted: 

1. The data on stock-out periods is not collected because the PLIS reports on the health 

facilities’ data collectively. 

2. The data on medicines returned to the provincial/central stores from the health facilities 

were not collected.  

3. The correctness and completeness of the beginning and ending balance data was 

compromised because the physical inventory was only performed in a few health 

facilities at various intervals.  

4. It was not clearly defined whether the logistics data at the health post level should be 

reported and how. 

 

These limitations caused data discrepancies, and would affect the data quality of indicators and for 

quantification. However, only long periods of stock-out and major medicines returns would have a 

significant impact on the quantification. Using several periods of reporting data without stock-out 

information could minimize the data bias. 

There were challenges encountered during the testing phase, such as incomplete reports 

including missing prices, consumption data, and physical inventory data; late reporting; mistakes 

or inconsistency in medicine spelling and pricing; data with discrepancies; and, some medicines 

were not on the BPHS/EPHS lists. In addition to the limitations mentioned above, causes of the 

challenges were also noted including: human resources issues (multi-tasking, high workload, 
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various capacity levels, not attending PLIS training, or not using the user manual); management 

issues (poor inventory management at HFs); operation issues (double entry of the logistics data 

to satisfy donors’ requirements and PLIS); and system issues (different reporting and physical 

inventory intervals among implementers). Geographic barriers, communication gaps and security 

concerns were also the challenges that prevented some HFs from submitting their reports. 

 

Taking into consideration the lesson learned from the PLIS test, the following recommendations 

for the next steps and options were made: 

 

1. Determine the options for the  medicines list and variables for the PLIS report with the 

consensus of MOPH and the NGOs; 

 

Medicines List 

Option 1: Report the targeted medicines, such as HMIS indicator medicines, key program 

(BPHS/EPHS) medicines, or the most consumed medicines. This will allow MOPH to stay 

focused on the management of the priority health conditions with the medicines’ supply 

information targeting these conditions. In addition, enforcing the intervention for improving 

supply management for priority medicines would be more feasible and achievable than for 

all medicines. The NGOs and health facilities would minimize their time on reporting; focus 

on the management of the targeted medicines with limited human resource, improve supply 

management and provide better quality of data. However, it requires standardize the 

reporting medicines for all NGOs in both their own reports and PLIS, and the MOPH would 

not be able to oversee the overall medicine supply system in BPHS/EPHS for broader 

decision making or planning purpose. 

 

Option 2: Report all the medicines that are available and used. With more comprehensive 

information, MOPH would be able to oversee the overall medicine supply system in 

BPHS/EPHS for broader decision-making or planning purposes. The NGO managers would 

also benefit from the overall medicines analysis and reports for overseeing their supply 

management and medicine use; and the NGOs would be able report their medicines lists 

without adjustments. However, more time would be required for data entry and 

processing—improving management and data quality for all medicines at once or in short 

term would be difficult to achieve. Phasing in the interventions for improving the 

management and data quality from the priority medicines to all medicines while reporting 

all medicines in PLIS could be possible if the interventions are enforced. 

 

Variables 

Option 1: Keep the same variables. This option maintains the minimized data requirements 

and provides key information without increasing workload.  

 

Option 2: Add the “days of stock-out” variable. This option would improve the 

quantification results. However, it would increase the workload of data collection, and it still 

requires good data quality of all the variables.  

 

2. Adopt or agree with the recommendation for applications (combination of MS Excel and 

Access) and data management procedures;  
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Using MS Excel for data entry by the NGOs, and the rest of the process would be performed 

by MS Access. The MOPH and NGOs should define the reports for their regular use for the 

MS Access to generate the reports. The data can be exported to MS Excel for ad-hoc reporting. 

 

3. Determine the pre-defined reports required by MOPH and NGOs; 

 

4. Review the value and volume indicators, and define the variables and formulas for the 

predefined reports;  

 

5. Standardize the medicine descriptions or coding according to the above decisions; 

 

6. Revise the PLIS reporting template, user manual, or application, if necessary; 

 

7. Develop the database; 

 

8. Provide trainings to the GDPA relevant staff and implementers for launching the PLIS.  

 

In addition to the implementation of PLIS, other managerial interventions should be incorporated 

to improve the supply chain management at all levels to improve the supply management and the 

quality of information. The recommendations to the MOPH are as follows:  

 

1. PLIS reporting should be included in the contract of the NGOs to ensure on time 

reporting; 

 

2. Engage the provincial public health directorates’ pharmacy officer to be actively involved 

in PLIS implementation in order to oversee and provide supervision to PLIS activities in 

their respective provinces; 

 

3. Increase professional pharmacy staff to improve quality of work (in collaboration with 

GDHR for the implementation of pharmaceutical human resource strategic framework 

and operational plan); 

 

4. Apply VEN classification in the next EML revision. 

 

Recommendations to the BPHS/EPHS implementers (NGOs) are as follows: 

 

1. Adjust the physical inventory and logistics reporting timeline in alignment with HMIS 

and PLIS reporting timeline. This will be helpful in streamlining the reporting system, 

avoid causing extra work load to the staff, and improve data quality, data analysis and 

interpretation; 

  

2. Implement the minimum requirement guidelines for quantification, procurement, and 

distribution for improving the supply chain management at the central, provincial and HF 

levels. A good pharmaceutical management system can result in not only improving good 

quality of logistics data, but also saving money and lives. Include ABC/VEN analysis in 
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the quantification training so that the implementers will be able to analyze the PLIS data 

for their own use.  



  

1 

BACKGROUND 
 
 

Since 2002, an increasing proportion of the Afghan population has benefitted from health 

services offered through two heath service initiatives: the Basic Package of Health Services 

(BPHS) and Essential Package of Hospital Services (EPHS) (Newbrander, et al., 2014). The 

Ministry of Public Health (MoPH) contracted out the implementation of BPHS/EPHS services to 

national or international nongovernmental organizations (NGOs) with the financial support of 

international donors. A comprehensive routine health information system is available in 

Afghanistan which provides regular service statistics on contracted-out public health services 

(Ickx, et al., 2010). However, pharmaceutical supply information in the public sector has been 

lacking. The MOPH identified the gap and included the establishment of pharmaceutical 

management information system in its Health Information System Strategic Plan (GOA, 2009).  

 

To coordinate the services provided by the NGOs (also known as BPHS/EPHS implementers), the 

MOPH established the Coordinated Procurement and Distribution System (CPDS) in 2010 

(GOA/MOPH, 2010). To address the lack of pharmaceutical supply information, the Data and 

Information Committee (DIC) of the CPDS was tasked with developing a Pharmaceutical Logistics 

Information System (PLIS) to track pharmaceutical procurement, distribution and consumption in the 

BPHS/EPHS implementers and health facilities. The DIC developed a PLIS quarterly reporting form 

in a Microsoft Excel application, as well as a user manual, and macro (value) and micro (volume) 

indicators. The objectives of the PLIS are to inform the value and volume of the medicines that flow 

through the supply chain in the BPHS/EPHS implementers and health facilities; to analyze 

consumption patterns; to redistribute the medicines that are near expiry; and to further forecast the 

need of the medicines and the budget. The PLIS is an attempt to gather key pharmaceutical supply 

information from all the BPHS/EPHS implementers, which will help the MoPH and the 

implementers make evidence-based decisions for pharmaceutical planning and management.  

 

The PLIS quarterly reporting form was initially tested in eight NGOs in September 2012. The 

eight participating NGOs reported a total of 261 different medicines; of which 59% were listed 

in EDL. The total value of the available medicines during the reported quarter was $6.17 million, 

of which 68% was the value of initial stock, and 32% was the value of new procurement. The 

value of medicines distributed to health facilities amounted to $2.57 million (43% of the total 

value of available medicines) and a total value of $2.68 million was consumed. The results of the 

testing phase were presented to all CPDS committee members and the GDPA at BPHS/EPHS 

coordination meetings, as well as to the MoPH deputy minister. The DIC working group used the 

results to inform modifications to the PLIS quarterly reporting form and its user manual for the 

second testing phase, which expanded to all the BPHS/EPHS implementers. 

 

The objectives of the expanded test are to:  

 

1) Explore the feasibility of implementing PLIS by:  

 

a. Reporting the value and volume of the medicines in procurement, inventory, 

distribution and consumption in the BPHS/EPHS implementers. 

b. Analyzing the consumption patterns of all the reported medicines and tracer 

medicines reported in the HMIS. 
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c. Identifying limitations and challenges for which the system should take into account 

for modification.  

 

2) Recommend options and interventions for the implementation of PLIS. 



  

3 

METHODOLOGIES 
 
 

By the request of the MOPH deputy minister, the second testing phase of the PLIS quarterly 

reporting form was in use in all the 20 BPHS/EPHS implementing NGOs in 34 provinces by 

September 2013. The DIC working group decided to collect the data of the first quarter of the 

solar calendar 1392 (equivalent to April, May and June 2013). These BPHS/EPHS-implementing 

NGOs are contracted with MoPH through GCMU (see Annex 1).  

 

The testing phase included the following procedures: revision of the PLIS reporting form, 

medicines list, user manual and problem recording sheet; training and supervision; receiving 

reports and giving feedback; and data processing and analysis. These procedures are described in 

the following sections. 

 

 

Revision of the PLIS Reporting Form, Medicines List, User Manual, and Problem 
Recording Sheet 
 
During the first pilot phase, some problems were identified in the PLIS quarterly reporting form. 

The main problems arise in the data entry process, which is not particularly user-friendly. These 

have been identified as: 

 

 Long and fixed medicines list of EML, which can complicate the data entry process 

 The medicines were arranged according to ATC code, not alphabetic order 

 Reports for all three levels (central, provincial and health facility) in one sheet 

 

According to the findings and recommendations of the first testing phase, the PLIS quarterly 

reporting form and its user manual were revised. The PLIS reporting form remained in Microsoft 

Excel (MS-Excel). The revisions included: 

 

1) Applying each NGO’s own medicines list to its own PLIS reporting form.  

 

2) Listing the medicines alphabetically. 

 

3) Creating three separate sheets for reporting data at central, provincial, and health facility 

levels, and one sheet to aggregate the data of all levels. 

 

4) Revising variables based on the operations in each level (such as “distribution” at the 

central and provincial levels, and “consumption” at the health facility level). 

 

5) Preventing “data cooking” by hiding the “Stock Balance Calculated Based on the 

Transactions”. The variable/column would be used to monitor data quality.  

 

6) Revising the user manual for the PLIS quarter reporting form and translating it into Dari 

language. 
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In addition, a problem recording sheet was circulated with PLIS quarterly reporting forms to the 

implementers to collect the gaps and recommendations from the implementers for the 

improvement of the PLIS. 

 
 
Training and Supervision 
 

The DIC held three training workshops on the modified PLIS quarterly reporting form and its 

user manual in August 2013. Participants included 70 pharmacy officers from the central and 

provincial offices of 20 NGOs that implement BPHS/EPHS in Afghanistan. 

 

In September 2013, four supervisory teams were organized. These supervisory teams visited 

each NGO to follow up the status of data entry and to provide technical assistance if necessary. 

 
 
Reporting and Giving Feedback 
 

Each BPHS/EPHS implementer has its own reporting system to satisfy donor or organization 

requirements. The reporting procedures and tools vary among implementers. The PLIS report 

collects the pharmaceutical supply information through the BPHS/EPHS implementers’ existing 

pharmaceutical reporting systems from the following health facilities in 34 provinces (Table 1). 

There are no extra reporting forms for each reporting level for PLIS. Once the existing reports 

are received at the implementers’ central offices, the data will be entered into the implementers’ 

own reporting system and PLIS. After data entry, the NGOs submitted their PLIS reports and 

problem recording sheets to GCMU. GDPA collected all PLIS quarterly reporting forms and 

problem recording sheets through GCMU. 

 

 
Table 1. Source of Pharmaceutical Supply Information for the PLIS Report  

Types of HFs RH PH DH CHC BHC SHC MHT Others HP Grand total 

Total 1 15 56 317 601 314 14 17 13,008 14,329 

 

 

A reviewer team (including staff from the GDPA Planning Department and the DIC) was created 

to review the PLIS reports and problem recording sheets. The reviewer team developed a 

feedback sheet in both Dari and English to document the issues identified in the PLIS reports and 

problem recording sheets, and to provide feedback to the NGOs. One feedback sheet for each 

PLIS report was prepared and e-mailed to the related NGOs via e-mail. 

 

The reviewer team also held three rounds of face-to-face meetings with the 20 BPHS-/EPHS-

implementing NGOs to provide feedback. The feedback was mainly related to: 

 

 Incomplete reports; 

 

 The difference between the numbers of HFs reported in PLIS and HMIS; 

 Discrepancies found in their reports between physical inventory and stock balanced 

calculated through transactions. 
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 Discrepancies in the amount of medicines distributed from central/provincial stock and 

the amount received by health facilities. 

 

The NGOs were instructed to correct their reports if necessary and send back the corrected 

versions. The revised reports were reviewed once again. A few NGOs were given a second round 

of feedback through emails. The process of data collection, review, feedback and re-collection of 

the reports took approximately three months, from October to December 2013. 

 

 

Data Processing and Analysis 
 
The PLIS reports submitted by all the NGOs were compiled in one MS Excel spreadsheet. A 

master medicines list was developed through the compilation of the medicines lists reported by 

NGOs and compared with the EML and LML.  

 

During the review of the collected data, the following issues were identified: 

 

 Some of the reports were incomplete; 

 

 Some medicines were spelled incorrectly; 

 

 There were discrepancies in the descriptions of listed or added medicines (see Figure 1); 

 

 Medical equipment was reported by some NGOs; 

 

 Some of the added medicines were written in Dari; 

 

 Medicine price issues, including non-reporting of prices, reporting pack price instead of 

unit price, and reporting unusually high prices for some medicines. 

 

 

 
Figure 1. An example of spelling discrepancies 

 

 

To address the above issues, the following actions were taken: 

 

 Feedback was given to NGOs to enable them to make as many corrections as possible; 

 Spelling mistakes were corrected, and descriptions of the medicines were standardized 

based on EML and LML; 
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 Medical equipment was excluded from the reports; 

 

 Reference prices were used for entries without prices. For Partnership Contracts for Health 

(PCH) NGOs, medicine prices were taken from PCH medicine price list; for non-PCH NGOs, 

medicine prices were taken from the International Drug Price Indicator Guide (2012 

ed.); and the unusually high unit prices of some medicines were replaced by average 

prices from other NGOs’ reports.  

 

The above data processing and compilation required extensive effort, which caused considerable 

delay before data analysis. 

 

For the analysis of the PLIS reports, a number of indicators were selected and sorted into two 

groups: value (macro) indicators, and volume (micro) indicators. Macro indicators provide the 

information of costing or monetary status of the pharmaceutical supplies collectively or 

individually, while micro indicators provide the logistics information about the flow and stock 

status of each medicine. The macro indicators are listed in Annex 2A, and the volume or logistics 

(micro) indicators in Annex 2B. The data was analyzed using MS Excel pivot tables.  

 

 

Limitations of the PLIS Form 
 
The PLIS quarterly reporting form has a few limitations, as indicated below: 

 

• It does not collect the information on “days of stock-out” for each medicine because the 

health facility data was reported collectively. This could compromise the accuracy of 

quantification if there were significant stock-outs for any medicines. 

 

• PLIS is not used for resupplying individual HFs because PLIS compiles collective data at 

the HF level; additionally, the NGOs have their own established systems and tools for 

resupply. 

 

• The information on medicines returned to the provincial/central stores from the health 

facilities were not collected. Some NGOs regarded it a factor that caused data 

discrepancies. However, the significance of the returned amount is not clear. 
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FINDINGS 
 
 
Reporting Rate and Reporting Issues 
 

There are 20 BPHS/EPHS implementers working in the 34 provinces. The PLIS reports are 

submitted based on the provinces the implementers are working with. Therefore all the 

BPHS/EPHS implementers should submit 40 PLIS reports because some provinces are served by 

two implementers for either BPHS or EPHS. However, only 10 implementers have central 

warehouses; therefore 10 central-level reports were expected. The reporting rates for each level 

are as follows:  

 

 Central: 80% (8/10) 

 Provincial: 97.3% (36/37)  

 Health facility: 90% (36/40) 

 

(See Annexes 3A and 3B for the NGOs, provinces and reporting status.) 

 

Reporting issues were identified through the problem recording sheets or the supervision visits 

during the data entry period as follows: 

 

 The reporting periods from the health facility level to provincial level and to the NGO 

central office level are different among NGOs (some report monthly, others report 

quarterly).  

 

 A time gap between the consumption reports and physical inventory caused 

inconsistencies in the data.  

 

 The on-time reporting rate was low. Only three NGOs (15%) reported in September. 

Most of them reported in October, and three NGOs reported in November.  

 

 The time to complete data entry varied between 6 and 41 hours for different NGOs, with 

an average of 17.21 hours spent in PLIS date entry. Explanations for the wide range 

include the following: 

 

o The existing NGO systems for data collection, compilation, analysis, and reporting 

vary greatly.  

o Some of the NGOs transferred the data from their reports directly to the PLIS 

quarterly reporting form, resulting in a shorter data entry time.  

o Some NGOs keep separate records for BPHS and EPHS, and thus had to combine 

these reports from two data sets and then enter them manually into the PLIS quarterly 

reporting form, which caused longer data entry time.  

o The pharmacy officers of the NGOs have high workloads.  

o The pharmacy officers of the NGOs have different levels of technical capacities. 
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Medicines Lists and Related Issues 
 

The medicines list of all BPHS/EPHS implementers is predefined by the MoPH. The BPHS list 

has 187 medicines and EPHS has 283 medicines.  

 

Before the PLIS quarterly reporting forms were circulated to the NGOs, each NGO’s medicines 

list was requested. The NGOs provided their medicines lists, which varied between 132 and 320 

medicines per list. When the PLIS reports were received from the NGOs, their lists of reported 

medicines varied between 87 and 242 medicines. In the compiled medicines list, a total of 525 

medicines were reported by all the BPHS/EPHS implementers, which included 350 medicines in 

the central level, 462 in the provincial level, and 431 in the health facility level. Of the 525 

medicines, 509 items (97%) match the medicine names of the LML. Many of these medicines 

have incomplete descriptions or mistakes in dosage, dosage forms or spellings, and some of them 

may be duplications if the medicine descriptions would be correct or completed. As a result, only 

336 (64%) items were in the LML (matching the medicine descriptions in the LML); 293 (56%) 

in the EML; and 274 (47%) in the BPHS/EPHS medicines list.  

 
 
Value Indicators 
 

The estimated value of the medicines in the reports are based on the reported— 

and sometimes estimated —unit prices of the medicines. The summary of the collective value 

indicators from the PLIS report is available in Table 3 below. The value indicators can also be 

disaggregated in each level or NGO. 
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Table 3. Summary of the Value Indicators from the PLIS Reports (Currency: USD) 

No. Level of reporting Central Provincial HFs Grand Total Remarks 

1 Total value of beginning stock  $86,456.61  $4,325,034.80  $3,953,715.02  (c) $8,365,206.43   

2 Total value of received stock 
(excluding donation) 

(a) $654,403.53  (b) $4,717,531.45*  $5,099,440.43 (d) 
$3,112,799.13  

Grand Total: 
(a) + (b-$2.26 million)*/** 

3 Total value of direct donation $0.00  $0.00  $65,270.04  (e) $65,270.04   

4 Total value of medicines available 
during the quarter 

$740,860.14  $9,042,566.25  $9,118,425.49  $11,543,275.60  Grand Total:  
(c) + (d) + (e) 

5 Total value of the medicines 
distributed 

$422,037.25  $4,359,946.77  -- $4,781,984.02   

6 Total value of the medicines 
consumed 

-- -- $4,638,822.87  $4,638,822.87   

7 Total value of wastage $1.28  $1,546.44  $22,061.32  $23,609.04   

8 Reported total value remained at the 
end of the quarter 

$318,227.28  $3,321,367.78  $2,983,486.67  $6,623,081.73   

* The provincial stores received the medicines worth $2,259,135.85 from central stores apart from other sources. (Figure 6).  
**The HFs’ received the medicines were part of the total available stocks at the central and provincial levels. Therefore, the received stock at the HF level should not 
be added into the “grand total received stock”.  
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Table 3 shows that the estimated value of the reported medicines that moved between the central, 

provincial and HF levels. There was $8.4 million of the medicines at the beginning of the 

quarter, with additional purchases and donations worth $3.2 million. This mean a total value of 

$11.5 million worth of medicines was available for serving the BPHS/EPHS in the reporting 

quarter. The estimated value of the medicines consumed at the reported health facilities was $4.6 

million, which was 40.2% of the total value ($11.5 million), and 79.1% of the medicines 

available at the HF level ($9.1 million).  

 

There are different distribution channels among NGOs. Some have central stores distribute 

medicines from central to provincial stores, and the provincial stores further distribute them to 

the HFs. Some NGOs have no provincial stores distribute medicines directly from central stores 

to health facilities. Those only have provincial stores distribute medicines from provincial stores 

to the health facilities. Without detailed distribution information, it would not be possible to 

verify the data between distribution and receiving at the health facilities. However, without 

considering direct donation to HFs, and due to multiple distribution channels, the amount of 

distribution would be equal to or higher than the amount received at the health facilities. It is, 

however, noted in Table 3 that the amount received at the HFs ($5.1 million) was higher than the 

total amount distributed ($4.9 million). The possible issues related to the discrepancies will be 

discussed in the “Discussion” section. 

 
Other information related to the end balance and wastage is presented in Table 4. 

 

 
Table 4. Information Related to the End Balance and Wastage 

Level of 
reporting 

Discrepancies of the ending 
balance (amount and percentage) 

{[4-(5 or 6)-7-8]/8}* 

Months of stocks at 
the end of the quarter 

[8/(5 or 6)x3]* % of Wastage [7/4]* 

Central $594.33  0.19% 2.25 0.0002% 

Provincial $1,359,705.26  40.9% 2.28 0.0171% 

HFs $1,474,054.63  49.4% 1.92 0.2419% 

Total $257,761.96  3.89% 4.29 0.1711% 

 * The formula for the calculation using the serial numbers in Table 3 for the corresponding reporting levels. 

 

 

The reported value at the end of the quarter in Table 3 was based on the physical inventory at the 

three levels. It shows discrepancies between the theoretical balance and the physical inventory. 

As per the explanations of the NGOs, this was due to different reporting and physical inventory 

periods among NGOs, and lack of physical inventory exercise at many of the health facilities. By 

comparing the distribution/consumption and the ending balance, the value of the medicines at the 

HF level could last for 1.92 months, while the overall value of the medicines could last for 4.29 

months. However, these values for months of stock could be underestimated because some of the 

provinces and HFs did not report their end-of-quarter balance.  

 

Figures 2, 3 and 4 present the values and the movement of medicines at the three levels 

graphically.  
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Figure 2. Total value of the medicines at the central level during the quarter 

 
 

 

Figure 3. Total value of the medicines at the provincial level during the quarter 
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Figure 4. Total value of the medicines at the health facility level during the quarter 

 

 

Figures 5 and 6 show the amount and sources of received medicines at the central and provincial 

levels. Figure 5 revealed that majority of the medicines at the central stores came from local 
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from five sources: direct international purchase, local purchase, from donors via international 
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Figure 5. Total amount and sources of received medicines at the central stores 
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Figure 6. Total amount and sources of received medicines at the provincial stores 
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Table 5. Volume Information of Amoxicillin 250 mg Tablets at Various Levels 

No. Indicators Central Provincial HFs Grand Total Remarks 

1 Total volume of beginning stock 89,380  2,816,871  5,044,862  7,951,113 (c)   

2 Total volume of received stock 
(including direct donation) 

(a) 1,017,400  (b) 5,856,670*   4,855,889  (d) 4,269,300 (d) = [(a) + (b)*- 
2,604,770]** 

3 Total volume of medicines available 
during the quarter 

1,106,780  8,673,541  9,900,751  12,220,413 Grand Total: (C) 

+ (d) 

4 Total volume of the medicines 
distributed 

679,630  5,070,796  -  5,750,426   

5 Total volume of the medicines 
consumed 

-  -   5,271,528   5,271,528   

6 Total volume of wastage  -  120   -  120   

7 Total reported stock balance at the 
end of the quarter 

427,150  2,878,933 3,707,733 7,013,816  Sum of the 3 
level data 

8 Total theoretical stock balance at 
the end of the quarter 

427,150 3,602,625  4,629,223  8,658,998  Sum of the 3 
level data 

9 Difference between 7 & 8 (7-8) 0 -723,692 -921,490 -1645182   

10 Months of stock based on this 
quarter’s distribution/consumption 

1.89 (7/4, 8/4)*3^ 1.71 (7/4)*3, 2.(8/4)*3^ 2.10 (7/5)*3, 
2.64(8/5)*3^^ 

3.99(7/5)*3, 
4.92(8/5)*3^^ 

^(7/4, 8/4), 
^^(7/5, 8/5) 

* The provincial stores received 2,604,770 tablets from central stores apart from other sources 
** The HFs’ received the medicines were part of the total available stocks at the central and provincial levels. Therefore, the received stock at the HF level should not 
be added into the “grand total received stock”. 
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Table 5 shows that there were 7.95 million amoxicillin 250 mg tablets at the beginning of the 

quarter, with 4.27 million tablets, the grand total of 12.22 million tablets were available in the 

reporting quarter. The volume consumed at the reported HFs was 5.27 million tablets, which was 

43.1% of the grand total available quantity. The reported total balance at the end of the quarter 

was 9.47 million tablets; however, the theoretical balance was 8.66 million tablets. There were 

discrepancies at the provincial and HF level for the stock balance at the end of the quarter as the 

physical inventory was not performed in some of the stores and HFs. The stock remaining at 

quarter-end was estimated to last five months based on consumption in the quarter. 
 

It is noted that the number of amoxicillin 250 mg tablets distributed from the provincial stores 

(5.07 million) was nearly 0.21 million tablets more than the quantity received at the HFs (4.86 

million). The possible reasons for the discrepancies will be discussed in the “Discussion” 

section. 
 
 

ABC Analysis for Consumption and Availability Patterns 
 

ABC analysis and therapeutic categories analysis were applied to present the consumption at the 

health facilities and availability pattern at the provincial stores. The information is useful for 

further investigation of medicine use, and planning for quantification or procurement. 
 
 

ABC Analysis for Medicines Consumed at all Health Facilities 
 

The total number of items with consumption data at all the reported HFs was 431, which 

accounted for $4.61 million. The ABC analysis revealed that only 43 items (9.98%) accounted 

for 80% of the medicine costs ($3.71 million) (Figure 7). These 43 items are classified as Class 

A items as they accounted for majority of the cost, and will be analyzed further. A total number 

of 63 items (14.61%) accounted for 15% of the consumed value (Class B items), and the 

remaining 325 items (75.41%) accounted for only 5% of the total consumed cost (Class C items). 
 

 

 

Figure 7. ABC analysis for medicines consumed at all HFs 
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The Class A items are listed in Table 6 in the sequence of the costs. In Table 6, the multivitamin 

tablets alone accounted for 12.83% ($590,000) of the grand total costs ($4.61 million) and was 

ranked the highest cost among the 431 items. It was followed by co-trimoxazole 480 mg tablets 

and Amoxicillin 500 mg tablets. Comparing the consumed quantities, Paracetamol 500 mg 

tablets, with 29.5 million tablets, was the highest, followed by Ferrous Sulphate 60 mg + Folic 

Acid 0.4 mg Tablets (26.6 million tablets), and multivitamin tablets (26.1 million tablets).  

 

The average unit price in Table 6 was calculated by dividing the total cost [sum of (unit price x 

quantity) from all reports] by consumed quantity. Therefore, the quantity for each unit price will 

weigh into the result of the average unit price. This phenomenon can be seen in the different 

average unit prices for the same items in Table 6 and Table 8.  
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Table 6. Class A Items through ABC Analysis for Medicines Consumed at All Reported HFs 

Medicines 
Total cost at 
all HFs* ($) 

Total consumed 
quantity 

Average 
unit price** 

% of the 
value 

% of cumulative 
value 

% of Rank 
of Item 

Rank 
of Item 

Multivitamin Tab 591,996.63 26,166,102   0.023 12.83 12.83 0.23% 1 

Sulfamethoxazole 400 mg + 
Trimethoprim 80 mg Tab

M
 

364,633.93 22,864,253   0.016  7.90 20.74 0.46% 2 

Amoxicillin 500 mg Tab
M
 337,974.67 10,615,108   0.032  7.33 28.07 0.70% 3 

Paracetamol 500 mg Tab
M
 274,508.85 29,479,949   0.009  5.95 34.02 0.93% 4 

Amoxicillin 250 mg Tab
M
 221,935.62  9,900,751   0.022  4.81 38.83 1.16% 5 

Sulfamethoxazole 400 mg + 
Trimethoprim 80 mg 50-ml Syr***

M
 

145,485.06  2,401,451   0.061  3.15 41.98 1.39% 6 

Metronidazole 200 mg Tab
M
 123,808.18 14,043,928   0.009  2.68 44.67 1.62% 7 

Medroxyprogesterone 150 mg/ml Inj
M
 114,966.43  556,191   0.207  2.49 47.16 1.86% 8 

Ibuprofen 200 mg Tab 103,451.14  7,079,967   0.015  2.24 49.40 2.09% 9 

Ringer lactate 1000-ml IV
H
 90,126.68  225,042   0.400  1.95 51.36 2.32% 10 

Amoxicillin 250 mg/5-ml 60-ml Susp
M
 88,855.28  188,779   0.471  1.93 53.28 2.55% 11 

Mebendazole 100 mg Tab
M
 76,655.53  4,384,692   0.017  1.66 54.94 2.78% 12 

Magnesium Trisilicate Compound 
250/120 mg Tab*** 

76,556.49  16,792,667   0.005  1.66 56.60 3.02% 13 

Metronidazole 200 mg Syr
M
 76,518.41   343,206   0.223  1.66 58.26 3.25% 14 

oral rehydration salt 27.9g
M
 71,680.79   2,725,938   0.026  1.55 59.82 3.48% 15 

Tetracycline Eye Oint 1% 71,007.43   458,705   0.155  1.54 61.36 3.71% 16 

Methyldopa 250 mg Tab
M
 68,844.02   2,373,616   0.029  1.49 62.85 3.94% 17 

Ethinylestradiol 30 mcg + Norgestrel 
300 mcg Tab

M
 

49,815.51   535,578   0.093  1.08 63.93 4.18% 18 

Paracetamol 120 mg/5-ml 60-ml Syr
M
 45,750.10   298,046   0.154  0.99 64.92 4.41% 19 

Ferrous Sulphate 60 mg + Folic Acid 
0.4 mg Tab

M
 

45,062.18 26,620,254   0.002  0.98 65.90 4.64% 20 
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Medicines 
Total cost at 
all HFs* ($) 

Total consumed 
quantity 

Average 
unit price** 

% of the 
value 

% of cumulative 
value 

% of Rank 
of Item 

Rank 
of Item 

oral rehydration salt 20.5g
M
 42,163.58   1,479,577   0.028  0.91 66.81 4.87% 21 

Ampicillin 1000 mg Vial
M
 41,323.54   375,280   0.110  0.90 67.71 5.10% 22 

Sulfamethoxazole 200 mg + 
Trimethoprim 40 mg (Co-
trimoxazole)/5-ml 50-ml Susp 

M
 

40,475.56   640,597   0.063  0.88 68.58 5.34% 23 

Sulfamethoxazole 100 mg + 
Trimethoprim 20 mg Tab

M
 

40,053.54   12,504,052   0.003  0.87 69.45 5.57% 24 

Condom
M
 38,642.02   2,930,140   0.013  0.84 70.29 5.80% 25 

Amoxicillin 125 mg/5-ml 60-ml Bottle 
Susp

M
 

34,806.67   157,612   0.221  0.75 71.04 6.03% 26 

Ciprofloxacin 250 mg Tab 32,231.14   605,921   0.053  0.70 71.74 6.26% 27 

Water for Injection 10-ml Amp 32,068.00   985,421   0.033  0.70 72.44 6.50% 28 

Penicillin V Potassium 500 mg Tab 31,383.90   1,946,789   0.016  0.68 73.12 6.73% 29 

Ethinylestradiol 0.03 mg + 
Levonorgestrel 0.15 mg Tab

M
 

30,596.87   422,797   0.072  0.66 73.78 6.96% 30 

Imipramine 25 mg Tab 27,785.63   64,090   0.434  0.60 74.38 7.19% 31 

Hyoscine 10 mg Tab 27,163.23   777,039   0.035  0.59 74.97 7.42% 32 

Sodium Chloride 0.9% 1000-ml IV
H
 26,295.89   94,775   0.277  0.57 75.54 7.66% 33 

Chloramphenicol 250 mg Cap 24,540.88   2,904,796   0.008  0.53 76.08 7.89% 34 

Metronidazole 400 mg Tab
M
 24,283.65   4,286,128   0.006  0.53 76.60 8.12% 35 

Aluminium Hydroxide 200 mg + 
Magnesium hydroxide 200 mg Tab 

23,459.76   5,698,227   0.004  0.51 77.11 8.35% 36 

Chloramphenicol 125 mg/5-ml 100-ml 
Bottle Susp  

23,231.69   107,829   0.215  0.50 77.61 8.58% 37 

Ampicillin 500 mg Vial
M
 22,810.59   388,613   0.059  0.49 78.11 8.82% 38 

Ferrous Sulphate 200 mg + Folic Acid 
0.25 mg Tab***

M
 

22,072.98   11,608,295   0.002  0.48 78.59 9.05% 39 



Findings 

 

19 

Medicines 
Total cost at 
all HFs* ($) 

Total consumed 
quantity 

Average 
unit price** 

% of the 
value 

% of cumulative 
value 

% of Rank 
of Item 

Rank 
of Item 

Retinol 200,000 IU Cap
M
 21,863.21   2,276,135   0.010  0.47 79.06 9.28% 40 

Levonorgestrel 0.03 mg Tab***
M
 21,304.37   182,303   0.117  0.46 79.52 9.51% 41 

Acetylsalicylic acid (Aspirin) 500 mg 
Tab

M
 

19,992.12   6,369,396   0.003  0.43 79.96 9.74% 42 

Ciprofloxacin 500 mg Tab 19,817.19   657,015   0.030  0.43 80.39 9.98% 43 

* Total cost: Sum of (Unit Price x Consumption) 
**Average unit price: Total cost/total consumed quantity 
*** The medicines that are not in the BPHS/EPHS medicines list 
M

: HMIS indicator medicines for MIAR (see 3.6.1) 
H
: HMIS indicator medicines for HMIR (see 3.6.1) 
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We recommend analyzing the Class A items with VEN classification
4
 to learn whether the 

majority of the funds were spent on the most vital (V) or essential (E) medicines, or on any non-

essential (N) medicines. However, because the Afghanistan’s essential medicines list does not 

have VEN classification, the Class A medicines were compared with the BPHS/EPHS medicines 

list. It was found that the following medicines were not in the BPHS/EPHS medicines list: 

sulfamethoxazole 400 mg + trimethoprim 80 mg 50-ml syrup, magnesium trisilicate compound 

250/120 mg tab, ferrous sulphate 200 mg + folic acid 0.25 mg tab, and levonorgestrel 0.03 mg 

tab. In total, the amount consumed of these four medicines was worth $0.26 million, accounted 

for 7% of the Class A medicines’ cost ($3.71 million). 

 

In addition, the ATC therapeutic categories were analyzed for the Class-A items (See Table 7). 

Table 7 shows that within Class A, J01-antibacterials (15 items) accounted for the largest portion 

(40%, or $1.47 million) of the Class A cost, as well as for 32% of the total cost of the 431 items. 

The majority of J01-antibacterial costsare accounted for by co-trimoxazole and amoxicillin 

products.  

 

The same analysis was performed for the total available medicines at all the provincial stores. In 

Table 7, the medicines underlined and italicized are those which do not appear in the Class A 

items for provincial level ABC analysis (see Table 9). The information in Table 7 and Table 9 

presents the similarity and difference in demand and supply. 

 

 
Table 7. ATC Therapeutic Category Analysis for Class A Items Consumed at all Reported 
HFs 

ATC code 
categories 

ATC therapeutic 
categories 

Costs ($ 
Million) 

% of 
Class A 
costs 

No. 
of 

items Medicines 

J01 Antibacterials for 
systemic use 

1.47 39.63 15 See the note below the table*. 

A11 Vitamins 0.61 16.56 2 multivitamin tab, retinol 200,000 iu 
cap** 

N02 & N06 Analgesics & 
Psychoanaleptics 

0.37 9.93 4 paracetamol 500 mg tablet and 120 
mg/5-ml 60-ml syr, acetylsalicylic 
acid (aspirin) 500 mg tab; & 
imipramine 25 mg tab 

P01 & P02 Antiprotozoals & 
Anthelmintics 

0.30 8.12 4 metronidazole 200 mg tab, 400 mg 
tab, 200 mg syr; & 100 mg tab,  

G02 & 
G03 

Other 
Gynecologicals & 
Sex hormones/ 
modulators of the 
genital system 

0.26 6.89 5 condom, & medroxyprogesterone 
150 mg/ml inj, ethinylestradiol 30 
mcg + norgestrel 300 mcg tab, 
ethinylestradiol 0.03 mg + 
levonorgestrel 0.15 mg tab, 
levonorgestrel 0.03 mg tab 

A02 & A03 
& A07 

Acid released 
disorders & 
Gastrointestinal 
disorders & 

0.24 6.50 5 magnesium trisilicate cpd 250/120 
mg tab, alu. hydroxide 200 mg + 
mag. hydroxide 200 mg tab; & 
hyoscine 10 mg tab; & oral 

                                                           
4
 VEN classification: A medicine classification system of setting purchasing and stock-keeping priorities in which 

medicines are divided according to their health impact: V is vital, E is essential, and N is nonessential. 
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ATC code 
categories 

ATC therapeutic 
categories 

Costs ($ 
Million) 

% of 
Class A 
costs 

No. 
of 

items Medicines 

Antidiarrheals, 
intestinal anti-
inflammatory/anti-
infective agents 

rehydration salt 27.9 g, oral 
rehydration salt 20.5 g 

B03 & B05 Antianemic 
preparations Blood 
substitutes and 
perfusion solutions 

0.18 4.95 4 ferrous sulphate 60 mg + folic acid 
0.4 mg tab, ferrous sulphate 200 mg 
+ folic acid 0.25 mg tab; ringer lactate 
1000-ml iv, sodium chloride 0.9% 
1000-ml iv 

M01 Antiinflammatory 
and antirheumatic 
agents 

0.10 2.79 1 ibuprofen 200 mg tab 

C02 Antihypertensives 0.07 1.86 1 methyldopa 250 mg tab 

S01 Ophthalmologicals 0.07 1.91 1 tetracycline eye oint 1% 

V07 All other non-
therapeutic 
products 

0.03 0.86 1 water for injection 10-ml amp 

 Total 3.71 100 43  

*Note: J01 items- sulfamethoxazole 400 mg + trimethoprim 80 mg tab, sulfamethoxazole 400 mg + trimethoprim 80 

mg 50-ml syr, sulfamethoxazole 200 mg + trimethoprim 40 mg/5-ml 50-ml susp, sulfamethoxazole 100 mg + 
trimethoprim 20 mg tab; amoxicillin 500 mg tab, amoxicillin 250 mg tab, amoxicillin 250 mg/5-ml 60-ml susp, 
amoxicillin 125 mg 60-ml bottle susp; ampicillin 1000 mg vial, ampicillin 500 mg vial; ciprofloxacin 250 mg tab, 
ciprofloxacin 500 mg tab; penicillin v potassium 500 mg tab, chloramphenicol 250 mg cap, chloramphenicol 125 
mg/5-ml 100-ml bottle susp.  
**The medicines in Italic font with underline are the items that do not appear on the Class A items of the provincial 

stores’ ABC analysis (See Table 8).  

 
 
ABC Analysis for Medicines Available at All Provincial Stores 
 
In total, there were 461 items available at the provincial stores, accounting for $9 million. The 

ABC analysis revealed that only 41 items (8.89%) accounted for 80% of the total value ($7.24 

million) (see Figure 8, Class A items). A total number of 75 items (16.27%) accounted for 15% 

of the total value (Class B items), and the rest of the 345 items (74.84%) accounted for only 5% 

of the total value (Class C items).  
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Figure 8. ABC analysis for the medicines available at all the reported provincial 
stores 

 
 

The Class A items are listed in Table 8 in the sequence of the costs. In Table 8, the co-

trimoxazole 480 mg tablets alone accounted for 16.81% ($1.51 million) of the grand total value 

and was ranked the highest cost among the 461 items. It was followed by ibuprofen 200 mg 

tablets and paracetamol 500 mg tablets. Comparing the available quantities, ferrous sulphate 60 

mg + folic acid 0.4 mg tablets (47.5 million tablets) was the highest, followed by paracetamol 

500 mg tablets (35.1 million tablets), and sulfamethoxazole 400 mg + trimethoprim 80 mg 

tablets (28.3 million tablets).  

 

The Class A medicines available in provincial stores were compared with the BPHS/EPHS 

medicines list. It was found that the following medicines were not in the BPHS/EPHS medicines 

list: magnesium trisilicate compound 250/120 mg Tab, penicillin v 250 mg/5-ml 100-ml susp, 

sulfamethoxazole 400 mg + trimethoprim 80 mg 50-ml syr, and ferrous sulphate 200 mg + folic 

acid 0.25 mg tab. In total, these four medicines contributed to $0.42 million, accounted for 6% of 

the Class A medicines’ value ($7.24 million). It was also observed that the average unit price for 

penicillin V 250 mg/5-ml 100-ml suspension ($1.06) was higher than other antimicrobial 

suspensions.  
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Table 8. Class A Items through ABC Analysis for Medicines Available at All Reported Provincial Stores 

Medicines 

Total value at 
provincial 
stores ($)* 

Total 
available 
quantity 

Average 
unit 

price** 

% of 
the 

value 

% of 
cumulative 

value 
% Rank 
of Item 

Rank 
of 

Item 

Sulfamethoxazole 400 mg + Trimethoprim 80 mg 
Tab 

1,512,788.70  28,262,422   0.054  16.81 16.81 0.22 1 

Ibuprofen 200 mg Tab 737,758.58  16,048,192  0.046  8.20 25.00 0.43 2 

Paracetamol 500 mg Tab 573,405.38  35,111,729   0.016  6.37 31.37 0.65 3 

Amoxicillin 500 mg Tab 482,515.45  10,029,532  0.048  5.36 36.73 0.87 4 

Multivitamin Tab 463,155.24  25,313,226 0.018  5.15 41.88 1.08 5 

Amoxicillin 250 mg Tab 290,324.75  8,673,541   0.033  3.23 45.10 1.30 6 

Ferrous Sulphate 60 mg + Folic Acid 0.4 mg Tab 217,683.62   47,537,630  0.005  2.42 47.52 1.52 7 

Magnesium Trisilicate Compound 250/120 mg 
Tab*** 

214,731.47  20,134,960  0.011 2.39 49.90 1.74 8 

Erythromycin Stearate 250 mg Tab 207,940.31  5,752,394   0.036  2.31 52.21 1.95 9 

Metronidazole 200 mg Tab 166,656.40  11,385,737   0.015  1.85 54.07 2.17 10 

oral rehydration salt 27.9 g 166,083.91  2,911,219  0.057  1.85 55.91 2.39 11 

Medroxyprogesterone 150 mg/ml Inj 136,156.74  245,164  0.555  1.51 57.42 2.60 12 

Ranitidine 150 mg Tab 133,381.89   5,629,209  0.024  1.48 58.91 2.82 13 

Ciprofloxacin 500 mg Tab 123,993.70  2,456,004  0.050  1.38 60.28 3.04 14 

Ringer lactate 1000-ml IV 117,153.64  160,316   0.731  1.30 61.58 3.25 15 

Penicillin V 250 mg/5-ml 100-ml Susp*** 115,517.64  108,986  1.060  1.28 62.87 3.47 16 

Paracetamol 120 mg/5-ml 60-ml Syr 96,462.30  300,600  0.321  1.07 63.94 3.69 17 

Ampicillin 1000 mg Vial 93,323.22  398,359  0.234  1.04 64.98 3.90 18 

Amoxicillin 125 mg/5-ml 60ml Bottle Susp 91,604.97  218,391   0.419  1.02 65.99 4.12 19 

Metronidazole 200 mg Syr 90,945.40  227,868   0.399  1.01 67.00 4.34 20 

Sulfamethoxazole 200 mg + Trimethoprim 40 mg  
(Co-trimoxazole)/5-ml 50-ml Susp  

90,756.72  288,501   0.315  1.01 68.01 4.56 21 

Methyldopa 250 mg Tab 85,485.99   1,636,674   0.052  0.95 68.96 4.77 22 

Tetracycline Eye Oint 1% 80,930.06   445,045   0.182  0.90 69.86 4.99 23 

Mebendazole 100 mg Tab 72,965.07  3,198,557   0.023  0.81 70.67 5.21 24 
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Medicines 

Total value at 
provincial 
stores ($)* 

Total 
available 
quantity 

Average 
unit 

price** 

% of 
the 

value 

% of 
cumulative 

value 
% Rank 
of Item 

Rank 
of 

Item 

Zinc Sulfate 20 mg Tab 67,506.43  2,299,096   0.029  0.75 71.42 5.42 25 

Sulfamethoxazole 100 mg + Trimethoprim 20 mg 
Tab 

66,256.67  9,468,336   0.007  0.74 72.16 5.64 26 

Penicillin V Potassium 500 mg Tab 62,287.59  1,737,410   0.036  0.69 72.85 5.86 27 

Condom 60,288.83  2,730,191   0.022  0.67 73.52 6.07 28 

Ethinylestradiol 0.03 mg + Levonorgestrel 0.15 mg 
Tab 

59,734.99   239,830  0.249  0.66 74.18 6.29 29 

oral rehydration salt 20.5 g 55,359.91  993,653   0.056  0.61 74.80 6.51 30 

Silver Sulfadiazine 1% Oint 53,459.63  44,248   1.208  0.59 75.39 6.72 31 

Ethinylestradiol 30 mcg + Norgestrel 300 mcg Tab 52,718.83  248,532   0.212  0.59 75.98 6.94 32 

Aluminium Hydroxide 500 mg Tab 49,343.71  6,846,938   0.007  0.55 76.53 7.16 33 

Sulfamethoxazole 400 mg + Trimethoprim 80 mg  
50-ml Syr*** 

48,542.09  3,609,246   0.013  0.54 77.06 7.38 34 

Glucose 5% 500-ml IV 44,794.45  75,544   0.593  0.50 77.56 7.59 35 

Hyoscine 10 mg Tab 44,631.73  1,313,350   0.034  0.50 78.06 7.81 36 

Metronidazole 400 mg Tab 44,360.72  3,412,072   0.013  0.49 78.55 8.03 37 

Povidone-Iodine 10% Topical Sol 43,933.84   26,274   1.672  0.49 79.04 8.24 38 

Ferrous Sulphate 200 mg + Folic Acid 0.25 mg 
Tab*** 

43,314.61  10,847,636   0.004  0.48 79.52 8.46 39 

Chloramphenicol 250 mg Cap 42,372.33  2,081,271   0.020  0.47 79.99 8.68 40 

Amoxicillin 250 mg/5-ml 60-ml Susp 40,353.94  85,880   0.470  0.45 80.44 8.89 41 

* Total value: Sum of (Unit Price x Consumption) 
**Average unit price: Total value/total available quantity 
*** The medicines that are not in the BPHS/EPHS medicines list 
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The ATC therapeutic categories were analyzed for the class A items (See Table 9). Table 9 

shows that in Class A, J01-antibacterials (14 items) are the group which accounted for most 

(45%, $3.27 million) of the class A value, and 36% of the total cost of the 461 items, the 

majority of them being co-trimoxazole and amoxicillin products. The therapeutic analysis of 

Class A medicines between provincial and health facility levels showed similar pattern with 

minor difference of the medicines.  

 

In Table 9, the medicines in bold and italic font are those that do not appear in the ABC analysis 

of Class A items at the HF level (Table 6). However, there are some medicines that are 

marginally outside of the analysis list that could be considered class A items. For example, 

glucose 5% 500-ml IV infusion, aluminum hydroxide 500 mg tablet, and zinc sulfate 20 mg 

tablet are not in Table 6, but are ranked 44
th

, 45
th

, and 46
th

 in the HF ABC analysis list, and are 

included in the provincial Class A list (Table 9). Likewise, the ciprofloxacin 250 mg tablet and 

the ampicillin 500 mg vial are in Table 6. However they are ranked 42
nd

 and 43
rd

 in the 

provincial ABC analysis list, marginally out of the Class A list. Regardless of the value and 

ranking, 33 items appeared on the Class A lists for both the HF and provincial stores levels, 

representing 77% and 80% inclusion of the common items, respectively.  
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Table 9. ATC Therapeutic Category Analysis for Class A Items Available at All Provincial 
Stores 

ATC code 
categories 

ATC therapeutic 
categories 

Costs 
($ 

Million) 

% of 
Class A 
value 

No. 
of 

items Medicines 

J01 Antibacterials for 
systemic use 

3.27 45.14 14 See the note below the table*. 

A11 & A12 Vitamins 0.53 7.33 2 multivitamin tab, zinc sulfate 20 
mg tab** 

N02  Analgesics  0.67 9.25 2 paracetamol 500 mg tab, 120 
mg/5-ml 60-ml syr 

P01 & P02 Antiprotozoals & 
Anthelmintics 

0.37 5.18 4 metronidazole 200 mg tab, 200 
mg syr, 400 mg tab; & 100 mg 
tab 

G02 & G03 Other Gynecologicals 
& Sex hormones/ 
modulators of the 
genital system 

0.31 4.27 4 condom, & 
medroxyprogesterone 150 mg/ml 
inj, ethinylestradiol 30 mcg + 
norgestrel 300 mcg tab, 
ethinylestradiol 0.03 mg + 
levonorgestrel 0.15 mg tab 

A02 & A03 
& A07 

Acid released 
disorders & 
gastrointestinal 
disorders & 
antidiarrheals, 
intestinal anti-
inflammatory/anti-
infective agents 

0.66 9.16 6 magnesium trisilicate cpd 250/ 
120 mg tab, ranitidine 150 mg 
tab, alu. hydroxide 500 mg tab; 
& hyoscine 10 mg tab; & oral 
rehydration salt 27.9 g, oral 
rehydration salt 20.5 g 

B03 & B05 Antianemic 
preparations Blood 
substitutes and 
perfusion solutions 

0.42 5.84 4 ferrous sulphate 60 mg + folic 
acid 0.4 mg tab, ferrous sulphate 
200 mg + folic acid 0.25 mg tab; 
ringer lactate 1000-ml iv, 
glucose 5% 500-ml iv 

M01 Anti-inflammatory 
and antirheumatic 
agents 

0.74 10.19 1 ibuprofen 200 mg tab 

C02 Antihypertensives 0.09 1.18 1 methyldopa 250 mg tab 

S01 Ophthalmologicals 0.08 1.12 1 tetracycline eye oint 1% 

D06 &D08 Antibiotics and 
chemotherapeutics 
for dermatological 
use; & Antiseptics 
and disinfectants 

0.10 1.35 2 silver sulfadiazine 1% oint; & 
povidone-iodine 10% topical 
sol’n 

  Total 7.24 100 41  

*Note: J01 items- sulfamethoxazole 400 mg + trimethoprim 80 mg tab, sulfamethoxazole 400 mg + trimethoprim 80 

mg 50-ml syr, sulfamethoxazole 200 mg + trimethoprim 40 mg/5-ml 50-ml susp, sulfamethoxazole 100 mg + 
trimethoprim 20 mg tab; amoxicillin 500 mg tab, amoxicillin 250 mg tab, amoxicillin 250 mg/5-ml 60-ml susp, 
amoxicillin 125 mg 60-ml bottle susp; erythromycin stearate 250 mg tab; ampicillin 1000 mg vial, ciprofloxacin 500 
mg tab; penicillin v 250 mg/5-ml 100-ml syr, penicillin v potassium 500 mg tab, chloramphenicol 250 mg cap. 
** The medicines in bold and italic font are those do not appear in the Class A items of the health facility 

consumption ABC analysis (See Table 6). 
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Sample Medicines Lists Analysis 
 
HMIS Indicator Medicines 
 
The health facilities submit their monthly HMIS reports to the provincial or NGO offices, and 

the provincial/NGO offices aggregate the reports on a quarterly basis before submitting them to 

the MOPH. Within the HMIS report are the Monthly Integrated Activity Report (MIAR) and the 

Hospital Monthly Inpatient Report (HMIR), in which the indicator medicines’ stock status 

should be reported without quantitative data
5
.  

 

The HMIS indicator medicines include those for priority health conditions such as reproductive, 

maternal and child health, infectious diseases, TB and malaria, cardiovascular diseases, 

psychotropic disorders, pain and fever, and electrolyte or nutritional supplements. However, they 

are not specified with their dosage or dosage forms; therefore, a wide range of products can be 

reported. These medicines were identified by the HF report and are listed with ATC code, total 

costs and consumed quantities in Annex 4 (MIAR) and Annex 5 (HMIR). 

 

There are 107 medicines in total: 80 for MIAR, and 34 for HMIR, with 7 overlapped items. 

Table 10 and Table 11 present the categories, numbers and costs (consumption) of the MIAR and 

HMIR medicines, respectively. In MIAR medicines, amoxicillin/ampicillin had the highest cost 

($770,000); and the ringer lactate IV infusion cost the most ($100,000) among HMIR medicines. 

The total cost for MIAR medicines was $2.71 million, compared with $210,000 for HMIR 

medicines. In total, these HMIS indicator medicines cost $2.91 million, accounting for 62.9% of 

the total cost of $4.61 million (with the overlapped medicines accounting for only $15,250).  

 

The HMIS indicator medicines were mapped in the ABC analysis to present their costing and 

consumption status (Annex 6). The ABC analysis for the HMIS indicator medicines (Annex 6) 

revealed that, of the 107 indicator medicines, only 37 (35%) items accounted for 95% ($2.3 

million) of the total cost, which included 19 (18%) Class A items (80% of the total cost) and 18 

Class B items (15% of the total). While mapping the HMIS indicator medicines in the overall HF 

ABC analysis, it was found that 30 HMIS indicator medicines (70%) are among the 43 Class A 

medicines (See Table 6).  
  

                                                           
5
 If the medicine was present every single day of the month, place a f the medicine was not present 

for one or more days  
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Table 10. HMIS Indicator Medicines for MIAR 

 
 

 

 

 

 

 

 

 

 

 

 

 

  

M#
Monthly Integrated Activity Report 

(MIAR)  indicator medicines                                       

No. of 

items
Costs (US$) Remarks

M1 Acetyl Salicylic Acid/ Paracetamol 8 365,617.41

M2 Mebendazole 2 76,719.73

M3 Amoxicil l in/Ampicil l in 7 769,637.38 Including injections

M4 INH 1 308.96

M5 Rifampicin 0 0
Combinations are 

presented in TB medicines

M6 Amp. Diazepam 1 2,469.98

M7 Inj. Lidocaine 5 4,121.33

M8 Metronidazole 6 244,474.67

M9 Co-trimoxazole 4 591,115.75

M10 Anti-hypertensives 15 104,561.42 Including injections

M11 Oral contraceptive 6 114,009.39

M12 Injectable contraceptive 1 116,770.07

M13 Condoms 1 38,642.02

M14 ORS 2 113,844.37

M15 Zinc tablets 2 19,734.77

M16 Vitamin A 4 25,474.85

M17 Ferrous Sulfate + folic acid 2 67,135.16

M18 Oxytocin 1 16,986.78

M19 Chloroquine 4 21802.95

M20 Artesunate + SP 5 8,319.41 Overlapped with H1

M21 Amitriptil ine/ Fluoxetine 3 12,741.15

Grand total 80 2,714,487.55
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Table 11. HMIS Indicator Medicines for HMIR 

 
 
Antimicrobials 
 

The ABC and ATC therapeutic analysis revealed that antimicrobials accounted for the highest 

cost among Class A medicines (Table 7 and table 9). In Table 12 and Figure 9, all the 

antimicrobials for systemic use at the provincial stores and HFs classified by their ATC codes 

(J01A-X) are listed with their costs. The total cost for the consumption of the antimicrobials for 

systemic use at HFs was $1.67 million, accounting for 36% of the grand total cost ($4.64 

million). The total value of their available stock at the provincial stores was $3.69 million, 

accounting for 41% of the total value ($9 million). Beta-lactamase antibiotics—penicillins 

(J01C) and sulfonamide and trimethoprim (J01E)—accounted for the largest portion of 

antibacterials at both provincial (36%, 47%) and HFs (52%, 35%) levels. The provincial stores 

had a good buffer stock of sulfonamide and trimethoprim, which could supply the HFs for nearly 

two more quarters. 
 

 

 

  

H#
Hospital Monthly Inpatient Report 

(HMIR) indicator medicines                                       

No. of 

items
Costs (US$) Remarks

H1 ACT 5 8,319.41 Overlapped with M20

H2 Atropine inj 1 945.05

H3 Benzyl Penicil l in inj 2 4,415.03

H4 Digoxin 2 162.08 Tablets and injections

H5 Ergometrine inj 2 6,680.33

H6 Furosemide inj 1 6680.33 Overlapped in M10

H7 Gentamicin inj 2 13,297.69

H8 Iodine povidone 1 9,858.50

H9 Ketamin inj 1 3,434.67

H10 Lidocaine 5% spinal inj 1 67.27

H11 Magnesium Sulphate 2 4,983.22

H12 Morphine inj 1 339

H13 Naloxone inj 1 6,228.89

H14 Hydralazine inj 1 5,820.24 Overlapped in M10

H15 Pethidine inj 1 1,378.62

H16 Phenobarbital inj 2 39.91

H17 Quinine inj 1 356.65

H18 Ranitidine inj 1 313.16

H19 Ringer lactate IV 2 103,571.95

H20 Salbutamol inj 2 729.31

H21 Sodium chloride IV 2 38,119.73

Grand total 34 215,741.04
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Table 12. Cost of Antimicrobials for Systemic Use  

Therapeutic Group  
(Anti-bacterial for Systemic Use) 

Total stock available 
(Provincial) % 

Total 
Consumption 

(HFs) % 

J01A-TETRACYCLINES 31,622.96 0.86 18,277.46 1.09 

J01B-AMPHENICOLS 91,273.57 2.47 62,179.25 3.71 

J01C-BETA-LACTAM 
ANTIBACTERIALS, PENICILLINS 

1,319,480.86 35.77 873,343.02 52.17 

J01D-OTHER BETA-LACTAM 
ANTIBACTERIALS 

5,5018.09 1.49 18,398.48 1.10 

J01E-SULFONAMIDES AND 
TRIMETHOPRIM 

1,725,026.44 46.76 591,115.75 35.31 

J01F-MACROLIDES, 
LINCOSAMIDES AND 
STREPTOGRAMINS 

258,305.43 7.00 37,284.37 2.23 

J01G-AMINOGLYCOSIDE 
ANTIBACTERIALS 

39,063.61 1.06 14,524.32 0.87 

J01M-QUINOLONE 
ANTIBACTERIALS 

162,869.67 4.41 54,873.53 3.28 

J01X-OTHER ANTIBACTERIALS 6,639.75 0.18 4,110.99 0.25 

Grand Total 3,689,300.39 100.00 1,674,107.17 100.00 

 
 

 

Figure 9. Cost of antimicrobials for systemic use at provincial stores and HFs 
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Medicines for Treating TB and Malaria 
 

The anti-TB medicines were listed with the reported costs in the provincial and HF levels in 

Table 13. The ethambutol 275 mg + isoniazid 75 mg + pyrazinamide 400 mg + rifampicin 150 

mg (RHZE) tablet was the highest consumed anti-TB medicine ($17,956), accounting for 50% of 

the total anti-TB medicines’ costs ($35,608). The ethambutol 400 mg tablet seemed to be 

overstocked (27 times of the consumption), and yet the ethambutol 275 mg + isoniazid 75 mg + 

rifampicin 150 mg (RHE) tablet had higher consumption than the available stock at the 

provincial stores. A stock-out for RHE could occur if the HFs did not have sufficient stocks. 

Table 13 indicates that combination therapy was the main treatment for TB, as the consumptions 

for the single medicines were very low or none.  

 
 
Table 13. Value and Cost of Anti-TB Medicines at Provincial Stocks and HFs 

Medicines 

Total value of 
available provincial 

stocks ($) 

Total cost of 
consumption 

(HFs) ($) 
Available stock / 

consumption 

Ethambutol (EMB) 100 mg Tab  1,213.40  348.07 3.49  

Ethambutol 275 mg + Isoniazid 75 mg 
+ Pyrazinamide 400 mg + Rifampicin 
150 mg (RHZE) Tab 

 22,168.16  17,958.97 1.23  

Ethambutol 275 mg + Isoniazid 75 mg 
+ Rifampicin 150 mg (RHE) Tablet  

 5,204.51  8,209.33 0.63  

Ethambutol 400 mg Tab  1,411.82  51.51 27.41  

Ethambutol 400 mg + Isoniazid 150 
mg Tablet  

 7,734.38  2,040.58 3.79  

Isoniazid 100 mg Tablet (INH)  669.15  308.96 2.17  

Isoniazid 300 mg Tablet (INH)  -   -  - 

Isoniazid 30 mg + Pyrazinamide 150 
mg + Rifampicin 60 mg Tablet (RHZ) 

 1,023.59  703.86 1.45  

Isoniazid 30 mg + Rifampicin 60 mg 
Tablet (RH) 

 2,411.23  1,301.76 1.85  

Isoniazid 75 mg + Rifampicin 150 mg 
Tablet (RH) 

 7,844.62  3,465.08 2.26  

Pyrazinamide (PZA) 500 mg Tab  115.57  -  - 

Rifampicin 150 mg Tab  -   -  - 

Rifampicin 300 mg Tab  -   -  - 

Streptomycin 1 g Vial  2,072.82  1,219.55  1.70  

Grand Total  51,869.25   35,607.68  1.46 

 

 

Antimalarials were listed with the reported costs in the provincial and HF levels in Table 14. The 

chloroquine 150 mg tablet was the highest consumed anti-malaria medicine ($18,116), accounted 

for 51% of the total antimalarials’ costs ($35,702). The artesunate 300 mg + pyrimethamine 25 

mg + sulfadoxine 1000 mg tablet and the quinine sulfate 300 mg tablet were significantly 

overstocked (13 times of the consumption).   
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Table 14. Value and costs of the anti-malaria medicines at the provincial stocks and HFs 

Medicines 

Total value of 
available provincial 

stocks ($) 

Total cost of 
consumption 

(HFs) ($) 
Available stock / 

consumption 

Artemether 20 mg Amp  26.52   66.51  0.40  

Artemether 80 mg Amp 1,343.49  1,199.06  1.12  

Artesunate 100 mg + Pyrimethamine 
25 mg + Sulfadoxine 500 mg Tab 

1,948.72  284.71  6.84  

Artesunate 150 mg + Pyrimethamine 
25 mg + Sulfadoxine 500 mg Tab 

563.79  487.84  1.16  

Artesunate 300 mg + Pyrimethamine 
25 mg + Sulfadoxine 1000 mg Tab 

4,129.14  321.96  12.83  

Artesunate 50 mg + Pyrimethamine 
25 mg + Sulfadoxine 500 mg Tab 

2,331.12  696.97  3.34  

Artesunate 600 mg + Pyrimethamine 
75 mg + Sulfadoxine 1500 mg Tab 

12,122.02  6,527.94  1.86  

Chloroquine 150 mg Tab 32,131.44  18,115.28  1.77  

Chloroquine 200 mg/5-ml Amp 583.05  373.50  1.56  

Chloroquine 250 mg Tab 157.21   32.17  4.89  

Chloroquine 50 mg/5-ml 60-ml Syr 9,962.26  3,282.01  3.04  

Primaquine 15 mg Tab 89.51   10.53  8.50  

Pyrimethamine 25 mg + Sulfadoxine 
500 mg Tab 

3,413.46  2,127.22  1.60  

Quinine DiHcl 300 mg Amp 2,069.07  356.65  5.80  

Quinine Sulfate 300 mg Tab 22,999.35  1,710.89  13.44  

Sulfadoxine 500 mg + Pyrimethamine 
25 mg Tab 

 898.98  108.52  8.28  

Grand Total 94,769.12   35,701.74   2.65  

 

 
Medicines Expenditure in the Provinces 
 

The average medicine expenditure per patient visit for each province can be obtained by 

comparing the patients’ visit data for the same quarter (April-June 2013) and the medicine 

consumption data in the PLIS. The results are presented in Table 15. The total visit included 

male and female inpatients and outpatients in all age groups from the HMIS report. The results 

indicated that, on average, the medicine expenditure per visit ranged from $0.12 in Nangahar to 

$1.57 in Urozgan, with the overall average being $0.39. The expenditure per visit was generally 

low, with only three provinces (Badakhshan, Ghazni, and Urozgan) having medicine expenditure 

of more than $1.00 per visit.  
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Table 15. Average Medicine expenditure per visit 

Province Total visit Value of medicines consumed ($) 
Average medicine 

expenditure ($) 

Badakhshan 552,281  563,129.02  1.02 

Badghis 258,033  66,433.05  0.26 

Baghlan 388,579  285,503.63  0.73 

Balkh 738,242  367,452.46  0.50 

Bamyan 263,266  62,456.76  0.24 

Dykundi 242,408  158,608.74  0.65 

Farah 210,247  30,305.73  0.14 

Faryab 469,269  233,724.32  0.50 

Ghazni  449,578  560,210.97  1.25 

Ghor  296,801  139,007.72  0.47 

Helmand 423,382  -  0.00 

Hirat  785,810  138,034.29  0.18 

Jawzjan 283,036  97,994.88  0.35 

Kabul  819,613  133,014.75  0.16 

Kandahar  348,118  58,941.17  0.17 

Kapisa 239,566  - 0.00 

Khost 189,070  137,919.73  0.73 

Kunar 376,118  191,225.49  0.51 

Kunduz 445,432  159,293.74  0.36 

Laghman 305,480  162,985.76  0.53 

Logar 288,584  49,888.59  0.17 

Nangarhar 993,673  114,536.34  0.12 

Nimroz 109,736  -  0.00 

Nooristan 59,917  20,900.32  0.35 

Paktika 163,749  157,287.69  0.96 

Paktya 278,785  86,745.11  0.31 

Panjsher  90,033  54,655.92  0.61 

Parwan 318,761  -  0.00 

Samangan 178,339  -  0.00 

Sar-e-Pul 277,906  -  0.00 

Takhar 431,865  103,680.81  0.24 

Urozgan  256,101  401,749.47  1.57 

Wardak 261,440  77,032.89  0.29 

Zabul 94,638  26,103.54  0.28 

Grand Total 11,887,856   4,638,822.89  0.39 

 

The average medicine expenditure at the BPHS/EPHS, which contributes to the per-capita 

medicine expenditure for the provinces, is presented in Table 16. The results showed that, in 

average, the medicine expenditure per capita through BPHS/EPHS ranged from $0.03 in Kabul to 

$1.20 in Urozgan, with an overall average of $0.18. The medicines expenditure per capita was 
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generally low. Urozgan was the only province that had per-capita medicine expenditure higher 

than $1.00. 
 

 

Table 16. Per capita medicine expenditure for BPHS/EPHS 

Provinces Population
6
 Value of medicines Consumed ($) Average medicine expenditure ($) 

Badakhshan 904,700  563,129.02  0.62 

Badghis 471,900  66,433.05  0.14 

Baghlan 863,700  285,503.63  0.33 

Balkh 1,245,100  367,452.46  0.30 

Bamyan 425,500  62,456.76  0.15 

Dykundi 438,500  158,608.74  0.36 

Farah 482,400  30,305.73  0.06 

Faryab 948,000  233,724.32  0.25 

Ghazni 1,168,800  560,210.97  0.48 

Ghor 657,200  139,007.72  0.21 

Helmand  879,500   -  0.00 

Hirat 1,780,000  138,034.29  0.08 

Jawzjan 512,100  97,994.88  0.19 

Kabul 3,950,300  133,014.75  0.03 

Kandahar 1,151,100  58,941.17  0.05 

Kapisa 419,800  -  0.00 

Khost 546,800  137,919.73  0.25 

Kunar 428,800  191,225.49  0.45 

Kunduz 953,800  159,293.74  0.17 

Laghman 424,100  162,985.76  0.38 

Logar 373,100  49,888.59  0.13 

Nangarhar 1,436,000  114,536.34  0.08 

Nimroz 156,600   -  0.00 

Nooristan 140,900  20,900.32  0.15 

Paktika 413,800  157,287.69  0.38 

Paktya 525,000  86,745.11  0.17 

Panjsher 146,100  54,655.92  0.37 

Parwan 631,600   -  0.00 

Samangan 368,800  -  0.00 

Sar-e-Pul 532,000   -  0.00 

Takhar 933,700  103,680.81  0.11 

Urozgan 333,500  401,749.47  1.20 

Wardak 567,600  77,032.89  0.14 

Zabul 289,300  26,103.54  0.09 

Grand Total 25,500,100   4,638,822.89  0.18 
 

                                                           
6
 Estimated population data for 2012-2013 from the Afghanistan’s Central Statistics Office (CSO) 

http://cso.gov.af/Content/files/Settled%20Population%20by%20Civil%20Division,.pdf 



 

35 

COMPARISONS OF THE APPLICATIONS AND TRANSPORTING THE REPORTS 
 

 

The PLIS pilot test was carried out in Microsoft Excel including data entry, data review, 

compilation, and analysis. MS-Excel does not provide data validation rules, and therefore had 

more flexibility in the testing phase than using Access application. A comparison of the two 

applications would be helpful for making decision on which program to use in PLIS 

implementation. Table 17 compares the functions of Microsoft Access and Excel, and their 

implications for PLIS. It provides basic information for determining the use of the applications. 

 

 

Table 17. Comparison of Microsoft Access and Excel 

Microsoft Access* Microsoft Excel* Implications for PLIS 

File system: 
 MS Access is a relational 

database file system. It is 
used to store large amount 
of data. 

 It requires good skill for 
manipulating the data. 

File system: 
 MS Excel is a flat file system. 

It is used for numerical 
calculation and small file 
system. It is simple for use. 

 It doesn’t work well with large 
amount of data (more than 
80MB). 

PLIS requires large storage 
capacity. MS Access would be a 
better option with this regard. 

Database management 
system 
 MS Access has more 

facilities than Excel. It can 
import and export data. It is 
able to combine different 
sets of data. 

Database management system 
 MS Excel can import and 

export data from/to any 
database (Excel or Access).  

 It cannot combine different 
sets of data. 

PLIS requires compiling and 
combining various sets of data 
(NGOs, and 3 levels of data), MS 
Access works better for this 
purpose. 

Data Entry: 
 Data entry through typing is 

easy. It works smoothly with 
up to 2GB of data. 

 It only captures pre-defined 
data 

Data Entry: 
 Data entry through typing is 

easy. It captures non- or 
limited predefined data. It 
can copy and paste data. 

 It slows down with more than 
80MB of data. 

• Each NGO’s data would not 
exceed 80MB.  

• MS Excel gives better flexibility 
in data entry and medicine 
descriptions, but may have 
duplication or mistakes, and 
prolong data review and 
cleaning. MS Access ensures 
quality in medicine descriptions. 

• The numeric data (quantity and 
price) would not be validated in 
both applications therefor 
cannot ensure quality. It 
requires physical review with 
original data source. 

Data validation: 
 MS Access can apply 

multiple data validation 
rules to ensure data quality. 

Data validation: 
 MS Excel has limited data 

validation rules. It does not 
apply multiple data validation 
rules. 

Data analysis: 
 MS Access is very good for 

data analysis. 
 It needs programming skill to 

analyze data and generate 
reports. 

Data analysis: 
 MS Excel is very good for 

complex calculation and data 
analysis. 

 It needs skills in using Pivot 
table to analyze data. 

• The users (NGOs and MOPH) 
can define the contents of the 
regular reports to be generated 
by MS Access so that the 
reports can be generated by 
simply clicking the pre-defined 
queries.  

• If MS Access is used for regular 
reporting, it should allow 

Report: 
 MS Access can generate 

various pre-defined reports 

Report: 
 MS Excel can generate non 

pre-formatted reports.  
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Microsoft Access* Microsoft Excel* Implications for PLIS 

by using single or multiple 
queries. It is quick and easy. 

 MS Access cannot provide 
non pre-defined reports.  

 MS Access can export data 
to MS Excel for generating 
non predefined reports. 

 The users can define the 
format of the reports and 
generate any reports through 
Pivot table as required.  

 The users require skills of 
data analysis and formatting 
to generate reports. 

exporting the data to MS Excel 
for producing ad-hoc reports. 

• Training the users to use Pivot 
table or requesting assistance 
from data analysis staff for 
producing ad-hoc reports.  

Search:  
 MS Access provides rich 

(multiple and advance) 
search using complex 
queries.  

Search: 
 MS Excel only provides 

simple search with single 
query. 

MS Access provides quicker and 
more targeted searching method 
than MS Excel does. 

Security: 
 MS Access applies better 

security. It can limit users’ 
privileges. Multiple user 
accounts can be created 
with different privileges. 

Security: 
 Microsoft Excel applies less 

security. It can’t limit the 
users’ privileges, and only 
one account can be set for 
users with all privileges. 

Storing PLIS data in MS Access 
would ensure better data security 
than in MS Excel. 

Size : 
 MS Access works well with 

up to 2 GB data. The work of 
manipulating data slows 
down with more than 2GB. 

Size: 
 MS Excel works well with up 

to 80 MB data. The work of 
manipulating data slows 
down with more than 80 MB. 

MS Access would be better for 
storing the accumulated PLIS 
data over time. 

Maintenance: 
 Maintenance of MS Access 

requires advance skill. 

Maintenance : 
 Maintenance of MS Excel 

needs less skill than that for 
MS Access. 

The skill set should be defined for 
the PLIS technical staff once the 
application is determined. 

*Legends: 

 Advantages  

 Limitations or requirements 

 

In the expansion test, the PLIS reports were submitted through e-mails and mailing the CDs with 

the reports. In the NGOs that have regular internet access, submitting PLIS reports via e-mail or 

other means of cloud storage (such as Dropbox or Google drive) would not impose extra costs 

for submission. In the NGOs and provincial offices that do not have internet access, CDs were 

mailed via courier. It took more time to deliver the reports than via e-mail to the GCMU. 
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DISCUSSION 
 

 

The PLIS expansion test in the 34 provinces revealed that the PLIS is able to collect and process 

collective pharmaceutical logistics information at the central, provincial, and HF levels, to 

present the information through the value (macro) and logistics (micro) indicators, and to 

interpret various results through ABC and other analyses. The information can be used at the 

implementers and MOPH levels.  

 

 

Limitations and Challenges Experienced in the Testing Phase 
 

Nevertheless, there are limitations to PLIS and their potential impact, including:  

 

a. The data on stock-out periods is not collected because the PLIS compiles the data 

collectively, in particular at the HF level. A significant stock-out at the end of the quarter 

could be assumed only when the overall balance becomes zero with transactions during the 

quarter. The effect of not having a stock-out period would be that the consumption data 

might be underestimated if there would be a long stock-out period (such as more than a 

month) for certain medicines. In addition, the consumption of any alternative medicines 

could be boosted. It could affect the accuracy of the information for quantification if the 

stock-out period is long. 

 

b. The data on medicines returned to the provincial/central stores from the health facilities 

were not collected. It was regarded by the implementers as one of the factors that cause 

discrepancies in ending balance. 

 

c. The correctness and completeness of the starting and ending balance data was 

compromised because the physical inventory was only performed in few health facilities at 

various intervals. It affects the reliability of value (macro) and logistics (micro) indicators 

that involve the data of beginning balance and end of quarter balance. It could also affect 

the accuracy of the information for quantification and resupply or redistribution. 

 

d. It was not clearly defined whether the logistics data at the health post level should be 

reported and how. Therefore some implementers did not report HP data. This was regarded 

as one of the factors that cause discrepancies in ending balance. 

 

There were challenges encountered during the testing phase, such as:  

 

a. Incomplete reports including missing prices, consumption data, and physical inventory 

data;  

b. Late reporting;  

c. Mistakes or inconsistency in medicine spelling and pricing;  

d. Data with discrepancies; and,  

e. Some medicines were not on BPHS/EPHS lists.  

 

In addition to the limitations mentioned above, other causes of the challenges were also 

identified, such as: 
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a. Human resources issues: multi-tasking, high workload, varying capacity levels, not 

attending PLIS training, or not using the user manual;  

 

b. Management issues: poor inventory management at HFs; 

 

c. Operation issues: double entry of the logistics data to satisfy donors’ requirements and 

PLIS, and 

 

d. System issues: different reporting and physical inventory intervals among implementers. 

 

e. Other causes: geographic barriers, communication gaps and security concerns were the 

challenges that prevented some HFs from submitting their reports.  

 

 

Key information presented through PLIS as examples 
 

In spite of the above limitations and challenges, the PLIS was able to provide logistics 

information, including value and volume. While incorporating HMIS and demographic data, and 

ABC analysis, PLIS showed its value in pharmaceutical financing, planning, and medicine use 

review. 

 

Through the overall macro indicators, the medicines worth $11.5 million at all levels—including 

$9.12 million readily in the BPHS/EPHS health facilities—were available to serve the population 

in the 34 provinces in the reporting quarter. The medicines worth $4.64 million (51% of $9.12 

million) were consumed in the provinces, and nearly half of the total value ($4.45 million) of the 

medicines at the health facility level remained for the coming quarter. Together with the balances 

at the central ($310,000) and provincial ($4.68 million) warehouses, the overall remained 

amount could serve the population for one more quarter. It is a positive sign regarding 

availability of medicines. However, detailed information about whether the medicines were 

available equitably among provinces requires disaggregated information from the PLIS.  

 

The PLIS provided information for reviewing the consumption and availability patterns through 

ABC analysis. The ABC analysis revealed that, overall, only about 10% of the medicines 

consumed at the HF level accounted for most (80%) of the medicine expenditure (class A 

medicines). Likewise, only about 9% of the medicines available at the provincial level accounted 

for most (80%) of the medicine value. This finding suggested that, with limited funds and human 

resources, the managers should pay more attention on the few Class A items to supply medicines 

in a more efficient manner and avoid waste of the funds. However, the ABC analysis alone could 

not provide information about whether those highly consumed medicines meet the majority of 

the health needs. It requires a combined VEN (vital, essential, and non-essential) analysis to 

determine the health impact of the consumed or available medicines. Since there is no VEN 

classification for the EML, the therapeutic categories of the Class A medicines were reviewed. In 

general, the consumption pattern at the health facilities and the availability pattern at the 

provincial stores are quite similar. It suggested that the provincial stores maintained the stocks 

that were able to satisfy most of the demand at the health facility level.  

 

The PLIS is also able to provide information of certain medicines at collective level or 

disaggregated level, such as the HMIS indicator medicines, program medicines, and specific 



Discussions 

 

39 

therapeutic groups of medicines. The HMIS indicator medicines include those for priority health 

conditions such as reproductive, maternal and child health, infectious diseases, TB and malaria, 

cardiovascular diseases, psychotropic disorders, pain and fever, and electrolyte or nutritional 

supplements. They are listed as categories or individual medicines, with 80 and 34 items for 

MIAR and HMIR, respectively. A total of 107 medicines were identified in the PLIS report. In 

total, these HMIS indicator medicines cost $2.91 million, accounting for 62.9% of the total costs 

($4.61 million). The ABC analysis for HMIS indicator medicines found only 37 (35%) items 

accounted for 95% ($2.3 million) of the total cost. While mapping the HMIS indicator medicines 

in the overall HFs’ ABC analysis, it was found that 30 (70%) HMIS indicator medicines are 

among the 43 Class A medicines of the overall consumption of all 431 medicines. This could 

potentially provide an option that PLIS could report only the HMIS medicines instead of all the 

medicines that used in the BPHS/EPHS health facilities.  

 

Incorporating with demographic data and HMIS information, the medicine consumption 

represented per-capita medicine expenditure between $0.03 and $1.22 in the provinces, with the 

overall average of $0.18; and the medicine expenditure per patient visit was between $0.12 and 

$1.57, with the overall average of $0.39 in the reporting quarter. This is to confirm that the PLIS 

can be used to monitor per-capita medicine expenditure at BPHS/EPHS level in provinces or 

nationwide. However, further studies may be needed to understand the causes of the significant 

differences on per-capita and per patient visit medicine expenditure among provinces.  

 

Having a detailed review on the results of the ABC analysis could identify issues that require 

further investigation. For example, multivitamin tablet alone accounted for nearly 13% of the 

total medicines expenditure and was the most-consumed medicine. Medicine use review by the 

Drugs and Therapeutic Committees might be needed to justify whether it was used rationally or 

whether the data was reported correctly. The items that had higher availability and lower 

consumption rankings, such as ranitidine 150 mg tablets, require investigations about how 

quantification was carried out for procurement, whether there was a delay in arrival at the 

provincial stores and if it caused any shortage at the beginning of the quarter, and whether there 

was any change in use at the health facilities. The same analysis can be regularly applied in each 

BPHS/EPHS implementer or province level, or disaggregated for purchase, consumption and 

balance, for supply or procurement planning, budget estimation, store management, and 

medicine use review.  

 

 

Important factors to be considered in the resource-limited context 
 

In a mass reporting system and a resource-limited environment, there are always questions about 

what information is vital for decision-making and how data collected from the field through 

technology can be effectively used. Frost et al. suggested that, through the lessons they learned, 

technology cannot fix the broken procedures, there is need to state and define what problems can 

be fixed by technology; should consider sustainability of the technology and plan for the future; 

consider a phased approach, and should seek consensus from the interested stakeholders (Frost, 

et al., 2011). The lessons learned from the PLIS testing phase showed that there are system 

variations and capacity constraints in the implementers in reporting the mass logistics data. 

These challenges require system and capacity strengthening in order to provide better supply 

chain information; PLIS alone would not be able to fix them.  
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In addition, only about 10% of the more than 400 reported medicines were financially 

significant. The HMIS indicator medicines accounted for 62% of the total cost, and 70% of them 

were among the top consumed medicines. These findings could help the MOPH consider 

whether it would be possible to reduce the reporting items at the beginning and expand the scale 

in phases, and as well as to consider new variables for reporting.  

 

Other factors should also be considered given the strengths and opportunities observed in the 

testing phase. For example, by tailoring the reporting medicines list in the PLIS for each 

implementer, some of them showed their capacity in transferring electronic data from their 

systems to PLIS. It significantly reduced the data capturing time and prevented data 

discrepancies between their systems and PLIS. This would also provide the opportunity to report 

all the medicines with limited extra time. The managers of the implementers and MOPH would 

have an overall picture of the value and volume of the pharmaceuticals flowing in the country, 

would be able to observe the consumption and use trends, and, most importantly, would be able 

to make decision with comprehensive information.  

 

 

The use of applications and data management issues 
 

The PLIS was tested in MS Excel including data entry, review, cleaning, compilation, and 

analysis. It is thought that more users are familiar with MS Excel than with MS Access. 

However, MS Excel has limited data validation rules, and MS Access has strengths in data 

management and analysis. The lessons learned in this test showed that there were data quality 

issues including medicine descriptions, various pricing units, and incomplete reports, and data 

discrepancies. Data entry capacities also varied among NGOs. These issues led to a lengthy—

and at times painful—data review and cleaning process. One of the causes was that there were no 

data validation rules in the application.  

 

An MS Excel pivot table was used for data analysis. This method has flexibility and can be used 

to analyze any data through limited queries. The PLIS test confirmed that the analysis can be 

performed for overall or disaggregated levels. However, it requires users to define the variables 

and formats to generate the reports. MS Access is able to produce predefined reports through 

predefined queries and provides the users with easy access to the reports.  

 

The means of submitting the PLIS reports, either via e-mail or mailing CDs, did not seem to be a 

significant issue in the PLIS test. A method that will enable the results and feedback to the NGOs 

to be given seamlessly and with privacy should be agreed upon by the NGOs and the MOPH.  

 

The PLIS test found some operational and systemic challenges that the technology cannot fix. 

However, a most feasible application with some operational solutions could be collaborated to 

make the system work better. A higher degree of user-friendliness and the minimization of poor 

data quality should be considered in the selection of applications. 
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CONCLUSIONS AND RECOMMENDATIONS 
 
 

Conclusions about the feasibility and usefulness of PLIS 
 

The PLIS test confirmed that it is possible to provide value and volume information of the 

pharmaceutical supply chain through the NGOs in a collective level or disaggregated by 

provinces or implementers. Combining the information of HMIS and demographic data, and 

applying ABC/VEN or ABC/therapeutic analysis, it can provide useful information for decision 

making for supply chain and medicine use management. It can be used by the implementers and 

provinces for supply planning, budget estimation, and medicine use review. It can be used by the 

MOPH for overseeing the pharmaceutical supply and pharmaceutical expenditures in all 

provinces; for reviewing treatment and medicine use; and for decision-making in the supply 

chain system and essential medicines strategies or planning. 

 

 

Recommendations  
 

The recommendations are based on the lessons learned from the PLIS test, and options are 

provided for decision making.  

 

Options for PLIS medicines list and variables 
 

The key features in the PLIS reporting form that require review are: the medicines list and the 

variables. The options are presented with their implications or requirements.  

 

Medicines list 
 

Option 1: Report only the targeted medicines, such as HMIS indicator medicines, key program 

medicines (BPHS/EPHS), or the most consumed medicines (items that accounted for 80% or 

90% of the expenditure). For example, there were 107 HMIS indicator medicines— 

far fewer than the total of 525medicines reported in the tested PLIS. These HMIS indicator 

medicines cover the priority health conditions in Afghanistan. 

 

Advantages:  

 

 For the MOPH: Stay focused on the management of the priority health conditions with the 

medicines’ supply information targeting these conditions. In addition, enforcing the 

intervention for improving supply management for priority medicines would be more 

feasible and achievable than for all medicines.  

 

 For the NGOs and health facilities: Minimize the time spending on reporting; pay more 

attention on the management of the targeted medicines that are more manageable with the 

limited human resource, and provide better quality of data; and, in turn, improve NGOs’ 

supply chain management (quantification, budgeting, procurement, distribution, and 

inventory management) on targeted medicines through the improvement of the data quality.  
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Limitations or requirements: 

 

 Need to standardize the reporting medicines for all NGOs in both their own reports and PLIS.  

 

 Would not provide all medicines’ information or the trend or abnormality of overall supply 

and use. For example, other high-cost medicines such as multivitamins, ibuprofen, 

ciprofloxacin, and imipramine, would not be identified if only report the indicator medicines. 

The MOPH would not be able to oversee the overall medicine supply system in BPHS/EPHS 

for broader decision making or planning purpose.  

 

Option 2: Report all the medicines that are available and used, such as the medicines reported in 

the PLIS test. 

 

Advantages: 

 

 For the MOPH: The MOPH would be able to oversee the overall medicines supply system in 

BPHS/EPHS for broader decision-making or planning purposes with the comprehensive 

information. 

 

 For the NGOs and health facilities: The NGOs would be able report their medicines lists to 

PLIS without adjusting the lists; the NGO managers would also benefit from the overall 

medicines analysis and reports for overseeing their supply management and medicine use.  

 

Limitations or requirements 

 

 More time would be required for data entry and data processing; 

 Improving management and data quality for all medicines at once or in the short term would 

be difficult to achieve;  

 

However, phasing in the interventions for improving the management and data quality from the 

priority medicines to all medicines while reporting all medicines in PLIS could be possible if the 

interventions are enforced. 

 

Variables 
 

Option 1: Keep the same variables as the PLIS testing phase  

 

• Advantages: Maintain the minimized data requirement and provide key information without 

increasing workload.  

 

• Limitations or Requirements:  

 

o Without stock-out data, using short-term data for quantification and forecasting might not 

be accurate. However, performing quantification by using several periods of data would 

improve quality as long as the consumption and stock balance data is reliable.  
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o The discrepancies in the data could not be totally avoided due to other factors, such as 

data errors, unreliable/lack of physical inventory, etc. However, it can be monitored along 

with any inventory management strengthening interventions to observe the results. 

 

Option 2: Add “days of stock-out” for health facility reports and only report the medicines that 

are out of stock for a defined period.  

 

• Advantages: Would improve the quantification results. 

 

• Limitations or Requirements:  

 

o Adding variables will increase workload for reporting (and affect data quality), unless the 

additional variables are already in the NGOs’ own regular reports; 

o As the health facility data is reported collectively, the way of presenting the stock-out 

days should be agreed upon (such as sum or average) 

o Adding “quantity of returned medicines” would not be recommended unless there is 

evidence that the quantities and frequencies of returned medicines were significant.  

 

Selection of the applications and data management procedure 
 

The recommendation for applications takes into consideration the data entry process, review, 

cleaning, compilation, analysis, and reporting. Regarding data entry, most of the NGO staff are 

able to copy and paste data in MS Excel and transfer data between Excel files. Therefore, data 

entry can be in MS Excel. However, limited data validation rules should be applied to minimize 

medicine description mistakes, such as standardizing medicine descriptions and applying 

medicine codes. Once the data is captured and submitted, the rest of the data processing 

procedures, from review to analysis and reporting, can be performed in MS Access. This will be 

conducted at the central data processing unit (in GDPA).  

 

The requirement for using MS Access for data analysis and reporting is that the users (MOPH 

and NGOs) should define the requirements for the regular reports. MS Access will generate 

regular predefined reports for the MOPH and NGOs. A minimum set of predefined reports can 

be published in a dash board. In case any ad-hoc reports would be required, the data will be 

exported to MS Excel for data analysis.  

 

Regarding giving feedback to the NGOs, once the pre-defined reports are generated at the central 

unit, the password-required reports could be stored in a shared drive (such as Dropbox) that is 

accessible by the NGOs with an individual password.  

 

Next steps for PLIS implementation 
 

The actions required to move forward are recommended as follows: 

 

1. Determine the options of medicines lists and variables for PLIS with the consensus of 

MOPH and the NGOs ; 

 



Report on the Expansion Testing Phase in All BPHS/EPHS Implementer NGOs 

 

44 

2. Adopt or agree with recommendations for applications (combination of MS Excel and 

Access), and data management procedures ; 

 

3. Determine the pre-defined reports required by MOPH and NGOs; 

 

4. Once the above decisions are made, review the value and volume indicators, and define 

the variables and formulas for the predefined reports;  

 

5. Standardize the medicine descriptions or coding according to the above decisions 

 

6. According to all the decisions made above, the DIC working group should revise the 

PLIS reporting template, user manual, or application, if necessary. 

 

7. Develop the database; 

 

8. The GDPA and DIC working group provides trainings to the GDPA relevant staff and 

implementers for launching the PLIS. The trainings should include the use of the user 

manuals and the EML with emphasis of spelling and specification of the medicines. 

 

Recommendations for managerial interventions 
 

In addition to the implementation of PLIS, other managerial interventions should be incorporated 

to improve supply chain management at all levels. Only the data with good quality from a well-

managed supply chain system has the value for making sound decisions. The recommendations 

are as follows:  

 

To MOPH: 
 

1. To ensure on time reporting by the implementing NGOs, PLIS reporting should be included 

in the contract of the NGOs since contractual activities are mostly performed on time. 

 

2. To engage the Provincial Public Health Directorates’ pharmacy officer to be actively 

involved in PLIS implementation to oversee and provide supervision to PLIS activities in 

their respective provinces. 

 

3. To increase professional pharmacy staff to improve the quality of work collaboration with 

GDHR for the implementation of the pharmaceutical human resource strategic framework 

and operational plan. 

 

4. To apply VEN classification in the next EML revision.  

 

To the BPHS/EPHS implementers (NGOs): 
 
1. To adjust the physical inventory and logistics reporting timeline in alignment with the HMIS 

and PLIS reporting timeline. This will be helpful in streamlining the reporting system, avoid 

causing extra work load to the staff, and improve data quality, data analysis and 

interpretation.  
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2. To implement the minimum requirement guidelines for quantification, procurement, and 

distribution for improving the supply chain management at the central, provincial and HF 

levels. A good pharmaceutical management system can not only lead to improvements in the 

quality of logistics data, but can also help save money and lives. Including ABC/VEN 

analysis in the quantification training would enable the implementers to analyze the PLIS 

data for their own use.  
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ANNEX 1. LIST OF THE NGOS THAT IMPLEMENT BPHS/EPHS IN AFGHANISTAN 
 
 

No. NGOs’ Full Names* Abbreviation 

1 Agency for Assistance and Development of Afghanistan AADA 

2 Afghanistan Center for Training and Development ACTD 

3 Afghan Health and Development Services AHDS 

4 Aga Khan Health Service - Afghanistan AKHS 

5 Bakhtar Development Network BDN 

6 Bangladesh Rural Advancement Committee BRAC 

7 Care of Afghan Families CAF 

8 Coordination of Humanitarian Assistance CHA 

9 Church World Service - Pakistan/Afghanistan CWS 

10 Humanitarian Assistance Development Association for Afghanistan HADAAF 

11 Health Net Trans-Cultural Psychosocial Organization HNTPO 

12 International Medical Corps Organization IMC 

13 Medical Emergency Relief International MERLIN 

14 Move Welfare Organization MOVE 

15 Medical Refresher Courses for Afghans MRCA 

16 Premiere Urgence - Aide Medicale Internationale PU- AMI 

17 Solidarity for Afghan Families SAF 

18 Swedish Committee for Afghanistan SCA 

19 Sanayee Development Organization SDO 

20 Strengthening Mechanism  SM 

* in alphabetical order 
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ANNEX 2A. VALUE INDICATORS 
 
 

Proposed Indicators 
Definition Data source Calculation 

Total value of 
beginning stock at all 
levels 

Total monetary value of 
the medicines available at 
the beginning of the 
quarter at all (central, 
provincial, HF) or any level 

Unit price and 
beginning stock of all 
items 

∑[unit price* beginning 
stock] (sum of unit price 
multiply by beginning 
stock of all items) 

Total value of 
received stock 

Total monetary value of 
the medicines received by 
purchase or donations at 
central and provincial 
levels 

Unit price, quantity of 
all items from 
international 
purchase, national 
purchase, and 
received donations 

∑[unit price* all purchased 
& donated quantities of all 
items] 

Total value of 
medicines available 
during the quarter 

Monetary value of all the 
medicines available during 
the quarter at all levels or 
any level 

Unit price, beginning 
stock, and received 
stock of all items 

Sum of above (1 + 2) 

Total value of the 
medicines distributed 

Monetary value of all the 
medicines distributed to 
HFs during the quarter at 
all levels or any level 

Unit price, the 
quantity of each item 
distributed to HFs 
from central or 
provincial 
warehouses 

∑[unit price* quantity 
distributed to HFs from 
central/ provincial 
warehouse] 

Total value of 
consumption 

Monetary value of all the 
medicines issued to 
dispensaries from 
pharmacy stores at the 
HFs during the quarter 

Unit price, 
consumption of all 
items at all Health 
Facilities During the 
Quarter 

∑[unit price* consumption 
at all Health Facilities] 

Total value of 
wastage 

Monetary value of all 
expired and damaged 
medicines at all levels or 
any level 

Unit price, all expired 
and damaged items 
at all levels 

∑[unit price*expired and 
damaged quantities of all 
items at all levels] 

Total stock balance at 
all levels at the end of 
the quarter 

Monetary value of the 
balance stock of all items 
at all levels or any level 

Unit price, Physical 
Inventory at the End 
of Quarter 

∑[unit price*physical 
inventory of all items at all 
levels] 

Total value of 
available stock at 
health facility level 

Monetary value of all the 
medicines available during 
the quarter at all the HFs 

Unit price, Grand 
Total Available (J3) 
at HFs 

∑[unit price* Grand Total 
Available] at HFs 

Total value of balance 
stock at HFs at the 
end of the quarter 

Monetary value of the 
balance stock of all items 
at all HFs 

Unit price, Physical 
Inventory at the End 
of Quarter 

∑[unit price*physical 
inventory of all items at 
HFs] 
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ANNEX 2B. VOLUME INDICATORS 
 
 

Proposed Indicators Definition Data source Calculation 

Total quantity of each 
essential medicine imported 
in the country by all 
BPHS/EPHS implementers 
and donors during the 
reporting quarter 

Total quantity of each 
essential medicine purchased 
by all the BPHS/EPHS 
implementers from 
international markets and 
imported to the country 

International 
purchase (I1, 
H2) and Donors 
(J1, I2) 

Sum of the 
Quantities in 
International 
purchase + Donors 
for each item 
(I1 + J1 + H2 + I2) 

Total quantity of each 
essential medicine imported 
in the country by all 
BPHS/EPHS implementers 
during the reporting quarter 

Total quantity of each 
essential medicine purchased 
by all the BPHS/EPHS 
implementers from 
international markets and 
imported to the country 

International 
purchase (I1, 
H2) 

the Quantities in 
International 
purchase for each 
item (I1 + H2) 

Total quantity of each 
essential medicine imported 
in the country by all donors 
during the reporting quarter 

Total quantity of each 
essential medicine purchased 
by all the donors from 
international markets and 
imported to the country 

From Donors - 
International 
purchase (J1, I2) 

the Quantities in 
“From Donors/ 
International 
purchase” for each 
item (J1 + I2) 

Number of items of essential 
medicines imported by all 
BPHS/EPHS implementers 
and donors during the 
reporting quarter 

Total number of items of 
essential medicines 
purchased by all BPHS/EPHS 
implementers and donors 
from international markets 
and imported to the country 

International 
purchase (I1, 
H2) and Donors 
(J1, I2) 

Count the items in 
International 
purchase I1, H2) 
and Donors (J1, I2) 
without duplication 

Total quantity of each 
essential medicine received 
by all BPHS/EPHS 
implementers during the 
reporting quarter 

Total quantity of each 
essential medicine received 
by all the BPHS/EPHS 
implementers from all modes 
of purchasing and donations. 

Total quantities 
received (M1, 
L2) except G2 

M1 + L2 - G2 for 
each item 

Total quantity of each 
essential medicine purchased 
from national market by all 
BPHS/EPHS implementers 
during the reporting quarter at 
national level. 

Total number of items of 
essential medicines 
purchased by all BPHS/EPHS 
implementers from National 
markets  

National 
purchased (K1, 
J2) 

the Quantities in 
National purchase 
for each item  
(K1 + J2) 

Total quantity of each 
essential medicine consumed 
at all BPHS/EPHS health 
facilities 

Total quantity of each 
essential medicine 
issued/dispensed to the 
patients at all the 
BPHS/EPHS health facilities 

K3 in the Health 
Facility sheet 

K3 for each 
medicine 

Average Monthly 
Consumption of each 
essential medicine (AMC)*  

The average monthly 
consumption of each 
essential medicine during a 
quarter (or during a year after 
at least one year 
implementation) 

K3 in the Health 
Facility sheet 

AMC= K3 ÷ 3 for 
each item 

Total quantity of each 
essential medicine consumed 
at all the BPHS/EPHS health 

Total quantity of each 
essential medicine 
issued/dispensed to the 

K3 in the Health 
Facility sheet 

K3 x4 for each item 
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Proposed Indicators Definition Data source Calculation 

facilities in a year patients at all the 
BPHS/EPHS health facilities 
in a year 

Total quantity of each 
essential medicine distributed 
to the BPHS/EPHS HFs 

Total quantity of each 
essential medicine distributed 
to all the BPHS/EPHS health 
facilities from central, 
provincial, or district stores 

Distribution to 
HFs (O1, N2) 
[O1 only for 
those without 
provincial 
warehouses] 

O1 + N2 for each 
medicine 

Total quantity of each 
essential medicine in stock at 
all the stores and 
BPHS/EPHS HFs at the end 
of the quarter (stock on hand, 
SOH) 

Total stock balance of each 
usable 
(unexpired/undamaged) 
essential medicine through 
physical inventory at the 
central, provincial, 
district/cluster stores and 
BPHS/EPHS HFs at the end 
of the quarter (ending 
balance) 

Physical 
Inventory End of 
Quarter (Q1, P2, 
M3) 

SOH = Q1 + P2 + 
M3 for each 
medicine 

Months of Stock of each 
essential medicine in all the 
stores and HFs at the end of 
the quarter (MOS-each)* 
- Minimum MOS  
- Maximum MOS 

Number of months the total 
ending balance of each 
usable essential medicine will 
be sufficient to provide 
services based on the 
average monthly 
consumption during the last 
quarter (Months of stock of 
each item) 

Physical 
Inventory End of 
Quarter (Q1, P2, 
M3) 

MOS= Stock on 
hand ÷ Average 
monthly 
consumption 
(SOH/AMC) for 
each item 

Total stock balance of each 
essential medicine in all the 
warehouses at the end of the 
quarter 

Total quantity of each 
essential medicine available 
in all the Central and 
provincial warehouses at the 
end of the quarter 

Central Stock 
(Q1), and 
Provincial stock 
(P2), 

Sum of all stocks in 
the 2 levels of 
warehouses  
(Q1 + P2) 

Total stock balance of each 
essential medicine in all the 
HFs at the end of the quarter 

Total quantity of each 
essential medicine available 
in all the health facilities at 
the end of the quarter 

All Health 
Facilities (M3) 

M3 for each 
medicine 

The difference between the 
calculated ending balance 
and physical balance of each 
medicine  
· Maximum  
· Minimum 

The difference between the 
calculated ending balance 
and physical balance of each 
medicine. This information 
can be used to verify the 
quality of the data. Solutions 
could be made to improve 
data quality if necessary. 

Total calculated 
ending balance 
(S1,R2,O3); and 
Total physical 
ending balance 
(Q1, P2, M3) 

(S1 + R2 + O3) - 
(Q1 + P2 + M3) 

Total quantity of each 
essential medicine 
expired/damaged during the 
reporting quarter in all the 
warehouses and HFs 

Total quantity of loss of each 
essential medicines due to 
expiration and damage during 
the reporting quarter in all the 
Central and provincial 
warehouses as well as HFs 
(no accumulation from 

Expired & 
damaged 
medicine at 
warehouses (P1, 
O2) & at all HFs 
(L3) 

(P1 + O2 + L3) for 
each item 
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Proposed Indicators Definition Data source Calculation 

previous quarters) 

Total quantity of each 
expired/damaged medicine 
during the reporting quarter in 
central and provincial 
warehouses 

Total quantity of loss of each 
essential medicines due to 
expiration and damage during 
the reporting quarter in 
central and provincial 
warehouses 

Expired & 
damaged 
medicine at 
warehouses (P1, 
O2) 

(P1 + O2) for each 
medicine 

Total quantity of each 
expired/damaged medicines 
in all the HFs 

Total quantity of loss of each 
essential medicines due to 
expiration and damage in the 
reporting quarter in all the 
health facilities  

Expired & 
damaged 
medicine at all 
HFs (L3) 

L3 for each 
medicine 

Total quantity of medicine 
expiring in 6 months in the 
warehouses and HFs from 
end of the reporting month 

Total quantity of medicine 
with remaining shelf-lives in 6 
months from end of the 
reporting month 

Total Stock 
Expiring Within 6 
Months from the 
end of the 
quarter (R1, Q2, 
N3) 

R1 + Q2 + N3 for 
each medicine 

Number (and %) of NGOs 
submit the PLIS report in time 

Number (and percentage of 
the them out of all NGOs) of 
NGOs submitted the reports 
by the deadlines 

1.The date that 
NGOs e-mail 
their reports; or 

Count the reports 
that were e-mailed 
or posted by the set 
deadlines 2.The stamp that 

indicate the 
dates NGOs post 
their reports 

Number of items of essential 
medicines that are out of 
stock in central and provincial 
warehouses at the end of the 
reporting quarter**  

Number of items of essential 
medicines with transactions 
(receipts or distributions) of 
which the ending balance is 
zero at central and provincial 
warehouses 

Q1, P2 Count the items that 
had transactions but 
their ending balance 
is zero in both Q1 
&P2 (not any of 
them) 

Percentage of items of 
essential medicines that are 
out of stock in central and 
provincial warehouses at the 
end of the reporting quarter** 

Proportion of items of 
essential medicines with 
transactions (receipts or 
consumptions) of which the 
ending balance is zero out of 
total number of items with 
transactions in the 
implementer’s list 

Q1, P2 Number of items 
that had 
transactions but 
their ending balance 
is zero in Q1&P2 ÷ 
total items with 
transactions 
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ANNEX 3A. LIST OF NGOS WITH THEIR LEVELS OF REPORTING (SORTED BY 
NGOS’ ORDER) 

 
 

 
NGOs*  Provinces 

Central 
reports 

Provincial 
reports 

HFs 
reports 

 AADA  Bamyan No Yes Yes 

 Ghazni No Yes Yes 

 ACTD  Ghor No Yes Yes 

 AHDS  Kandahar No Yes Yes 

 Urozgan No Yes Yes 

 AKHS  Badakhshan No No Yes 

 Baghlan No Yes Yes 

 Bamyan No Yes Yes 

 AMI  Daikundi Yes Yes Yes 

 Kunar Yes Yes Yes 

 BDN  Baghlan No Yes Yes 

 Ghazni No Yes Yes 

 Herat No Yes Yes 

 BRAC  Helmand No Yes No 

 Kabul No Yes Yes 

 Nimroz No Yes No 

 CAF  Badakhshan Yes Yes Yes 

 Takhar Yes Yes Yes 

 CHA  Balkh No Yes Yes 

 Farah No Yes Yes 

 CWS  Laghman Yes No Yes 

 HADAAF  Zabul No Yes Yes 

 HNI  Khost No Yes Yes 

 Nangarhar No Yes Yes 

 Paktya No Yes Yes 

 IMC  Nooristan No Yes Yes 

 Paktika No Yes Yes 

 Merlin  Kunduz No Yes Yes 

 MOVE  Badghis Yes Yes Yes 

 MRCA  Logar Yes Yes Yes 

 SAF  Faryab No Yes Yes 

 Jawzjan No Yes Yes 

 SCA  Laghman No Yes Yes 

 Samangan No Yes Yes 

 Sar Pul Yes No No 

 Wardak No No Yes 
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NGOs*  Provinces 

Central 
reports 

Provincial 
reports 

HFs 
reports 

 SDO  Ghazni No Yes Yes 

 SM  Kapisa No Yes No 

 Panjsheer No Yes Yes 

 Parwan No Yes Yes 

* According to alphabetical order 



 

53 

ANNEX 3B. LIST OF NGOS WITH THEIR LEVELS OF REPORTING (SORTED BY 
PROVINCES’ ORDER) 

 
 

 NGOs  Provinces* Central reports Provincial reports HFs reports 

 AKHS  Badakhshan No No Yes 

 CAF  Badakhshan Yes Yes Yes 

 MOVE  Badghis Yes Yes Yes 

 AKHS  Baghlan No Yes Yes 

 BDN  Baghlan No Yes Yes 

 CHA  Balkh No Yes Yes 

 AADA  Bamyan No Yes Yes 

 AKHS  Bamyan No Yes Yes 

 AMI  Daikundi Yes Yes Yes 

 CHA  Farah No Yes Yes 

 SAF  Faryab No Yes Yes 

 AADA  Ghazni No Yes Yes 

 BDN  Ghazni No Yes Yes 

 SDO  Ghazni No Yes Yes 

 ACTD  Ghor No Yes Yes 

 BRAC  Helmand No Yes No 

 BDN  Herat No Yes Yes 

 SAF  Jawzjan No Yes Yes 

 BRAC  Kabul No Yes Yes 

 AHDS  Kandahar No Yes Yes 

 SM  Kapisa No Yes No 

 HNI  Khost No Yes Yes 

 AMI  Kunar Yes Yes Yes 

 Merlin  Kunduz No Yes Yes 

 CWS  Laghman Yes No Yes 

 SCA  Laghman No Yes Yes 

 MRCA  Logar Yes Yes Yes 

 HNI  Nangarhar No Yes Yes 

 BRAC  Nimroz No Yes No 

 IMC  Nooristan No Yes Yes 

 IMC  Paktika No Yes Yes 

 HNI  Paktya No Yes Yes 

 SM  Panjsheer No Yes Yes 

 SM  Parwan No Yes Yes 

 SCA  Samangan No Yes Yes 

 SCA  Sar Pul Yes No No 

 CAF  Takhar Yes Yes Yes 
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 NGOs  Provinces* Central reports Provincial reports HFs reports 

 AHDS  Urozgan No Yes Yes 

 SCA  Wardak No No Yes 

 HADAAF  Zabul No Yes Yes 

* According to alphabetical order 
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ANNEX 4. HMIS INDICATOR MEDICINES – MIAR  
 
 

No ATC Code 
MIAR 
(M) Medicines Total Costs 

Total 
Quantities 

1 B01AC06or M1 Acetylsalicylic acid (Aspirin) 100 mg Tab 1,760.51  1,343,425  

2 N02BA01or M1 Acetylsalicylic Acid (Aspirin) 300 mg Tab 4,801.09  395,336  

3 N02BA01or M1 Acetylsalicylic acid (Aspirin) 500 mg Tab 19,992.12 6,369,396 

4 N02BE01or M1 Paracetamol 100 mg Tab 18,676.70 13,366,680 

5 N02BE01or M1 Paracetamol 100 mg/ml 15-ml Drop 48.96 205  

6 N02BE01or M1 Paracetamol 120 mg/5-ml 60-ml Syr 45,750.10  298,046  

7 N02BE01or M1 Paracetamol 325 mg Tab 79.09  12,420  

8 N02BE01or M1 Paracetamol 500 mg Tab 274,508.85  29,479,949  

9 P02CA01or M2 Mebendazole 100 mg Tab 76,655.53  4,384,692  

10 P02CA01or M2 Mebendazole 500 mg Tab 64.21   6,496  

11 J01CA04or M3 Amoxicillin 500 mg Tab 337,974.67  10,615,108  

12 J01CA04or M3 Amoxicillin 125 mg/5-ml, 60-ml Susp 35,689.55  159,866  

13 J01CA04or M3 Amoxicillin 250 mg Tab 221,935.62  9,900,751  

14 J01CA04or M3 Amoxicillin 250 mg/5-ml 60-ml Susp 106,081.25   221,184  

15 J01CA04inj M3 Amoxicillin 500 mg Vial  22,810.59  388,613  

16 J01CA01inj M3 Ampicillin 1000 mg Vial 41,323.54  375,280  

17 J01CA01or M3 Ampicillin 500 mg Tablet  3,822.16  44,315  

18 J04AC01or M4 Isoniazid 100 mg Tablet (INH)  308.96  14,127  

19 N05BA01inj M6 Diazepam 5 mg/ml 2-ml Amp  2,469.98   57,483  

20 N01BB02 M7 Lidocaine 1% 20-ml Vial  63.36   1,825  

21 N01BB02 M7 Lidocaine 1% 50-ml Vial  2.48   513  

22 N01BB02 M7 Lidocaine 1% Amp 309.20   6,190  

23 N01BB02 M7 Lidocaine 2% 20-ml Vial  321.36   3,417  

24 N01BB02 M7 Lidocaine 2% 2-ml Amp 3,424.93   38,440  

25 P01AB01or M8 Metronidazole 125 mg/5-ml 100-ml Susp  560.76   1,700  

26 P01AB01 M8 Metronidazole 200 mg/5-ml Syr 76,518.41  343,206  

27 P01AB01or M8 Metronidazole 200 mg Tab 123,808.18  14,043,928  

28 P01AB01or M8 Metronidazole 400 mg Tab  24,283.65   4,286,128  

29 P01AB01 M8 Metronidazole 500 mg tab 212.72   6,307  

30 P01AB01 M8 Metronidazole 5 mg/ml 100-ml inj  19,090.95   74,613  

31 J01EE01 M9 Sulfamethoxazole 100 mg + Trimethoprim 
20 mg Tab 

 40,053.54   12,504,052  

32 J01EE01 M9 Sulfamethoxazole 200 mg + Trimethoprim 
40 mg (Co-trimoxazole)/5-ml 50-ml Susp 

 40,943.21   643,848  

33 J01EE01 M9 Sulfamethoxazole 400 mg + Trimethoprim 
80 mg 50-ml Syr 

 145,485.06   2,401,451  

34 J01EE01 M9 Sulfamethoxazole 400 mg + Trimethoprim 
80 mg Tab 

 364,633.93   22,864,253  
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No ATC Code 
MIAR 
(M) Medicines Total Costs 

Total 
Quantities 

35 C07AB03or M10 Atenolol 100 mg Tab 3,552.53  193,186  

36 C07AB03or M10 Atenolol 50 mg Tab 16,277.22  581,498  

37 C09AA01or M10 Captopril 25 mg Tab 24.09  4,459  

38 C03CA01inj M10 Furosemide 10 mg/ml, 2-ml Amp 1,109.88  129,724  

39 C03CA01or M10 Furosemide 40 mg Tab 742.79  238,216  

40 C02DB01inj M10 Hydralazine 20 mg Amp 5,820.24  16,301  

41 C02DB02or M10 Hydralazine 25 mg Tab 3.29  134  

42 C02DB02or M10 Hydralazine 50 mg Tab 33.17  23,085  

43 C03AA03or M10 Hydrochlorothiazide 25 mg Tab 312.13  205,182  

44 C03AA03or M10 Hydrochlorothiazide 50 mg Tab 2,153.33  801,468  

45 C02AB01or M10 Methyldopa 250 mg Tab 68,844.02  2,373,616  

46 G02CA04or M10 Nifedipine 10 mg Tab 3,293.35  434,913  

47 G02CA04or M10 Nifedipine 20 mg Cap  1,951.70   67,141  

48 C07AA05or M10 Propranolol 10 mg Tab  42.28   8,389  

49 C07AA05or M10 Propranolol 40 mg Tab  401.41   384,393  

50 G03AA05 M11 Ethinylestradiol 0.035 mg + Norethisterone 
1 mg Tab 

 4,095.85   76,688  

51 G03AA07 M11 Ethinylestradiol 0.03 mg + Levonorgestrel 
0.15 mg Tab 

 30,596.87   422,797  

52 G03AA07 M11 Ethinylestradiol 0.05 mg + Levonorgestrel 
0.25 mg Tab 

 68.20   3,412  

53 G03AA06 M11 Ethinylestradiol 30 mcg + Norgestrel 300 
mcg Tab 

 49,815.51   535,578  

54 G03AD01or  M11 Levonorgestrel 0.03 mg Tab  21,304.37   182,303  

55 G03AC10 M11 Norgestrel 0.075 mg Tab 8,128.58   229,780  

56 G03AC06inj M12 Medroxyprogesterone 150 mg/ml Inj Depot  116,770.07   616,015  

57 G02BX01 M13 Condom  38,642.02   2,930,140  

58 A07CA01 M14 oral rehydration salt 20.5 g  42,163.58   1,479,577  

59 A07CA01 M14 oral rehydration salt 27.9 g 71,680.79   2,725,938  

60 A12CB01or M15 Zinc Sulfate 10 mg Tab  8.23   775  

61 A12CB01 M15 Zinc Sulfate 20 mg Tab  19,726.55  1,734,072  

62 A11CA01or M16 Retinol 10,000 IU Tab  2,556.63   46,953  

63 A11CA01or M16 Retinol 50,000 IU Cap  547.36   710,853  

64 A11CA01inj M16 Retinol 50,000 IU/ml, 2-ml Amp  507.65  2,276,135  

65 A11CA01or M16 Retinol 200,000 IU Cap 21,863.21   12,590  

66 B03AD03 M17 Ferrous Sulphate 200 mg + Folic Acid 
0.25 mg Tab 

22,072.98  11,608,295  

67 B03AD03 M17 Ferrous Sulphate 60 mg + Folic Acid 0.4 
mg Tab 

 45,062.18   26,620,254  

68 H01BB02inj M18 Oxytocine 10 IU/ml Amp  16,986.78   267,474  

69 P01BA01or M19 Chloroquine 150 mg Tab  18,115.28   1,716,776  
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Total 
Quantities 

70 P01BA01inj M19 Chloroquine 200 mg/5-ml Amp  373.50   30,757  

71 P01BA01or M19 Chloroquine 250 mg Tab  32.17   180  

72 P01BA01or M19 Chloroquine 50 mg/5-ml 60-ml Syr  3,282.01   39,560  

73 P01BF04or M20 Artesunate 100 mg + Pyrimethamine 25 
mg+ Sulfadoxine 500 mg Tab 

 284.71   5,970  

74 P01BF04or M20 Artesunate 150 mg + Pyrimethamine 25 
mg + Sulfadoxine 500 mg Tab 

 487.84   4,471  

75 P01BF04or M20 Artesunate 300 mg + Pyrimethamine 25 
mg + Sulfadoxine 1000 mg Tab 

 321.96   2,927  

76 P01BF04or M20 Artesunate 50 mg + Pyrimethamine 25 mg 
+ Sulfadoxine 500 mg Tab 

 696.97   18,455  

77 P01BF04or M20 Artesunate 600 mg + Pyrimethamine 75 
mg + Sulfadoxine 1500 mg Tab 

 6,527.94   14,705  

78 N06AA09or M21 Amitriptylline 10 mg Tab  253.41   38,263  

79 N06AA09or M21 Amitriptylline 25 mg Tab 144.37   2,389,517  

80 N06AB03or M21 Fluoxetine 20 mg Cap  3,343.38   402,286  

   Total Cost 2,714,487.57   

 



 

58 

ANNEX 5. HMIS INDICATOR MEDICINES – HMIR  
 
 

No ATC Code 
HMIR 

(H) Medicines Total costs 
Total 

Quantities 

1 P01BF04or H1 Artesunate 100 mg + Pyrimethamine 25 mg 
+ Sulfadoxine 500 mg Tab 

 284.71   5,970  

2 P01BF04or H1 Artesunate 150 mg + Pyrimethamine 25 mg 
+ Sulfadoxine 500 mg Tab 

 487.84   4,471  

3 P01BF04or H1 Artesunate 300 mg + Pyrimethamine 25 mg 
+ Sulfadoxine 1000 mg Tab 

 321.96   2,927  

4 P01BF04or H1 Artesunate 50 mg + Pyrimethamine 25 mg + 
Sulfadoxine 500 mg Tab 

 696.97   18,455  

5 P01BF04or H1 Artesunate 600 mg + Pyrimethamine 75 mg 
+ Sulfadoxine 1500 mg Tab 

 6,527.94   14,705  

6 A03BA01inj H2 Atropine sulfate 1 mg/ml, 1-ml amp  945.05   24,363  

7 J01CE01inj H3 Penicillin Benzyl (Peni G crystal) 1 MU Vial  45.29   971  

8 J01CE01inj H3 Penicillin Benzyl (Peni G crystal) 5 MU Vial  4,369.74   52,178  

9 C01AA05or H4 Digoxin 0.25 mg Tab  79.56   74,684  

10 C01AA05inj H4 Digoxin 0.25 mg/ml 2-ml Amp  82.52   7,046  

11 G02AB03inj H5 Ergometrine 0.2 mg/ml Amp  5,552.73   141,672  

12 G02AB01inj H5 Methylergometrine 0.2 mg/ml Amp  1,127.60   41,898  

13 C03CA01inj H6 Furosemide 10 mg/ml, 2-ml Amp  1,109.88   129,724  

14 J01GB03inj H7 Gentamicin 20 mg/ml, 2-ml Amp  3,298.95   175,699  

15 J01GB03inj H7 Gentamicin 40 mg/ml 2ml Amp  9,998.74   259,969  

16 D08AG02 H8 Povidone-iodine 10% topical solution  9,858.50   15,997  

17 N01AX03 H9 Ketamin 50 mg/ml 10-ml Vial  3,434.67   15,736  

18 N01BB02 H10 Lidocaine 5% 2-ml Amp  67.27   2,861  

19 N03AX31inj H11 Magnesium Sulfate 500 mg/ml 10-ml Amp  4,001.76   44,398  

20 N03AX31inj H11 Magnesium Sulfate 500 mg/ml 20-ml Amp  981.45   5,371  

21 N02AA01inj H12 Morphine 10 mg 2-ml Amp  399.41   2,198  

22 V03AB15 H13 Naloxone 400 mcg Amp  6,228.89   16,219  

23 C02DB01inj H14 Hydralazine 20 mg Amp  5,820.24   16,301  

24 N02AB02inj H15 Pethidine 100 mg/2-ml Amp  1,377.62   28,457  

25 N03AA02inj H16 Phenobarbital 100 mg/ml, 2-ml Amp  4.25   30  

26 N03AA02 H16 Phenobarbital 50 mg/ml 2-ml Amp  35.66   30  

27 P01BC01inj H17 Quinine DiHcl 300 mg/ml, 2-ml Amp  356.65   8,738  

28 A02BA02inj H18 Ranitidine 25 mg/ml, 2-ml Amp  313.16   4,000  

29 B05BB02 H19 Ringer lactate 1000-ml IV  90,126.68   225,042  

30 B05BB02 H19 Ringer lactate 500-ml IV  13,445.27   43,950  

31 R03CC02inj H20 Salbutamol 0.05 mg/ml 1ml Amp  193.23   775  

32 R03CC02inj H20 Salbutamol 0.05 mg/ml 5-ml Amp  536.08   10,191  

33 B05BB01 H21 Sodium Chloride 0.9% 1000-ml IV  33,826.05   118,400  
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34 B05BB01 H21 Sodium Chloride 0.9% 500-ml IV  4,293.69   24,123  

   Total cost  210,229.99   
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ANNEX 6. ABC ANALYSIS FOR HMIS INDICATOR MEDICINES FOR THE OVERALL HFS REPORT 
 
 

ABC 
class 

MIAR 
(M) 

HMIR 
(H) Medicines Total Cost 

Total 
Quantities 

% of the 
value 

% of cumulative 
value 

A M9  Sulfamethoxazole 400 mg + Trimethoprim 80 
mg Tab 

364,633.93  22,864,253  12.53  12.53 

A M3  Amoxicillin 500 mg Tab 337,974.67  10,615,108  11.62  24.15 

A M1  Paracetamol 500 mg Tab 274,508.85   29,479,949  9.44  33.58 

A M3  Amoxicillin 250 mg Tab 221,935.62  9,900,751  7.63 41.21 

A M9  Sulfamethoxazole 400 mg + Trimethoprim 80 
mg 50-ml Syr 

 145,485.06   2,401,451   5.00   46.21  

A M8  Metronidazole 200 mg Tab 123,808.18  14,043,928   4.26  50.47  

A M12  Medroxyprogesterone 150 mg/ml Inj Depot  116,770.07   616,015   4.01  54.48  

A M3  Amoxicillin 250 mg/5-ml 60-ml Susp  106,081.25   221,184   3.65   58.13  

A  H19 Ringer lactate 1000-ml IV  90,126.68   225,042   3.10   61.23  

A M2  Mebendazole 100 mg Tab  76,655.53   4,384,692   2.63   63.86  

A M8  Metronidazole 200 mg/5-ml Syr  76,518.41  343,206   2.63   66.49  

A M14  oral rehydration salt 27.9 g  71,680.79   2,725,938   2.46   68.95  

A M10  Methyldopa 250 mg Tab  68,844.02   2,373,616   2.37   71.32  

A M11  Ethinylestradiol 30 mcg + Norgestrel 300 mcg 
Tab 

 49,815.51   535,578   1.71   73.03  

A M1  Paracetamol 120 mg/5-ml 60-ml Syr  45,750.10   298,046   1.57   74.60  

A M17  Ferrous Sulphate 60 mg + Folic Acid 0.4 mg 
Tab 

 45,062.18   26,620,254   1.55   76.15  

A M14  oral rehydration salt 20.5 g 42,163.58  1,479,577   1.45   77.60  

A M3  Ampicillin 1000 mg Vial 41,323.54   375,280   1.42   79.02  

A M9   Sulfamethoxazole 200 mg + Trimethoprim 40 
mg (Co-trimoxazole)/5-ml 50-ml Susp 

 40,943.21   643,848   1.41   80.43  

B M9  Sulfamethoxazole 100 mg + Trimethoprim 20 
mg Tab 

 40,053.54   12,504,052   1.38   81.81  

B M13  Condom  38,642.02   2,930,140   1.33   83.13  
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MIAR 
(M) 

HMIR 
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Total 
Quantities 

% of the 
value 

% of cumulative 
value 

B M3  Amoxicillin 125 mg/5-ml, 60-ml Susp  35,689.55   159,866   1.23   84.36  

B  H21 Sodium Chloride 0.9% 1000-ml IV  33,826.05   118,400   1.16   85.52  

B M11  Ethinylestradiol 0.03 mg + Levonorgestrel 
0.15 mg Tab 

 30,596.87   422,797   1.05  86.58  

B M8  Metronidazole 400 mg Tab  24,283.65   4,286,128   0.83   87.41  

B M3  Amoxicillin 500 mg Vial   22,810.59   388,613   0.78   88.19  

B M17  Ferrous Sulphate 200 mg + Folic Acid 0.25 
mg Tab 

 22,072.98   11,608,295   0.76   88.95  

B M16  Retinol 200,000 IU Cap  21,863.21   12,590   0.75   89.70  

B M11  Levonorgestrel 0.03 mg Tab  21,304.37   182,303   0.73   90.44  

B M1  Acetylsalicylic acid (Aspirin) 500 mg Tab  19,992.12   6,369,396   0.69   91.12  

B M15  Zinc Sulfate 20 mg Tab  19,726.55   1,734,072   0.68   91.80  

B M8  Metronidazole 5 mg/ml 100-ml inj  19,090.95   74,613   0.66  92.46  

B M1  Paracetamol 100 mg Tab  18,676.70  13,366,680   0.64  93.10  

B M19  Chloroquine 150 mg Tab 18,115.28  1,716,776   0.62   93.72  

B M18  Oxytocine 10 IU/ml Amp 16,986.78  267,474   0.58  94.31  

B M10  Atenolol 50 mg Tab  16,277.22   581,498  0.56  94.87  

B   H19 Ringer lactate 500-ml IV  13,445.27   43,950   0.46   95.33  

C  H7 Gentamicin 40 mg/ml 2-ml Amp  9,998.74  259,969  0.34   95.67  

C  H8 Povidone-iodine 10% topical solution  9,858.50   15,997   0.34  96.01  

C M21  Amitriptylline 25 mg Tab  9,144.37   2,389,517   0.31   96.32  

C M11  Norgestrel 0.075 mg Tab  8,128.58  229,780   0.28   96.60  

C M20 H1 Artesunate 600 mg + Pyrimethamine 75 mg+ 
Sulfadoxine 1500 mg Tab 

6,527.94   14,705   0.22  96.83  

C  H13 Naloxone 400 mcg Amp  6,228.89   16,219  0.21   97.04  

C M10 H14 Hydralazine 20 mg Amp 5,820.24   16,301   0.20   97.24  

C  H5 Ergometrine 0.2 mg/ml Amp  5,552.73   141,672   0.19  97.43  

C M1  Acetylsalicylic Acid (Aspirin) 300 mg Tab  4,801.09  395,336   0.17  97.60  

C  H3 Penicillin Benzyl (Peni G crystal) 5 MU Vial  4,369.74   52,178   0.15   97.75  
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C  H21 Sodium Chloride 0.9% 500-ml IV  4,293.69   24,123   0.15  97.90  

C M11  Ethinylestradiol 0.035 mg + Norethisterone 1 
mg Tab 

 4,095.85   76,688   0.14   98.04  

C  H11 Magnesium Sulfate 500 mg/ml 10-ml Amp 4,001.76  44,398  0.14   98.17  

C M3  Ampicillin 500 mg Tablet   3,822.16  44,315  0.13   98.31  

C M10  Atenolol 100 mg Tab  3,552.53   193,186  0.12  98.43  

C  H9 Ketamin 50 mg/ml 10-ml Vial  3,434.67   15,736  0.12   98.55  

C M7  Lidocaine 2% 2-ml Amp  3,424.93   38,440  0.12   98.66  

C M21  Fluoxetine 20 mg Cap  3,343.38   402,286   0.11  98.78  

C  H7 Gentamicin 20 mg/ml, 2-ml Amp  3,298.95   175,699  0.11   98.89  

C M10  Nifedipine 10 mg Tab  3,293.35  434,913  0.11   99.01  

C M19  Chloroquine 50 mg/5-ml 60-ml Syr  3,282.01   39,560   0.11  99.12  

C M16  Retinol 10,000 IU Tab 2,556.63  46,953  0.09  99.21  

C M6  Diazepam 5 mg/ml 2-ml Amp 2,469.98  57,483  0.08  99.29  

C M10  Hydrochlorothiazide 50 mg Tab 2,153.33  801,468  0.07  99.36  

C M10  Nifedipine 20 mg Cap 1,951.70  67,141  0.07  99.43  

C M1  Acetylsalicylic acid (Aspirin) 100 mg Tab 1,760.51  1,343,425   0.06  99.49  

C  H15 Pethidine 100 mg/2-ml Amp 1,377.62  28,457  0.05  99.54  

C  H5 Methylergometrine 0.2 mg/ml Amp 1,127.60  41,898  0.04  99.58  

C M10 H6 Furosemide 10 mg/ml, 2-ml Amp 1,109.88  129,724  0.04  99.62  

C  H11 Magnesium Sulfate 500 mg/ml 20-ml Amp 981.45  5,371  0.03  99.65  

C  H2 Atropine sulfate 1 mg/ml, 1-ml amp 945.05  24,363  0.03  99.68  

C M10  Furosemide 40 mg Tab 742.79  238,216  0.03  99.71  

C M20 H1 Artesunate 50 mg + Pyrimethamine 25 mg + 
Sulfadoxine 500 mg Tab 

696.97  18,455  0.02  99.73  

C M8  Metronidazole 125 mg/5-ml 100-ml Susp 560.76  1,700  0.02  99.75  

C M16  Retinol 50,000 IU Cap 547.36  710,853  0.02  99.77  

C  H20 Salbutamol 0.05 mg/ml 5-ml Amp 536.08  10,191  0.02  99.79  

C M16  Retinol 50,000 IU/ml, 2-ml Amp 507.65  2,276,135  0.02  99.81  
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C M20 H1 Artesunate 150 mg + Pyrimethamine 25 mg + 
Sulfadoxine 500 mg Tab 

487.84  4,471  0.02  99.82  

C M10  Propranolol 40 mg Tab 401.41  384,393  0.01  99.84  

C  H12 Morphine 10 mg 2-ml Amp 399.41  2,198  0.01  99.85  

C M19  Chloroquine 200 mg/5-ml Amp 373.50  30,757  0.01  99.86  

C  H17 Quinine DiHCl 300 mg/ml, 2-ml Amp 356.65  8,738  0.01  99.88  

C M20 H1 Artesunate 300 mg + Pyrimethamine 25 mg + 
Sulfadoxine 1000 mg Tab 

321.96  2,927  0.01  99.89  

C M7  Lidocaine 2% 20-ml Vial 321.36  3,417  0.01  99.90  

C  H18 Ranitidine 25 mg/ml, 2-ml Amp 313.16  4,000  0.01  99.91  

C M10  Hydrochlorothiazide 25 mg Tab 312.13  205,182  0.01  99.92  

C M7  Lidocaine 1% Amp 309.20  6,190  0.01  99.93  

C M4  Isoniazid 100 mg Tablet (INH) 308.96  14,127  0.01  99.94  

C M20 H1 Artesunate 100 mg + Pyrimethamine 25 mg + 
Sulfadoxine 500 mg Tab 

284.71  5,970  0.01  99.95  

C M21  Amitriptylline 10 mg Tab 253.41  38,263  0.01  99.96  

C M8  Metronidazole 500 mg tab 212.72  6,307  0.01  99.97  

C  H20 Salbutamol 0.05 mg/ml 1-ml Amp 193.23  775  0.01  99.97  

C  H4 Digoxin 0.25 mg/ml 2-ml Amp 82.52  7,046  0.00  99.98  

C  H4 Digoxin 0.25 mg Tab 79.56  74,684  0.00  99.98  

C M1  Paracetamol 325 mg Tab 79.09  12,420  0.00  99.98  

C M11  Ethinylestradiol 0.05 mg + Levonorgestrel 
0.25 mg Tab 

 68.20   3,412   0.00   99.98  

C  H10 Lidocaine 5% 2-ml Amp 67.27  2,861  0.00  99.99  

C M2  Mebendazole 500 mg Tab 64.21  6,496  0.00  99.99  

C M7  Lidocaine 1% 20-ml Vial 63.36  1,825  0.00  99.99  

C M1  Paracetamol 100 mg/ml 15-ml Drop 48.96  205  0.00  99.99  

C  H3 Penicillin Benzyl (Peni G crystal) 1 MU Vial 45.29  971  0.00  99.99  

C M10  Propranolol 10 mg Tab 42.28  8,389  0.00  100.00  
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C  H16 Phenobarbital 50 mg/ml 2-ml Amp 35.66  30  0.00  100.00  

C M10  Hydralazine 50 mg Tab 33.17  23,085  0.00  100.00  

C M19  Chloroquine 250 mg Tab 32.17  180  0.00  100.00  

C M10  Captopril 25 mg Tab 24.09  4,459  0.00  100.00  

C M15  Zinc Sulfate 10 mg Tab 8.23  775  0.00  100.00  

C  H16 Phenobarbital 100 mg/ml, 2-ml Amp 4.25  30  0.00  100.00  

C M10  Hydralazine 25 mg Tab 3.29  134  0.00  100.00  

C M7  Lidocaine 1% 50-ml Vial 2.48  513  0.00  100.00  
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