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SUMMARY

At the request of the Kenyan Ministry of Health, USAID organized this
assessment of the Kenyan Ministry of Health pharmaceutical and medical supply
system. The Ministry was concerned that frequent shortages of essential drugs
and medical supplies at government health institutions would undermine efforts
to improve the effectiveness and efficiency of these institutions. The HFS
team -- consisting of Dr. Jonathan Quick and a local consultant, Dr. Francis
Ndemo -- interviewed Ministry of Health officials, medical supply and
essential drug staff, Provincial Medical Officers, and senior staff from
UNICEF, WHO, Tocal pharmaceutical manufacturers, USAID, the World Bank,
DANIDA, SIDA, ODA, and JICA. The team also visited hospitals, supply depots,
health centers, and dispensaries in two provinces. A complete listing of
people seen and places visited is contained in Annex A. Finally, the team
reviewed and incorporated into its work the resuits of more than a dozen other
reports prepared over the last five years.



Although the basic organization of the pharmaceutical and medical supply
system is sound, a series of actions are suggested to address existing
weaknesses with needs estimation, frequent costly emergency procurements, poor
inventory control, leakages, and highly variable hospital drug management
practices. Specific findings, actions, priorities, and timetables are
described in ten areas of drug policy and management: (1) National Drug
Policy, (2) National Essential Drugs List, (3) Hospital Therapeutics, (4)
Hospital Drug Management, (5) Supervision of Pharmaceutical and Medical Supply
Distribution, (6) Needs Estimation and Allocation, (7) Good Procurement
Practices, (8) Financial Management of the Supply Process, (9) Medical Supply
Coordination Unit Operations, and (10) Rational Drug Use. Detailed terms of
reference were prepared for a comprehensive assessment aimed at strengthening
tha pharmaceutical distribution and procurement system (Annex B). It is
estimated that improvements in these ten action areas could increase current
supplies of pharmaceuticals by 50 percent or more. Potential roles are
outlined for the MOH, the World Bank-assisted Health Sector Rehabilitation
Project, the WHO Drug Action Programme, the USAID-sponsored Health Care
Financing Project, and the DANIDA/SIDA-supported Essential Drugs Programme.



OBJECTIVES

At the request of the Ministry of Health Permanent Secretary, USAID organized this
assessment of the Kenyan Ministry of Health pharmaceutical and medical supply
system. The Ministry was concerned that lack of regular, adequate availability of
essential drugs and medical supplies at government health institutions would
undermine efforts to improve the effectiveness and efficiency of these institutions.
Specific problems cited by the MOH included difficulty with needs estimation,
frequent costly emergency procurements, poor inventory control, chronic drug
shortages, and considerable leakages.

The assessment team consisted of Dr. Jonathan Quick, a family physician with
extensive drug management experience, and a local clinical pharmacist, Dr. Francis
Ndemo. The team was asked to review the current pharmaceutical and medical supply
system and to prepare terms of reference for a broader assessment aimed at the
development of a comprehensive medical drug supply and logistics plan. The team
concluded that the basic crganization of the pharmaceutical and medical supply
system is sound. However, a series of actions are required to address current
problems and to strengthen specific aspects of the existing system. Detailed terms
of reference for an action-oriented assessment aimed at strengthening the
pharmaceutical distribution and procurement system are contained in Annex B.

ACTIVITIES

To carry out its assignment, the team interviewed senior Ministry of Health
officials, Medical Supplies Coordinating Unit (MSCU) staff, Essential Drug Programme
staff, four of eight Provincial Medical Officers, Mission for Essential Orugs and
Supplies (MEDS) staff, UNICEF and WHO officials, officers for two pharmaceutical
manufacturers, and officers from Kenya's two pharmaceutical manufacturers
associations., The team also held meetings with individual donors, including USAID,
the World Bank, DANIDA, SIDA, ODA, and JICA.

The team visited two Provincial General Hospitals, two MSCU sub-depots, four
district or subdistrict hospitals, one rural health training center, and five health
centers or dispensaries during field trips to Coast, Nyanza, and Kakamega Provinces.
Finally, the team reviewed and incorporated into its work the results of relevant
reports prepared over the last five years by or for the MOH, local universities,
WHO, USAID, DANIDA, or other organizations. A complete listing of people seen and
places visited is contained in Annex A.

At the end of the assignment, on the afternoon of 26 November 1990, a one-and-one-
half-hour presentation-discussion was held with the Permanent Secretary, the
Director of Medical Services, the Acting Chief Pharmacist, the Chief Nursing
Officer, and other MOH, MSCU, and EDP staff, as well as DANIDA, USAID, and World
Bank staff. Major observations, suggested actions, and proposed sources of
technical and financial support were reviewed and discussed for each of the ten
major action areas described below.

FINDINGS AND FOLLOW-UP

1. Nationai Drug Policy (NDP) -- In April 1990 a joint MOH-WHO workshop was held
with the aim of formulating a Kenya National Drug Policy. A three-page working
paper resulting from this meeting summarizes key elements of the proposed Kenya
policy. A Secretariat appointed by the Director of Medical Services and chaired by
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the Acting Chief Pharmacist was charged with the responsibility of preparing a draft
policy. Although Kenya has not had a formalized NDP, a large portion of the
proposed policy elements are already being implemented through existing programs.
Suggested actions:

* Prepare a draft NDP (NDP Secretariat) (February 1991)

Revision of NDP draft by Senior Management Committee (March 1991)
Circulate draft NDP to interested parties (May, June 1991)

Hold NDP revision workshop and finalize NDP (July 1991)

Present NDP to Minister of Health, Cabinet, President (September 1991)

* % % %

2. Natioral Essential Drugs Lists (EDL) -- The National List of Essential Drugs
published in 1981 has provided a sound basis for public sector drug supply. For
procurement purposes, changes have been made in the list, but no specific process or
criteria for formal revision of the EDL exist. Some outdated products and dosage
forms continue to be used, while some advances in therapeutics and cost-
-effectiveness are not included. Nevertheless, most products being procured
continue to be safe, cost-effective choices. Except for the EDP Handbook for Rural
Health Workers, no formulary manual or other unbiased source of information on the
EDL exists. Suggested actions:

* Appoint a National Essential Drugs Committee (DMS) (Cecember 1990)

* Draft selection criteria, then revise list (February 1991)

* Circulate draft list and prepare final list (March-May 1991)

* Distribute new EDL to all health institutions (June 1991)

* Publish National Essential Drugs List & Therapeutics Manual (July-Dec. 1991)

3. Hospital Therapeutics -- At least 50 percent of MOH expenditures on drugs and
medical supplies are for hospitals. Previous studies have found threefold
differences in outpatient drug costs at MOH hospitals. Studies of inpatient
prescribing suggest considerable potential savings through more standardized
treatment. Prescribing limits based on qualifications are inconsistent among
hospitals. Only one ot six hospitals visited had an active Hospital Drugs
Committee, and this was started only recently. Suggested actions:

* Establish Drugs & Therapeutics Committees at Provincial and District Hospitals
(January 1991?

* Appoint a working group to draft, test, revise, and publish Clinical Guidelines
for Diagnosis and Treatment of Common Medical Problems (April 1991, first draft)

* Analyze hospital drug utilization patterns (April-June 1991)

4. Hospita) Drug Management (HDM) -- With the introduction of OPD kits, drug supply
to hospitals has become more reqular. Bulk medical stores are generally well
organized with good record-keeping. Antibiotic and injection registers are
consistently maintained for both inpatients and outpatients. But other pharmacy
record-keeping practices vary among hospitals. Staff drug use (prescription and
otherwise) consumes up to 40 percent of hospital drug supplies, but few hospitals
have specific policies to control dispensing to staff. Systems for managing ward
drug supply vary considerably. Suqqested actions:

Appoint HDM working group of doctors, nurses, pharmacists (January 1991)
Develop procedures & practical manual on HDM (March 1991)

Pilot test, revise, and publish the procedures & manual (April-December 1991)
Implement the new procedures through provincial workshops (Jan-March 1992)

* % % *

-3 -



5. Supervision of Pharmaceutical and Medical Supply Distribution -- Existing
procedures for drug and medical supply accountability from the central depot to
hospital medical stores are quite functional and stock records are generally well
organized. Periodic surprise spot audits are conducted by Treasury. The District
RHF Pharmaceutical Technologist position developed by the EDP is well-conceived and
highly effective when implemented as intended. Unfortunately, actual performance
appears highly variable. Recycling of sub-depot and hospital overstocks is
inadequate and resulting losses are considerable. Dispensing practices vary among
facilities. Pharmacists and pharmaceutical technologists receive limited drug
management training during their formal education. Suggested actions:

* Establish positions for Provincial Chief Pharmacists (January 1991)

* Establish a position of Deputy Chief Pharmacist for Pharmaceutical and Medical
Supply Services (January 1991{

* Conduct training programs for RHF Pharmaceutical Technologists (mid-1991)

* Introduce Drug Management in training institution curricula

6. Needs Estimation and Allocation Process -- RHF and OPD kit contents have been
based on repcrted morbidity patterns, standard treatments, and observed consumption
patterns. Initial estimates fur inpatient and specialty drugs were based on
reported consumption patterns. Recent efforts by the DPC to quantify drug
requirements have been used to increase Treasury allocations. Nevertheless, no
easy-to-administer method for routinely revising RHF and OPD kit contents has been
developed; the allocation process for RHF kits results in considerable imbalances
between quantities of drugs delivered and numbar of patients treated; and the
formula allocation ("push") approach for distributing OPD kits and individual
hospital items according to hospital type--although administratively efficient--
results in considerable imbalances between need and supply as well as lack of
cost-awareness among hospital staff. Suggested actions:

* Conduct a comprehensive assessment and develop practical methods for routine
needs estimation and distribution of RHF and OPD kits, individual inpatient and
specialty drugs, and teaching hospital and communicable disease requirements
(March-May 1991)

* Implement the new system through on-site training and workshops (June 1991)

7. Good Procurement Practices (GPP) -- Recently most drugs have been purchased in
bulk by generic name through forms of international competitive bidding (ICB). A
basic supplier pre-qualification system has evolved and several elements of quality
assurance have been implemented. Although it is only in its second year of
operation, the Drug Procurement Committee has gained considerable experience in
managing complex procurement activities. But, severe shortages of drugs for rural
facilities and hospitals continue to occur regularly (e.g., many facilities in
Western Kenya are currently out of chloroguine); delays in processing contracts and
paying suppliers are reported to be common; and various factors have led to tender
cancellations or partial orders. Costly emergency procurements have often been
needed. Suqggested actions:

* Prepare an annual comprehensive procurement schedule, listing estimated value and
source of funds (MOH, donor) for all requirements (December 1990)

* Conduct a study tour to neighboring countries with GPP (February 1991)

Revise MSCU Procurement Procedures to reflect GPP (March 1991)

Appoint a specialized Supplier Qualification Committee (March 1991)

*



8. financia] Management of the Pharmaceutical and Medical Supply Process -- Several
difficulties associated with procurement operations are attributable to problems
with the financia) management of the pharmaceutical and medical supply process. The
problem stems in part from inadequate past Treasury allocatjons for drugs, and in
part from incompatibilities between the Treasury fiscal cycle and drug procurement
cycle. Suggested actions:

* Conduct a financial management assessment to develop specific operational
mechanisms for improved financial management (March-May 1991)
* Implement the new strategy through in-service training (June 1991)

9. Operation of the Medical Supply Coordination Unit (MSCU) -- The MSCU currently
manages the procurement and distribution process for hundreds of pharmaceutical,
non-pharmaceutical, and equipment items. The MSC!) depot and sub-depots now act
primarily as transshipment points, rather than as medical stores with working stock.
The two MSCU sub-depots visited by the team appeared reasonably well organized.
Unfortunately, delays in processing tenders, contracts, and payment vouchers are
said to be routine. Distribution to sub-depots can be time-consuming. Suggested
actions:

* Conduct an MSCU management assessment to prepare an MSCU management strengthening
plan (March-May 1991?
* Implement the changes suggested by the management assessment (June 1991)

10. Rational Drug Use -- EDP courses on clinical diagnosis and rational drug use
provide focused in-service training which appears to have a favorable impact on
prescribing. EDP posters on indications, dosages, and precautions are widely
distributed ard used. Although concern is expressed about diagnostic accuracy and
prescrihing practices at RHFs, local studies reveal more rational prescribing
paiterns than are found in many other countries. Hospital drug use patterns havce
received less attention, but available data show significant differences among
hospitals in overall drug use. Patient education posters and cassette tapes have
been developed by the EDP. Suggested actions:

* Conduct an independent evaluation of the EDP course to assess its impact and
identify areas for improvement (if any) (mid-1991)
* Conduct a controlled trial of patient education materials (1991)

Summary of Suggested Action Plan

Exhibit 1 summarizes proposed actions and lists the suggested responsibilities,
funding, technical support, and timetable for implementing the suggestions. The
tabie also contains a column which lists for each major action area the team's
estimate of the potential impact of successful action on increasing the availability
(or reducing the costs) of drugs and dressings. The MOH would oversee all suggested
activities and provide the primary technical support for several of the activities.
Other suggested assistance:

Health Sector Rehabilitation Project -- Technical support through local and
international consultants and financial support for (4) Hospital Drug Management,
(6) Needs Estimation and Allocation, (8) Financial Management of the Supply Process,
and (9) MSCU Operations.




WHQ -- Assistance with workshop support, advisors, and study tour fund}ng for the
following areas: (1) National Drug Policy, (2) National Essential Drug List, and
(7) Good Procurement Practices.

USAID/Kenya's Health Care Financing Preject -- Financial and technical support for
(3) Hospital Therapeutics and modest support for specific activities within other
areas.

DANIDA/SIDA -- Support through the EDP for training RHF Pharmaceutical
Technologists, for RHF kit needs estimation and allocation, for implementing Good
Procurement Practices, for continued strengthening of MSCU operations, and for
continued promotion of rational prescribing and patient use of drugs.
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TECHNICAL NOTES

PHARMACEUTICAL AND MEDICAL SUPPLIES SYSTEM ASSESSMENT
Kenya Ministry of Health

OVERVIEW OF PHARMACEUTICAL AND MEDICAL SUPPLY SYSTEM

Kenya's essential drugs activities date to at least the 1970s (Exhibit 2). In 1978,
Just one year after the World Health Organization published the first technical
report on the selection of essential drugs, the Kenya Ministry of Health began a
series of meetings to draft National Essential Drugs Lists. The Lists, which
contained nearly 300 active ingredients, divided drugs into four levels of care, and
were published in 1981.

In 1979, Kenya tested a new concept in Rural Health Facility (RHF) drug supply by
trying the kit distribution system in a few districts. The success of this trial
led in January 1981 to the launching of the Essential Drugs Programme (EDP) as the
New Management System of Drug Supplies to Rural Health Facilities. The new system
was based on central packing of standard drug kits to be delivered unopened to
individual rural health facilities. Important aspects of the system as it wes
implemented included strong emphasis on training in clinical diagnosis, rational
drug use, and drug management; improvements in patient attendance and drug supply
record-keeping; strengthening of the distribution network of sub-depots and district
medical stores; and maintaining a focused, active supervision and support system.
The Kenya EDP subsequently became the subject of several international workshops and
a model for essential drugs programmes in numerous other countries in the African
region,

The success of the RHF kit system resulted in a 1987 pilot effort to provide basic
hospital drugs through OPD (outpatient department) kits containing 40 essential
drugs commonly used at district hosnitals. This pilot program was initially funded
by GTZ and the Dutch. As the program expanded to cover all districts and to include
provincial hospitals, funding was provided through World Bank assistance. After
interruption of supplies in 1989, the OPD kit system was restarted when funding for
procurement was taken over by the MOH through its annual vote for drugs and
dressings.

At the present time, all MOH supply of drugs and dressings is managed through the
Medical Supplies Coordination Unit (MSCU) and the Drug Procurement Committee (DPC).
The DPC was established by Presidential decree in late 1988. Its membership
includes the eight Provincial Medical Officers {PMOs), the MSCU Officer In-Charge,
the Chief Pharmacist, and the Senior Mursing Cfficer. The DPC iz responsible for
procurement decisions for all pharmaceuticals, non-pharmaceuticals, and medical
equipment. The chairman is appointed by the Director of Medical Services. Specific
responsibilities include product selection, quantification, supplier selection, and
avarding of tenders. The DPC is supported in its work by the staff of the MSCU and
by the Chief Pharmacist's office.

The MSCU -- formerly tho Centr. ) Medical Stores -- is headed by an Officer In-Charge
who is responsible through a deputy permanent sccretary to the Permanent Secretary.



EXHIBIT 2

Chronology of Essential Druq Activities in Kenya

1963

1974-1981
1977
1978-1979
1979
1981

1981

1984

1985

1987

1987

1988

1988

1988

1989

1989

1990

Kenyan Independence. KANU Party commits itself to free education and
free medical services.

Local Kenyan drug manufacturing firms established.

WHO launches Essential Drugs concept.

MOH convenes meetings to draft Essential Drugs List

RHF kit system tested in a few districts on a trial basis.

EDP launched as the New Management System (NMS) of Drug Supplies to
Rural Health Facilities (January) with DANIDA and soon SIDA assistance.

Essential Drugs Lists published by Ministry of Health, listing drugs to
be used at each of four levels of care.

Policy of decentralizing hospital drug procurement to the district level
becomes partly operational (July)

EDP NMS reaches full coverage.

MSCU moves to a new site in Nairobi's commercial area (November).

Scheme to provide basic hospital drug requirements in "OPD Kits" started
on a pilot basis with twelve district hospitals, supported by GTZ and
the Dutch.

OPD Kit supplies pro-ided to 12 additional district hospitals in the
Pilot Phase Two.

Pilo§ scheme for hospital OPD kits stops when funding runs out (mid-
year).

Drug procurement re-centralized under the authority of the Drug
Procurement Committee, created by Presidential decree.

OPD kit program re-established with first shipment of 750 OPD kits
purchased with World Bank assistance (June).

Ministry of Health institutes policy of cost-sharing involving OPD and
health center consultation fees and increases in existing fees (August).

Cost-sharing charges for OPD and health center consultations terminated
by Presidential decree.




The MSCU moved into its present location in Nairobi's commercial area in November
1987. MSCU operational units are responsible for procurement, quality control,
stock management, warehouse, computer services, and accounts. MSCU staff handle
administrative support for DPC procurement decisions, prepare contracts, track
orders, receive and inspect shipments, and manage physical distribution to the sub-
depots and directly to hospitals and districts in the immediate area.

Although drugs and medical supplies for hospitals and rural health facilities are
all handled by the MSCU and OPC, the flow of decisions is somewhat different for the
two groups of facilities. Therefore, it is useful to describe the two supply
processes separately. Further details about selection, procurement, distribution,
and use of pharmaceuticals and medical supplies are provided in the next sectior on
Observations and Suggested Actions. Exhibit 3 outlines the supply process for rural
health facilities.

EXHIBIT 3

EDP/RHF Drug & Medica! Supply Process

Minister
of Health
|
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’ Suppliers
/... Supervision MSCU
L RETLNDL.... | Sub-Depots
; Advice DHMT
; Distriot
;c?.‘!?.?.’.‘.".!!?.’! AHE-PT Hospital
. I
Supervision I |
------------------ Health Centers Diapensaries
Training Course

(St (Sath

Patients Patients
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The Essential Drugs Programme, under the supervision of the MOH Division of
Pharmacy, is currently staffed by four experienced pharmaceutical technologists and
a clinical officer responsible for training. The staff is assisted one day a week
by a DANIDA training and program advisor. The EDP is responsible for planning kit
requirerents, for operating training courses for clinical staff at the health
centers and dispensaries, and for providing supervision and support at all levels.
The EDP is also responsible for periodically revising kit contents and preparing
annual estimates of kit requirements for submission to the Kit Procurement
Subcuimnittee of the DPC. Actual procurement is handled by the DPC and the MSCU
procurement staff.

To expedite distribution from the Nairobi MSCU to district hospitals, the EDP --
with technical and financial support from SIDA and DANIDA -- has developed a system
of six MSCU depots and sub-depots. A pharmaceutical technologist for rural health
facilities is posted at each sub-depot to oversee kit distribution to the districts.
From the MSCU sub-depots kits are issued to pharmaceutical staff at the district
hospital for distribution to all health centers and dispensaries within the
district. Each district is supposed to have a pharmaceutical technologist in-charge
of RHFs to supervise distribution and use of kits at RHFs.

Staff from the EDP in Nairobi provide advice and/or supervisory support for MSCU
sub-depot staff, for the District Health Management Teams (DHMTs), for the
pharmaceutical technologists in charge of RHFs, and for RHF clinical staff. They
also conduct a continuous series of one-week courses on clinical diagnosis, rational
prescribing, essential pharmacology, and drug management for RHF staff.

Provincial general hospitals (PGHs), district hospitals, and subdistrict hospitals
receive their pharmaceuticals and medical supplies through a network similar to that
for RHFs (Exhibit 4). Pharmaceuticals for hospitals are procured

and as individual items. OPD kits contain 40 oral, injectable, and topical
pharmaceuticals valued at roughly 25,000 Kenya shillings (~US $1,100) and intended
to serve a busy district hospital for about one month. The list of individual items
is based on the 1981 Essential Drugs Lists, but extends beyond those lists to
include a total of several hundred finished dosage forms, intravenous fluids,
diagnostic reagents, basic chemicals for compounding preparations, and disinfectants
and antiseptics.

The DPC is responsible for revising the lists and, with the assistance of the MSCU
computer unit, for compiling estimates of annual requirements. In addition to drugs
procured centrally through MSCU, hospitals are still given a small budget for local
purchase. Recently, provincial hospitals have received 200,000 KShs. ?“U.S.$8700)
and district hospitals 50,000 KShs. (~U.S. $2200) per six months. Although
intended for NSD (“non-scheduled drugs") procurement, these funds often must be used
for emergency procurement of supplies of essential drugs and non-pharmaceutical
items,

From MSCU/Nairobi, supplies are sent by rail to the MSCU sub-depots, from which they
are distributed by vehicle to bulk medical stores at provincial, district, and
subdistrict hospitals. Up to this point, the distribution system follows Government
of Kenya supply practices and appears relatively standardized in terms of forms and
procedures.  From hospital bulk medical stores, drugs and dressings are issued to
the hospital pharmacy and to other units in the hospital. From this point on,
responsibilities, record-keeping practices, and control systems vary among
hospitals. Few hospitals appear to have drug committees to oversee drug use,
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management, and control. Some hospitals separate inpatient and outpatient
pharmacies; others do not. Systems fcr managing ward stocks also vary among
hospitais.

The Ministry of Health employs about 120 pharmacists and about 600 pharmaceutical
technicians. The majority of these individuals serve at provincial, district, and
subdistrict hospitals. As indicated by the dashed lines in Exhibit 4, the MOH
Division of Pharmacy has an advisory, rather than a direct supervisory relationship
with these pharmaceutical personnel.

Other responsibilities of the Division of Pharmacy include drug registration, drug
inspection, pharmacist and pharmaceutical technologist registration and quality

control.  These and other regulatory aspects of drug policy and management were not
included in the terms of reference for this assessment.

EXHIBIT 4

Hospital Drug & Medical Supply Process
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OBSERVATIONS AND SUGGESTED ACTIONS

It is clear from the preceding overview that the basic organization of the
pharmaceutical and medical supply system in Kenya has evolved considerably since
independerce and, in particuiar, during the last ten years.  The present system ‘s
characterized by a commitment to assuring a reqular and balanced supply of
pharmaceuticals to both primary care rural health facilities and to hospitals; by
procurement of essential drugs by their official international non-proprietary name
(INN, or "generic" name); by competitive tendering among qualified local and foreign
manufacturers; by an increasingly effective network of distribution sub-depots; and
by a strong emphasis -- particularly at rural health facilities -- on promoting
rational prescribing and patient use of pharmaceuticals.

Despite the strengths of the current system, the MOH has expressed concern over
existing weaknesses with needs estimation, frequent costly emergency procurements,
poor inventory conirol, considerabl~ leakages, and highly variable hospital drug
management practices.  To address these and related problem areas, the team
identified ten areas for action. Specific findings, actions, priorities, and
timetables are described for each of these areas of drug policy and management. The
ten areas include, (1) National Drug Policy, (2) National Essential Drugs List, (3)
Hospital Therapeutics, (4) Hospital Drug Management, (5) Supervision of
Pharmacertical and Medical Supply Distribution, (6) Needs Estimation and Allocation,
(7) Good Procurerient Practices, (8) Financial Management of the Supply Process, (9)
Medical Supply Coordination Unit Operations, and (10) Rational Drug Use.

1. National Drug Policy

Observations

In April 1990 a joint MOH-WHO workshop was held with the aim of developing a Kenya
National Drug Policy. Although Kenya has not had a formalized National Drug Policy
(NDP), a large portion of the proposed policy elements are already being implemented
through existing programs. Current practices support the essential drug concept in
the public sector and favor primary care drug supply. Nonetheless, the Ministry of
Health and, in particular, the Director of Medical Services and Acting Chief
Pharmacist, are committed to adopting a formal National Drug Policy during the
coming year.

A three-page working paper resulting from the April 1990 meeting summarizes key
elements of the proposed Xenya policy (Annex C). Exhibit 5 outlines these policy
elements. A Secretariat appointed by the Director of Medical Services and chaired
by the Acting Chief Pharmacist was charged with the responsibility of preparing a
draft policy.

Suggested Actions

During the team's visit, the following schedule of activities was proposed for
carrying the policy process to its conclusion:

(1)  Secretariat for National Drug Policy, Division of Pharmacy, MOH drafts
National Drug Policy (December 1990 through February 1991).
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EXHIBIT 5

NATIONAL DRUG POLICY
Contents of Working Paper on Kenyan National Drugq Policy *

SELECTION OF DRUGS: revision and implementation of Essential Drugs List (EDL) and
National Drug Formulary

REGISTRATION OF DRUGS: registration criteria, fees, process

DRUG INSPECTION: administration, organization, financing, inspection criteria

QUALITY CONTROL: strengthen QC lab, QC training, QC for public procurement

PRIVATE SECTOR SUPPLY OF DRUGS: availability, import tax, price control, dispensing
controls

PROCUREMENT OF DRUGS FOR THE PUBLIC SECTOR: calculation of drug needs, annual
budget, Tocal supplier preference

STORAGE AND DISTRIBUTION IN THE PUBLIC SECTOR: administrative procedures, MSCU
responsibilities, RHF kit distribution, hospital supply, non-scheduled drugs

TRAINING: prescriber training based on EDL, undergraduate training to cover all
aspects of national drug policy and its implementation

THE USE OF GENERIC NAMES: public sector procurement and prescribing by generic
name, all public and private sector labeling to include generic name

RATIONAL DRUG USE & PRESCRIPTION CONTROLS **: EDL & National Drug Formulary to
specify prescriber levels, expand work on rational prescribing and patient use

* As drafted by WHO Action Programme on Essential Drugs based on MOH-WHO workshop
held April 1990. (WHO: Towards a National Drug Policy in Kenya. Report of a
Mission, 17-24 April 1990. Annex 3)

** This section not included in current draft of working paper.
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(2)  Senior Management Committee (SMC) reviews and revises NDP drafted by
Secretariat (March 1991),

(3)  Secretariat incorporates SMC changes into draft NDP (April 1991)

(4) Secretariat circulates revised draft NDP to interested parties (May-June
1991). Possible interested parties mentioned by MOH officials include the
following:

Kenyan Medical Association
Pharmaceutical Society Kenya
WHO

Kenyan Pharmaceutical Assoc.
Federation of Kenya Manu.
DANIDA, SIDA, USAID, World Bank

* MOH senior officials * Ministry of Planning

* Provincial Medical Officers * Ministry of Industry

* Provincial Hosp. Pharmacists * Ministry of Commerce

* U. Nairobi Health Faculties * Provincial Drug Inspectors
* Medical Training College * Attorney General Office

* Treasury * Central Bank

* M.E.D.S. * K.ALP.T

* *

* *

* *

(5) Workshop wiith Secretariat for NDP and WHO consultant(s) is held to review
%hanges su?gested by interested parties and to prepare a revised draft of the NDP
July 1991

(6) SMC reviews final draft of NDP produced by workshopl991)

Some of the elements of the new National Drug Policy will probably reauire
legislative changes before they can be implemented (eg., import duties on non-
essential drugs). But many of the elements of the new policy can be implemented
under existing laws and regulations through new initiatives in Ministry of Health
programs. In general, the actions suggested on the following pages represent
programmatic initiatives which are entirely consistent with the NDP working paper
and can be implemented without legislative changes.

Potential Sources of Support

The primary source of technical support for developing the National Drug Policy will
be the Ministry of Health Secretariat for National Drug Policy. The interested
parties listed above also represent sources of technical expertise. As part of its
Report of a Mission to Kenya (Annex 4, 1990), the WHO Drug Action Programme proposed
providing short-term consultation and financial assistance for a National Drug
Policy Workshop. It is recommended that WHO be invited by the MOH to provide this
assistance for the workshop tentatively scheduled for July 1991 to incorporate
changes suggested by the interested parties and to prepare the final (or
penultimate? version of the NDP.
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2. National Essential Drugs List

Observations

The Kenya National List of Essential Drugs was published in 1981 after extensive
consultations. The introduction to the list states that:

Only drugs listed under each level of Health Services...will be procured
by Central Medical Stores [MSCU] for use at their respective levels.

Special permission must be obtained from the Director of Medical Services
for the acquisition, possession, or use of any drug not appearing on the
list.

The list, which is included as Annex D, is divided into four levels of care, with
the following number of items in each level, some of which appear in more than one
dosage form or strength:

Health Centres and Dispensaries 78
District Hospitals 226
Provincial Hospitals 279
Referral Hospitals 288

Since the list was adopted in 1981, it has provided a sound basis for public sector
drug supply. For procurement purposes, changes have been made in the list, but no
specific process or criteria exist for formal revision of the EDL. Though most
products being procured continue to be safe, cost-effective choices, some outmoded
products or dosage forms continued to be used (eg. theophylline/ phenobarbital/
ephedrine combinations), while some advances in therapeutics or cost-effectiveness
are not included in current supply lists (eg. amoxycillin).

Except for the EDP Handbook for Rural Health Workers, no formulary manual or other
unbiased source of information exists for drugs used by the Ministry of Health.

Suggested Actions

During a meeting with the Director of Medical Services, the DMS indicated that he
considered revision of the National Essential Drugs List to be a top priority for
the coming year. The interest is not only in revising the list itself, but equally
important is the need to categorize the list according to level of prescriber as
well as Jevel of care. Just as level of care categories specify which types of
facilities are aliowed to use each drug on the list, the level of prescriber
categories would specify which drugs can be prescribed by consultants, general
med&ca] officers, clinical officers, enrolied nurses, or other cadres of health
workers.

The following steps and target dates are suggested for the revision of the essential
drugs Tist and publication of a national formulary manual:

(1) Appoint National Essential Drugs Committee -- Appointment made by the
Director of Medical Services (December 1990). Because revision of the EDL will be
a time-consuming task and because the Drug Procurement Committee is already
heavily burdened with procurement responsibilities, it is specifically suggested

that a separate committee be appointed. Another reason for appointing a separate
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committee for the EDL is variety in perspectives. Experiences from other
countries suggest that it is extremely useful to have a diversity of professional
backgrounds and work environments reflected on the EDL committee. Members
previously suggested by WHO (1990) include:

Director of Medical Services or his designee

Chief Pharmacist, Drug Registration Pharmacist, MSCU Pharmacist
Prescribers (doctors and paramedical staff)

Training institutions (medical, pharmacy, paramedical)

Prescribers should include at least one Provincial Medical Officer (PMO) and at
least one District Medical Officer of Health (MOH). Training institution members
should include at least one clinical pharmacologist and/or clinical pharmacist.

(2) Workshop with National Essential Drugs Committee and WHO to establish
selection criteria, selection process, prepare draft revision (February 1991).
Selection criteria should include at least the following:

* Effectiveness * Safety
* Cost * Compliance factors
* Local experience & research * Local availability

(3) Circulate draft revision to interested parties, including Provincial Medical
Officers, Provincial Hospital Pharmacists, training institutions, professional
associations, mission groups, and possibly manufacturers' associations (March-
April 1991).

(4) Prepare final revision -- National Essential Drugs Committee incorporates
changes suggested by interested parties (May-June 1991?

(5) Distribute revised list to all health institutions and begin using this 1list
as t?e basis for training, procurement, acceptance of drug donations, etc. (July
1991).

(6) Prepare a National Essential Drugs & Therapeutics Manual, drawing on members
of the National Essential Drugs Committee, other MOH staff, local universities
(August-September 1991). Writing and editing a formulary and therapeutics manual
is a demanding and time-consuming process. While the National Essential Drugs
Committee can serve as an editorial review board to assure the accuracy and
appropriateness of the contents, it is recommended that a local and perhaps
international consultant be hired to handle much of the basic writing, the
editorial process, and publication arrangements.

Potential Sources of Support

Although assistance for revising the EDL was not included in the April 1990 Plan of
Action for Future WHO Support (Annex 4, WHO, 1990), it is recommended that WHO be
asked to provide financial assistance for the proposed February 1991 workshop and a
short-term consultant for this workshop with expertise in therapeutics, knowledge of
the formulary process, and experience in developing and revising national essential
drugs lists. Support for writing and publishing a formulary and therapeutics manual
based on the EDL should be considered separately through discussion with the Kenya
Health Sector Rehabilitation Project (World Bank), the Health Care Financing Project
(USAID), or separate discussions with WHO.
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3. Hospital Therapeutics

Observations

Pharmaceuticals play an abvious central therapeutic role in the majority of hospital
outpatient visits and in « large portion of inpatient admissions. At the same time,
hospital consumption of pharmaceuticals and medical supplies has a substantial
financial impact. In the MOH budget for the current fiscal year (FY-91), 19 percent
of net allocations are for drugs and dressings (Exhibit 6, left pie) -- a total of
over 450 million KShs (~ US $20 million). Based on calculations from data in the
"Gap Study" (HFS Project, 1990) nearly 48 percent of current MOH and donor
pharmaceutical expenditures are for health centers and dispensaries, while 52
percent of expenditures are for hospital inpatients and outpatients (Exhibit 6,
right pie). This study found that on average essential drugs were in stock 78
percent of the time at dispensaries, 85 percent of the time at health centers, but
only 69 percent of the time at hospitals. These percentages suggest that hospital
drug requirements are even greater than current expenditures would suggest.

EXHIBIT 6

MOH Pharmaceutical Expenditures
in Perspective

Staft
H/Cs and Disp.
59% . 48%
\ ' Hosp. OPDs
Drugs & Dress.
Patient Food ’ g19% 19%
7% S 1nPtg, & Spec.
Other 33%
15%
% Breakdown MOH Allocations Estimated Breakdown of
(Based on FY-91 Budgst) Drug Expenditures

(Based on "Gap Study*, HFS Project, 1590)
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Exhibit 7 summarizes data from the "KNH Study" (REACH/Kenyatta National Hospital
Study Team, 1988) which further illustrates the financial impact of hospital
pharmaceutical consumption. For pneumonia cases, 50 percent of the average
hospitalization cost -- 1135 KShs. (~ U.S. $50) -- went for medications. The drug
costs for patients undergoing abdomenal surgery were actually slightly higher (1171
KShs.). In both cases over 80 percent of the drug costs were for antibiotics not on
the essential drugs lists (REACH/KNH Study Team, 1988, Exhibit [1IC).

Although hospital drug costs are considerable, by local comparative standards the
number of medications per patient appear modest. Exhibit 8 compares the number of
medications pr patient for a sample of patients with the same four diagnoses at KNH
and at the nor-governmental Aga Khan Hospital (AKH). For malaria and pneumonia, the
number of medications per patient are quite comparable, while for abdomenal surgery
and normal deliveries, the average AKH patient received nearly twice as many drugs.
AKH patients also underwent more laboratory and radiology examinations, despite
having a generally shorter average length of stay. Although the data do not
indicate whether the prescribing differences reflect more Judicious drug prescribing
at KNH or drug shortages which Timit prescribing options, many at KNH would argue in
favor of the latter explanation.

EXHIBIT 7

Cost Components of Hospital Discharges
Kenyatta National Hospital, 1988

Avg. Cost/Caae: 1381 K301, 2,233 KShe. 4,841 KS8hs. 1,072 K3he.
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Sourcer REAGH/KNH Study Team, 1088.
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EXHIBIT 8

Average Number Medications per Patient
KNH vs. AKH, 1988
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Source: REACH/KNH Study Team, 1988. K Aga Khan Hospital

Another recent study of provincial and district health services -- the "PADS

Study" -- looked at appropriateness of hospital drug prescribing (Overholt, Ikiara,
et al., 1989). The authors compared prescribing at two MOH hospitals (Nakura PGH
and Naivasha District Hospital) and one mission hospital (Mercy Hospital). They
found that, while the type of medication prescribed was appropriate in the majority
of cases, the pumber of medications was judged to be too high in 61 percent of cases
at Nakura PGH, 48 percent of cases at Naivasha District Hospital, and only 14
percent of cases at Mercy Hospital.

The study also compared drug costs per outpatient curative visit (Exhibit 9). Three
dicpensaries, four health centers, and the same three hospitals were compared.
Average costs for the three dispensaries all fell very close together at slightly
over eight KShs. per visit. But the average drug cost per patient for health
centers ranged from about 4 KShs. to over 14 KShs. For hospital outpatients, the
variation was even greater, ranging from over 2 KShs. per visit for Naivasha
District Hospital to more than 12 KShs. per visit for Nakura PGH.
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EXHIBIT 9

Drug Cost per Outpatient Curative Visit
Nakura District, 1989

Drug Cost per Visit, KShs.
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Source: PADS Report, October, 1989

The variations in hospital prescribing practices suggested by these studies should
not be unexpected in light of the relatively open system of hospital drug
management. Prescribing limits based on qualifications are nonexistent or
inconsistent among hospitals. An attempt made several years ago to put limits on
prescribing for medical officers reportedly led to a form of work slowdown by
medical officers. Only one of six hospitals visited had an aclive Hospital Orugs
Committee to oversee drug use, management, and control -- and this committee was
started only in the last few months.

In contrast to rural health facilities -- for which there is a standard drug list, a
reference manual, standard treatment guidelines, and ongoing training on rational
drug use -- there is no generally available standard 1ist of hospital drugs, no
formulary manual for reference purposes, and no standard treatment guidelines for
even the most common conditions.

Irregular supply of lab reagents and difficulty with maintenance of laboratory
equipment mean that laboratory confirmation of diagnoses is often not possible.

For hospitalized patients with severe infections, culture and sensitivity tests are
importanu for cost-effective antibiotic prescribing. Unfortunately, many hospitals
lack the supplies and operational equipment needed for culture and sensitivity
testing. Among the hospitals visited where sensitivity testing is performed,
bacteriai resistance profiles are not routinely provided to prescribers to assist in
presumptive selection of antibiotics.
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Suggested Actions

Taken together, these observations suggest the potential for achieving significant
improvements in therapeutic effectiveness and considerable potential savings through
more systematic hospital therapeutics and drug management. The following actions
are suggested:

(1) An analysis of Hospital Drug Utilization Patterns should be undertaken in a
representative sample of provincial, district, and subdistrict hospitals to
determine the reasons for previously documented variations in overall drug use and
to assess the overall quality of prescribing practices (April-June 1991). This
analysis can draw on local expertise developed in previous studies of essential
drug utilization (Agwanda et al, 1989; Havemann et al, 1990) and perhaps on
secondary analysis of previous health resources studies which have included data
on hospital prescribing patterns (REACH/XNH Study Team, 1988; Overhold, Ikiara, et
al, 1989; HFS Project, 1990). The study should focus on identifing the top .en or
twenty hospital drugs based on value, characterizing the utilization patterns for
these leading drugs, assessing the adequacy of laboratory use in relation to
prescribing decisions for several indicator conditions, and evaluating the
appropriateness of prophylactic antibiotic use (especially for surgery).

(2) Hospital Drugs and Therapeutics Committees should be created at all but the
smallest hospitals to promote safe, effective, economical drug use. Such
committees -- also known as Formulary and Therapeutics Committees or as Pharmacy
and Therapeutics ("P & T") Committees -- have become an integral part of modern
hospital pharmacy practice in many countries. In the United States active "P & T"
commitiees are a required component of quality assurance for hospital
accreditation. Such committees are also an important management tool for
increasingly cost-conscious private and public hospitals.

For provincial, district, and larger subdistrict hospitals, the Hospital Drugs and
Therapeutics Committees would be responsible for such tasks as:

* antibiotic prescription policy * prophylactic antibiotic use

* prescription control rules * NSD and specialist drug purchases
* drug utilization reviews * automatic stop orders

* review annual requirements * dissemination of drug information

Membership on the Hospital Drugs and Therapeutics Committees may vary among
hospitals, but in general it should include the following individuals:

Hospital Superintendent or designee, Committee Chairman
Hospital Pharmacist, Committee Secretary

Hospital Secretary

Consultants (1 or 2)

Medical officers (1 or 2)

Matron In-Charge

Hospital Supplies Officer

At district hospitals, such committees may be defined as District Health
Management Team subcommittees and their responsibilities broadened to include
oversight of rural health facility drug supply and use. In such cases, membership
should be expanded to include the pharmaceutical technologist in-charge of RHFs
and public health staff.
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Typically, much of the actual work of a Hospital Orugs and Therapeutics Committee
will be done between meetings by pharmacy and nursing staff under the supervision
of the Committee Chairman. Committee meetings are then used for policymaking, for
reviewing reports prepared by committee staff, and for sharing new drug
information.

(3) Clinical Guidelines for Diagnosis and Treatment of Common OPD and Inpatient
Problems should be developed to promote consistent, cost-effective use of
laboratory, x-ray, and pharmaceutical resources for the outpatient and inpatient
problems most frequently seen at district and subdistrict hospitals. If they are
well-conceived and well-presented, these quidelines should also be usefu] for
treatment of common problems at provincial hospitals.

Among some physicians there is the misconception that "standard treatments"
represent "cookbook medicine" and should be developed only for use by clinical
officers, enrolled nurses, and other non-physician providers. In reality,
guidelines for diagnosis and treatment are associated with the highest quality in
medical practice. When developed by qualified local consultants and pr-operly
tested in practice, ciinical guidelines represent the collective wisdom regarding
the most effective, appropriate, risk-beneficial, economic methods for diagnosis
and treatment. In the United tates, standard treatments for medical inpatients
effectively have existed for over 25 years in the form of the Manual of Medical
Therapeutics, perhaps the most widaly sold medical reference in the U.S.

The Clinical Guidelines should be developed initially by consultants at Kenyatta
National Hospital, perhaps by focusing first on the ten major problems from each
of the main specialties (pediatrics, adult medicine, general surgery, obstetrics
and gynecology, and psychiatry). A draft version of the Guidelines should then be
field-tested at selected Provincial General Hospitals and District Hospitals.

(4)  Support for and Utilization of Laboratory Testing -- Finally, it is
suggested that specific efforts be made to address the problems of laboratory
supplies, maintenance of laboraiory equipment, and use of laboratory tests. The
feasibility and cost-effectiveness of creating a laboratory supply kit should be
explored as part of work on Needs Assessmenv and Allocation (Section 6, below).
The Hospital Drugs and Therapeutics Committees should be charged with the
responsibility of reviewing the use of laboratory tests in supporting drug therapy
and of assuring that hospital antibiotic resistance profiles are routinely
distributed to prescribers.

Potential Sources of Support

Technical support for improved hospital therapeutics can come in large measure from
consultants at KNH and the University. Establishment of Hospital Orugs and
Therapeutics Committees can probably be initiated through the Provincial Medical
Officers by the Director of Medical Services. The recently initiated Health
Financing Program and Project, supported by USAID, has identified hospital
therapeutics as one area for which it will provide technical and financial support.
In particular, support for the development of the Clinical Guidelines is a priority
for the project.
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4. Hospital Drug Management

Observations

With the introduction of OPD kits, drug supply to hospitals has become more regular.
Bulk medical stores are generally well organized with good record-keeping.
Antibiotic and injection registers are consistently maintained for both inpatients
and outpatients, but most other pharmacy record-keeping practices vary considerably
among hospitals. As Exhibit 4 indicates, some hospital pharmacies maintain separate
records for their bulk stock and their daily dispensing stock, others maintain
minimal records of drugs once they have reached the hospital pharmacy. Some
hospitals have separate inpatient and outpatient pharmacies, others serve all units
from the same area. Systems for managing ward drug supply also vary considerably
and often lack adequate controls to prevent diversion and misuse.

As in other countries, drug consumption (prescription and otherwise) by hospital
staff can consume a large percentage of the hospital drug budget. One district
hospital estimated that. prior to recent revisions in policies for prescribing and
dispensing drugs to staff, staff drug use (prescription and otherwise) consumed up
to 40 percent of hospital drug supplies. Losses to staff can result from small-
scale pilferage by the large numbers of supply, pharmacy, nursing, and medical staff
who have direct access to drugs; from any member of the hospital workforce who
feigns illness to obtain a prescription from a sympathetic doctor or clinical
officer; through frank collusion between prescribers and hospital staff; or through
large-scale diversion by hospital officials. News of the arrival of new shipments
of popular drug items spreads quickly among hospital staff members; "feigners" know
what drug to request; pilferers know what drugs are there for the taking.

Suggested Actions

To standardize and strengthen hospital drug management, it is suggested that uniform
policies and procedures be developed and tested, that these policies and procedures
be published in the form of a practical hospital drug management manual, and that
provincial level training programs be held to teach the new system to district and
subdistrict hospital staff. Policies, procedures, and necessary forms should be
developed for all key aspects of hospital drug use, management, and control,
including the following:

pharmacy record-keeping

written prescriptions

staff drug use controls

ward stock procedures

cost awareness activities

supervision responsibilities

Hospital Drugs and Therapeutics Committees

recycling of slow-moving items

measures for control of pilferage

policies regarding drug company representative visitations

* % % A % o ¥ ¥ % F

Rather than looking for “textbook solutions" or bringing in an outside consultant to
prepare a complete hospital drug management plan, it is suggested that a combination
of MOH expertise, Kenyan mission and private hospital experience, and international
hospital pharmacy expertise be used. The development of improved hospital drug
management practices should build on the experience and innovations of those
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individual Hospital Superintendents, Medical Officers of Health, matrons, and
pharmacists who have already been making efforts to improve drug management at
Ministry of Health hospitals. Therefore, the following steps are suggested for
developing and implementing the necessary changes:

(1) Morking group of doctors, nurses, pharmacists pharmaceutical techinologists
appointed by DMS from PMO nominations (January 1991). PMOs should be asked to
igentify individual doctors, nurses, and pharmacists who have been particulariy
active in improving drug management at hospitals within their province.
Membership should include 10 to 14 people from five to eignt districts and at
least one mission and one private hospital member. An effort should be made to
appoint two people per hospital whenever possible, since this will help in field
testing the policies and procedures.

(2) Manual preparation workshop with an international and local hospital
pharmacy management consultant (March 1991). The group would meet for seven to 10
working days to identify the major weak spots in current hospital drug management
practices, to share their own experiences in trying to improve current practices,
and to draft policies and procedures based on members' experience and on modern
hospital drug management practices. The workshop should draw on security and
theft control techniques used in other countries. Such techniques are summarized
in the security chapter of Managing Drug Supply (MSH, 1981). HWorking group
members should be asked to bring samples of all policies, procedures, forms,
educational materials, and other materials which are in use at their hospitals.
With good secretarial support, it should be possible to compile workshop results
in the form of a draft manual for distribution to working group members at the end
of the workshop or very soon thereafter.

(3) Pilot test manual and procedures for six months at the hospitals of the
working group members (April-September 1991). Before implementing proposed
policies and procedures nationwide, it is important for working group members to
pilot-test proposed changes. If, for example, several alternative methods are
proposed for managing ward drug stocks, it would he possihle to experiment with
the two or three most promising approaches.

(4) Manual revision workshop to incorporate pilot-test experiences and prepare
final manual (October 1991).

(5) Print manual (December 1991),

(6) Implementation of manual through provincial Hospital Drug Management
workshops (January-March 1992). Experience indicates that simply printing and
distributing a manual -- no matter how well-conceived and well-presented -- does
not change behavior. Therefore, three- to five-day provincial-level workshops
should be held for two to three representatives per hospital to introduce the new

hospital drug management system.

- 25 -



5. Supervision of Pharmaceutical and Medical Supply Distribution

Observations

Existing procedures for drug and medical supply accountability from the central
depot to hospital medical stores are quite functional and stock records are
generaliy well organized. The Government of Kenya Supplies Manual (Ministry of
Finance and Planning, 1978) provides a sound basis for tracking supplies through the
distribution network. Periodic surprise spot audits are conducted by Treasury. The
Essential Drug Programme has developed practical supply management practices for
rural health facilities, including a bin card register and several prescription
registers.

Unfortunately, actual performance appears highly variable. Specific problems
include the following:

* Stock records at sub-depots and hospital medical stores, although generally
quite good, are occasionally incomplete or poorly organized.

* Record-keeping practices at health centers and dispensaries, although also
quite good in general, are lax at some facilities and thereby open the
opportunity for misuse of drug supplies.

* Annual physical inventories (stock-takes), with independent verification,
should be performed at every point in the distribution network to assure that
the quantities of items on hand are in agreement with the quantities expected
from receipt and issue information contained on the stock cards. Although
most facilities did have evidence of annual inventories, about one in three
did not.

* Recycling of sub-depot and hospital overstocks is inadequate dué in part to
limited transport, but more importantly to lack of active supervision by
qualified pharmacy staff. Resulting losses are considerable. Examples from
one Provincial General Hospital:

Sodium stibogluconate (Pentostam), 100 ML bottles, 90 bottles
Cost = 2300 Shs./bottle = 210,000 Shs.

Thiopental inj. 0.5 GM, 400 vials
Cost = 25 Shs./vial = 10,000 Shs.

Trifluoperazine 5 MG tabs, 60 containers of 1000 tablets each
Cost = 200 Shs./container = 12,000 Shs.

* Supervision of drug supplies for rural health facilities is highly variable.
Since at least 1986, each district has been expected to appoint a
Pharmaceutical Technologist In-Charge of RHFs. The responsibilities of this
individual are outlined in Exhibit 10. The RHF Pharmaceutical Technologist
position is well-conceived and highly effective when implemented as intended.
Unfortunately, actual performance is extremely variable. This variability is
attributable to differences in staff qualifications and motivation;
differences in training and orientation; and differences in the amount of

supervision which they receive.

* Dispensing practices, including labeling, use of generic names, and patient
counseling, vary considerably among facilities.
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EXHIBIT 10
Responsibilities of Pharmaceutical Technologist In-Charge of RHFs *

1. Checking of drug records -- bin card entries, posting of drugs to OP
registers, correctness of entries and balances in QP
antibiotics/sulfonamides registers.

2. Checking of patient attendance records -- males, females, children, ANC,
FP, total cases per month.

3. Studying disease patterns from records and advising on supplementary drugs
needed.

4. Ensure rational use or drugs -- identify problems related to misuse of
drugs and educate the staff accordingly.

5. Justify the number of drug kits received by each rural health facility.
6. Ensure proper storage of drugs.
7. Check dormant drugs, withdrawing and redistributing them to needy stations.

8. Make a work schedule and submit regular reports on utilization of essential
drugs by RHFs in the district.

Source: Letter from EDP Chief Pharmaceutical Technologist to Medical Officers
of Health, 30 October 1990.

Together. these observations mean that the basic procedures for distribution of
drugs and medical supplies up to the level of hospital pharmacies are generally
adequate, but their implementation is incomplete and inconsistent. Improvements in
hospital drug management suggested in the precediing section will be implemented only
with effective supervisory support.

Incomplete and inconsistent implementation of supply management procedures is
attributable to lack of supervision, inadequate staffing, and staff turnover.
Among these three factors, improvement of supervision is most likely to yield
significant improvements in the immediate future.

Suggested Actions

(1) Establish Position of PROVINCIAL CHIEF PHARMACIST to work under the
administrative supervision of the Provincial Medical Officer with technical
support from the Deputy Chief Pharmacist. Unlike other disciplines such as
nursing, provinces do nct generally have a provincial pharmacist located with the
provincial health administration. Currently, the only pharmacy resource on which
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the Provincial Medical Officer can call is the Pharmacist In-Charge at the
Provincial General Hospital. But running the pharmacy services for a hospital of
several hundred inpatient beds which may also treat well over 1,000 outpatients per
day is itself a full-time job. This leaves the pharmacy services of district and
subdistrict hospitals essentially unsupervised. It also means that MSCU sub-depots
are rarely visited by a fully qualified pharmacist.

An effective Provincial Chief Pharmacist could play a key role in assuring
adherence to good distribution practices and in eliminating the lapses noted
above. The Provincial Chief Pharmacist would be responsible for:

supporting and supervising Provincial General Hospital Pharmacist
supporting and supervising District and Subdistrict Hospital Pharmacists
organizing in-service training programs for hospital pharmaceutical staff
providing technical support for the Provincial Drug Inspector

providing technical oversight for the MSCU sub-depot

enforcing standards of pharmacy practice at retail establishments
disseminating current, unbiased drug information

arranging recycling of products which are at risk for expiration
arranging recycling of products which are significantly overstocked

* ok F o ok ok % ¥ *

(2) Establish MOH Position of DEPUTY CHIEF PHARMACIST FOR PHARMACEUTICAL AND
MEDICAL SUPPLY SERVICES -- For the Provincial Chief Pharmacists to function
optimally, they need a supervisor charged with supporting and developing their
role. It is recommended that the current Deputy Chief Pharmacist position
assigned to the MSCU be upgraded to a Deputy Chief Pharmacist for Pharmaceutical
and Medical Supply Services. This individual would be responsible for supervising
the Provincial Chief Pharmacists and the MSCU pharmaceutical staff. For this
individual to function effectively he/she should be provided with a vehicle access
and travel allowance.

(3) Clarify admimistrative relationships among pharmacy, pharmaceutical
technologist, and supply officer staff. Relations between hospital pharmacists
and hospital supply officers vary from mutually supportive to uncooperative
co-existence. Although supply officers play a key role in managing
pharmaceuticals and medical supplies at MSCU sub-depots and at hospital bulk
stores, pharmacy professionals have no direct supervisory responsibility for these
key individuals. The potential advantages and disadvantages of restructuring
supervisory relationships must be carefully considered. Under the World Bank-
assisted Kenya Health Rehabilitation Project, one sectoral reform study will focus
on "The Organization and Management of the Ministry of Health." As part of this
study, the administrative relationships of drug management staff should be
reviewed. With up to 20 percent of the MOH budget being expended on
pharmaceuticals and medical supplies, it is important that staff relationships
support proper management of this resource.

(4) Develoy supervision standards for the Deputy Chief Pharmacist for
Pharmaceutical and Medical Supply Services and for the Provincial Chief
Pharmacists. Appointing a new Deputy Chief Pharmacist and eight Provincial Chief
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Pharmacists will improve drug management practices at hospitals, sub-depots, and
rural health facilities only if these new supervisory pharmacists are well-oriented
to their new roles. Specific expectations should be developed for the frequency of
supervision visits (eg. at least once every three months) and the content of visits.
A supervision checklist should be developed along the lines of the six-page
monitoring form used by the Essential Drugs Programme (not to be confused with the
brief two-page supervision form used by the RHF pharmaceutical technologist).
Examples of items for the supervision checklist include:

hospital drugs and therapeutics committee active? effective?
bulk medical store stock records up-to-date and in order?
first-in-first-out principle being applied at bulk store?

bulk medical store arranged well and kept clean?

conditions at bulk medical store approgpriate for pharmaceuticals?
inpatient and outpatient pharmacy records in order?

regular physical inventories performed?

inpatient drug distribution efficient and well-controlled?
outpatient dispensing area well-organized?

dispensing practices, labeling, patient instruction adequate?
hcspital provider staff regularly informed of drugs available?
controls on dispensing to hospital staff adequate?

indications of diversion or other forms of waste?

* % 4 A A A A X * * * * *

To assist supervisory pharmacists in recycling slow-moving and dormant items,
specific rules should be developed for returning products to sub-depots and even
to MSCU/Nairobi for redistribution. For example, require the return of all
products with less than four months' remaining shelf-1ife and quantities in excess
of 12 months' supply.

Provincial Chief Pharmacists should also prepare in-service training programs to
deliver during their visits to district anu subdistrict hospitals. ~Such programs
can include lectures, demonstrations, or practical skills sessions.

Finally, the Provincial Chief Pharmacists can assist in needs estimation and,
thereby, help to move hospital drug supply from the present allocation or push
system to a more efficient demand-oriented requisition system.

(5) Conduct training programs for District RHF Pharmaceutical Technologists.
As noted above, the role of the District Pharmaceutical Technologist In Charge of
RHFs has been well-conceived, but inconsistently implemented. This individual has
a key role in assuring equitable distribution of kits for rural health facilities
and in promoting proper use of these kits. Formal EDP training programs have
concentrated primarily on clinical staff at the rural health facilities. A
workshop for the Pharmaceutical Technologists In Charge of RHFs would highlight
the importance of their role, reinforce past individual orientation efforts, and
generate ideas for making their work even more effective. To achieve national
coverage, these workshops could be held at each of the MSCU sub-depots which
supply the RHFs. They would be conducted by EDP staff in conjunction with staff
at each MSCU sub-depot.
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(6) Drug Management Training in Pharmacy and Pharmaceutical Technolo
Curricula -~ Currently pharmacists and pharmaceutical technologists receive
limited drug management training during their formal education. The syllabus for
Bachelor of Pharmacy at the University of Nairobi includes hospital pharmacy and
pharmaceutical management in only one 180-hour course (out of a 2,702-hour
curriculum) -- and in this course, it takes second place to quality control,
stability testing, pharmaceutical engineering, and legal and ethical aspects of
pharmacy. No specific mention is made of essential drug concepts, the hospital
formulary system, inventory control and other drug management topics.

Formal drug management training for pharmaceutical technologists is similarly
lacking. Pharmaceutical technologists provide the bulk of pharmacy-related
services at provincial, district, and subdistrict hospitals (roughly 800
pharmaceutical technologists in government service compared to 120 pharmacists).
They also staff key positions at MSCU sub-depots and in the supply system for
rural health facilities. Unfortunately, only two percent (52 out of 2,964 course
hours) of the pre-practice curriculum is devoted to pharmacy administration. In
fact, more time is devoted to histology, which has little application in day-to-
day practice, than to pharmacy administration (78 hours vs. 52 hours).

The MOH Pharmacy Division, the Pharmaceutical Society of Kenya, and the Kenyan
Pharmaceutical Association should work with the training institution faculties to
strengthen drug management curricula to reflect modern pharmacy practice and the
actual professional demands placed on graduates of their programs.

Potential Sources of Support

The Ministry of Health can provide the technical and financial support needed to
establish the Provincial Chief Pharmacist and new Deputy Chief Pharmacist positions.
Adding new staff to an already large ministry should always be approached with
caution. But an effective supervisory chain is absolutely essential for fully
implementing any improvements in drug supply management. For developing supervisory
standards and supervision checklists, assistance should be sought from the Essential
Nrug Programme and its advisor.
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6. Needs Estimation and Allocation Process

OQbservations

Estimation of drug and medical supply requirements and allocation of available
stocks for hospitals and rural health facilities represent difficult, but extremely
critical aspects of drug management. Available information suggests that current
practices -- although administratively efficient -- result in considerable
imbalances between need and supply of drugs at individual health facilities and in
considerable waste.

In general, distribution of drugs and supplies to health facilities can be based on
a supply-oriented allocation ("push") system or a demand-oriented requisition
("pu]]"{ system. Push systems usually are much easier to administer, but tend to be
wasteful because they are not very efficient in balancing supply against actual
need. Pull systems have the potential to more closely balance supply and need, but
require much more efficient inventory control, information management, and
procurement scheduling. At present, virtually all pharmaceuticals and medical
supplies for MOH hospitals and RHFs are distributed according to a push/allocation
system.

Exhibit 11 summarizes the needs estimation and allocation process for rural health
facilities. RHF total kit requirements are based on annual "bottom-up"” planning.
Each year the Pharmaceutical Technologist In-Charge of RHFs in conjunction with the
OHMT is expected to submit an estimate of the monthly kit requirements for each
health facility in the district.

EXHIBIT 11

RHF Needs Estimation & Allocation Process
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The estimates submitted by the DHMT are compiled by the EDP and forwarded to the DPC
and MSCU as an annual procurement plan. These figures also serve as the basis for
district-by-district and facility-by-facility kit distribution plans which are
provided to the MSCU sub-depots and to the distric+ pharmaceutical technologists.
Estimates of monthly requirements are supposed to be based on numbers of patients
seen. Dispensary kits are expected to provide 2,000 patient treatments, while
health center kits provide 3,000 patient treatments.

In most cases, health facilities are allocated one or two kit pairs per month, based
on patient attendances. Exceptionally busy facilities receive three and in rare
instances four kit pairs per month. But the variation in patient attendances is
much greater than the two-fold difference implied by the one-kit versus two-k:t
distinction implied by the kit distribution plan. The effect of this difference is
illustrated in Exhibit 12, which summarizes data from a study of essential drug use
in Kiringyaga District (Agwanda et al, 1988). The table presents the ratio of
treatments provided in kit deliveries to new patient attendances for dispensaries in
three divisions and for a sample of seven health centers in the district. Each
square dot in the figure represents the ratio of treatments supplied to new patients
at one health facility.

Based on current prescribing patterns and rates of return visits, the expected ratio
should be roughly three treatments per new patient attendance. Although according
to this ratio a few dispensaries and health centers are slightly under-supplied
(ratios of less than three), most are over-supplied. Two dispensaries in Mwea
division are receiving more than eight treatments per new patient seen. Four of the
seven health centers received drugs at a rate of more than four treatments per new
patient. (Excluded from these figures is one dispensary in Gichugu division which
apparently continued to receive one kit per month despite seeing only 407 new
patients in 1987.)

EXHIBIT 12

Treatments Supplied vs. Patients Treated
Kiringyaga District, 1988

No. of Treatments Supplied Divided by No. of New Patlents
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Patient attendance and kit supply information gathered during the team's field
visits tended to confirm the impression from these data that variations in patient
attendances are much greater than variations in kit supply, and that kit supply
tends to err on the generous side. interestingly, staff at health facilities which
according to attendance and kit receipt information are “over-supplied" do not feel
‘over-supplied."  This may reflect in part the fact that kit procurement problems
have resulted in periodic shortages over the last several years, so that RHFs often
have not received their full allocation. In addition, most popular drugs are
somehow used, regaraless of what might be expected from patient attendance data.

Once the official kit allocation nlan is sent to MSCU sub-depots and DHMTs, it
appears to maintain a momentum ind authority of its own. For example, there are
currently reported to be severa) dozen "forest dispensaries" which are continuing to
receive their kit allocations despite the fact that policy changes in another
division of the MOH have resulted in few or no patients attending these
dispensaries.

The district-level Pharmaceutical Technologists In-Charge of RHFs could, in
principle, play a central role in more equitable distribution of kits to RHFs.
Although they are responsible to "justify the number of kits received by each rural
health facility" (Exhibit 10), opiniors varied as to what authority is implied by
this statement. In practice, the team found only one RHF pharmaceutical
technologist who took an active role in adjusting the annual kit distribution plan
provided by the ECP in Nairobi to assure more rational kit distribution. Most
pharmaceutical technolcgists seemed to lack the time, the skill, or the sense of
authority to make adjustments in kit allocations.

Aside from imbalances in the numbers of kits supplied, there are also imbalances in
the contents of individucl items. The kits' contents were revised several times in
the early years of the ZDP, but between 1984 and the present, EDP staff could only
recall the contents (types and number of drugs) being revised once in 1988. A
system of additional individual supplemental or "buffer" drugs intended to even out
supplies of the more var: able items was not found to be operational in the districts
visited by the team. Studies of essential drug use at rural health facilities
(Agwanda et al, 1989; Havemann et al, 1950) highlight the problem of over-supply and
under-supply of individual kit items.

The current needs estimation and allocation process for hospitals is summarized in
Exhibit 13. While kit allocations for RHFs have followed primarily a push
allocation system since the EDP was started ten years ago, the hospital drug supply
system has gone through a series of dramatic changes. In the early 1980s, MSCU was
operated as a central medical stores, with individual hospitals requisitioning drugs
based on perceived need. Hospitals complained that under this system the CMS was
frequently out of items which they required and often supplied items which were not
needed. With the advent of the DHMTs and district focus in the mid-1980s, hospital
drug budgets and procuresient authority were decentralized to the district level.
Although official suppliers and prices were established through a central tendering
mechanism, purchase orders were written locally. It was hoped that such
decentralization would let individual hospitals better match supply with need. But
without training, experience, management systems,k r adequate controls, this
experiment with decentralization resulted in chaos and severe shortages. When drug
procurement was re-centralized through the DPC and MSCU in 1988, an allocation or
push system was adopted for virtually all pharmaceuticals and supplies.
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Initial estimates of requirements for OPD kits and for individual items were based
on requests from individual provincial, district, and subdistrict hospitals. These
were compiled by each province and brought by the PMOs to DPC meetings. These lists
were then reviewed and revised by the DPC with the assistance of the MSCU computer
unit. These lists have become the basis for drug procurements over approximately
the last 18 months. Once drugs have been received at the central MSCU depot in
Nairobi, they are allocated to individual provinces and from there to individual
hospitals according to formulas worked out by the DPC. For example, the OPD kits
are allocated at a ratio of one per subdistrict hospital, two per district hospital,
and four or five per provincial hospital. Other formulas are used for allocating
individual items. The allocation formulas are used by the MSCU computer unit to
produce distibution 1ists which are forwarded to the MSCU sub-depots and the PMOs.
For allocation purposes, hospitals are classified not simply based on their official
designation, but also on the number of inpatients and outpatients. Thus, a busy

district hospital may be classified as a provincial hospital for OPD kit allocation
purposes.

EXHIBIT 13

Hospital Needs Estimation & Allocation Process
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Some provinces have developed their own distribution formulas, while others follow
the DPC formulas as given. As an illustration of the potential imbalances created
by this approach, Exhibit 14 shows the distribution of inpatient beds for district
and subdistrict hospitals in one province. Outpatient attendances followed a
similar pattern. Despite the wide ‘range in hospital size and the size overlap
between district and subdistrict hospitals, each district hospital received the same
allocation of OPD kits and individual drugs and each subdistrict hospital received
exactly one-half the district hospital OPD kit allocation and a similarly reduced
allocation of individual items.

The result of this approach is an administratively efficient system in which each
hospital is assured of getting some predictable portion of the total MOH hospital
drug supply. But formulas which allocate OPD kits (which actually provide basic
hospital drug supplies for inpatients as well as outratients) according to hospital
category result in at least tnree-fold differences in quantities of kits delivered
compared to patients served. Distribution of individual inpatient and specialty
drugs ("loose items") by an allocation/push system simplifies distribution, but
results in significant quantities of unwanted drugs being supplied to district and
subdistrict hospitals, while needed drugs are out of stock.

EXHIBIT 14

Distribution of In-Patient Beds by
Hospital Type for One Province
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Imbalance between need and supply is particularly costly with respect to specialty
drugs. Virtually every hospital visited complained that MSCU sub-depots supplied
them with drugs they knew they did not need; they noted overstocks in items such as
thyroid preparations, specific cardiac preparations, cancer agents, and specific
antibiotics. Actual patterns of overstocks varied, depending on local disease
patterns, (he availability of specific specialist doctors at the hospitai, and
prescribing preferences. Although excess drugs are supposed to be recycled, in
practice this proves difficult.

In summary, RHF and OPD kit contents have been based on reported morbidity patterns,
standard treatments, and observed consumption patterns. Initial estimates for
inpatient and specialty drugs were based on reported consumption patterns. Recent
efforts by the DPC to quantify drug requirements have been used to increase Treasury
allocations. But, no easy-to-administer method for routinely revising RHF and OPD
kit contents has been developed. The allocation of RHF kits based on fixed monthly
delivery of one, two, or in a few instances three kit pairs results in five-fold
differences in the quantities of drugs delivered compared to the number of patients
treated.  EDP supply plans for this year total 44 million treatments, while patient
attendance information suggests that only 15 million patients requ.ring about 30
million treatments will visit RHFs. The "allocation" or "push" system approach for
distributing OPD kits and individual hospital items according to hospital type --
although administratively efficient -- results in considerable imbalances between
need and supply and lack of cost-awareness among hospital staff,

Suggested Actions

As part of a comprehensive study to Strengthen the Pharmaceutical Distribution and
Procurement System (Annex B) an overall drug and medical supply needs estimation and
allocation strategy needs to be developed. This strategy should include practical,
systematic metnods which can be routinely used for dispensary kits, health center
kits, OPD kits, individual hospital drugs and medical su.plies, and drugs for
special programs such as the Division of Communicable Disease Control (DCDC). The
strategy should aim to achieve a closer balance between supply and need, to promote
cost-awareness by health service staff, and to minimize the need to recycle drugs
among facilities. The following elements should be included in this strategy:

(1) RHF Kits -- Practical method for routinely adjusting kit contents, perhaps
based on morbidity data from the HIS or consumption data from sentinel facilities.

Feasibility of centrally allocating kits only to the district level based on
population, reported patient attendances, numbers of facilities or some
combination of factors.

Strengthening of DHMT and RHF Pharmaceutical Technologist ability to adjust kit
allocations within the district based on patient loads at individual RHFs

(2) OPD Kits -- Practical methods for routinely adjusting types and quantities
of drugs and medical supplies based on actual consumption patterns.

Feasibility of alternative methods for more closely balancing individual hospital
allocations against individual hospital patient loads (eg., based on individual
hospital outpatient attendance, inpatient admissions, or other measures of

work load).

- 36 -



(3) Individual_Inpatient and Specialty Drugs -- Develop a practical method to
move from the current straight allocation/push system to some form of “pull"
system which allows more flexibility and promotes greater cost awareness.

The most promising option would be a six- or 12-month order period for which each
hospital is given a specific drug budget and is asked to place an itemized order
usirg a form which contains unit costs.

(4) Specialized Hospital Kits -- Evaluate the feasibility and potential
cost-effectiveness of developing additional specialized hospital kits such as:

Adult medical inpatient kit
Pediatric inpatient kit
Operating theater kit
Laboratnry reagent kit
X-ray supply kit

* % * * *

(5) Teaching Hospital and Subspecialty Drugs -- Orug and medical supply
requirements for Kenyatta National Hospital (KNH) and the expanding teaching
hospital in Eldoret present special needs estimating and budgeting problems which
must be addressed in the strategy.

(6) Orug Requirements for Special Programs such as epidemic control, sexually
transmitted diseases (STD), tuberculosis, and leprosy control should be reviewed
and quantified to avoid emergency encroachments of these programs on routine RHF
and hospital supplies.

It is expected that this task will be conducted in three phases: (1) initial
assessment and design of data gatheriig instruments, (2) gathering of data from a
properly drawn sample of facilities to determine the current match between drug
needs and drug supplies, and (3) analysis of data and design of future needs
estimation and allocation process.

Potential Sources of Support

Health Sector Reform Studies are one component under the World Bank-assisted Kenya
dealth Sector Rehabilitation Project which is currently entering its final stages of
development. One of the proposed Sector Reform Studies focuses on pharmaceutical
management. It is suggested that development of a needs estimation and allocation
strategy be included in this study. Proposed terms of reference for the study are
included as Annex B.

- 37 -



7. Good Procurement Practices

Observations

Recently most drugs have been purchased in bu’k by generic name through variations
of international competitive bidding (ICB). Government of Kenya tender procedures
(Ministry of Finance and Planning, 1978) provide a sound framework for good
procurement practices. A basic supplier pre-qualification system has evoived to
restrict tenders to reputable local and foreign manufacturers. In addition to
supplier pre-qualification, quality assurance procedures include submission of
tender samples by prospective suppliers, requirement of batch certificates for all
items, and selective quality control testing at the Drug Analysis and Research Unit.
Although only in its second year of operation, the Drug Procurement Committee has
gained considerable experience in managing compley procurement activities.

Despite these positive characteristics of current procurement practices, several
serious problems remain.  Problems with procurement of kits for RHFs date to at
least the mid-1980s. Severe shortages of drugs for rural facilities and hospitals
still occur regularly (e.g., many facilities in Western Kenya are currently out of
chloroquine). Delays in processing contracts are reported to be common, sometimes
resulting in drugs being supplied on only the authority of a letter acceptance,
without a signed contract. Routine delays in payment of thrze te six months and
occasionally uver 18 months are reported. Although MOH officials feel the situation
is improving, suppliers have yet to notice a change. Debts for past drug deliveries
amounting to several tens of millions of Kenya shiilings cut into the current years'
vote.  Tenders have been processed be{ore sufficient funds are available, leading
to cancellation of tenders or placing of partial orders. Large emergency
procurements -- presumably resulting in higher prices -- have been needed as a
result of incomplete planning and coordination of the procurement process.

Suggested Actions

Although the basic organization of the procurement system is reasonable, the
following actions are needed to address current performance problems:

(1) Prepare an Annual Procurement Plan and Schedule which considers:

*

all sources of funds for drugs and dressings (government and donor) and
all requirements (kits, individual items, non-drug items, special
items)

* realistic delivery lead times (4-6 months)

* regularizing MSCU and sub-depots' workloads to avoid alternating
periods of overload and idleness

The four main RHF kit types (Dispensary I, Dispensary II, Health Center I,
Health Center II) should continue to be contracted for as individually
competitive items. To promote competition and diversity of supply sources,
consideration should be given to sub-dividing OPD kits into two or three
separately tendered sub-kits.

(2) Institute Good Procurement Practices -- Current practices should be
strengthened and standardized through the following steps:
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a. Study Tour to several countries in the region which illustrate various
aspects of good procurement practices (eg., Zimbabwe, Ethiopia, and perhaps
one other country) (February 1991). The team should include a DPC member,
a Division of Pharmacy official, an MSCU senior officer, and -- since
payment mechanisms are an important issue -- a representative from
Treasury.

b. Revision of MSCU Procurement Procedures by the study tour members and a WHO
procurement consultant (March 1991). Revised procedures should address:

formalization of the pre-qualification process
standardization of supplier performance monitoring
pros and cons of alternate contract types (eg. term)
contract terms specific to pharmaceutical supply
payment procedures and foreign exchange issues
methods of streamlining the process

* o * * * ¥

C. Reviiw and Revision by DPC and GoK Supply Services, and others (April-May
1991

d. Introduction of New Procurement Practices (June 1991)

(3) Specialize Procurement Functions -- Pharmaceutical and medical supply
procurement involves several specialized professional functions, some of which
require separate committees. The following division of responsibility is
suggested:

* Drug Procurement Committee (DPC) -- Established by Presidential decree and
consisting of Provincial Medical Officers, the Chief Pharmacist, the MSCU
Officer In-Charge, and the Chief Nursing Officer (CNO) -- has the
responsibility to approve all tenders before they are announced and
adjudicates tender submissions. :

* National Essential Drugs Committee -- As suggested in Section 2, above, a
separate committee should be established to regularly revise and update the
National Essential Drugs List. Only drugs on the EDL should be procured by
the MOH.

* Supplier Qualification Committee -- It is strongly rccommended that the PS
and DMS establish an independent committee responsible for supplier
pre-qualification and for monitoring supplier performance. Tender
documents should be provided only to suppliers approved by the Supplier
Qualification Committee. Committee membership should include
representatives of the DPC, Chief Pharmacist, CNO, Technical Evaluation
Committee, and Urug Registration Office. For laboratory items, x-ray
items, dental items, and other specialized 1tems, qualified staff would be
co-opted on an as-needed basis.

In addition to the above actions, improved financial and MSCU management (discussed
in the following two sections) should also contribute to more regular delivery of
supplies and to lower procurement costs.
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Potential Sources of Support

As part of its Report of a Mission to Kenya (Annex 4, 1990), the WHO Drug Action
Programme proposed providing short-term consultation on drug procurement. In
addition, it is understood that the WHO country program budget for Kenya includes
funds for study tours. It is recommended that a formal request be made to the WHO
Country Representative and the WHO Drug Action Program in Geneva to arrange and
support the proposed study tour. This study tour would be followed immediately by a
short-term consultancy to help the study tour participants to incorporate their
observations into revised procurement procedures for drugs and medical supplies.

. Financial Management of Pharmaceutical and Medical Supply Process

Observations

Several difficulties associated with procurement operations are attributable to
problems with the financial management of the pharmaceutical and medical supply
process. The problem stems in part from inadequate past Treasury allocations for
drugs and in part from incompatibilities between the Treasury fiscal cycle and drug
procurement cycle. The financial management problems experienced by the Kenyan
Ministry of Health are quite similar to the problems which have been experienced by
other countries in the region. Recently, the MOH has worked with Treasury to
increase allocations for drugs and dressings and to expedite supplier payments. Yet
further improvements in financial management are needed.

Despite these actions, there appears to be no current total pharmaceutical and
medical supply procurement financing plan which details individual needs according
to facility type (RHF, PGH, etc.) and supply type (kit, individual pharmaceuticals,
dressings, etc.) and which lists expected funding sources (MOH, DANIDA, USAID,
etc.). The "Gap Study" (HFS Project, 1990) estimated an annual shortfall of 79
million KSHs. (™ US $3.5 million) for RHFs and hospital OPDs alone. During this
brief assessment the team was unable to re-assess total pharmaceutical and medical
supply requirements or to develop a complete picture of available funding. The
team's general impression, however, is that funds presently available from all
sources (MOH and donors) are close to being adequate to meet current needs --
provided that management of selection, quantification, procurement, financing,
distribution, and drug use is strengthened.

Suggested Actions

A detailed assessment of financial management requirements and options is needed.
This should lead to the development of an overall strategy and specific operational
mechanisms for improved financial management of the pharmaceutical and medical
supply process. The new strategy should be implemented through policy changes at
the Ministerial level and through in-service training at the staff level. The
strategy and procedures should address the following issues:

! This conclusion is not inconsistent with that of the "Gap Study", which
did not assess economies possible through management changes and assumed the
maintenance of existing practices.
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* analysis of total expenditures, by source of funds, for all MOH pharmaceutical
and medical supplies over the last three to five years;

* analysis of expenditures in comparison with estimated need for all categories
of pharmaceutical and non-pharmaceutical supplies, including RHF kits, OPD
kits, individual hospital items, tuberculosis and leprosy drugs, drugs for
epidemics, etc.;

* recommendations for restructuring of drug, dressing, and other line item
budget categories into managerially useful lines:

* preparation of an annual drug expenditure plan which includes all sources of
funds for drugs and dressings (government and donor) and all requirements
(kits, individual items, non-drug items, special items);

* lead time analysis of tender processing, delivery, and payment processing for
a sample of 20 to 30 items to identify preventable causes for delays in
processing orders and payments;

* alternative mechanisms to assure prompt supplier payments; options to consider
include:

- partial payment on award (as some countries do)
- re-activation of the revolving fund/deposit account
- special arrangements with Treasury;

* standardization of payment and handling currency conversion methods for local
and foreign supplies; and

* specific responsibility and authority for the above tasks.
The proposed strategy and procedures must be compatible with existing MOH and
Government of Kenya laws and regulations, although changes in specific practices
and procedures are anticipated.

Sources of Support

It is suggested that the development of a financial management strategy and revised
procedures also be included in the terms of reference for the pharmaceutical
management component of the Health Sector Reform Studies under the World
Bank-assisted Kenya Health Sector Rehabilitation Project (see Annex B). Technical
support could also be requested from the staff of the USAID-supported Health Care
Financing Project.

- 41 -



9. Operation of Medical Supply Coordinating Unit

Observations

The Medical Supply Coordination Unit (MSCU) currently manages the procurement and
distribution process for hundreds of pharmaceutical, non-pharmaceutical, and
equipmerit items. The MSCU depot and sub-depots now act primarily as transshipment
points, rather than as medical stores with working stock. This practice reduces
inventory costs and stock management demands. Using basic spreadsheet software, the
computer unit is consolidating estimates of drug and supply requirements, generating
tender documents, and preparing distribution lists for the MSCU sub-depots. (Due to
a combination of hardware and software problenms, custom-designed, menu-driven
database programs for inventory ranagement and procurement are currently not
functional, although effort. to make these systems operational are now being made by
the USAID-supported Information and Planning Systems Project.)

The two MSCU sub-depots visited by the team appeared reasonably well organized;

they maintained good stock records and had evidence of routine annual physical
inventories. Use of railways to transport drugs and supplies to regional depots,
and posting of vehicles at each depot appear to be easing transport problems. A
DANIDA/SIDA-supported study of MOH transport resources is to be completed by January
1991; this study should clarify needs for additional transport.

Although many aspects of MSCU operations are running smoothly, the overall
impression is that the management and administration of MSCU could be much better.
Delays in processing contracts and payment vouchers are said to be routine --
sometimes quite lengthy -- and reportedly interfere with regular supply of drugs and
supplies to health facilities. The WHO team which visited MSCU in April 1990 noted
a variety of shortcomings at MSCU, including poor organization of bulk stocks, lack
of pallet shelving, absence of a fire alarm system and fire fighting equipment, and
bin cards out of date.

Perhaps the most telling commentary on MSCU operations is that virtually all drugs
and medical supplies are now distributed according to an allocation or “"push"
system.  This system minimizes the stock management demands on the part of the MSCU
central depot and sub-depots, but because such a system cannot match individual
supply to individual needs, it results in a great deal of waste at the facility
level.  Dependence on a push system for even inpatient and specialty clinic items
appears to stem in part from the success of the push system for RHF kits, but also
in large measure from past experience with MSCU (previously CMS) inability to
maintain proper working stocks and inventory control procedures necessary to support
a demand-oriented requisition system,

One objective of improved MSCU management should be a gradual raturn to a demand-
oriented requisition system, at least for hospitals. Such a system would mucih more
efficiently balance supplies delivered against actual need and, thereby improve
service and reduce waste. MSCU and hospital staff have the basic skills to operate
a requisition system. But good management, proper supply procedures, and effective
supervision all are required to make such a system operate efficiently.
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Suggested Actions

A management assessment of MSCU should be conducted. It is expected that this
assessment will result in a management improvement plan which may include detailed
revisions of current operating procedures, specific recommendations for
reorganization of MSCU activities, requirements for local and overseas training, and
recommendations for expanded office facilities such as communications and computer
equipment. The assessment should consider the following issues:

* suitability of established numbers and types of staff;
* staff training and orientation requirements:
* methods of streamlining tender processing procedures;

* methods of streamlining and improving the reliability of processing payment
vouchers;

* adequacy of office facilities for supporting international procurement and
local distribution activities; photocopying requirements, computer support,
and communications equipment should all be considered:

* efficient integration of computer support into MSCU office procedures;

* inventory control and supply management information systems, particularly as
support procurement planning, needs estimation, and the allocation process;

*  MSCU warehouse management procedures; and
* procedures for managing MSCU sub-depots.

The assessment should also consider the functional impact of staff assignment,
reporting and supervisory relationships which involve at least two ministries and
three higher authorities: the MSCU Officer In-Charge reports to the MOH Permanent
Secretary, the MSCU pharmacist and pharmaceutical technologist report to the Chief
Pharmacist, and supply officers are appointed by the Head of Supply Services for the
Treasury. One indication of the disruption this can cause is that the Deputy
Officer In-Charge and three main department heads (Procurement, Stock Control, and
Warehouse) were all replaced within the last three months -- and with virtually no
opportunity for effective orientation to their new posts.

The assessment should consider possible responses to organizational constraints,
including options such as restructuring staff positions to bring most staff under
complete MOH control or complete reorganization of MSCU as a parastatal.

Whatever management changes are proposed, it is important that further disruptions
in supply be minimized. Therefore, changes in MSCU responsibilities should follow
the principle of expanded responsibility based on demonstrated performance. In
other words, if a demand-oriented requisition system is re-established for hospital
items, it should begin with a subset of inpatient and specialty drugs and expand
gradually to cover all hospital items. Similarly, kit packing by MSCU should be
reconsidered again only after MSCU has established a more consistent record for
timely procurement of individual items.
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Potential Sources of Support

It is proposed that the MSCU management assessment also be included in the
pharmaceutical management sector study under the World Bank-assisted Kenya Health
Sector Rehabilitation Project (see Annex B). As part of its Report of a Mission to
Kenya (Annex 4, 1990), the WHO Drug Action Programme also prorosed providing short-
term consultation for the MSCU. However, it would seem more advisable to undertake
the MSCU assessment as part of the more comprehensive Health Sector Rehabilitation
Project, rather than as an isolated consultancy. (In practice this would mean a
request to WHO to substitute the Essential Drugs List consultancy for the MSCU
consultancy.)

10. R2iional Drug Use

Observations

Almost since its inception, the EDP has been running courses for RHF health workers.
Currently, the EDP runs a one-week course entitled, "Clinical Diagnosis and Rational
Use of Drugs.” The course is generally run at the district level with one or two
facilitators from the EDP/Nairobi and facilitators from the District Health
Management Team. The EDP Handbook for Rural Health Workers, which has been
regularly revised and reprinted since the beginning of the EDP, serves as the course
manual. Course materials review history taking, physical examination, basic
laboratory investigations, patient instructions, and rational use of drugs.
Individual sessions are devoted to review of diagnosis and treatment for common
conditions, including malaria, diarrheal disease, acute respiratory infections, skin
disease, eye infections, sexually transmitted diseases, accidents, helminths, and
anemia. Other sessions review the pharmacology of drugs contained in the RHF kits.
A pre-test, post-test, and course evaluation are also included.

The aim of the EOP training program is to include at least one person from each
health center and dispensary in an EDP course at least once every two years.
Because of sheer numbers of health workers, generally only the clinical officer or
enroiled nurse in-charge is asked to attend the course. Whoever attends the course
is then expected to share his/her new knowledge with other staff at the health
facility.

Thus, the EDP courses on clinical diagnosis and ravional drug use provide focused
in-service training which appears to have a favorable impact on prescribing.
Clinical officers and enrolled nurses who had taken the course gave specific
examples of changes they had made in their drug prescribing after the course. A
recent study of essential drug utilization in three districts (Havenmann et al,
1990) found an average of 1,92 drugs prescribed per patient. 1In 70 percent of cases
the drugs prescribed were appropriate for the diagnosis, and in only 21 percent w~ere
the drugs totally irrelevant to the specified diagnosis. These findings compare
very favorably to studies of primary care prescribing for other countries. Less
encouraging were findings on diagrostic accuracy (47 percent), correctness of dosage
(53 percent), and correctness of treatment duration (44 percent). Unfortunately,
the study did not attempt to compare diagnostic accuracy and prescribing practices
for staff who had participated in EDP training with those who had not participated
in the training.
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In addition to the course and EDP Handbook, EDP posters on indications, dosages, and
precautions are widely distributed and used. Although concern is expressed about
diagnostic accuracy and prescribing practices at RHFs, local studies reveal more
rational prescribing patterns than are found in many other countries. This
impression and impressions of EDP course effectiveness should be confirmed by an
independent assessment which includes pre- and post-course prescription audits (see
Suggested Actions).

Working with the PATH organization, the EDP has developed and pre-tested a set of
patient education posters and cassette tapes which focus on five specific messages
to promote rational use of drugs by patients. The contents of these messages
emphasize avoidance of quacks ?not buying drugs on the street), following
instructions correctly, returning to the health facility if side effects develop,
taking the full course of medicines prescribed, and not thinking that only
injections car cure. Initial experiences with using these materials at rural health
facilities suggest that they have a favorable impact on patient behavior, although a
controlled evaluation has not yet been done.

Other important aspects of rational drug use are hospital drug prescribing and
outpatient drug dispensing practices. Issues related to hospital drug use are
considered above under Hospital Therapeutics. Dispensing practices are considered
under Hospital Drug Management and Supervision of Pharmaceutical and Medical Supply
Distribution.

Suggested Actions

(1) EDP course evaluation -- Internal EDP course evaluations should be
supplemented by an independent evaluation of the impact of the EDP course on
clinical diagnosis and rational use of drugs (mid-1991). The evaluation should
include analysis of pre-course and post-course prescribing patterns; the
evaluation should try to identify any changes in course design which would
increase its impact.

Annex E contains sample survey instruments which have been used elsewhere for
evaluating the diagnosis, prescribing, and dispensing process at health
facilities. These forms are based on observation of prescriber-patient and
dispenser-patient interaction. Patient registers can also be used to assess the
impact of training on prescription behavior.

The impact of educational interventions on diagnostic and prescribing behavior,
while clinically significant, is often difficult to measure. Therefore, it is
important to identify specific selected indicators of diagnostic and prescribing
quality which are expected to be influenced by the EDP course. Examples of such
indicators might be asking about stool characteristics for diarrheal disease,
measurement of respiratory rate for acute respiratory infeciious (ARI),
temperature taking for malaria, percent of cases receiving antibiotics, percent of
cases receiving injections, percent of children under five with diarrhea who
receive ORS versus antidiarrheals, and percent of patients with ARI, diarrheal
disease, and malaria who are treated according to EDP standard treatment
guidelines. (See INRUD News, Number 2)

(2) Controlled trial of patient education materials -- if not already planned! a
controlled trial of patient education materials should be conducted to determine
their actual impact on patient behavior (1991).
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Potential Sources of Support

Technical and financial support for the Essential Drugs Programme has come primarily
frcm DANIDA and SIDA, with additional technical support from WHO. Although DANIDA
and SIDA financial assistance is being phased out, it is important that assistance
in the area of rational drug use continue at least until full evaluations of the
health worker course and patient education materials have been completed and the
results have been incorporated into programs which can be sustained by the MOH.

POTENTIAL IMPACT OF SUGGESTED ACTIONS ON DRUG AVAILABILITY AND COSTS

To assist the MOH and donors in making decisions regarding the implementation of
suggested actions, the team attempted to estimate the potential impact of successful
action on increasing the availability (or reducing the cost) of pharmaceuticals and
medical supplies. These estimates are based on impressions of current
inefficiencies or leakages and on the expected effectiveness of proposed actions.
The expected effectiveness of proposed actions is judged in part by experiences
which other countries have had with efforts to improve their drug management
systems. Exhibit 15 summarizes these estimates.

Adoption of a National Drug Policy will have only indirect effects through the other
action areas which it supports. In terms of quantities and costs, most drugs
currently being procured are considered essential drugs and are likely to be kept on
a revised essential drug list. Nevertheless, some savings can be expected from more
cost-effective choices ?20 percent savings in course-of-therapy cost by substitution
of thrice-daily oral amoxycillin for four times daily oral ampicillin). Because
over 50 percen* of MOH expenditures on drugs and medical supplies are for hospitals,
and because most drug management efforts to date have focused on rural health
facilities, the potential savings from improved hospital therapeutics- and
strengthened hospital drug management are considerable. Variations in the cost per
patient treated give an indication of potential savings from improved oversight by
hospital drug committees and from standard clinical guidelines. The losses from
inadequately regulated staff drug use, inconsistent ward stock control systems, and
various forms of leakage suggest that perhaps even greater savings can be expected
from improved hospital drug management practices.

Reductions in waste from expiration, from failure to recycle overstocked items, and
from leakages in the distribution chain can be expected from much more active,
professional supervision of the distribution process. Furthermore, the estimated
impact of other proposed actions such as improved hospital drug management systems
and more efficient needs estimation depends on implementation of proposed changes.
Inevitably, the extent to which sustained change can be implemented will depend on
reinforcement and support from active supervisors. Estimated savings from a more
efficient needs estimation and allocation process are based on observed waste due to
current imbalances between supply and need.

Implementaticn of good procurement practices can be expected to reduce unit costs
for drugs ar< medical supplies by fostering greater price competition among
suppliers, by reducing costs associated with unreliable suppliers (eg., losses from
poor quality and failure to supply), and by minimizing the need for emergency
procurements. Improved financial management can also be expected to contribute to
lower unit costs. Manufacturers incur expenses when they buy raw materials, when
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they pay production workers, and when they pay for shipment of supplies. When
payment is delayed for a period of several months, the supplier is effectively being
asked to pay the financing costs for the expenses which have already been incurred.
Inevitably the buyer (in this case the MOH) pays these financing costs in the form
of higher unit prices. Similarly, improved MSCU operations should achieve savings
through better needs estimation and more prompt processing of tenders, contracts,
and payments.

The impact of good procurement practices and prompt payment can be dramatic: one
pooled procurement program experienced average cost savings of over 40 percent in
its first year of operation through the combined effects of greater supplier
competition, standardization of the supply list, and prompt payment through a
central bank deposit account.

Finally, some savings can be expected from continued efforts to promote rational
drug use at rural health facilities. Realistically, however, current drug use
patterns are such that only very modest cost savings are likely to be achieved. The
greater benefit will be improved drug therapy and, hopefully, improved clinical
outcomes. In some cases improved therapy will mean shorter courses of therapy or
more expensive drugs, thus offsetting the effects of those therapeutic improvements
which also save money.

EXHIBIT 15
Potential Impact of Suggested Actions on Increasing Drug Availability

-- Or Saving Money

1. Adoption of a National Drug Policy Indirect effects

2. Revised Essential Drugs List <5%

3. Improved Hospital Therapeutics 10 - 12 %

4. Strengthened Hospital Drug Management 10 - 15 %

5. Closer Supervision of Pharmaceutical and Medical Supply 5 -10 3
Distribution

6. More Efficient Needs Estimation and Allocation Process 10 - 15 *

7. Institution of Good Procurement Practices 5 - 10+ 3

8. Improved Financial Management of Pharmaceutical and 5~ 10 =
Medical Supply Process

9. Increased Efficiency of MSCU Operation 5-10 -

10. Continued Efforts to Promote Rational Drug Use <5 %
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NOTES ON COST-SHARING THROYGH TREATMENT FEES

Cost-sharing in the form of outpatient charges at hospitals and health centers was
instituted in August 1989. Health facilities retained much of the revenue to be
used by the facility for repairs, renovations, equipment purchases, or other
expenditures for which funds were not otherwise available. Cost-sharing revenues
were greatly we.comed by all facilities visited. While attendance rates 2t some
facilities remained persistently depressed throughout the period of outpatient
cost-sharing, most facilities experienced the expected initial drop and subsequent
return to near normal rates over the following six to twelve months. In September
1990, with only one year of cost-sharing experience, outpatient fees were suspended.

Data from previous patient surveys of patient attitudes indicate that drug fees are
acceptable to the majority of patients, although the percentage of patients willing
to pay a drug fee dror ' quickly as the hypothetical price increases beyond ten
shillings per treatment. Finally, most health care providers interviewed by the
team who were willing to express an opinion on cost-sharing felt that drug fees
would be more acceptable to their patients than consultation fees had been.

With UNICEF assistance, community-run drug funds ("Bamako Initiative" projects) have
been operating successfully with 120 community health workers in four divisions of
the Kisumu district for up to twelve months; additional programs were launched in
November 1990 in South Nyanza and Kwale districts. In these programs community
health workers receive supplemental training on symptom identification and
dispensing for common conditions, including malaria, diarrheal disease, intestinal
worms, eye infections, and skin diseases, They receive instruction on basic record-
keeping and are given eight essential drugs (aspirin, chlorphenamine, oral
rehydration salts, chloroquine, mebendazole, paracetamol, tetracycline eye ointment,
and benzyl benzoate) to "sell" according to prices set by the local community. Drug
fees are waived for the truly needy. Drug supplies are replenished with funds
generated from the drug fees.

[t is too early to assess the effectiveness and impact of these community-based drug
funds. However, there is nothing in their operation or performance to date which
suggests a need to either restrict such funds or to let the existence of such funds
influence MOH policy with respect to treatment fees.

In summary, treatment fees or drug fees provide an administratively feasible and
potentially more acceptable alternative to consultation fees if political and
economic conditions favor increased cost-sharing. However, given the apparent
success of recent efforts to increase Treasury allocations for pharmaceuticals, drug
fees should probably be managed locally in the same manrer as other cost-sharing
revenue, rather than being used to establish a revolving drug fund. Using drug fees
primarily for a revolving drug fund -- as is currently being done effectively by
Bamako Initiative projects -- runs the risk that the Treasury would soon expect
cost-sharing revenues to replace Treasury contributions for drugs. This eventuality
would undermine the entire intent of cost-sharing.

Exhibit 16 compares several alternative mechanisms for drug charges. These
mechanisms vary with respect to factors such as administrative feasibility and
expected impact on drug utilization. To balance administrative feasibility with
incentives for rational drug use, a flat per-item drug fee is suggested -- in
preference to either a flat prescription fee regardless of the number of drugs
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prescribed, and in preference to an individual drug fee which varies with the cost
of the drug.

A flat prescription fee regardless of the number of drugs prescribed tends to create
patient pressure on prescribers to prescribe more drugs. As long as drug fees are
not used for salaries or other expenditures which q1rgc§ly beqef1t ]nd1v1dua] health
workers, a per-item drug fee should rot create a significant incentive for the
prescriber to over-prescribe. For patients with limited funds{ a per-item drug.fee
would encourage prescribers and patients to set ;herapeut1c priorities by choosing
the fewest drugs needed for the patient's condition.

Waivers for truly impoverished patients and exemptions for certain patient groups

(eg., those under age five) and conditions (eg., tuberculosis), if properly
implemented, should protect the truly needy.

EXHIBIT 16

ALTERNATIVE TYPES OF PATIENT FEES
Pharmaceutical Cost Recovery/Revolving Drugs Funds

TYPE OF FEE ADMINISTRATIVE BALANCE PRESCRIBING ATTENDANCE
COMPLEXITY DRUQG COSTS IMPACT IMPACT
& REVENUE
Card Fee + - -

Attendance Fee - -
Prescription Fee
++ ++

Per Item Fee

Variable Item Fee +++ 4 b

¢
+
+
~
!
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ORGANIZATION, MANAGEMENT, AND MANPOWER FOR MGH PHARMACY SERVICES

The organization structure and human resources of the Ministry of Health provide the
foundation upon which any improvements in pharmaceutical services or other aspects
of the health system must be built. Management of Ministry of Health pharmacy
services and health facility pharmacy staffing patterns vary greatly from country to
country.  The Health Sector Reform Studies under the World Bank-assisted Kenya
Health Sector Rehabilitation Project provide an opportunity to consider management
steps which might help to further strengthen drug management services within the
Ministry. In particular, the proposed studies on Organization and Management of the
Ministry of Health and Manpower Planning should deal specifically with issues
related to the pharmaceutical and medical supply system. With 20 percent of the
Ministry's budget being expended on drugs, dressings, and related supplies, this
area should be considered a priority.

Present pharmaceutical services are governed in large measure by Chapter 244, the
Pharmacy Practitioners Act. The Pharmaceutical Society of Kenya has developed
detailed recommendations for modernizing the act. Among other things, the
establishment of a Directorate of Pharmaceutical Services is proposed. The
assessment team suggests that any review of MOH organization and management consider
carefully the Pharmaceutical Society's recommendations. Experiences from other
countries in Africa, from Asia, and from Latin America suggest that stronger
pharmacy services usually result in better drug management,

It the recommendations made above in Section 5, Supervision of Pharmaceutical and
Medical Supply Distribution, are followed and the additional supervisory pharmacists
are appointed, the Health Sector Reform Studies should then evaluate the
effectiveness with which these new roles are being implemented.

Finally, desirable and feasible staffing levels should be reviewed through the
proposed Manpower study. For example, when a team of one registered pharmacist and
three or four pharmaceutical technologists are expected to provide pharmacy services
for a district hospital with a daily occupancy of 280 patients and up to 500
outpatients per day, it is rot reasonable to also expect detailed record-keeping,
close oversight of ward stoc.s, complete labeling of outpatient drugs, and proper
patient instructions.

Performance targets for accountability, dispensing, and patient instructions can be
based on ideal staffing levels, such as one pharmaceutical technologist per 50 daily
outpatient attendances. But performance targets and staffing levels must be
realistic in comparison to the number of available trained pharmacists and
pharmaceutical technologists and the ability of the MOH to retain pharmacy staff.
While it is estimated that three-quarters of pharmaceutical technology graduates are
in government employment, less than one in eight qualified pharmacists work for the
MOH. Any review of MOH manpower management must consider salary, job
responsibilities. working conditions, and other factors which influence the ability
of the MOH to hire and retain sufficient numbers of qualified staff.
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ANNEX B

Terms of Reference for a Proposal to: .
STRENGTHEN THE PHARMACEUTICAL DISTRIBUTION AMD PROCUREMENT SYSTEM

INTRODUCTION

Next to personnel, pharmaceuticals and medical supplies are the major part of the
recurrent MOH budget, consuming an average of 15 to 20 percent of the MOH budget over
the last decade. Since the early 1980s, a series of measures have been introduced to
improve selection, procurement, distribution, and use of pharmaceuticals and medical
supplies.

Kenya does not have a formal national drug policy, but many of the proposed policy
elements are already being implemented through existing programs. Although not
officially revised since its publication in 1981, the National List of Essential Drugs
continues to provide a sound basis for public sector drug procurement. The Essential
Drugs Programme has focused on supply and proper use of drug kits for rural health
facilities (RHFs -- health centers and dispensaries). This system appears to be
functioning well at the facility level. With the introduction in the late 1980's of
outpatient department (OPD) kits, drug supply for provincial, district, and subdistrict
hospitals has become more regular. Central bulk procurement through the Medical
Supplies Coordinating Unit (MSCU) provides for both RHFs and hospital drug and medical
supply needs. Although only in its second year of operation, the Drug Procurement
Committee (DPC) has gained considerable experience in managing complex procurement
activities,

While considerable progress has been made, the current system continues to have
difficulties providing a continuous, dependable supply of drugs, dressings, and other
medical supplies. Specific problems cited by the MOH include the lack of standard
lists, difficulty with needs estimation, frequent costly emergency procurements,
regular shortages (particularly at lower-level facilities), poor storage conditions in
some areas, thaft, overprescribing and losses due to expiration, Drug management
practices are particularly variable at hospitals, where staff drug use (prescription
and otherwise) can consume up to 40 percent of drug allocations, and practices for
hospital pharmacy record-keeping and management of ward drug supply differ considerably
among institutions.

Shortages of drugs undermine the quality of care and public confidence in the health
care system. The lack of drugs at peripheral facilities forces patients in both urban
and rural areas to utilize more costly hospital outpatient services. With the
introduction of cost-sharing, public scrutiny of the health care system has increased:
the availability of pharmaceuticals and other essential supplies is critical to
generate and sustain public support for this innovation.

Drafted August 1990 by R.A. Schwarz and W.E. Bertrand (A Strategy and Terms of
Reference for a Comprehensiva Public Investment Programme and Health Sector Reform
Studies) and revised November 1990 by J.D. Quick and F. Ndemo (Pharmaceutical and
Medical Supplies System Assessment).
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The MOH is currently engaged in several activities aimed at improving the
pharmaceutical and medical supplies system. These activities are being supported by
WHO, DANIDA, SIDA, USAID, and other donor organizations.

It is anticipated that the World Health Organization (WHO) Action Programme on
Essential Drugs will provide assistance in completing the National Drug Policy, in
revising the National Essential Drugs List, and in establishing Good Procurement
Practices. DANIDA and SIDA have been supporting the Essential Drugs Programme for
rural health facilities. Assuming that support continues for another one to two years,
DANIDA and SIDA can be expected to be active in training rural health facility
superv sory pharmaceutical technologists, in RHF kit needs estimation and allocation,
and in continued promotion of rational prescribing and patient use of drugs.
USAID/Nairobi, through its Health Care Financing Project, intends to provide financial
and technical support for improved hospital therapeutics and modest support for
specific activities within other areas.

This consultancy on pharmaceutical distribution and procurement will serve to focus and
integrate these various activities into a comprehensive pharmaceutical and medical
supply plan and to initiate operational improvements in key areas nf supply management.

PURPOSES

The purposes of the consultancy are: (1) to design a long-term strategic plan to
strengthen the pharmaceutical supply and utilization system and (2) to implement
specific reforms in pharmaceutical and medical supply management. This work should be
coordinated with and complement ongoing MOH work in the areas of national drug policy,
formulation of a national essential drugs list, hospital therapeutics, and essential
drugs for rural health facilities.

OBJECTIVES/OUTFUTS

1. Strategic Plan to Strengthen Pharmaceutical and Medical Supplies System -- Based
on a review of past and current pharmaceutical and medical supply activities,
interviews with MOH and other officials, and field visits, the team should develop a
comprehensive plan to strengthen the pharmaceutical and medical supplies system. This
plan should address the following topics:

National drug policy

Organization and management

Financing and financial management

Selection of essential drugs and medical supplies
Estimation and allocation for current and future needs
Orug management information system

Procurement methods and procedures

Storage, distribution, and transport

Training and supervision

Appropriate drug use

* % o+ F A X * X X *

The plan should take into consideration MOH-initiated activities described above,
listing additional actions needed, resources required, and a proposed implementation
schedule.
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2. MSCU Management Assessment and Improvement of erating Efficiency -- A
management assessment of MSCU will be conducted which should lead directly to training,
reorganization, or other activities to improve the operating efficiency of the MSCU.
The assessment should consider staffing, operational procedures, table of organization,
supply management practices, adequacy of office facilities, and other factors which
affect the efficiency of MSCU operations.

3. Needs Estimation and Allocation Process -- An overall strategy and practical,
systematic methods will be developed for estimating procurement needs and for
allocating drugs and medical supplies to individual facilities after they have been
received by the Medical Supplies Coordinating Unit (MSCU). The strategy should cover
requirements for rural health facilities, hospitals, and special programs such as
control of communicable diseases.

4, Financial Management Strategy and Procedures -- An overall strategy and specific
operational plans will be developed for improved financial management of the
pharmaceutical and medical supply process.

5. Hospital Drug Management Improvement -- Policies and procedures for improved
hospital drug management wiil be drafted, tested, revised, and implemented on a
nationwide basis.

TASKS TO BE PERFORMED BY THE CONSULTANTS

The work will be conducted by two consultant teams. The Central Drug Management Team
will deal with the overall drug management strategy, MSCU operations, needs estimation,
and financial management. The Hospital Drug Management Team will focus on improving
policies and procedures at subdistrict, district, and provincial hospitals.

1. Central Drug Management Team

a. Strategic Plan to Strengthen Pharmaceutical and Medical Supplies System

The consultant team should begin by familiarizing themselves with the MOH-organized,
donor-assisted activities described in the Introduction. The team should review
progress on each activity. The November 1990, USAID-supported Pharmaceutical and
Medical Supplies System Assessment should provide a comprehensive overview of these and
other pharmaceutical sector activities.

Specific team tasks will include the following:

* Review documents, analyses, and assessments of the current system and progress
reports for ongoing activities. The MOH Division of Pharmacy, the Essential
Orugs Programme, and the Health Care Financing Project staff should provide the
best access to available documents.

* Interview MOH officials, representatives of NGOs, and donor agencies. Attend the
Drug Procurement Committee meeting and other relevant MOH pharmaceutical
management meetings.

* Conduct site visits to MSCU facilities, MSCU sub-depots, hospitals, and rural
health facilities.
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Produce a work plan to obtain additional data from a properly selected sample of
sites.

Conduct the field survey and analyze the data. Emphasis should be placed on
collection and analysis of data which supplements currently available data and
contributing to the design of specific management improvements in neads
estimation, stock control, and other operational areas.

Complete draft of descriptive report on policies, procedures, and operation of
the system, with an analysis of options for reform in specific areas.

Circulate draft report and strategic plan to key officials and Task Force members
for review and comment.

Present draft findings to key officials and Task Force members through group
meetings/seminars to obtain feedback on draft proposals.

Obtain more detailed feedback through individual follow-up meetings with selected
officials and Task Force members.

Produce a final report covering strategies, timetables, and action plans. This
should include proposed tasks, technical inputs, schedules, and estimated costs.

Topics which should be covered in the strategic plan include the following:

*

National drug policy -- Review progress and plans for implementation. Identify
technical and financial resources needed for complete implementation of the
national drug policy. '

Organization and management -- Division of responsibility and authority among
government agencies involved with pharmaceutical and medical supply management .
Staff requirements versus staff availability. Table of organization, especially
with respect to MSCU and EDP lines of control. Consider the need for new or
revised standard forms and procedures.

Financing and financial management -- Current and future financial requirements,
broken down by institution or program type. Time series analysis of budgeted and
actual expenditures from all sources, including donors. Alternative funding
sources, including drug fees and community cost recovery. Financial management
will receive special emphasis as a separate task.

Selection of essential drugs and medical supplies -- Review progress on revision
of the national essential drugs list, the selection process, and criteria for
selection. Review and advise on plans to prepare a national essential drugs and
therapeutics manual.

Estimation and allocation for current and future needs -- Will receive special
attention as a separate task.

Drug management information system -- Ongoing information requirements ‘or

selection, procurement, and distribution of drugs and medical supplies. Linkages
with the MOH HIS system and other health management information sources.
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Adequacy of current computerized systems for procurement, inventory control, and
distribution planning.

* Procurement methods and procedures -- Review and advise on WHO-assisted
activities aimed at implementing Good Procurement Practices.

* Storage, distribution and transport -- Evaluate the operation and impact of the
new MSCU sub-depots. Assess the efficiency and economy of recent decisions to
treat the MSCU central depot and sub-depots as transshipment points, rather than
as storage points for working stock. Incorporate the findings of the
soon-to-be-completed DANIDA-supported study of Ministry of Health transportation
resources.

* Training and supervision -- Assess progress on appointment of provincial
pharmacists, strengthening hospital and district-level supervision, and refresher
training of district RHF pharmaceutical technologists.

* Appropriate drug use -- Review progress on analysis of hospital prescribing
patterns. Review progress on EDP-initiated analyses of clinical diagnosis and
rational drug use training and patient education programs. Identify additional
strategies which may be needed to improve prescribing, dispensing, and patient
drug use patterns,

Completion of the Strategic Plan will require the participation of the entire
consultant team.

b. MSCU Management Assessment and Improvement of Operating Efficiency

A management assessment of MSCU will be conducted; this assessment should lead
directly into training, renrganization, or other activities to improve the operating
efficiency of the MSCU. The assessment should consider the following issues:

* suitability of established numbers and types of staff

* staff training and orientation rajuirements

* methods of streamlining tender processing procedures

* methods of streamlining processing of payment vouchers

* efficient integration of computer support into MSCU office procedures

* inventory control and supply management information systems

* MSCU warehouse management procedures

* procedures for managing MSCU sub-depots

* functional impact of staff assignment, reporting and supervisory relationships
which involve at least two ministries and three higher authorities

* adequacy of office facilities -- photocopying requirements, computer support,
and communications equipment should all be considered
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It is expected that the completion of this task will result in a management improvement
plan which may include detailed revisions of current operating procedures, specific
recommendations for reorganization of MSCU activities, requirements for local and
overseas training, and recommendations for expanded office facilities such as
communications and computer equipment.

This task will involve primarily the Team Leader, the Pharmaceutical Management
Specialist, and the local Pharmacy Administration Specialist.

c. Needs Estimation and Allocation Process

An overall strategy and practical, systematic methods should be developed and
implemented for estimating procurement needs and for allocating drugs and medical
supplies to individual facilities after they have been received by the MSCU. The
strategy should aim to achieve a closer balance between supply and need, to promote
cost-awareness by health service staff, and to minimize the need to recycle drugs among
facilities.

The strategy should include the following elements:

RHF Kits -~ Practical method for routinely adjusting kit contents, perhaps based on
morbidity data from the HIS or consumption data from sentinel facilities.
Feasibility of centrally allocating kits only to the district level based on
population, reported patient attendances, numbers of facilities, or some combination
of factors. Strengthening of DHMT and RHF Pharmaceutical Technologist ability to
adjust kit allocations within the district, based on patient loads at individual
RHFs.

OPD Kits -- Practical methods 7or routinely adjusting types and quantities of drugs
and medical supplies based on actual consumption patterns. Feasibility of
alternative methods for more closely balancing individual hospital allocations
against individual hospital patient loads (eg., based on individual hospital
outpatient attendance, inpatient admissions, or other measures of work load).

Individual Inpatient and Specialty Drug; -- Develop a practical method to move from
the current straight allocation/push system to some form of “pull® system which
allows more flexibility and promotes greater cost awareness. The most promising
option would be a six- or 12-month order period for which each hospital is given a
specific drug budget and is asked to place an itemized order using a form which
contains unit costs.

Specialized Hospital Kits -- Evaluate the feasibility and potential
cost-effectiveness of developing additional specialized hospital kits such as an
adult medical inpatient kit, a pediatric inpatient kit, an operating theater kit, a
laboratory reagent kit, and an x-ray supply kit.

Teaching Hospital and Subspecialty Drugs -- Drug and medical supply requirements for
Kenyatta National Hospital (KN{) and the expanding teaching hospital in Eldoret
present special needs-estimating and budgeting problems which must be addressed in
the strategy.

Drug Requirements for Special Programs such as epidemic control, sexually transmitted
disecses (STC), tuberculosis, and leprosy control should be reviewed and quantified
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to avoid emergency encroachments of these programs on routine RHF and hospital
supplies.

This task will involved the Team Leader, Pharmaceutical Management Specialist, and
local Pharmacy Administration Specialist. It is expected that this task will be
conducted in three phases: (1) initial assessment and design of data gathering
instruments, (2) gathering of data from a properly drawn sample of facilities to
determine the current match between drug needs and drug supplies, and (3) analysis of
data and design of future needs estimation and allocation process. The first phase
will be completed while the entire team is in the rountry. The second phase will be
completed under the supervision of the local Pharmacy Administration Specialist. The
third phase will be completed during the second visit of the Team Leader.

d. Financial Management Strategy and Procedures

An overall strategy and specific operationzl mechanisms should be developed for
improved financial management of the pharmaceutical and medical supply process. The
strategy and procedures should address the following issues:

* analysis of total expenditures, by source of funds, for all MOH pharmaceutical
and medical supplies over the last three to five years

* analysis of expenditures in comparison with estimated need for all categories of
pharmaceutical and non-pharmaceutical supplies, including RHF kits, OPD kits,
individual hospital items, tuberculosis and leprosy drugs, drugs for epidemics,
etc.

* recommendations for restructuring of drug, dressing, and other line item budget
categories into managerially useful lines

* preparation of an annual drug expenditure plan which includes all sources of
funds for drugs and dressings (government and donor) and all requirements (kits,
individual items, non-drug items, special items)

* lead-time analysis of tender processing, delivery, and payment processing for a
sample of 20 to 30 items to identify preventable causes for delays in processing
orders and payments

* alternative mechanisms to assure prompt supplier payments; options to consider
include:
- partial payment on award (as some countries do)
- reactivation of the revolving tunu/deposit account
- special arrangements with Treasury

The proposed strategy and procedures must be compatible with existing MOH and
Government of Kenya laws and regulations, although changes in specific practices and
procedures are anticipated.

This task will involve primarily the Financial Management Specialist and the Kenyan
Financial Analyst.
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2. Hospital Drug Management Team

The primary task of the Hospital Drug Management Team is to prepare, test, revise, and
implement on a nationwide basis policies and procedures for improved hospital drug
management. The policies and procedures developed by the team should cover the
following topics:

organization of hospital bulk medical stores and dispensing points
pharmacy record-keeping

written prescriptions

staff drug use controls

ward stock procedures

policies for purchase of non-scheduled drugs (NSDs)

cost-awereness activities

supervision responsibilities

Hospital Drugs and Therapeutics Committees (membership, responsibilities)
recycling of slow-moving and soon-to-expire items

visitations by drug company representatives

* % o X F A ¥ X H ¥ *

The Hospital Drug Management Team should cover additional topics which it deems
relevant to improving hospital drug management.

The following steps are anticipated for carrying out the assignment:

a. Working group of doctors, nurses, pharmacists, pharmaceutical technologists
appointed by Director of Medical Services (DMS) from Provincial Medical Officer
nominations. Membership to include 10-14 people from 5-8 districts and at least
one mission and one private hospital member. (January 1991)

b. First Hospital Jrug Management Team consultancy and manual preparation workshop.
The Working Group on Hospital Drug Management appointed by the DMS will meet for
ten to twelve days to draft policies, procedures, and a manual based on members'
experience. The consultant team should begin work at least one week in advance
of the workshop to prepare for the workshop and to visit several hospitals. The
workshop should also include site visits to government and private or mission
hospitals. Using MSCU computer resources, it is anticipated that ¢ _raft policy
and procedure manual should be completed during the workshop. (March 1991)

c. Pilot-test manual and procedures for six months at the hospitals of the working
group members. (April-September 1951)

d. Second Hospital Drug Management Team consultancy and manual revision workshop to
incorporate pilot-test experiences and to prepare final draft of manual.
(October 1991)

e. Print manual using computer-processed materials from the manual revision
workshop. (December 1991)

f. Implement new policies and procedures nationally through provincial-level
Hospital Drug Management workshops conducted by members of the Working Group on
Hospital Drug Management. (January-March 1992)




PROPPSED SCHEDULE OF ACTIVITIES

Central Drug Management Team

March 1991: Entire Central Drug Management Team works with MOH counterparts to
prepare draft Strategic Plan to Strengthen Pharmaceutical and Medical Supplies
System, to conduct the MSCU Management Assessment, to complete the initial assessment
and design of data gathering instruments for the Needs Estimation and Allocation
Process, and to prepare the Financial Management Strategy and Procedures.

April-May 1991: Draft Strategic Plan reviewed by MOH; data gathered from health
facilities for the needs estimation and allocation analysis; new MSCU and financial
management procedures implemented.

June 1991: Team Leader returns to work with local Pharmacy Administration Specialist
to finalize the Strategic Plan (based on suggestions from the MOH and donor
organizations); to analyze need and supply data and finish preparing plans for
changes in the routine needs estimation and allocation process:; and to assess the
implementation of new MSCU and financial management procedures.

Hospital Drug Management Tean

March 1991:  Works'.sp with Hospital Drug Management Working Group to develop
policies, procedures, and draft manual -- with hospital pharmacy consultants.

April-September 199 Pilot-test procedures and manual in Working Group hospitals.

October 1991: Workshop to revise hospital drug management policies, procedures, and
manual,

December 1991: Print Hospital Drug Management Manual.

January-March 1992: Implementation of manual through provincial workshops.

RESOURCES REQUIRED

1. Central Drug Management Team

Team Leader -- Specialist in pharmaceutical policy and supply management. Advanced
degree (preferably doctorate) in pharmacy, public health, or management. Degree 1in
medicine or clinical pharmacy, in addition to advanced degree in fields mentioned,
unless th~ Pharmaceutical Management Specialist has a degree in medicine or clinical
pharmacy. At least 10 years experience in pharmaceutical and/or public health
management, including at least three years professional work in developing countiries,
preferably Africa (and most preferably Kenya). Comparative knowledge of pharmaceutical
supply systems, national drug policy, and quantification of drug requirements is highly
desirable.

Pharmaceutical Management Specialist -- Degree in pharmacy, public health, or
management. Must be a pharmacist unless the Team Leader is a pharmacist. At least
five years experience in pharmaceutical and/or public health management in developing
countries, preterably Africa (and most preferably Kenya), including at least three
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years experience with pharmaceutical procurement, central medical store management and
public sector pharmaceutical distribution systems.

Financial Management Specialist -- Degree in financial management, bus;aess
administration, or accounting. Experience in financial management of government
services, especially pharmaceutical supply systems. Minimum of five years professional
work experience, including at least two years in developing countries, preferably
Africa {;nd most preferably Kenya).

Pharmacy Administration Specialist (local) -- Degree in pharmacy or diploma in
pharmaceutical technology. At least three years experience in pharmaceutical
administration in Kenyan government health institutions, mission health institutions,
or the private sector.

Financial Anslyst (local) -- Degree in accounting, financial management, or business
administration. At least three years experience with Kenyan government, mission, or
private service institutions.

2. Hospital Drug Management Team

Hospital Pharmacist (international) -- Advanced degree in pharmacy. Minimum of five
years pharmacy work experience, including at least two years of hospital pharmacy
experience. At l2ast three years professional work in developing countries,
preferably Africa (and most preferably Kenya). Comparative knowledge of hospital drug
management systems in developing countries is highly desirable.

Hospital Pharmacist (local) -- Degree in pharmacy. Minimum of five years pharmacy work
experience, including at least two years of hospital pharmacy experience in Kenyan
government, mission, or private hospitals.

Learning Materials Specialist/Editor (local) -- Degree in communications, education,
or related fields. At least five years experience in writing, editing, and production
management of health or management manuals, training materials, or other publications.
Experience with desktop publishing software is highTy desirable. (Examples of finished
products should be reviewed prior to selection of candidate.)

COST:

The attached budget provides the following cust estimates for the work of the two
teams:

Central Drug Management Team $ 110-120,000
Hospital Drug Management Team

{including implementation workshops) $ 105-110,000
TOTAL: $ 215-230,000
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Essential Drugs in Three Districts of Kenya. U. Nairobi, MOH, KEMRI. October 1990.

Health Financing and Sustainability {HFS) Project: Forgy, Larry; Bennett, Joanne;
Manundu, Mutsembi et al: Kenya Ministry cf Health Preventive and Primary Health Care
Resource Gap Study. USAID/ODA/SIDA. October 1990.

Health Financing and Sustainability (HFS) Project. Quick, JD and Ndemo, F: Pharmaceutical
and Medical Supplies System Assessment. USAID. November 1990.

Hogerzeil, HV; Chelemu, WC; Werner, W: Towards a National Drug Policy for Kenya. Repori
of a WHO Mission. Aprii 1990.

Ministry of Health, Kenya; DANIDA; SIDA; WHO: Evaluation: Management cf Drug Supplies
to Rural Health Facilities in Kenya. Naircbi: November 1984.

Ndemo, F; Tomson, G: Consumer Education in Support of Appropriate Use of Drugs in Kenya.
Nairobi: SIDA, October 1988.

Obwogi, C.: Monitoring on Utilization of Essential Drugs in the Rural Health Facilities
in Kakamega District. Essential Drugs Programme, Nairobi, August 1990.

Overholt, C; Ikiara, G; et al.: PADS (Provincial and Distirict Study) Report: Nakura
District. USAID/Nairobi, October 1989.

WHO: Study of Hospital Drug Supply System in Kenya. Report cf World Health Organization
Mission, 14-30 October 1985.
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ENTRAL DRUG MANAGEMENT TEAM

L TOTAL COST
" PERSONNEL

Team Leader 2.5 person-months

Pharmaceutical Management Specialist 1.5 person-months

Financial HManagement Specialist 1.5 person-months

Pharmiacy Administration Specialist {local) 4,0 person-months

Financial analyst (local) 1.5 person-months

Secretarial Support (local)

ESTIMATED SUBTOTAL $85,000

TRAVEL

Airfare--International

Team Leader 2 trips
Pharmaceutical Management Specialist 1 trips
Financial Management Specialist 1 trips
Per diem--Inter']l Team
Team Leader 56 days
Pharmaceutical Management Specialist 28 days
Financial Management Specialist 28 days
Airfare--Local travel C trips
Per diem -- local travel 20 days
Car hire 10 days
Taxis 56 days
WORKSHOP COSTS
OTHER DIRECT COSTS
Telephone, telefax, telex
Photocopying
Computer software & supplies
ESTIMATED SUSTOTAL FOR CENTRAL DRUG MANAGEMENT TEAM $110-120,000
B=12



I0SPITAL DRUG MANAGEMENT TEAM

sesssussasssunnsEnEn

TOTAL COST

PERSONNEL
Hospital Pharmacist (international) 2.5 person-months
Hospital Pharmacist (local) 2.5 person-months
Learning Materials Specialist/Editor (local) 1.5 percon-mnths
Secretarial Support (local)
TRAVEL
Airfare--International
Hospital Pharmacist (international) 2 trips
Per diem--Inter‘l Team
Hospital Pharmacist 56 days
Airfare--Local travel 4 trips
Per diem -- local travel 12 days
Car hire 4 days
Taxis 56 days
WORKSHOP COSTS
First Workshop 12 days
Participant costs 15 participants

Books, Workshop materials
Other Costs

Second Workshop 12 days
Participant costs 15 participants
Other Costs

Provinical Workshops 3 days

8 workshops

OTHER DIRECT COSTS
Telephone, telefax, telex
Photocopying
Computer software & supplies
Printing of hospital drug management manual 750 copies

| SUBTOTAL FOR HOSPITAL DRUG MANAGEMENT TEAM

$105-110,000

B-13



ANNEX C

Drug Policy - P‘-_;c_ |
WORKING PAPER ON:

<=iponents of a national drug policy for Kenya*

Selection of drugs

public sector, as the basis 1or paramedical and medical graduate and in-service trainung programmes
induding the National Drug Formulary, and as a guideline for drug donations. It will be updated every
two vears by a national drug selection commuttee under the responsibility of the Minister of Hea!th.
WHO guidelines for the seiection of drugs will be used; the list will only contain genenc names.

In a later stage the list will be used as a guide for selective support for the local
pharmaceutical industry and for a pncing policy, with the ultimate objecnave to promote the
avalability of essential drugs of good quality at affordable pnices.

Regiszation of drugs

Drugs will only be registered for sale in Kenya after a thorough eva'uation of their efficacy,
safety, quality and cost. The registration fees will be increased. With the extra income the
depzriments of drug registration and drug inspection will be strengthened. As part of the license a level
o/ outiet will be approved for every drug, which is either free sales, pharmacy technologist, pharmacy
orly o prescription only. In the future the price of the drug will also be included.

“ne administrative procedur-s are the department of drug registration will be streamlined, the
fiinz system will be improved and more information will be exchanged with registration authonties in
other cournmies. In a later stage a computerized drug registration system will be installeci.

O inrnechon

4. new department of drug inspection will be established in the Ministry of Health, responsible,
thrsuzh the Chief Pharmacist, to the Pharmacy and Poison Board. Thje running costs of this
deziranent will be financed through the increased income generated from the registration fees or
thouz?. 2 tax on imported drugs that are not on the Kenyan List of Essential Drugs.

All drug outlets will be inspected at regular intervals, with the natural exception of shops
selling FSL (free zales license) drugs; such an inspection will include (‘e licenses of the staff and the

license of the drugs offered for sale (especially whether the drug has been licensed for sale at that
levei of outlet) as well as aspects of quality and price control.

Quuality contro}

The governmental quality control laboratory will be strengthened. In the first stage it will still
be combined with the laboratory of the Faculty of Pharmacy at the University of Nairobi with

WHO Draft based on MOH-WHO workshop™held 17-24 April, 1990, Nairobi, Kenya.

- C-1 -
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Drug Policy - Pege 2

The governmental laboratory will, at first, concentrate on the quality control of drugs used in
Frimary health care. Drugs offered in tenders, drugs ammiving in the Medical Supplies Coordination
Unit and also samples of suspected drugs offered for sale on the private market will be analyzed.

Supply of drugs in the private sector

The availability, at reasonable cost, of essential drugs in the private sector will be promoted
by a system of import tax and pnce control. This system is also intended to support the local
pharmaceutical industries.

An import tax will be charged on any drug that is not on the Kenyan Essential Drugs List and on
any acave ingredient needed to produce such a drug. No import tax will be charged for any drug on the
Kenyan Essental Drugs List, nor for the active ingredients needed for 1ts manufacture,

At the time of application for registration in Kenya, a price wall be proposed by the applicant
which will be part of the entena for approval. After approval this pnice will be valid for one year

and will be corrected with an annual index depending on the development of consumer prices and fixed
by the government.

The dispensing of drugs by prescribers in private clinics will be restricted by means of a system
of dispensing licenses. Such licenses will only be granted to prescribers in very remote areas in which no
regular pharmacies are available. In urban and semi-urban areas only drugs for use in emergencies and
for direct administration to the patient may be stored and dispensed.

Procurement of drugs for the public sectar

The process of selecting drugs for the public sector and estimating the quantities will be
improved. Drug needs for the rural health drug ration kits, kits and bulk drugs for district hospitals

ard bulk drugs for referral hospitals will be combined in one total estimate of drug needs for the public
sector.

- The Ministry of Health will receive an 2nnual budget for drugs and medical supplies that is
based on a rational and reasonable estimate of the needs. This budget will be separated from other
budgetary needs, eg. salaries and other expenses, and, once voted, will be available for payment of
suppliers as and when needed.

In procuring drugs for the public sector, preference will be given to local suppliers provided they
celiver gnods of good quality for a reasonable pnice. In companng their offers with those of overseas
suppliers, an overcharge of 15% will be accepted as protection against devaluation. Such an o

will be financed through an import duty on medicines that are not on the Kenyan List of Essental
Drugs.

Storage and distribution in the public sector

Drugs in the public sector will continue to be free of charge, although a fee for service will to be
charged at the health centre and hospital level. ‘

The administrative procedures of the Medical Supplies Coordination Unit will be
strengthened, including those of the zonal stores. External consultants and doror support will be
atwracted for this purpose. The Kenyan Essential Drugs Programme will be more integrated with the



Drug Policy -- Page >

Medical Supplies Coordination Unit; its mandate will be extended to advise on the supply of drugs to
distnct hospitals anc, the training of prescribers at that level.

The distribution of drugs for the rural health facilities (dispensaries and health centres) will
continue to be based on the use of drug rabon kits; the 1 ystem will be supported by district buffer stocks

The distribution of drugs to district hospitals will partly be based on ration kits. Those
essential drugs that are also distributed to health centres will also be distributed in rabon kius; the use
of an extra kit for other common drugs will be studied. Drugs for inpatients will continue to be supplied
by means of the indent system, but the range of drugs available for district hospitals will be reviewed

as pan of the revision of the Kenyan List of Essential Drugs and the study on drug needs for the public
sector.

Drugs for referral hospitals will be distributed by the indent system, but the range of drugs will
also be reviewed as parnt of the revision of the Kenyan List of Essential Drugs. Aparnt from the drugs

mentioned on the list, extra drugs for specalist units will continue to be available under the existing
procedures for “ron-scheduled drugs".

raining

All prescriber training in paramedical, medical and pharmacy schools and all prescribing in
te2ching hospitals will be based on the use of generic names and will concentrate on the use of drugs
incuZed in the Kenyan Essental Drugs List.

The undergraduate curricula of the faculties of medicine and pharmacy will include detailed
information on the national drug policy, the concept of essential drugs, the use of generic names, the
crug supply sysrem by means of ration kits, and rational prescribing.

The use of peneric names

All procurement and prescribing of drugs in the public sector and all prescriber training in
mecical, paramedical and phararncy schools will be based on the use of generic names. All drug

pezges, both in the public and in the private sector, will carry the generic name in letters at least of
th same size as those of the brand name.
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1 ANALGESICS, ANTIPYRETICS
ANTEINFLAMATORY & ANTIRHEUMATICS

Noa-Narcotic

Aspirin - Tabs - 300 my BP o e e
Paracctamol Tabs-S00mg. BP.. .. .. ..
Indomethacin Caps-2S mgBP.. .. ..

Phenylbuiszone Tads - Coated - 100 mg BP ..
Phenylbuuzone Tabs - Coau:d 200mgBP ..

Narcotic "';'.x byt

Morphine Sulphatc Injection BP - 1S mg/mi .. - .

Pethidine Hy érochloride Inj. BP - 50 mg/ml ..
Pethidine Hydrochlocide Inj. BP - IOOm;IZmI
Fenunyl Citrate - Inj. SOmg/ml .. .. ..
Dilrydrocodeine Tartrare Tebs ©30mg .. .. -
Pentazocine - lnpcuon BNPF-30mg/ml. ..
Pentazocine - Tnbieu BNP -2mg . . Cw
Pethilorphan. Injection - 50 mymn e -
Pechllorphan I-jmb.”loo mg2ml: L.,

IRV Y S FUPL G SN 51RO R I Ll R
ANTI CONVULSANTS - -

) Carbamazepine Tabs-200mg .. .. . .
Phenytoin Sodium Tabs (Coated) 100mg ...
Phenytoin Sodium Capsules - 50 mg .
Phenytoin Sodium Saspension - 30mg/Sml ..
Ethosuximide Capsules BP-250mg .. ..
Primidone - Tablets BP - 250 mg . . .
Primidone - Suspension - 250 mg/Smi

HYPNOTICS
Nitrazepam - Tabs BP.Smg .. . .

Chlommethiszole Fdisylate Inj. lm;lmHOOml Bonlcs

Phenobarbitone - Injection BP - 200 mg/ml ..
Phenobarbitone - Tablets BP - 15 3060mg ..
Amylobarbirone Sod. Tabs BP - 60 & 200 mg
Paraldchyde Injection BPC S vt .. ..
Chloral hydrate Mixture BPC .. . .
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2
4 SEDATIVES AND TRANQUILIZERS <
Diazcpam - Inj. 10 mg/2ml o e e e s e
Diszepam - TabsBP2& Smg .. . . Y- -

Chlorpromazine Hydrochloride - lnjecuonBP ZSm;Iml .
Chlorpmmumc Hydrochloride - Injection BP - S0mg/2ml .
Chlorpmmume Hydroch!onde Tablets BP - 25 and 100mg x
Prochbtpeuzmehhleue TadlesBP -5 &25mg -~ ..

ochl‘orpenzmeucsyhu Inj. 125 Mg/ml . -.. ., .| ..
“rmi

17 hlonas ncﬂytkochlonde-rableu(med) BP -Somg .. _:-.
Hﬂ&?‘ﬁddrc‘l’mles‘?a.ﬁn"’ Cuicr 4% _. =1
; open Y Vot L
> 1~. loperidol + Tabs ngudsmt e e vmmate |

.lnj mzlml—-v*f' _ POTU R St Y I

rrif operaci Hydrochlondc ‘l‘nbleuBPl&Smg USRS I
‘(Phr! : D”. ln’&gw '\)lelli‘;l-l .. 4(",
S O L*:I&Hﬁgcxam-‘ﬂl nmnqnl,—nm :2p0)

e ImBwo (125~ amec~ sl ol

\ »-wnmeﬂym = Tablets B+ 25mg &:10mg. .13}
i l-lydrochla:de TabsBP 10&25 mgars .ouin Ty B

.l-\‘l- R Y LTI D \xrqi'(.- ‘-,-.
, 6 ncmm&rmoucomaon.uzns PR g
Benzbmmydmdxlonde -TabsBP2&Smg .. . .

- Coa i R A T T
7 MUSCLBRELAXANTS RAEEEEE RN
Galiamine Tricthiodide Inj. BP 40 myml ¢ e e -
Neostigmine Mcthylsulphate - Inj. BP 25 mg/ml .. .. .
Pancuronium Brom de Inj. BNF-2mg/ml .. .. . .
Pyridostigmine Bromide Inj. - I mg/ml .. .. . . .

.. Suxamethoniar Chloride - Inj. BP 5@ mg/ml... ...1 .,.. -..].
- D-Tebocurarine Chlonde nji.BPIOmg/iml ... L ..ol

i . . .
s b Radegtoy: ST R NRITYY RV {7 LTI Y

Oulocpbenmmc Malcate - Injection 10 mg/ml- «.- - .} x
Chlorpheniramine Maleate - Tablets4mg .. .. . | x
Oilwphcnmme Maleate - Syrup 2 mg/Seml.. .. .. .| x
Promethazine Hydrochloride - Injection 2S mg/ml .. .| x
Promethezine Hydrochloride - Tablets 10 & 25 mg .. .
Xylomectazolime Hydrochloride Nose Drops 0.1% .. .. ..l x
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$ WEIE/E
9 DERMATOLOGICAL DRUGS € &L < ( £/
Bzanzyl Benzoate A.\pphsnno.n . x x x Xz2zamycin Sulphate - Inj. BP 500 mg/2ml .. - . x x .
Compc.:und Benzoic ‘Acnd OintmentBPC.. . . . .| x x x x * Penicillin V - Tablets BP - 125 « 2s0mg . . _ i x| x| x| &
Desonide Cream + Oinement - t5g tubes.. . . .. ., *pxpx Procaine Pencillin Aqueous - Inj. BP 3 M.U/0ml . | o | & x| x
"m“:m ::ﬂ“ - cream m:xl:.'n ;""‘ T *1*]* Neomyecin Sulphate - (coated) Tabs 350,000 Units Lo et ] sl &
::ru::t):::d P:;;;::::P;r !ocn‘u:) - : : x : : . : i summ.ynn Sulphne-‘laj.“ar._l. *8 - - S LF mllex, ';‘i »x
' d ' Tetracycline Hydrochloride ~ Gaps2somg .. . . IR AR EANT
zfnc undecenoqe OineBP .. . . v . x|=x]|x]=z - Tetracycline Hy drochloride - Inj. 250 mg . . . ﬂ[ g !x't x| xt
ZincPasteBP ., .. .. B I N - ; + Tetracycline Hydrochloride - Eye Oine 1%, _ " 4 Bl b Bt OB
10 ANTIBIOTICS 3 SR Sl ' “Tetracycline Hydrochloride - Skin Oing 3% . SRl A il s
rAmpicillin Capsmles 250 mg+ S00mg .. L' i -1 f x % "xf ! Rifamycin S.V. 10,250 mg/3ml .. . ~. Rk Ialey ERRY e e
plcillin - Injection - 250+ 500 mg - - oo .. .. i) ! x x| x! el MMtartoe i IR R I wad BT AT P
AA:pociln - Syrap - 125 mg/Sml 100 i borde .. . . 1 LAREEHE 11 “suirho AMIDES ',‘“_"““ Ss e “""l‘ i ! ol 'I"“' '(l; fr';
Ampicillia + Cloxacillin - Capsules S00mg . _° . .|t AL CoTrmonszole -Tabs(s00:80) . . -t teiew '"x;i )
A oeitin-tnjecion -s00mg .. | L )R ||| ) | ~Syp oo s [ 0227 G| A i
Ampicillia ¢ Qomacilin - syp - 250 mg/Sml - . = Efue fifafind | S Soiphadiddin T Be, tgigm | . L eiE o "13 by b oo
s . . o . - . . :- 1 Tt et ey . ea, s 10" sesce. ! - - - - . - oty - R
Ampicillin _olgoxacillm'meanlprop Cet . ol B BN I *{™=.] ~:/: Solphadiazine TabsBP. 500mg . 7 L7iWivis azun: UEE T PN B A
'Amoaydlin:&p:ulaozsmng L A B B B o Rl b B l’h_tju}y!mlpbqhhzolc-'l‘nbs-SOOmg SRR A P31 S SR 'x
Amoxycillin - syrup - 125 mg/Sml .. .. . L. . xix|x * Salphacctamide Sod. Eye Drops1020&30% .. . | x: el x| x
Bmh.’e ?enkin'u]- Inj. 24 MU. - e e . - ; x| xi R x:‘ ; J'.‘ila'-.l'-:- 4 -. . -,/.... .-..- v PN -,h' , 1 P .-
Benetbamine Penicillia $00.000 Units : 2 N 12 ANTIPFUNGALS ~ " _
Procaine Penicillin - 250.000 pqi__u. pervil., . .| x x x x : Nystatin - Oral Drops -'100,000 Units/ml §2mi bottles x x x| x
Benzylpenicillin - 500,000 Unis _. [, . . . . . : - Nystatin - Pessarics BPC - 100,000 Unies .. - <l x|l x) x| x
BenzylpenicillinBP-1Mu. .. 7 . . . . -] x x | x x Nystatin - Tablets BP - 500,000 Units .. - .. x | x x | x
Genumycin Inj. -40mg2ml .. .. .. . - - x | x| x CQlotrimazole ~ Cream 1% . e e e x x x| x
Genumycin Inj. -20mg2m! .. .. . . _ - . X | x x Tinidazole - Pessaries - 150 mg.. . .. L. . x x | x
Qoxcillin - Caps 250 + 500 mg . L L L. . x | x| x Mctronindazole -~ Tabs - 200 Mg - -~ . o L I xlx]x]x
Coxacillin - Injection 250 + S00mg .. . . _ _ x | x| x Griscofulvin - Tabs BP - 125 + 500 mg .. . . . x-} x| x
Cloxacillin - Syrup 125 mg/Sml .. . . _ . - - X | x:} x 3-Fluoracytosine Tabs - S00mg . ... . . . _ . o) x
Erythromycin Stearate - Tabs 250 mg(coated) .. . x|z | x, .Amphotericin-B Inj. USP _500'000 Uniw2omt.. .. J...| o] sn}-x ‘
Oalonmpbeaicol-c-pnlesu()uag . e e e ‘' '] x-} x* R A . v 0
Chloramphenicol - Injection BP 1 O x| x| x, 13 oOTHER ANTIBACTERIALS } o
Lincomycin Hydrochlocide Inj. BP 600 mg2ml .. . X | x| x Mctronidazole Ini. 00 mg/100m! .. T 1 x| =
Lincomycin Hydrochloride CapsBPSOOmMg. . . . x ) x x ;
Qlindamycin Hydrochloride - Capsules 150mg .. .. .. x [ x
Clindamycin Hydrochloride - Injection 300 mg/2 ml .. _ x x
4 5




S

n 7/
\

1,,“‘,\
C.,I

’.‘,,%/

DRUGS AFFECTING NUTRITION & METABOLISM 5&' s s/ & o
/\\?5 £/E8/E 15 GASTRO-INTESTINAL TRACT 35/ &
INSULIN & ORAL HYPOGLYCAEMIC AGENTS ) ANTACIDS
Chlorprupamiide Tabs 250 mg BP .. .. .. . . .. x x x Aluminium Hydroxide Mixture.. .. B i ¥ x x
Insulin Inj. 8P 40 & 80 Unite/ml -10 mi vials.. .. .. .. A x x ; Cumpound Magnesium Trisilicate Tabs BPC SO I 4 x x x
Insulin Zinc buspcnsun BP 40 & 80 units/m - 10 mi vials.. x x x . : ER Y T A S S - . :
. Co . o) ANTISPASMODIC . .. _
b Hyoscine N - Butylbromide - Tnbs 0mg .. . .. .| x|x|x]x
THYROID & ANTITHYROID PREPARATIONS A B Hyoscine N - uylbm:de- nj.20mgml .. ... x |'x |vx | x
Carbimazole TabsBPSmg .. . .. . « . - LI B B E L Riaphe Tahenot : ST o FR (P
L-thyroxine Sodium Tabs BP - 0.05 mg .. - x| x ‘i Y AxATIVE Ry e e e | B | o] -
. -] L 1 % -9/ SencaTableos BP I e E B
VITAMIN 'R!'mﬂo"’ ) T \-.. T ' L ) ;i P ; ';g'- e :"AM‘D’A ‘8-'(- ‘mgs LT FRCRRTLVZIRY | P2 ' - i T L B
Cyanocobalamin In}. BP =230 mcg-~w .. o o oo« N R S B 30 P B IO S S ANTI!MBT!C"':;:" :«—27 .- W PR S H X .
Cyanocobalamin Inj. 8P ~1000mcg .. ... - .. .} QX }ox |'x |} 3“ Proméifiszine Hydibenldeide - 10423 mgTabs R N x |i'x ]| x
Multivitamin Tabs uper formuh e B lx' _('x,' x| , - . .)xpmuh P:tdn.n.. Flak 0cs mgd,) R L3 [P
Mu'gmmnnSym Ao Ui : R NP BT ,! j.i« _l,n et lin?a'nﬁ VIV R R YRS | }"m A
hmtemre |ﬂj. Iv-u vaageee ey e e, =1 .. “ﬁ# ﬂ-:- "'Fl R ;! ;: =T 1?ZW on ; . gw‘__ et el U H “xo x| x-
. S , . : i3 Bty - e cimilar. — - . i -
ummunmmonnwnmvzs PR S IERLN PV 55',-.% 3. «Aﬁﬂ'ﬂwﬂwlﬂ R BR TN R AT P W (R
Calcium Gluconate Inj. 8P - .l(.)% P B B St B B B B ri 1 Braw NS Tads - Lng;un A% b Lo Fope] =
Parenteral aminoacid Preparation .. . . - o .| - . B - ANTHELMINTICS - ' eyt v b !.z., .
Parenteral Carbohydrate Prepanation. .. .. . . . N i _Btpbmfvm Hvdrvxynaphthwc Grnules sgSachens... .| x | x [ x{x
e e b ‘ % Brosd Spectrum™ anthelmintic . L "
.. ! 1A
IRON: ERYTHROPOETIC PREPARATVIONS i (va'tmuoil;. Th:’mba:duole ew) .. .. . . . W x|ox oxbox
Ferrous Sulphate Compound TabsBFC-.. .. .. . .}.x | x x x . E N.'“”“.'" e:a '50::"“3 . e e e e e x x x| x
Folic Acid TabsBP-Smg .. . . . . . .| x] x x x . Pperazine Adipate Tabs-300mg .. .. . . . .| x | x x| x
Teuechloroethylene o e e e e e x x
ANTICOAGULANTS & PLASMA EXPANDERS
Dextian 110 Inj BP 6% (in Salinc & Dextrose) .. .. .. x x X
Dotod Plasma 1. o I , 16 RESPIRATORY SYSTEM .
nogen FOR— . - ' ee  ae " b 3 , RS I Ve e _
::::a Frotcaplasma = N . x : ‘ P nwcmum&coucu SUPPRESANTS . ) .
; M . . i . Bx t Mixture - (As per Formula) ., . . .| x x x x
Hepasin Inj. BP 25,000 Unit/Sml .. .. .. .. . - | x| x b P“'““' e i
iron Dextran In). BP e e e e e e e x x| x PARS Tl G ) “. .. I
Phytomenadiose Inj) BP 10mg/m! .. . .. . . . x x x 'mi' SPAlLSM RTUIXJUI IS . i x i .
Protamine Suiphate hi). BP. 10mg/m! .. .. . . . x x x :m hdﬁhyllinn,e. ;nj Tgo“:) m‘/Zl:l! S T : “ . . nl Bl
Warfurin Sodium Tabs 87 ’m".' oo T ol Tl B Aminophylline Inj. =250 mg/toml . ~ .. . - x| x| x|x ,
Franol Tabs & Syruporsimiler.. .. .. . . . ] X x x x
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Isuprenaiine Sulphate - Tabs - 20 mg -
Salbutanol - Inhalucion - 100 mcg/Inhalation
Salbutanol - Tabs BP 2mg, 4 eng .. ..
Salbutandl - syrup 2 mgss m. . .

HORMONES
Betamcthasone/Neomycin Far Drops .. ..

Corticortrophin (ACTH) Gelatin Inj. BP. 40 Umtslml

Dexamcthasone Soframycin Far Drops .. ..
Dcx:mcmunne-— Tabs BP 500 mcg.. ..

Ptrdnsolonc‘rnbs MR- ~vuvrm v -
Ethinylocsradiol Tabs 20 meg.. o ‘. .
Hydmconuone Acctate Inj. BP 28 mglml

liydrocomscoc Fye Ointm=nt BPC-2. % .
llydrocomwne fycDrops-10% .. . ..

-

-

Hydrocartisoie Sod: Succinare laj,c 8% 125 my/1 pn iy

17-Hydroxyprogesierone Caproate - inj. BP 250mg/ml -

Insulin Inj: BP 40 & 80 Units/ml .. .. ..
Insulin - Zinc Suspension BP 40 & 80 U/ml .
Mcthylprednisolone Sod. Succinate Inj. 40 mg
Norcthistcrone Tabs BP S mg - ... ..
Stilbocstrol - Inj USP - Smg/m] . ..
Sulbocstrol - Tabs. § mg

CARDIOVASCULAR DRUGS

- -

-

ANTIARRTHMIC & ANTIANGINAL DRUGS
Glyceryltriniirate Tabs BP - 505 még R,
Lignocsine llydrochloride - Inj. BP 1% .. .
Procainaniide HCL. - Inj. BP - 100 mg/ml
Procainamide HICL. - Tabs BP - 250 mg ..

Propranolof 11C]. - Tabs 10 & 40mg .. ..~

Propranolod HCL - In). - tmgy/m) .. .. ..
Quinidinc Sulphatc Tals BP - 200 my

i
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ANTIHYPERTENSIVES

Dcbrisoquine Sulphate Tabs BP - 10 & 20mg ..
Diazoxide Inj. 300 mg/20ml .. ..
Guanethidine Sulphate Tabs BP 10 & 25 mg ..
Hydallazine Inj. 20 mg + Tab3s 25 mg
Mecthyldops Tabs -250 mg + 5COmg .. ..
Phentolamine Inj. 10 mg/ml, Tabs209mg ..
Reserpine - Tabs0.25 Mg« .- v e o o

Reserpinc-slnjalfng/ml Y

ANLTPULITICTANY 20237
. CARDIAC GLYCOSIDZ3 )
mgox-n-'rabs o'zs mgBP ..
IDi@ ln] 0.’ mgflml.-rm-. i -

h:dmnc Elixir 0.03 mg/lnl ST
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Fruscmide lnj_ 20 mg/ml
Hydmﬂumethunde TabsSOmg ..
v 3, - -

anuo!ln,.BP’.ZO% v e S
Spironolactone Tabs ~ 25 and 100 mg

‘oot MTea

..

PO FOTEE TS

ANAESTHETICS
GENERAL (Gascous)
Ansesthztic Ether B.P.
Halothane BP.

Nitrous Oxide

Oxygen !

e

Mnmnm ' : e

Bupivacgine Hydmchlon'de lnj 0.5%
Cinchoazine Hydtochlonde
Cinchoaaine Hydrochloride Inj. 0.5% in Dcxume 6% -
Kctamine Hydrochloride - 10 mg/20 ml IV ..
Ketamine Hydrochloride - SO mg/t1Oml IM .. ..
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$3/ 5
Lignocaine Hydrochloride inj. BP 2% + 4% . -
- Dental Catridges 2% with adrenaline i : 80,000 . .
Thiopentone Sodium Inj.-500mg.. . . . * Mercaptopurine - Tabs BP 50 mg R
Thwpealone Sodmm ln;. lmo m' - - . . . Mustine ltydnwchlonde Injy. BE 10 my/vial .
. "4 ¢ Procarbacine Hydrochlonide Caps SO mg.. .. .. . T ¢
"TOPKCAL - L2 . - s L. Thioguanine Tabs USNIF 40 mg S B ’ Ve
'Ethykhlor‘idesﬁny-v. o . e e :_ W x x| x|, x v..,\'mmmnc‘oulpluu 1nj: 1 and 5 mglzmp . ‘I 1 ;
Lignociine 4% (Topical): T au] ox x~ 1 xe ] x 1.(Jr‘hlmunlc Tabs. § mg . e T \\‘... T e 2 R ¥ IR
s capsd o my . .o i U - i - 23 dANTII’ROTOZOAL AGENTS . S [ SUNEY R
‘21 DRUGS:ACTING ON'UTERUS. S R B el | WAMommicDESgp | A
‘fommine Maleate lﬁ‘l?’ﬂd‘ﬁcﬂuﬁl - ‘_:; x| 'g” '-‘ i:‘ . o Mctn-nfuhmlc. l‘ub: 200mg ... . .. - e *'-i. lx ] 3
Oxytocn ln‘ecdon BPSunise/ml . . ‘ - “1 ' ",'; " ";" x ) - ‘*"’]qu ?‘c“ ‘"" 500 mg/100mt . .. .. . : } ] .
Oxytocin snd Ergometrine nj. BNF .. L LT TR R ekt - S ] T B
s 1 'ﬁ'lhﬂ iy, ,,\' bregine . . ' ' mﬁ. gSJ" k : ;”"_‘_m’yu‘l’ TRY'AN“IDES o ey ‘} .Lﬁl! n‘xr‘lt:
22 mw‘b.u“rm ey . B R CXR J TN ey 5.1: f.: -:—«sy;WGmTah BP - 50 M rreten?dd F2 £ Xy
ActinomytinD Inf USP 500 megviat .. - cenboof o olbeali gl "1} Sodiem Seitoglaconate Inj. BP - 10% .0 .. s s abfd 1l x.
‘Adrismyein Inj: 10 mg Vials ¢ 25 » o _ R TN IER] E RS FPS Y Eo Al -&mh«hm'e~8l’200mzr~~= et A i i) - X,
Bubmiphsn Tabs.BP-2mg . . .. . . o..1... .1 fxe|lg mchnopmllni-BH“ s L I
albﬂmbudfab.”lmgo,m‘ T A R I coonlngn]s g nwn:n.ul , . -, cmconute e b
Cyclophosphamide~ Inj. 100mgiviat . . .. . | . -] gs]f, “ANTIMALARIAL A el Rl M
(.Vclophosphmide TabsBP.SOmg . .. .. . -l x x Chloroquine Phosphate - Tabs lSO mgBase .. ., x x
Cytosine Arabinoside (Cyurabine HCL) - Inj. 100 "‘IM" (hloroquine Phasphate - Inj. 40 mg basc permi2 &S ml amps x| x
] with diluent ™ - - . . -1 x x Chluroquine Phosphate - Syrup - 50 mgbasc per Sml.. .| x X
Dauporubicin Hydrochloride ln] 20 mg/vul . x x Prmaquine Phosphate Tabs = 7.S mgbase .. . .. | x
Fluorourecil = Inj 150 mg/Smiamps .. .. .. . . x x Quinine Bisulphate Tabs BP 300 mg . e x
Hydroxyures Cape-500mg .., .. . . . . . x x Quininc Dihy drochloride Injection BP 300 m;lml - - x
Imidazole Carboxamide Tabs Smg .. .. - o] x Proguand Ilydrocblondc Tabs BP 100 mg .= e - x
L-W(Cohspace) Inj. lOOOOUnmIml - X x T RS R T S * S B
Mciphslan - Inj. BP 100mgivial .. .. . . . - |- x| x ANTITRICHOMONAL DRUGS . T I
Methotrezate Inj. BP - S and SOmgivial.. .. . . x'lix Mcwrvnidazole Tahs 200mg. .. .. .. . .. .-J - | x
Mcthotrexate ~Tabs BP-25mg .. . . . . . N P Dinndacole Tabs 130 + 500mg .. .. . . . . . X
' . . . N | s -
24 mnsansmscmu. DRUGS .
" Nindazole Tahs SO0 mg ¢ e e e e e - x
Akcinfunate Tabs 100 nig T x

1o




5 JANTIMYCOBACTERIALS
ANTILEPROTICS
Dapione Tabs BP S0 & 100 mg.. ..
Clofa unmi'- 100 mgeaps ..

'/., c.,../nvio-/t?u,..

S iITITUBERCULOSIS
y--2istid/Thiscctazone (100:50 mg) Tabs .,
Isoniazid Tabs BP 100 mg -

Pyratinamide Tabs BP 500 mg .. ..
Etharabutol Tabs 250 & 500 mg Tabs

Rifampicin caps 150 mg -
:AStrgptomycin Inj. BP 1 & 5g ..

Kiﬂrd-. lpag/drlf;sn Ias?

ANTIDOTES ' °

Atropmc Eye Cintment 1% in Sgtube

Atropine Sulphate Inj. BP. Img/ml .. .. - ..

Dmpml Inf. BP. 5% in 2mlamps ... "L

Desferrioxamine inj. BP. 5¢0 mghviad ¢
Naloxone Hydrochloride Inj. U.S.P, 40 mcﬂml

Pralidoxime Chlotide ~ Igvials . .. . .
Sodium Nitrite Inj. BPC. 3% in 10 ml amps. ..

Sodmm Tboosulphaxe inj. BPC. - S0% in 50 m! vials

DRUGS ACTING ON THE EYR AND ENT.
Atropine Eye Ointment .

Pilocarpine Hydrochloride Eye Dtops !.2 4%
Terracortril Eye/Ear Suspersica .. .. .
1ztracydine Eye Ointment 1% .. .. ..
Sulphaceternide Eye Drups 10,20,30% ..
Topical Lignocain~ HCL Solution 4% . ..
Acctizotamide Tabs256mg .. . .. ..
ldoxuridine Oint/Drops-1% .. .. . ..
DISINFECTANTS & ANTISEPTICS

Savion Concentrate . e e .
Surgical Spirit - - : “ e e
Chlorhexidine Gluconate Solution .. .. ..
Lysol B.P.
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PREPARATIONS

Ammoaium Bicarbonate -
Benzoic Acid . . -
Benzyl Benzoate -
Chional Hydmte . -

Chloroformi /" ' T .

BB.-". ..,.i-““.""t'!' : -

. aar e

Ferrous Sulphate BP ... 1 . ..

:lmfl‘ouﬂ‘rm gt , -
Ipecagusnbs’

_'i‘

=

Hydrocortisone (ch Powder) ..

oL

oy

[

"} uﬁ#!l”w-u:um LINY 17 VT PP
- e | -

Soft hufﬁa, whnclycllov -

Toagscanth poulpound Powder ..
Camphor -
Formaldchyde -

E_ECTROLYTE SOLUTIONS

; 5% Demote in0 45% Salme Inj.
Ww.-r for I-,emoa . ..
- Darrow's Sotution ¥ m\mgth
Normal Saline-Injection -

Sodium Sicarbonaze Inj. 8.4% ..
Dextrose inf. 5,10 and S0% W/V
Ringer Lacuate Inj. BP -

Dithranaol ; x. .'-iu-‘:'auu.a i~

Tw x' - .

:"CMI T"w\ A R A

2]

Potascium Chloside lnj.: . Lee . e
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30 SERA AND VACCINES
BCG Vaccine -

DPT Vaccine . e
Measles Vaccine v e -
Poliovirus Vaccine o e e
Smallpox vaccine . e e
Tetanus Vaccine . e
Antisnake Venom - e ow
Typhoid Vaccine . e w
Anti-D-Immunogiobulin e m
' i ’ R .
31 DIAGNOSTICREAGENTS - - —— - -~

Punﬁcdhocm Denmxve(PPD) o e e e

32 x-a.w numuos'nc REAGENTS - N
Barium Sulphatz (Micropeque) .. .- - e s e
Sodium and meyglumine diatrizoate (136.6) lnj -
-80% 20ml.amps - . e e e
.~ 30% 250ml. boxtle o e e e e
=76% 20 ml. amps - o e e e w
Bisacodyl Tablets Smg, BP .. .. . . _
Bisacedyl Suppositories 10 mgBP .. . .. -

lodipamidc Mcglumine Inj. BP. 30% 20m] n.mps -
lodipamide Meglumine I4j. 17% - 100 m bottle ..
Propyliodone Ully Inj. B>. - 20m] .. . ..
Calcium Ipodate for Oral Suspension iz Satchcts
Sodium Ipodate Capaules < 500 mg.. . . .
lopanoic Acid Tabs 500 mg BP - Pack of 6 .. ..
Sodium and medtuune Diatrizoates (1:6.6) Soiution

- 78% - 100 m} borele e e e
1nj. Sodium Acetrizoete 40% in Dextran

sclution, 1Sml} smps - e e e
Phenobutiodil Tabs S00mg .. .. . -

Mcgiumine lothalamate Inj. 60% - 20 ml amps .-
Sodium lochalamate Inj. 70% - 20ml amps
lodised Oil Floid Inj. BP - 10 ml amps
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LABORATORY DIAGNOSTIC REAGENTS
Uristix/Combur Test Strips .. .. 7 . )

Urasirat Strips{Urea Nitrogen).. .. . ..

Combuz: 8/N Multistix o e e e
Clinistest Tablets B
Haematest P e e e e
Pregnancy Test oot leigeds  ee.
msmummmnsmmw
PREPARATION UNIT ’

1. Dextrose, anhydroous B.P.
2. Sodium Chloride B.P. )
3. Sodium Lacnate .
4. Potassivm Chloride - ot

S. Calciam Chlocide . .

6. Procaine Hydrochloride: o+ * . .
77 Beanslkontam Chloddé Sokution [% £ %
8. Coenine Hydrochloride iy 7 . - 1

10. Pllecarpine Hydrochloride reN T
11. Chlorhexidine Acetite ~
12. Magnesium Chloride

13. Chlorocresol

14. Atropine Sulphate

15. Adrenzline Solution BP.

16. Yeilow soft Paraffin

17. Homatrof ‘ne Hydrobromid+«
18. Zine Sulphate

19. Sulphacctamide Sodium

20. Lignooair~ Hydrochloride
21. Masnito!

MISCELLANEOUS
(2) Soda Lime e e e
(b) Sterile Medicated Pamrafin Gauze ., ..

{c) Silver sulphrdiazinecream .. .. . .
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ANNEX

Sample Instruments for Evaluation of EDP Course

E-1 Observational Instruments for the Orug Use Study
Prescriber-Patient Interaction

E-2  Observational Instruments for the Orug Use Study
Dispenser-Patient Interaction

Source: Ross-Degnan, D: Strategy for Evaluation of the Health
Sector Finance Project, Pharmaceutical Component and Progress of the
Focused Assessments. ISTI, July 1989.
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ORAFT OBSERVATIOKAL INSTRUMENTS FOR THE DRUG USE STUDY
PRESCRIBER-PATIENT INTERACTION
D FYING
Patient Name: Patient Age (years):
Date: Time of Visit: Start: End:
Location Number: Prescriber Type: (1=MD,0=non-MD): -

DIAGNOSTIC COMMUNICATION Prescriber Patient Not

Asked Volunteers Discussed

General
Length of Illness
Previous Treatment for Illness
Fever present/how long

Diarrheal Disease
Diarrheal frequency/volume
Association of onset with foods eaten
Presence of blood in stool

Acute Respiratory Disease
Localizing symptom (earache, congestion, etc.)
Cough characteristics (productive,etc.)
Exposures (T8, others i11)

|1

T P CAT A Iv Prescriber Patient Not
Initiated Initiated Discussed

Specific drugs desired by patient
Injection desired by patient

Diagnosis stated

Mention drugs prescrived by name or type

Discuss proper use of drugs prescribed — - -
Eating/feeding/breast feeding advice - - —_
Use of traditional medicine = —_— — —_
T Examined No exam Unknown
Temperature _— —_— —_—
Respiratory rate —_ - —
Otoscopic exam (ear) _— —_ —_
Throat exam _— —_— —_
Listen to lungs (stethoscope) —_— — —_
Palpate (feal) abdomen S — —_—
Examined -No exam Unknown
Gross observation of stool — — —_—
Microscopic exam of stool —_— — —_
Stool culture sent _— — —_
Throat (Strep} culture —_— —_— —_—
Chezt x~ray ~ —_ R —_
OUTCOME (From patient record) Drug Prescribed Amount

1.

Diagnoses: 2.

1. 3.

2. 4,

3. 5.

6.

7.

8.

9.

10.




DRAFT OBSERVATIONAL INSTRUMENTS FOR THE DRUG USE STUDY
DISPENSER-PATIENT INTERACTION

IDENTIFYING INFORMATION

Patient Name: Patient Age:
Date: Dispenser Type (1=Pharm/2=Asst.Pharm./3=0ther):

PATIENT-OJSPENSER COMMUNICATJON

Dispenser Patient Not
Initiated Initiated Discussed
Diagnosis discussed - - _
Description of drugs dispensed - . .
(name, type of drug, purpose)
Proper dosage interval/frequency - - .
Cautions, side effects mentioned - - -
Allergies to Drugs —_— —_ —_—
Take with food/on empty stomach - - -
Advice on OTC drugs - - —
Use of traditional medicine —_ — -
DISPENSER ACTIONS
Injections -- sterile technique? yes no
In Charge
Drug Drug Quant. Stock Quant. For DrugType of
Prescribed Code Prescr. (Y/N) Dispen. (if any)Package
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
Package typs (Check one or mors):
None Plastic bottle
Folded Paper Glass bottle
Plastic bag “Other —_—

Drugs Labeled (Y/N): 1f yes, includes:Patient Name (Y/N):
Drug Name (Y/N):
Frequency of use (Y/N):

=
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ANNEX F

STATIMENT OF WORK
. BATXGRCIND

In spite cf a-tempts over the vears to strengthen the drug and
medical suppi.es purchdse and Zistribution with the Ministry of
7ealth, inadequate drug and med:ical supplies remain one of tRe
Ser.ous constraints to toth quality curative and
Srimary/preventive qealtn care. Chronic drug shortages nave
ccnsistently clacued the MOH.

Zn 1980, rthese drug shortages prompted the MOE with assistance
from WHO ancé DJANIDA to es:tablish a drug kit program. For
health centers and dispensaries the drug kit program provicas
pher aceuticals from a limited essential drug list., The
prepackaged x:ts contain standard volume and mix of products.
Two kinds of kits are provided for each facility. Local
procurement s provided by GOK and overseas procurement by
DANIDA/SIDA. Over the past few years, the MOH was to slowly
take over the procurement of overseas purchases. However, the
MOd has experienced difficulties in tendering, packaging and
distribution. This has led to periodic shortages and emerqdency
purchases of drugs at much higher costs.

The district, provincial and referral hospitals are not
supplied under the Kit system. In the past Central Medical
Stores was responsible for procurement of drugs. However, the
MOH realized they could not handle the job because of such
problenfs as:

1) cumbersome curchasing procedures; 2) inadequate qualits
control, security systems and storage; and, 3) deficient
inventory conzrol ané logistic systems.

In 1989, the MOH decentralized drug procurement to the
districts in line with the district focus but also to try to
resolve the problems listed above. In three months the
districts ran through all the money budgetted for a total
year. The cost of drugs purchased at outlying areas was
prohibitive, Therefore, Centra) Medical Stores again resumed
responsibility for procurement. !However, ptoblems of
managesment,_ needs estimation, szlection, procurement,
distribution storage and iransport still plague the systenm.

Recent data from the Provincial and District Health Services
(PADS) Study demonstrate that problems in control of drugs and
medical supplies not conly exist at headquarters but throughout
the system to the facility level,

Drugs are the leading non-personnel expenditure in the MOH. As
shown above, inefficiencies within the system lead to massive
over expenditures with availability still not assured.

Leakages within the system are estimated to be up to 30-40% of
the total amount budgeted for drugs.

- FP-1 - ﬁ))



Recognizing these prob.=ms, in December 2989, the Permanen:
Secrezary of the MCH ceguested USAID o beg:ip studying the
odrobliems of drug andé medica: supbplies Srocurement,
distribution, and i0ventory control as =he Qighest dr.ority of
the MOH. Thus the £ollowing scope of work was developed.

II. SCOPE OF WORK

The otective of tne PI0/T is to proVide an assessment o the
3ri¢ and medical supplies system ldentifying key constra:nts to
the system and the preparation of terms of reference for a
iarge level of effor- to prepare a comprehensijve medical drug
Suppiy and logistic systematic plan. It is anticipated that
this large level of effort would be funded by ODX or Wor.d Bank
and reform indicated to be included in the new Bank Project,

To accomplish thic task, a drug supply/logistics consultant
(funded from this PIQ,/T) together with MOH will develop a plan
tO assess the MOH drug and medical supplies system, prepare
terms of reference for implementing the assessment and
freparation of a comprehensive medical supplies systems plan,
during a ] day workshop, the assessment plan and terms of
reference will be dresented to key MOH decision makers and
donors for review and concurrence. Given the MOH/Donor input,
these will be finalized: 1) the assessment plan, 2) terms of
reference, and 3) plan for implementing the assessment,
reviewing the results and determining the necessary corrective
action.

REPORTS

The following reports would be produced by the end of the
contract veriod:

A. The assessment plan which would include:

—
.

Policy, organization; management;
Drug/medical supplies detection criteria for level of use;
Needs estimation;

Procurement;

olstribution;

Storage;

Logistics - traneport

Management information systems;

Pinancial management;

Training and supervision

Appropriate drug use.

Yo -dawmSs wn
[ ]

O e o ¢ o o o

B. The terms of reference for implementing the assessment plan
and preparing a comprehensive medical supplies systenm.

C. The action plan for implementing the assessment, reviewing
the results and determining the necessary corrective steps,

WP$6403M
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