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Executive Summary

Description of Pilot Project:

In 2004, the Mandatory Health Insurance Fund (MHIF) of the Kyrgyz Republic and the Kyrgyz-Swiss Health Reform Support Project (KSHRSP) began a pilot project to establish a non-profit pharmacy network in the remote villages of Jumgal rayon in Naryn oblast.  Maksat, a newly established non-governmental organization (NGO), opened one central warehouse in Jumgal rayon center and 13 pharmaceutical points on the premises of existing family group practices (FGP) and feldsherskij-accusherskip points (FAP) in 13 Jumgal villages.  Funds from the Kyrgyz-Swiss Health Reform Support Project (KSHRSP) were used to purchase an initial supply of medicines.  These medicines are replenished through a revolving medicine fund mechanism.   Pharmaceutical points are managed by nurses and feldshers after successful completion of a certified training program. The objectives of the pilot were to provide accessible and affordable high-quality, safe drugs; increase access to medicines supplied through the Additional Drug Package (ADP); and, increase the effectiveness of primary health care (FGP/FAP) in rural areas.

Description of Evaluation:

The purpose of the evaluation was to assess whether the pilot project has reached maturity for expansion.  The evaluation team consisted of 4 members from ZdravPlus/Boston University and WHO-DFID Health Policy Analysis Project and took place between October 31 and November 4, 2005.  The team visited 5 of the 13 pilot villages plus the central warehouse in the rayon center.  Qualitative and quantitative methods were used to evaluate access to medicines in the following framework: (i) reliability of health and supply systems; (ii) rational selection and use of medicines; and (iii) affordable prices and sustainable financing of medicines.  Costs associated with establishing, expanding, and sustaining the project as a whole were also analyzed

Findings of Evaluation:

The pilot has been remarkably successful in quickly establishing a professional network of distinguished pharmacies in rural regions.  There is no doubt that physical access to quality medicines has increased in this rural region.  The pharmacies are conveniently located in village FAPs/FGPs which increases geographic access, decreases overhead costs, and improves relationships between practitioners and community members, and provides incentives for community members to visit primary care physicians. Opinions of community members were overwhelmingly positive with regards to the project.  The pilot is innovative in design, implementation, and management.  The project effectively addresses a rural pharmacist shortage by training and certifying existing feldshers and nurses to be dispensers.  Medicines provided in pilot pharmacies are of high quality and are, generally, less expensive than those supplied in competing private pharmacies.   In fact, the establishment of these pharmaceutical points appears to have spurred competitive price reduction of medicines in private pharmacies located in Chaek, the rayon center.  The overall management of the pilot is impressive and all working on this project are highly motivated and enthusiastic. 

At the same time, several systemic issues, some of which are beyond the direct control of the pilot, are limiting the effectiveness of the intervention to optimize access to appropriate medicines, optimize access to ADP-subsidized medicines, and alleviate the financial burden of medicines in the household.  
( Utilization of ADP actually decreased from baseline levels after pilot implementation.  A decrease in ADP utilization was also observed in other non-intervention rayons of Naryn oblast, but less than in Jumgal.  This decrease in ADP utilization is likely due to many factors, including inefficiencies in monthly distribution of the ADP prescription forms by FMC, lack of community awareness of the ADP benefit, and recent changes in reimbursement prices for ADP-subsidized medicines.  In 2004, VAT was removed from medicines, resulting in lower retail prices, increased prescribing, and increased utilization of ADP.  All of these factors contributed to excessive costs for the HIF in 2004.  In an effort to control costs, the HIF decreased 2005 reimbursement prices for ADP-subsidized medicines.  It is believed that lower reimbursement prices and insufficient distribution of prescription forms by FMC are the major reasons for the 2005 decrease in ADP utilization.

( There is an unbalanced distribution of ADP prescription forms between rayon center and villages although it seems to have reduced during the implementation of the pilot.  This seems largely due to arbitrary decision-making of the distribution of prescriptions at the rayon Family Medicine Center (FMC).  
( In terms of per capita allowance for ADP beneficiaries, it appears that 20som/year is insufficient to provide all medicines to beneficiaries on a regular basis unless cost-saving interventions are implemented.  
( While the pilot project seems to have sparked market competition in prices, a fair price that will optimize access to medicines and ensure sustainability of both the pilot and private sector pharmacies has not yet been established.  A more accurate estimation of project expenses, project revenues, and household affordability is needed in order to establish optimal medicine prices for the project.
Our analysis also suggests room for improvement in health and supply systems as well as selection and rational use of medicines.  While the pharmacies are certainly well designed and professional in appearance, there is no consistent means of storage, inventory, and transport of medicines to pharmaceutical points.  Indeed, transport costs represent a very large part of project operating costs and will likely require further investment in order to create reliable transport systems.  Additional training and system improvements are needed in proper storage of medicines, inventory control, and quantification.  While transparency of medicine prices is strongly encouraged by Maksat, there were no medicine price lists posted and medicines were seldom labeled with prices in pharmaceutical points.  A review of pharmacy inventories and medicine consumption revealed an overuse of antibiotics, an overuse of injections, an overuse of vitamins, and an under use of ADP-covered medicines for the treatment of chronic diseases.  While the original list of stocked medicines was based upon ADP-covered medicines, the list of medicines has since expanded to include many non-essential medicines, several of which are expensive and have no evidence-base for use.  In the absence of a more rational drug utilization pattern, the pilot may be increasing access to, albeit less expensive, but unnecessary and irrational medicines.  Excessive consumption of non-essential medicines can have negative impact on household finances without providing any therapeutic benefit.  Meanwhile, consumption of essential medicines for many priority conditions is relatively low.  Financial incentives to dispensers are based upon volume of sales rather than appropriate use.  While sales in the pharmacy are, in large part, reflective of physician prescribing, there is a role for the dispenser to educate consumers about rational use of medicines and generic use of medicines.  Maksat is in the process of expanding the selection of non-prescription items to make pharmacies more financially viable. 
Recommendations:

At this stage, the evaluation team recommends continued support and refinement of the pilot project.  While the pilot project has realized many successes in a very short amount of time, expansion and roll-out at this time is considered to be premature.  True costs and human resource needs still need to be accurately quantified, specifically costs associated with transport and supervision.  Several operational issues were identified in this evaluation and these issues are best addressed while the program is still in a pilot stage.  Expansion at this early point of the project would distract necessary energies from refinement of identified issues.   Specific program recommendations are noted in section 7 of this report.   These specific program recommendations are intended to optimize access to and rational use of quality, affordable essential medicines; improve equitable uptake of the ADP benefit; improve functioning of health and supply systems; and ensure financial sustainability of the project.  A repeat in-depth evaluation of the pilot project in the fall of 2006 is also recommended.
1.  Policy issues and problem statement

Access to high quality, affordable medicines via the Additional Drug Package (ADP) program is limited in rural regions of Kyrgyzstan.  The ADP program relies on private sector pharmacies to contract with the MHIF to dispense medicines to ADP beneficiaries and there are insufficient private pharmacies located in rural regions to provide this service.  Due to lack of private pharmacy networks in remote areas, rural residents do not have the same access to the benefits of the ADP as their urban counterparts.  In 2004, it was estimated that 205 family group practices (FGP) and 120 feldherskij-Accusherskij Points (FAP) located in 325 rural points had no pharmacy or pharmaceutical point.
Stimulation and expansion of the private pharmacy sector has not been achieved in the rural regions for many reasons, including:  lack of pharmacists living in the rural areas, laws stipulating a pharmacist must own and operate a pharmacy, lack of state subsidies, and lack of sales volume to justify expansion of pharmacies into smaller villages.

Despite the lack of private pharmacies, residents in rural regions purchase medicines through a variety of informal and formal means.  Informally, medicines are sold by itinerant peddlers, and in village kiosks and bazaars.  The quality of medicines and quality of services provided in these informal outlets often result in irrational use of medicines of dubious quality.  To obtain medicines through formal channels, rural residents hire a taxi to travel to the rayon center or a nearby village with a legitimate private retail pharmacy in operation.  Transport costs and monopoly pricing in the retail pharmacies of small urban centers, however, make costs of medicines excessively high in rural areas.  

Figure 1.  Mean out-of-pocket expenditures (soms per person)
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Source: HBS-2000, KIHS-2004 based on nationally representative household survey with 18,690 respondents.  (For more details about calculations, see WHO-DFID HPAP PRP #28 downloadable from http://hpap.med.kg) 

Affordability of pharmaceuticals and the financial burden of medicines use has become a key policy concern in recent years.  A recent review of health care financing reforms identified that outpatient drug expenditures were the fastest growing component of out-of-pocket expenditures during the period of 2000-2003
.  While out-of-pocket spending on outpatient care and inpatient care grew at a moderate pace, out-of-pocket expenditures associated with outpatient drugs more than doubled between 2000 and 2003.  This steep growth was observed among all socio-economic consumption quintiles.  Figure 1 shows that mean out-of pocket expenditures increased for outpatient visits, inpatient visits and outpatient medicines.  Mean out-of-pocket expenditures for outpatient medicines increased from 173 soms/person to 360 soms/person from 2000 to 20032.  While this finding is likely to signal an improvement in physical access to drugs, it also raises questions of affordability and financial risk protection for the population.    

2.  The Additional Drug Program (ADP) 

In order to improve access to outpatient drugs, the Mandatory Health Insurance Fund (MHIF) introduced the Additional Drug Package (ADP) in 2000.  In the framework of the ADP, insured patients can buy prescription drugs with significant discount (30-80%) at the outpatient level. The list of subsidized drugs includes 52 items based on the List of Essential Drugs, Vaccines and Medical Products (EDL) and gives priority to generic drugs by offering higher price coverage for generic versus brand name medicines.  

The MHIF contracts with private pharmacies to provide ADP drugs at subsidized prices based on certain criteria (e.g. availability of cash register and computer for prescription and data processing, etc).  Prescriptions are written on pre-formatted, triplicate carbon copy prescription forms.  One copy of the prescription remains in the accounts department of FMC/FGP and two copies of the prescription are given to the patient who brings the prescriptions to the pharmacy.  The pharmacist sends one copy to the Territorial Department of the Mandatory Health Insurance Fund (TDMHIF) for reimbursement, and keeps one copy on file.  

The prescription form includes the following information fields: 

· code of health facility, 

· code of doctor, 

· pharmacy

· diagnosis according to ICD-10, 

· code of drug, 

· dosage, 

· drug form, 

· total price of medicine, 

· amount to be reimbursed through the MHIF 

· amount to be paid by the patient

3.  Description of the Jumgal Rural Pharmacy Pilot 

The MHIF and the Kyrgyz-Swiss Health Reform Support Project embarked on a pilot to establish a non-profit pharmacy network in the remote villages of Jumgal rayon of Naryn oblast in 2004.  The objectives of the pilot were “to provide accessible and affordable high-quality, safe drugs for rural citizens and increase the effectiveness of primary health care (FGP/FAP) through the establishment and institutionalization of non-profit pharmacy network in rural areas”.
An NGO under the name of Maksat was established and received a license from the MoH for pharmaceutical activity.  In September 2004, Maksat opened pharmacy № 843 with 13 pharmaceutical points in 13 villages of Jumgal rayon.  Maksat is contracted with the MHIF for sale of ADP drugs.  The central warehouse is located in the Jumgal FMC in Chaek which coordinates performance of pharmaceutical points and communicates with Maksat headquarters. 

Pharmaceutical points are housed in the buildings of the village FGPs and FAPs who provided a separate, designated room in concordance with national pharmacy facility regulations.  The village health committees (VHC) supported the establishment and management of the pilot pharmaceutical network in the rayon.  The VHC ensured pharmacies were locked and safe by installing bars on windows and locks on doors.  In addition, the VHC assumed some limited responsibility for monitoring medicine prices and operational transparency in pharmaceutical points.  The Kyrgyz-Swiss Health Reform Support Project (KSHRSP), FMC in Jumgal rayon, and the MHIF provided funding for furniture such as glass cabinets, tablet counters, shelving, and safes.  

A revolving medicine fund (RMF) was established, with the initial purchase of medicines financed by KSHRSP.  As with all RMF concepts, a minimal mark-up would be applied to medicines sold such that sales revenues would cover replenishment of medicines as well as administrative and management expenses, including transport.  

Every month, pharmaceutical points submit requests for medicines and sundries via stock orders to the rayon warehouse in Chaek. The rayon warehouse summarizes all needs of 13 pharmaceutical points and sends the summary to Maksat in Bishkek.  Maksat arranges procurement of drugs at wholesale prices from large wholesalers located in Bishkek, whereupon it sends products back to the rayon warehouse. The rayon warehouse in turn distributes medicines to the pharmaceutical points.  

Thirteen feldshers and nurses from Jumgal attended a pharmacy training course and have been certified to dispense medicines following successful completion of the training program.  The training course was conducted at the Kyrgyz State Medical Academy and the Mandatory Health Insurance Fund in Bishkek. All expenses related to the training, including tuition, housing and stipend were covered by KSHRSP.  The training was 200 hours in duration and consisted of 44 hours of pharmacology classes, 24 hours of information technology classes, 100 hours of classes on organization of pharmaceutical business, and 32 hours of classes on Health Insurance Fund, including ADP.

A second training was conduced for FGP doctors and feldshers in Jumgal rayon. The training aimed to educate FGP doctors on the HIF ADP. This training was organized on site in Jumgal rayon. The topics covered included ADP program of the HIF, instructions on completing HIF prescription forms, changes in the HIF ADP reference book from 2005, analysis of HIF ADP prescription practices, and use of HIF ADP covered medicines to treat bronchial asthma, bronchitis, pneumonia, viral acute respiratory infection (ARI), hypertension, stomach ulcer, and acute intestinal obstruction. 
4.  Evaluation approach 
4.1  Purpose of evaluation

The purpose of the evaluation was to examine the impact and sustainability of a pilot project to establish and institutionalize a pharmacy network within Primary Health Care (PHC) facilities located in the rural villages of Jumgal district. 

Other internal evaluations were conducted by Maksat in November 2004 (8 pharmaceutical points) and in September 2005 (5 pharmaceutical points). The study methods included interviews with staff at FGPs/FAPs, village health committees, and population.   In total, 10 villages were studied: Doskulu, Kyzart, Kuiruchuk, Dyikan, Tugol-Sai, Chon-Dobo, Tash-Dobo, Bayzak, Kizil-Jyldyz, Koi-Oi. 

Results of prior evaluations are described in Appendix I.

4.2  Terms of reference for evaluation 

The terms of reference called for evaluating the impact of pilot pharmacy networks on:

· Access to medicines provided through the Additional Drug Package (ADP) of the Mandatory Health Insurance Fund (MHIF)

· Access to quality essential medicines (EM)

· Access to affordable essential medicines

· Rational use of medicines by providers and patients, including compliance with Clinical Practice Guidelines (CPGs)

· Operational efficiency and financially sustainability of the project
4.3   Composition of team 

The evaluation was conducted jointly by ZdravPlus/USAID, Boston University, and the WHO-DFID Health Policy Analysis Project, Kyrgyzstan.  Members of the team included:

Brenda Waning, MPH, RPh

Assistant Professor of International Health

ZdravPlus/US AID; Boston University School of Public Health 

Tel:  +1 617 414-1278; Email:  bwaning@bu.edu
Melitta Jakab

Resident Health Policy Advisor 
WHO/DFID Health Policy Analysis Project, Kyrgyzstan 
Tel: +7 (996-312) 663-973; Email:  mjakab@elcat.kg
Aziz Jafarov, PharmD, MPH

Regional Pharmacy Director

ZdravPlus/US AID; Boston University School of Public Health

Tel:  +992 (372) 231717;  Email:  Jafarov@bu.edu; aziz@zplus.tj
Erkin Checheibev,  
Health Policy Analyst

WHO/DFID Health Policy Analysis Project, Kyrgyzstan 
Tel: +7 (996-312) 663-973; Email:  erkin@manas.elcat.kg 
4.4  Methods 

The assessment took place using a combination of qualitative and quantitative approaches.  The qualitative approach included focus group discussions and semi-structured interviews with practitioners and consumers during a field visit to Jumgal. Interviews were also conducted with key informants and stakeholders at Maksat NGO, MHIF, and KSHRSP in Bishkek.  Quantitative methods were used to analyze inventory stocked in a sample of pilot pharmacies and routinely collected data from the MHIF database on the Additional Drug Program and Maksat NGO.  

Qualitative Work with Community and Prescribers

The aim of the qualitative work in the villages was to elicit views of the community about the benefits of the Maksat pharmacies and their perceptions of how these function.  In two of the villages, formal 2 hour focus group meetings were organized with the Village Health Committees.  Semi-structured individual interviews were conducted in 5 of the 13 pilot villages.  A total of 30 people were interviewed during the visit.  Villagers were selected randomly from by-passers on the street and through random house-calls.  Both the focus groups and interviews were conducted in Kyrgyz language.  The content of the focus group discussions and the individual interviews is described in Appendix II.

Qualitative and Quantitative work in Pharmacies 

Complete medicine inventories were taken at 2 village pharmacies (Deykin and Kok-Oy).  Information on medicines stocked, quantity, expiration date, and price was entered into an Excel database.  Medicines stocked in the pharmacies were compared to medicines on Clinical Practice Guidelines, the ADP Drug List, and the Essential Medicine List.  The WHO indicators for rational drug use (% injections, % antibiotics) were applied to the stocked medicines to assess rational drug use patterns.  In-depth semi-structured interviews were conducted with physicians and nurses at 4 village pharmacies. The interviews included questions on medicines quantification, ordering, distribution, storage, inventory, record keeping, pricing, sales trends, clinical use, dispensing practices, prescribing practices, supervision, financials, etc.

Data Supplied by Maxaat NGO and HIF 

Data on consumption of ADP medicines for the project period Jan-Sept 2005 was provided by Maksat and the MHIF.  Other financial and operational data for the establishment of the project was provided, as well.

4.5  Overview of field visits 

The field visit took place between October 31 and November 2, 2005 in Jumgal rayon.  The evaluation team visited the rayon center Chaek where the warehouse and the Family Medicine Center operate and 5 out of the 13 villages with Maksat pharmacies.  Table 1 summarizes the activities of the field visit in each of the locations. 

Table 1.  Location of field visit and description of activities

	Village
	Facility and Activities

	Doskulu
	Maksat pharmacy

(interview with nurse

Family Group Practice

( interview w/physician

	Chaek 

(rayon center)
	Warehouse

( interview w/warehouse manager

( review of record keeping system for inventory management

( review of record keeping system for financials

Family Medicine Center  

( interview w/ Director, Deputy Director, and Head Nurse

( review of record keeping system for distribution of ADP prescriptions

	Dijkan
	Maksat pharmacy 

( full inventory of medicines

( interview with dispensing nurse

( review of record keeping system for inventory management

( review record keeping system for financials

Family Group Practice

( focus group with Village Health Committee and physician 

( interviews with villagers

	Kok-Oj
	Maksat pharmacy 

( full inventory

( interview with dispensing feldcher

( review of record keeping system for inventory management

( review of record keeping system for financials

Feldherkij-Accusherskij Point

( focus group with Village Health Committee & supervising physician 

( interviews with villagers

	Bajzak
	Maksat pharmacy 

( interview with dispensing nurse

( record keeping system for inventory management

( record keeping system for financials

( interviews with villagers 

	Kyzart
	Maksat pharmacy 

( interview with dispensing nurse

( review of record keeping system for inventory management

( review of record keeping system for financials

( interviews w/ villagers


5.   Findings of evaluation on access to medicines

The pilot project was evaluated and findings are presented according to an Access to Medicines framework that includes:

· reliable health and supply systems (Section 5.1)
· rational selection and rational use (Section 5.2)
· affordable prices and sustainable financing (Section 5.3)
5.1  Reliable health and supply systems for medicines

A summary of findings on health and supply systems for medicines is listed in table 2.

Table 2.  Key findings on reliable health and supply systems for medicines

	Key Findings

· All pharmacies and the central warehouse are professional in appearance, safe, secure, and equipped with heat and electricity.

· Pharmacies are conveniently located in primary health care facilities (FAPs & FGPs) (with one exception).

· The community has significant pride in the pharmacies; many community members state the glass display cases and professional appearance adds credibility and a sense of trust.

· The sale of medicines through informal channels appears to have been dramatically reduced.

· Pharmacy hours are consistent with the FGP/FAP hours of operation, usually 8am-4pm; some nurses dispense medicines from their homes after hours.

· Medicines are procured by Maksat NGO in Bishkek after price shopping among reliable wholesalers; medicines are transported from Bishkek to the central warehouse.

· The warehouse is well managed; medicines are properly stored and inventory is well controlled.

· A system to transport medicines on a regular schedule has just been implemented; previously, medicines were delivered irregularly.

· Ordering of medicines in pharmacies is transitioning from a push to a pull system.

· There are no standard operating procedures for inventory control, quantification, and storage of medicines in pharmacies; additional training is necessary for dispensers in this area.

· There are some attempts to circulate medicines in pharmacies to avoid expiration, but this process is not systematized.


Location of pharmacies and population served 

The pharmacies serve the population of the villages where they are located and in some cases serve the population of nearby villages. The pharmacies are located at PHC facilities (FAP and FGP) except for Kyzart village, where the pharmacy has been relocated from the FGP building to an abandoned rural hospital without heating in winter time. The location of the pharmacies in operating PHC facilities is viewed as a convenience because villagers seek medical assistance at those PHC facilities and can access the pharmacies in the same building.  The warehouse is located in the building for the Family Medicine Center in Chaek village. Chaek is the administrative center of Jumgal district. The warehouse acts as a central store and coordinating unit for the thirteen pharmacy outlets.

Physical description of pharmacies and warehouse

The evaluation team visited five pharmacies in Doskulu, Deykan, Kok-Oy, Bayzak, and Kyzart as well as the warehouse in Chaek. The pharmacies are completely renovated and equipped with glass display cases, wooden shelving, and locked cabinets.  The premises are safe and secured by solid doors with locks and windows with strong metal bars.  The warehouse in Chaek is also renovated and equipped with wall shelving and a locked cabinet.  The warehouse is also equipped with a computer, printer, telephone, fax, desks and chairs. The pharmacists at the pharmacies and the warehouse are professionally dressed in white lab coats.

Colorful and attractive posters advertising medicines are displayed on the walls of the pharmacies.  Industry-supplied pamphlets and leaflets on medicines are available, but there is no written information on RDU-related issues available to consumers and health professionals. 

Some medicines are well displayed in glass cases with or without price tags.  Other medicines are stocked in cabinets but not on display. There are no criteria for choosing which drugs will be displayed and promoted.  Medicines price lists were not posted in any of the pharmacies.

Procurement, distribution, inventory systems, and quality of medicines

At the early stage of the pilot, the pharmacies had limited input on drug procurement. The NGO Maksat made all procurement decisions. However, the procurement system is slowly transitioning from a push system where the NGO administration determines the number and quantity of medicines to send to pharmacies, to a pull system where pharmacies quantify their own medicine needs and submit orders to the warehouse.

Currently, the warehouse coordinator takes the wish lists from the pharmacies and submits to the NGO Maksat. The Maksat NGO procures medicines from wholesalers in Bishkek.  After procurement, the medicines are sent to Chaek and stored at the warehouse. Medicines are delivered to the pharmaceutical points by warehouse staff or collected from the warehouse by FAP/FGP staff. Taking into account the long distance and mountainous roads, transportation costs can represent a large proportion of the value of the drugs.

The NGO Maksat procures medicines from large-size wholesalers with the assumption that larger wholesalers provide higher quality medicines.  The majority of medicines are of good expiry date of 2 years or more.  While there is no systematic means to prevent expiration of medicines in pharmacies, medicines are often exchanged with the central warehouse if it is believed they will not be sold before expiry.

There are no standard operation procedures (SOP) or manuals for inventory control in pharmacies.   There are no stock cards for medicines and there are no pre-established par levels or re-order levels.  Because there was no running inventory of medicines, it was not possible to assess stock-outs, but most nurses reported that they ordered medicines after they ran out of stock.  Nurses also reported that stock outs were common with fast-moving items such as amoxicillin.  

Storage and inventory management in the warehouse is impeccable; but, storage in the pharmacies varies considerably.  Many pharmacies did not store medicines in an orderly fashion, rather the medicines were piled on top of one another in large cardboard boxes.  Pharmacies would benefit from additional shelves or small containers to properly store medicines in a proper manner.

Community views on establishment of pharmacies and availability of medicines

Discussion with community members revealed a high level of trust in the Maksat pharmacies and in the quality of drugs.  This trust is essential for the effective work of the pharmacies.  This trust seems to be due to several factors: (i) to staffing by a trained health care personnel (nurse) who is known to all the community members; (ii) to co-location of the pharmacy and FGP/FAP’s which implies immediate professional control; and (iii) to the professional appearance of the Maksat pharmacies.

In the project design phase, there was a discussion about the necessity to invest in the appearance of the Maksat pharmacies relative to the costs.  The professional appearance was a likely factor behind the success of the Maksat pharmacies in driving out of business the peddlers and kiosks that used to sell medicines.  Selling medicines out of boxes or through some other arrangement would have weakened the professional image of the pharmacies and they may have been less credible in the eyes of the community.  The evaluation team concluded that the decision to invest in the professional appearance with secured areas, glass cabinets and shelving was a good decision.  

The view of interviewed community members was unanimous that the opening of Maksat pharmacies greatly increased the availability of quality, lower priced medicines in their villages.  Prior to the opening of the Maksat pharmacies, community members purchased drugs through a variety of means:  in Chaek pharmacies, from peddlers who would arrive to the village on bazaar days, from kiosks selling food and drinks, from private pharmacies in other villages (e.g., Bajzak, Kyzart) and from the doctors and nurses selling drugs in the FGP or in their homes.  Several community members commented that previously available medicines were mostly limited to pain killers and vitamins.  Table 3 summarizes community views on medicines availability before and after the pilot.  Community members purchase drugs from the Maksat pharmacies more frequently than from any other source.  All interviewed community members were aware of the Maksat pharmacies even if they did not purchase drugs themselves. The Maksat pharmacies were praised for their opening hours.  Several mentioned that they were in need of medicines at night, and the nurse opened the pharmacy to sell them drugs or sold from a small selection of the stock kept at home.  There are no policies that allow or condemn nurses dispensing medicines from their homes.

Community members reported that the peddlers have disappeared and the kiosks no longer sell medicines.  The evaluation team did one random check on a kiosk asking to buy medicines and was promptly directed to the Maksat pharmacy by the sales person in the kiosk.  There were no visible signs of informal medicine selling in the villages.

Attempts were made to elicit views whether the FGP-FAP doctors and nurses continued to sell medicines from home or the office outside the Maksat pharmacies.  This issue arose because if the doctors-nurses used to benefit from private sale of medicines, they would not be interested in supporting the Maksat pharmacies as these would reduce their side-income.   We could not find conclusive evidence either in support or against this practice.  The conditions in each village are specific and do not allow generalizations.  The team concluded that, overall, this practice has been successfully curtailed and is unlikely to be wide-spread enough to undermine the successful functioning of the Maksat pharmacies.    This issue merits further investigation perhaps through direct discussions with the doctors and nurses.  

( In Dijkan, all interviewees reported that the nurse who used to sell drugs from home no longer does so and they only purchase in the Maksat pharmacy. 

( In Kok-Oj, the nurse working in the pharmacy also sells drugs from home.  It was unclear whether this was the same drugs at the same price as in the pharmacy or an additional practice on the side for private benefit. 

(  In Kyzart, the FGP doctor appears to refer most patients to the private pharmacy rather than to Maksat.  The relationship is clearly problematic.  The role of the VHC in publicizing the prices in the Maksat pharmacy is key in this context.  

Table 3.  Views of community members on availability of medicines before and after opening of Maksat pharmacies 

	Options to purchase medicines before Maksat pharmacies 

(views of community members)
	Impact on purchase options for medicines after Maksat pharmacies opened

(views of community members)

	Chaek pharmacies 

( villagers personally travel to Chaek or

( villager send taxi w/ list and money
	Less frequent; only when medicine not available in Maksat pharmacies or traveling to Chaek for other business

	Peddlers on bazaar days
	Finished

	Kiosks
	Finished

	FGP/FAP doctors – nurses side business
	Partially Finished

	Private pharmacies where existed in nearby villages (Bajzak, Kyzart)
	Share market w/ Maksat

(In Bajzak, temporarily closed but resumed operation after a few months)


Finally, community members also commented positively on the selection of available medicines.  The VHC’s reported that an even wider selection would be preferable, and not all the drugs requested are delivered.  Also, they thought that certain drugs were not delivered in large enough quantities such as antibiotics, vitamins, syringes, and medicinal herbs.  These items are reportedly out of stock often.  The individual interviews were unanimously positive about the selection and people reported that they could find what they needed in the most cases, and what was not available would be delivered next time.  Non-medical products were very well received.        

5.2  Rational selection and use of medicines

A summary of findings on rational selection and use of medicines is listed in table 4.

Table 4.  Key findings on rational selection and use of medicines 

	Key Findings

· There is a wide selection of medicines and sundries available in pharmacies.

There is no official list of medicines that should be stocked in pharmacies. Typically, a pharmacy would have a list of normally stocked medicines and supplies.  The pharmacies would ensure these items are always in stock.  Pharmacies would keep a record of commonly requested items that are not normally stocked and review this list on a regular basis to determine if the item should be on the stock list
· The original procurement list was based upon the ADP list of subsidized medicines, but has since evolved, based upon demand, to include many non-essential medicines, some of which have no evidence base and may be harmful when used.

· Expensive brand name medicines are stocked, even when inexpensive generic medicines are available at wholesalers.

· Consumption patterns suggest an overuse of injections, overuse of vitamins, overuse of antibiotics, and an under use of medicines to treat chronic diseases.

· Limited physical availability and low consumption of CPG medicines for asthma and hypertension suggest under treatment in ADP program. 

· The use of beclomethasone inhaler for asthma remains low with no availability in pharmacies and very low consumption in ADP program.

· There were zero diuretics available in pharmacies and very few diuretics consumed under ADP program.

· ABC analysis of ADP-subsidized medicines revealed injectable medicines accounted for 40% of total sales of Maksat pharmacies and 32% of MHIF reimbursement, while antibiotics accounted for 67% of total sales and 66% of MHIF reimbursement.

· ABC analysis of ADP-subsidized medicines reveals 84% of all units dispensed through Maksat pharmacies were generics, accounting for 77% of total sales and 77% of MHIF reimbursement; this rate of generic use is among the highest in the world. 
· Written information in the pharmacies (e.g., posters and pamphlets) are industry-supplied marketing material; there is no written information on rational use of medicines.  It is common that industry-supplied posters and pamphlets are not allowed in pharmacies and medical establishments because these items are intended to establish brand loyalty rather than consumer education on rational use of medicines. Rather than industry-sponsored posters, pharmacies could display posters and provide pamphlets on campaigns to improve rational drug use (e.g., over use of injections, overuse of antibiotics, etc). 
· Financial incentives to dispensers are based upon total sales rather than appropriate use and/or good pharmaceutical management.


Selection of medicines 

There is no systematic method of selecting the list of medicines that is stocked by Maksat pharmacies.  The original selection of medicines was derived from the ADP list of covered medicines.  Over time, however, demand for non-ADP medicines, medical supplies, and sundries has resulted in an expansion of items that are normally stocked in Maksat pharmacies.  The number and type of medicines stocked in pharmacies continues to change and adapt to local demand.  Nurses and feldshers create their medicine orders based on requests of community members and health professionals, not on a predetermined list of medicines. 

Analysis of pharmacy inventory data to evaluate rational drug use 

Inventories of medicines were taken in 2 of the pharmacies visited during field visits: Dijkan and Kok-Oj.  These inventories do not include herbal products and sundries.  A total of 166 items representing 135 different medicines were stocked in 2 pharmacies.  Inventory lists were analyzed using WHO Indicators for rational medicine use: % of items in the Essential Medicine List, % of items in injectable form, and % of antibiotics.  Although less ideal than a prescription audit, analysis of inventory provides some insight into medicine use patterns.  The findings of the inventory data are shown on Figures 2-4. 

Figure 2 shows that only 83 (50%) of the 166 items stocked in the 2 pharmacies were listed on the national Essential Medicine List (EML).

Figure 2:  Number of Essential and Non-Essential Medicine Items Stocked in Pharmacies
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Figure 3 shows that injectable items account for 38 (23%) of the 166 items 

stocked in 2 pharmacies.

Figure 3.  Number of injectable and non-injectable medicines in 2 pharmacies
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Figure 4 shows that antibiotics account for 27 (16%) of the 166 items stocked in pharmacies.

Figure 4.    Number of Antibiotic and Non-antibiotic Items Stocked in Pharmacies
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Compliance with clinical practice guidelines (CPGs)

Clinical practice guidelines exist in Kyrgyzstan for the following 4 primary care-sensitive conditions:  hypertension (HTN), asthma, viral acute respiratory illness (ARI) in children, and peptic ulcer disease (PUD).  Table 5 lists medicines included in CPGs by condition.  Complete dosage regimens are described in Appendices III-VI.  Reform efforts in Kyrgyzstan aimed to improve the use of medicines to treat these 4 conditions by interventions that combined  implementation of CPGs, educating providers on CPGs, and the provision of medicines listed on CPGs thru the ADP program.  

Table 5.  Medicines listed in the national clinical practice guidelines (CPGs)

	Hypertension
	Asthma
	Viral ARI
	Peptic Ulcer

	· Hydrothiazide

· Indapamide

· Atenolol

· Nifedipine retard

· Verapamil

· Verapamil retard

· Amlodipine

· Captropil

· Enalapril

· Prazosin

· Clonide
	· Salbutamol

· Beclomethasone inhaler 

· Cromoglycic acid

· Prednisolone 

· Theophylline LA
	· Paracetamol

· Salbutamol inhaler

· Epinephrine SC

· Aminophylline tablets
	· Omeperazole

· Amoxicillin

· Metronidazole

· Ranitidine

· Famotidine


Medical record and prescription audits were not conducted as part of this evaluation; therefore, it is difficult to assess true compliance with CPGs.  However, an evaluation of the availability of CPG medicines in 2 pharmacies reveals some concerns with CPG compliance.  If medicines listed on national CPGs are not stocked and available in the pharmacy, the likelihood of prescriber and patient compliance with CPGs is likely to be low.  Medicines must be available in order to be prescribed and used.  Figure 5 shows that, overall, CPG medicines were more available for PUD and Viral ARI, 80% and 75%, respectively, and less available for asthma and hypertension, 30% and 25%, respectively.  (Note:  CitiHope does supply medicines via humanitarian assistance two times per year to this region.  Inventories of all CitiHope medicines were taken at each of the pharmacies and interviews were conducted with physicians and dispensers about CitiHope medicines.  While CitiHope does provide a few anti-hypertensive medicines (Dyazide, verapamil, metoprolol, propranolol), the amount of anti-hypertensive medicine dispensed by CitiHope is not sufficient enough to explain the low consumption of anti-hypertensives in Maksat pharmacies.  In addition, interviews suggested that some physicians felt uncomfortable with dispensing medicines provided by CitiHope).
Figure 5. Availability of CPG medicines in 2 Maksat Pharmacies 
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Figure 6 shows that, overall, CPG medicines for PUD were available,; however, H2-antagonists (e.g., ranitidine, famotidine) were not readily available and can be much more cost-effective to use than proton-pump inhibitors such as omperazole which was more readily available.

Figure 6.  Availability of CPG medicines for Peptic Ulcer Disease in 2 pharmacies
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Figure 7 shows that most CPG medicines for viral ARI were available.  Paracetamol, salbutamol, and aminophylline were readily available in both pharmacies, while injectable epinephrine was not available in either pharmacy.

Figure 7.  Availability of CPG medicines for Viral Acute Respiratory Illness in Children in 2 pharmacies
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Figure 8 shows a trend that has been observed throughout the country.  While the use of salbutamol inhaler as rescue therapy for asthma is quite high, the use of beclomethasone inhalers to control asthma and prevent asthmatic episodes appears to be very low.  Indeed, there were no beclomethasone inhalers available in either pharmacy.  It appears that short term use of systemic oral corticosteroids for treatment of acute asthma exacerbations is more common than chronic use of inhaled steroids to prevent acute asthmatic episodes.  

Figure 8.  Availability of CPG medicines for Asthma in 2 pharmacies
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Figure 9 shows that although diuretics are now considered first line and the most cost-effective treatment for hypertension, there were no CPG diuretics available in either pharmacy.  Of the 11 anti-hypertensives listed in the CPG, only atenolol was readily available in both pharmacies.  This suggests a trend in under treatment of hypertension despite efforts to retrain physicians and provide medicine coverage via ADP.

Figure 9.  Availability of CPG medicines for Hypertension in 2 pharmacies
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Additional observations on types of medicines stocked in pharmacies 

A review of medicines stocked by pharmacies identified a number of medicine use issues, including:

· Use of injectable calcium for the treatment of allergies is common practice.  There is no evidence base to support calcium for the indication of allergy.  The practice of administering calcium via intravenous push is dangerous and contraindicated except in cardiac emergencies.  Calcium injection is not covered under the ADP program, therefore, the expense for irrational use is shifted to the patient.

· Use of injectable vitamins (e.g. vitamin B1, B6, B12 etc) is substantial. These injectable vitamins are available in all pharmacies and according to the dispensing nurses, are in high demand and often prescribed by physicians as complementary treatment for most therapeutic conditions. There is no evidence to support this excessive use of injectable vitamins and the cost to the consumer is significant.

· Use and availability of expensive injectable medicines like piracetam, vinpocetine (brand name Cavinton) at PHC level is common. These medicines are indicated to improve blood circulation in the brain. They are not recommended by the national clinical guidelines and should not be used at PHC level.

· Use of herbal injectable medicines like (e.g. FIBS, Aloe etc) and herbal medicines in non-injectable forms (e.g., Carsil, mumiyo, alloholum etc).  The use of herbal medicines is inherited from Soviet medicine although there is no evidence these medicines are effective.

· Use of diclofenac injection administered once or twice daily for 10 days for severe arthritis pain. There is no advantage to injectable diclofenac over oral diclofenac and the injectable form is very expensive.

Analysis of Maksat consumption data for ADP-covered medicines to evaluate rational use
Conclusions made about medicine use through inventories of 2 pharmacies are consistent with conclusions made about medicine use through analysis of ADP consumption data. Table 6 shows the results of ABC analysis on consumption data for ADP-subsidized medicines.  This ADP consumption analysis, combined with the pharmacy inventory analysis, suggest high rates of generic use, an overuse of antibiotics and injections and an under use of ADP-covered medicines to treat chronic diseases.

Table 6.  Analysis of Maksat Consumption Data for ADP Medicines

	
	Number of Units Dispensed

(%  of total)
	Amount of Sales

In KR som

(% of total)
	Amount of MHIF Reimbursement

in KR som

(% of total)

	Overall 
	53,754
	129,527
	59,418.32

	    Generic Medicines
	44,938

(83.6 %)
	100,254

(77.4%)
	45,990

(77.4%)

	    Injectable Medicines
	10,321

(19.2%)
	51,422

(39.7%)
	19,014

(32%)

	    Antibiotics
	30,102

(56%)
	87,301

(67.4%)
	39,216

(66%)


Generic medicines:  More than 80% of units dispensed through Maksat pharmacies were generic medicines.  This rate is higher than any other reported generic medicine use rate in the world.  Still, there is room for improvement with regards to use of certain generic medicines.  As seen with national consumption trends, brand name enalapril products are much more widely used then the generic enalapril products.  This analysis showed that generic products accounted for only 6% of enalapril use with Ednyt® brand accounting for 88.5% of all enalapril consumption.   Brand name Ednyt® is more than 5 times more expensive than generic enalapril. Use of these expensive brand name medicines has tremendous impact on out-of pocket costs for medicines.  

Injectable medicines:  While injectable medicines account for only 19.2% of items dispensed, they account for 39.7% of total sales and 32% of MHIF subsidy.  

Antibiotics:  Antibiotics account for 56% of all units dispensed and 67% of all costs.  Six of the 20 most commonly dispensed items in the ADP program are antibiotics.  Amoxicillin and ampicillin are the 2 most commonly dispensed medicines in the ADP program, accounting for 15% and 11.2% of volume, and 24.9% and 15.6% of all costs, respectively.  

Analysis of ADP consumption data suggest the same patterns as seen in analysis of pharmacy inventory with regards to compliance with CPGs.  Compliance with asthma CPGs appears to be substandard.  Salbutamol inhalers were dispensed 4,680 times, accounting for 11.7% of all sales, while only 200 beclomethasone inhalers were dispensed, accounting for less than 0.4% sales despite the high unit cost.  Likewise, consumption of anti-hypertensives in the ADP program suggests under treatment of hypertension

Table 7 displays both the availability of CPGS medicines in 2 pharmacies, and ADP consumption data of CPG medicines for HTN. Estimates of the number of people receiving ADP-subsidized anti-hypertensives during the 9 month project period are calculated using consumption data.  Consumption data reveals there are virtually no patients receiving diuretics, long acting verapamil, amlodipine, prazosin, and clonidine through the ADP program.  Assuming the best possible scenario, where all prescriptions for atenolol and enalapril are filled for chronic, compliant users, there are only 14 patients receiving atenolol and 4 patients receiving enalapril on a regular basis through the ADP program.  

Financial Incentives for Prescribers and Dispensers

In part, rational drug use and possibilities for improvement depend on the financial incentives of prescribers and dispensers.  In the pilot, dispensers  (feldshers and nurses of FGP/FMC) receive a financial incentive based upon monthly volume of sales.  The team heard varying reports of how the bonus is actually determined.  One dispenser reported that 10% of total monthly revenues are shared between presciber and dispenser (5% each). It is interesting to note that prescibers are NOT financially compensated by Maksat for volume of sales, so this response by a dispenser suggests there is still some informal payments being shared in some of the FGPs.  A nurse stated she received 440som/month for sales <10,000som/month and 663 som/month for sales >10,000/month.  This dispensing bonus is in addition to the regular nurse salary.  According to precaz, Maksat staff salaries are determined by pharmacy turnover, where additional salary is dependent upon volume of sales to a fixed rate.
	Medicine
	Dosage
	CPG medicine availability in 2 pharmacies
	ADP Consumption

(total # units)

Over 9 months
	# Units needed to treat 1 person for 9 months
	Estimation of # people treated for HTN with ADP subsidy over 9 months

	Diuretics:

Hydrothiazide

Indapamide
	12.5-25 mg daily 

2.5 mg daily 
	N, N

N, N
	150 tabs

110 tabs
	270

270
	0.6

0.4

	Beta-Blockers

Atenolol
	25-50 mg twice daily
	Y(50mg), Y
	3,910 tabs
	540
	7-14.5

	Calcium 

Antagonists:

Nifedpine Retard

Verapamil

Verapamil Retard

Amlodipine


	20 mg twice daily

80 mg 3 times a day

120 mg twice daily

5-10 mg daily 
	Y, N

N, Y

N, N

N, N
	540 tabs

170 tabs

0

0
	540

810

540

270
	1

0.2

0

0



	ACE Inhibitors:

Captopril

Enalapril


	25-50 mg twice daily

5-10 mg twice daily
	Y, N

Y, N
	70 tabs

2,517 tabs
	540

540
	0.1

4.7

	Alpha-Blockers:

Prazosin 
	1-10 mg twice daily
	N, N
	0
	540
	0

	Central Agents:

Clonidine
	0.075-0.15 mg 

2 or 3 times a day
	N, N
	0
	270-810
	0


Table 7.  Availability & ADP Consumption Analysis of CPG Medicines to Estimate Number of People Treated for HTN under ADP 

5.3  Affordable prices and sustainable financing of medicines

A summary of findings on affordable prices and sustainable financing of medicines is listed in table 8.

Table 8.  Key findings on affordable prices and sustainable financing of medicines 

	Key Findings

· The provision of lower-priced medicines in the Maksat pharmacies resulted in competitive price reduction of medicines in private pharmacies located in Chaek.

· The appropriate mark-up for medicines has not yet been determined;  current opinion is to impose smaller mark-ups on more expensive items and larger mark-ups on less expensive items; The initial mark-up for medicines was too low to ensure sustainability and was increased within 6 months.

· Community members are generally happy with medicine prices, but some complained about a recent price hike and are worried about future price increases. 

· A higher mark-up is applied to sundries and other non-medicine items compared to mark-ups applied to medicines.

· Medicine price lists are not posted and medicines are seldom labeled with prices; VHC have had little impact on monitoring prices in the pharmacies.

· Expensive medicines such as Ferrum Lek® are procured for priroty conditions such as iron-deficiency anemia instead of less expensive generics that are available in the wholesale pharmaceutical market. 

· The ADP allocation of 20som/beneficiary/year appears to be insufficient to provide all ADP-subsidized medicines to all ADP beneficiaries 100% of the time; an equitable and systematic rationing system should be considered.

· Medicines provided through ADP represent a very small portion of total pharmacy sales; therefore, the majority of medicine sales in the village pharmacies represent un-subsidized out-of pocket expenses for consumers.  Although baseline out-of-pocket expenditures on medicines are not available, the increased physical access of medicines may result in increased out-of-pocket expenditures for households.  
· the b purchases represent out-of-pit is likely that out-of-pocket spending on medicines has increased substantially.

· ADP utilization in Jumgal decreased after implementation of the pilot; the decrease observed in Jumgal was greater than that observed in other rayons for Naryn oblast.  As stated earlier, this decrease is a result of other external factors (2005 change in ADP reimbursement, insufficient distribution of prescription forms by FMC, etc.) and the decrease in ADP utilization is not resulting because of the pilot project.


Description of Maksat mark-up  

It was difficult to ascertain the exact mark-up applied to medicines and sundries.  Wholesale prices were not obtained.  It appears that the original mark-up applied to products was insufficiently low to replenish stock and sustain the system.  Within a few months of implementation, prices were increased to what appears to be 30-40%, although the mark-ups vary from product to product.  A higher mark-up is applied to sundries than medicines.  The amount of mark-up that can be applied to sundries is limited by the price charged at nearby competing pharmacies and this is well monitored by Maksat management.  Medicine prices in Maksat pharmacies are reported to be 5-15% cheaper than competing private pharmacies, although we did not obtain and analyze these price differences systematically.  Maksat has not yet established final mark-ups as they are still monitoring usage in pharmacies and prices at competing pharmacies.  They are currently considering a system that applies lower mark-ups to expensive medicines and higher mark-ups to inexpensive medicines.

Medicine Affordability: Patient and ADP Perspective

Affordability of medicines was analyzed at both a patient level and a systems level for medicines covered under the ADP program.  From a patient perspective, affordability was determined based upon out-of-pocket costs compared to 2004 non-food consumption rates obtained from the Kyrgyz Integrated Household Survey 2004 of the National Statistical Committee.  
The decisions made by prescribers around which particular medicine they prescribe have profound financial impact on both the patient and the system.  While it is advantageous to both the patient and system to prescribe lower priced antihypertensives, the prescriber and dispenser are both compensated with financial bonuses based upon total sales revenue; thereby creating  disincentives for cost-effective use of medicines.

An example of cost considerations is made using treatment of hypertension. Table 9 shows the costs incurred to both patients and the ADP for chronic treatment of hypertension.  The most inexpensive treatment for HTN is a diuretic, but diuretics are very rarely used in this region.  The cost of hydrochlorothiazide to the ADP program is 263som/person/year, while the out-of-pocket costs to the patient are 115som/person/year.  Comparatively, treatment with a more costly and popular medicine such as Ednyt® brand of enalapril costs the ADP program approximately 985som/person/year and incurs out-of-pocket costs to the patient of 981som/person/year.  The ADP per capita allowance is only 20som/year for Jumgal rayon which means that treating one hypertensive patient with enalapril will account for the annual ADP allocation of 50 people.  Despite a zero co-pay for generic enalapril, use of generic enalapril is very low as patients and providers have developed brand loyalty to more expensive products.  It is important to do further research into why use of generic enalapril is so low and why use of Ednyt® is so high.  If the pressure to purchase Ednyt® is coming from the prescriber, then interventions to change prescribing behavior is needed.  The same is true with recommendations given by the dispenser.  It could be, however, that patients are demanding the brand name medicine because of brand loyalty or a lack of understanding of cost differences, bioequivalence, and misperceptions about quality of generic medicines.  If the patient is driving the decision making, interventions should be aimed at changing the behavior of consumers.
While an economic modeling analysis has not been conducted, it appears that the existing ADP allocation cannot truly provide all anti-hypertensive medicines to all HTN patients and still meet the needs of the rest of the population.

Table 9.Daily, Monthly, and Annual Costs of CPG Medicines for Hypertension in ADP 

	
	
	Retail Cost
	ADP Reimbursement
	Patient Co-Pay with ADP 

	Medicine
	Dose
	Retail 

Price
	Retail Unit

price
	Daily Retail Cost
	Monthly retail

Cost*
	Annual retail cost**
	ADP reimb per unit
	ADP

annual reimb**
	Patient

Co-Pay

Per unit
	Patient Co-Pay per month*
	Patient Annual Co-Pay**

	Atenolol 

(beta blocker)
	50mg daily
	25som for

30 tabs
	0.833
	0.833
	25
	300
	0.44
	160
	0.39
	11.79
	140

	Captopril 

(ACE Inhibitor)
	25mg 

2 times daily
	31som for

40 tabs
	0.775
	1.55
	46.5
	558
	1.0
	558
	0
	0
	0

	Enalapril generic

(ACE Inhibitor)
	10mg daily
	19som for

20tabs
	0.95
	0.95
	28.5
	342
	2.7
	342


	0
	0
	0

	Enalapril brand

Ednyt 

(ACE Inhibitor)
	10mg daily


	151som for 

28 tabs
	5.39
	5.39
	161.70
	1,940.4
	2.7
	985.5
	2.69
	80.7
	981.85

	Hydrochloro-thiazide
(Diuretic)
	25mg daily


	31.5som for 30 tabs
	1.05
	1.05
	31.5
	378
	0.73
	262.8
	0.32
	9.6
	115.2

	Verapamil

(Calcium channel blocker)
	80mg 3 times daily
	13som fr

10tabs
	1.3
	3.9
	117
	1,404
	0.79
	865.05
	0.51
	45.9
	558.45


*monthly costs estimated using 30 days per month

**equals monthly costs x 12 months/year

From a household perspective, out-of-pocket costs for expensive drugs such as Ednyt® present significant financial burdens on households in rural regions.  Table 10 lists various measures of living standards in Naryn oblast in 2004.  The data reflect annual per capita consumption in soms.  An individual living in an average household consumed goods and services worth 7,316 soms of consumption of which 4,554 soms were for food (including the value of home production) and 2,762 were non-food items.  In the same table, we also show the costs of 
out-of-pocket costs for several antihypertensive medicines, with and without access to the ADP co-pay.
Table 10. Living standards in Naryn and costs of alternative hypertensive medicines
	
	KR Som

	Total consumption (annual per capita)
	7,316

	Food consumption (annual per capita) 
	4,554

	Non-food consumption (annual per capita) 
	2,762

	Annual OOP costs for hydrochlorothiazide without ADP benefit
	378

	Annual OOP costs for hydrochlorothiazide if patient only pays ADP co-pay
	115

	Annual OOP costs for brand enalapril (Ednyt®)  without ADP benefit
	1,966

	Annual OOP costs for brand enalapril (Ednyt®) if patient only pays ADP co-pay
	981

	Annual OOP costs for generic enalapril without ADP benefit
	342

	Annual OOP costs for generic enalapril if patient only pays ADP co-pay
	0


Since households are more likely to purchase food before medicine, we calculated the financial burden of purchasing alternative regimes of hypertensive medicines as the annual cost to the individual (Table 9) as share of annual non-food consumption.  

Figure 10 shows the resulting ratios.  Annual out-of-pocket costs for hydrochlorothiazide are 378som without the ADP benefit and 115som if patients pay only the ADP co-pay.  These out-of-pocket costs for hydrochlorothiazide represent only 4% of non-food consumption for those with access to the ADP benefit, and 14% of non-food consumption for those without access to the ADP benefit.

Out-of-pocket costs for Ednyt® have a much more profound impact on households.  

Annual out-of-pocket costs for Ednyt® are 1,966som without the ADP benefit and 981som if patients pay only the ADP co-pay.  These out-of-pocket costs for Ednyt® represent a very large portion of non-food consumption, 71% without the ADP benefit and 36% if patients pay only the ADP co-pay.  As such, it becomes important to promote rational use of the most cost-effective medicine for both the ADP system and the consumer.  It also suggests there may be a need to consider a systematic means of rationing the ADP benefit to assure equitable access and minimize financial impact on households.

Figure 10.  Annual HTN Medicine Costs as Percent of Annual Non-Food Consumption
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Input from community interviews on affordability 

Community members reflected positively on the prices of drugs sold in Maksat pharmacies.  Both the village health committees and individuals seemed knowledgeable about prices.  The following trends were highlighted:

· Maksat drug prices are low.  Maksat prices are lower than prices paid at pharmacies, kiosks, and peddlers prior to the pilot project and lower than current prices in other private pharmacies in the rayon. 

· It was noted that drug prices used to be even lower when the pharmacies first opened and have increased since then.

· It was also noted that the private pharmacies have lowered their prices since the Maksat pharmacies opened mostly in the villages where they operate (Bajzak, Kyzart) and also in Chaek. 

ADP Utilization Before and After Pilot Implementation

A key objective of the pilot was to increase access to ADP medicines.  Analysis of ADP utilization after pilot implementation reveals a significant decline in the per insured prescription rate.  The decline observed in Jumgal is greater than that observed in other rayons of Naryn oblast.  We believe this outcome is affected by systemic trends with the overall level and distribution of prescriptions independent of the efforts of the pilot.  At the same time as the pilot was introduced, there was a shift in the share of prescriptions from the rayon center to the villages.  This, however, occurred in other rayons as well and thus, we cannot conclude that this was exclusively the effect of the project.  Based on the observed trends, we cannot conclude that the pilot has significantly increased access to ADP prescriptions.  
Table 11.  Overall trends in prescriptions in Naryn Oblast 

	 
	Before the pilot
(January - September, 2004)
	After the pilot
January - September, 2005
	% change

	 
	# of insured population 
	# of filled prescriptions
	# of prescriptions per 1000 insured
	# of insured population 
	# of filled prescriptions
	# of prescriptions per 1000 insured
	# of insured population 
	# of filled prescriptions
	# of prescriptions per 1000 insured

	Jumgal rayon
	30,663
	6,212
	202.6
	30,013
	4,416
	147.1
	-2.1%
	-28.9%
	-27.4%

	Other rayons
	144,591
	18,511
	128.0
	146,027
	15,093
	103.4
	1.0%
	-18.5%
	-19.3%

	Naryn oblast 
	175,254
	24,723
	141.1
	176,040
	19,509
	110.8
	0.4%
	-21.1%
	-21.4%


Table 11 shows the number of insured population, the number of filled prescriptions and the number of filled prescriptions per 1,000 insured in Jumgal and in the other rayons of Naryn Oblast.  The indicators are shown for the first 9 months of 2004 before the pilot was introduced as well as for the first 9 months of 2005 when the pilot was in full effect in all 13 villages.  The following trends are apparent:  

· At baseline, the number of prescriptions per 1,000 insured was higher in Jumgal than in the rest of Naryn Oblast.  While there was 203 prescription per 1,000 insured in Jumgal, the other 4 Naryn rayons averaged only 128 prescriptions per 1,000 insured. 

· The number of ADP prescriptions reduced by 21% in Naryn oblast from 2004 to 2005 (first 9 months).  This reduction affected the pilot rayon more than other rayons in the oblast.  The total number of prescriptions declined by 29% in Jumgal and 19% in the other rayons of the oblast.  Similarly, the number of prescriptions per insured declined by 27% in Jumgal and by 19% in other rayons.  It is unclear why Jumgal was more affected by this trend although it may have resulted from efforts to equalize per insured prescriptions across rayons.  

· Based on the overall number of prescriptions, it is not possible to conclude that the Maksat pilot has significantly increased access to ADP drugs in the rayon.  In the first 9 months of 2005, 1796 fewer insured benefited from the ADP than during the same period of the previous year (while the number of insured has not changed significantly).    This development, however, cannot be attributed to the program as the program itself is affected by the external decisions of the Naryn TDMHIF regarding the distribution of prescriptions across the oblast, as well as by the activities of the rayon FMC in charge of requesting prescriptions from the TDMHIF and ensuring their distribution across the rayon.  Examination of the monthly records of the FMC in Chaek shows that during 2005, Jumgal rayon had no prescriptions to distribute in April, July and August.  The reason for this overall decline of ADP prescriptions per insured in the oblast was not apparent to the evaluators.
Taking this overall systemic constraint into consideration, we analyzed the distribution of the prescriptions between the rayon center and other villages.  We aimed to assess whether the program has been effective in increasing the share of prescriptions filled in the villages outside the rayon center in Jumgal in comparison to the rest of Naryn oblast.  

Figure 11 shows the distribution of filled prescriptions per 1,000 insured between rayon centers and other villages for all 5 rayons of Naryn oblast.  The following trends are apparent: 

· Per 1,000 insured, rayon centers have 2-3 times as many prescriptions than villages.  One of the original aims of the project was to change this ratio and increase the benefit of the ADP in the villages by improving availability of medicines.  

· In Jumgal, the villages obtained a greater share of the prescriptions in 2005 than in 2004.  Taking the prescription rate per 1000 insured as the indicator, 24% of prescriptions went to the villages in 2004 while this proportion increased to 35% in 2005.  Thus, at the same time as the Maksat pilot was introduced, village population began to benefit more from the ADP relative to the rayon centers.    

· When looking at the same figures across the oblast, we can see that this trend is not unique to Jumgal.  In two other rayons, similar geographic equalization took place of similar or even greater magnitude than in Jumgal (in Naryn rayon and Ak-Talyn rayon).  Thus, we cannot conclude without any doubt that the improvement in the distribution of the ADP benefits between the rayon center and the villages is uniquely due to the pilot and it could not have happened in any other way.  

· Finally, it is worth noting that there is significant room for further improving the balance in the distribution of the prescriptions between the rayon centers and villages in Jumgal as elsewhere. The main constraint appears to be the rayon FMC that is reluctant to distribute a greater number of prescriptions to the villages FGP’s and FAP’s.  The village FGP’s and FAP’s report insufficient amount of prescriptions and they run out by the middle of the month.  Since there does not appear to be a limit at the level of the oblast TDMHIF, the rayon FMC’s should obtain more prescriptions and provide their village colleagues with sufficient number of forms.    

Figure 11.  ADP prescriptions per 1,000 insured – ratio of rayon centers to villages in Naryn
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Rationing Systems

Because there were insufficient numbers of ADP prescription forms distributed to FAPs and FGPs, each physician and feldsher needed to make decisions about how to ration the prescriptions over the course of the month.  There were varying reports of how practitioners chose to ration the prescription forms.  Some physicians reported a first-come, first served basis.  Some physicians reported they gave priority to patients with chronic diseases such as asthma and diabetes.  Other physicians reported that they gave priority to villagers who could afford the cop-pay, suggesting the poorest villagers may be at a disadvantage for access to ADP prescriptions.

Selling Medicines on Credit

All dispensers reported selling medicines on credit.  There are, however, no policies or systems to manage the credits.  Some dispensers stop selling credit after 2000soms/month have been issued.  One pharmacy had a record book to keep track of all credits issued, but other pharmacies did not have written record of who had been issued credit.  The decisions to sell medicines on credit are made on a personal basis with no clear criteria.
6.  Findings on financial management of the pilot project 

The figures and discussion in this section present an approximate picture of the financial aspects of the pilot project.  It is not a comprehensive evaluation aimed to assess financial sustainability of the pilot.  As transport, supply and supervisory systems of the pilot have been ad-hoc, costs are not systematically recorded.  As a result, full assessment of financial sustainability was not possible.  The following paragraphs and tables are meant to provide an overall rough sense of the financial aspects of the pilot.  
6.1 Estimation of total amount to establish Maksat pharmacies

Table 12 shows the approximate costs of launching the Maksat pilot project.  The total start-up costs amounted to US$21,667.  Of this, approximately half of the expenditures were for the capitalization of the drug fund and the purchase of the initial round of medicines.  The other half were non-drug expenditures associated with establishing the Maksat NGO, the Chaek warehouse, the 13 village pharmacies and the training of staff. The figures in this table do not include the monetary value of in-kind contributions by the MHIF and the VHC’s.    

Table 12.  Start-up expenditures of Maksat pilot 
	
	Total  (Soms)
	Total (US$)

	 1.  One-time expenditures non-drug 
	433,715
	10,843

	    Maksat  
	79,689
	1,992

	    License and certificates 
	2,945
	74

	    Banking fees 
	3,768
	94

	    Information material
	13,579
	339

	    Official stamp 
	1,170
	29

	    Other (office supplies) 
	10,487
	262

	    Travel for establishment of warehouse and pharmacies and opening  
	47,740
	1,194

	    Training for staff  
	109,040
	2,726

	    Warehouse 
	75,986
	1,900

	       Computer + printer + electricity stabilizer 
	34,002
	850

	       Phone, fax 
	10,297
	257

	       Furniture (Desk, chair, shelves) 
	20,000
	500

	       Metal bars + installation  
	6,550
	164

	       Renovation (paint, bldg supplies) 
	3,137
	78

	       Safe 
	In-kind
	In-kind

	       Other 
	2,000
	50

	    Pharmacies (13) 
	169,000
	4,225

	       Display case + shelving 
	78,000
	1,950

	       Large locked cabinet/safe 
	In-kind
	In-kind

	       Chair 
	In-kind
	In-kind

	        Shades 
	6,500
	163

	       Metal bar + installation + door 
	In-kind
	In-kind

	       Signage 
	84,500
	2,113

	       Renovation (paint, bldg supplies) 
	In-kind
	In-kind

	       Calculator 
	In-kind
	In-kind

	 2.  Capitalization of drug fund 
	432,950
	10,824

	 A. TOTAL START UP EXPENDITURES (1+2) 
	866,665
	21,667


6.2 Estimation of costs to maintain Maksat pharmacies

Table 13 shows the approximate recurrent expenditures of the pilot up to September 30, 2005.  The recurrent expenditures of the project amounted to US$25,582 during the time-period.  Of these expenditures, 39% were management and administration including expenditures in Bishkek, Chaek and the 13 pharmacies.  Supervisory trips are included among these expenditures.  The remaining 41% of expenditures were allocated for replenishment of the drug fund.      
Table 13. Recurrent expenditures of Maksat up to September 30, 2005
	
	Total

(in Soms)
	Total

(in US$)

	3. Recurrent expenditures for mgmt and administration 
	398,849
	9,971

	    Maksat - Bishkek  
	252,579
	6,314

	       Regular mgmt staff 
	61,600
	1,540

	       Temporary staff 
	99,989
	2,500

	       Office (rental, heat, electricity, phone) 
	In-kind
	In-kind

	       Quarterly supervisory trips 
	20,400
	510

	       Tax payments incl. soc insurance 
	44,710
	1,118

	       Office supplies 
	In-kind
	In-kind

	       Drug procurement and transport to Chaek  
	25,880
	647

	    Warehouse  - Chaek 
	46,060
	1,152

	       Staff 
	30,800
	770

	       Office (rental, heat, electricity, phone) 
	In-kind
	In-kind

	       Supervisory trips to villages 
	3,000
	75

	        Reporting trips to Naryn, Bishkek  
	12,260
	307

	    Pharmacies 
	100,210
	2,505

	       Staff 
	79,000
	1,975

	       Office (rental, heat, electricity, phone) 
	In-kind
	In-kind

	       Trips to Chaek 
	12,920
	323

	       Transport for drugs to villages 
	8,290
	207

	 4. Recurrent expenditures for replenishment of drug fund 
	624,419
	15,610

	 B. TOTAL RECURRENT  EXPENDITURES (3+4) 
	1,023,268
	25,582


6.4 Comparison of revenues and expenses 

During this time-period, the pilot collected US$22,722 from drug sales.  Together with the US$2,387, the pilot approximately covered its recurrent expenditures during the time-period leaving a deficit of less than US$500.  Table 14 shows the balance of expenditures and revenues.  
Despite this positive result, we are reluctant to declare the project financially sustainable for several reasons.  First, we did not evaluate to what extent the original set of drugs purchased on SRC funds has been replenished.    Most revolving drug funds, however, experience some loss as time goes by (e.g. expiration) and estimating the rate of loss is an important aspect of establishing financial sustainability.  This would only be possible if a full inventory would have been taken and valued.  This should be attempted at the time of the proposed repeat evaluation. 
Second, several systems currently used have not been systematic and thus the costs are not recorded.  This includes the supply system, transport system and the mechanisms of supervision.  Currently used mechanisms have been creative but it is questionable whether a large scale expansion could rely on the creative input of a few committed individuals.  Thus, it would be wise to systematically record and cost out all inputs used for the management and administration of the pilot so that more sound estimate of the costs could be made for expansion.    

Table 14. Balance of expenditures and revenues
	 
	Total (in Soms)
	Total (in US$)

	 1.  One-time expeditures non-drug 
	433,715
	10,843

	    Maksat  
	79,689
	1,992

	    Training for staff  
	109,040
	2,726

	    Warehouse 
	75,986
	1,900

	    Pharmacies (13) 
	169,000
	4,225

	 2.  Capitalization of drug fund (SRC) 
	432,950
	10,824

	 A. TOTAL START UP EXPENDITURES (1+2) 
	866,665
	21,667

	
	
	

	 3. Recurrent expenditures for mgmt and administration 
	398,849
	9,971

	    Maksat - Bishkek  
	252,579
	6,314

	    Warehouse  - Chaek 
	46,060
	1,152

	    Pharmacies 
	100,210
	2,505

	 4. Recurrent expenditures for replenishment of drug fund 
	624,419
	15,610

	 B. TOTAL RECURRENT  EXPENDITURES (3+4) 
	1,023,268
	25,582

	
	
	

	 C. TOTAL REVENUE FROM DRUG SALES 
	908,871
	22,722

	
	
	

	 D. BALANCE ON RECURRENT EXPENDITURES (C-B) 
	-114,397
	-2,860

	
	
	

	 E. FINANCIAL ASSETS as of October 1, 2005  
	95,476
	2,387

	
	
	

	 F. BALANCE (D+E) 
	- 18,921
	-  473


6.5 Comments

It is important to note that the key to cost-savings in this project is the utilization of pre-existing structures and personnel. Because the pharmacies are located in existing FGP/FAP facilities, there is no additional overhead expense for rent, heat, and electricity.  Likewise, because the feldchers and nurses are performing dispensing activities, there is very little additional salary cost, aside from the dispensing incentives.

7.  Overall Summary and Key Findings 

The pilot has been remarkably successful in quickly establishing a professional network of distinguished pharmacies in rural regions.  The pharmacies are conveniently located in village FAPs/FGPs which increases geographic access, decreases overhead costs, and improves relationships between practitioners and community members. Opinions of community members were overwhelmingly positive with regards to the project.  The pilot is innovative and effectively addresses a rural pharmacist shortage by training and certifying existing feldshers and nurses to be dispensers.  Medicines provided in pilot pharmacies are of high quality and are, generally, less expensive than those supplied in competing private pharmacies.   In fact, the establishment of these pharmaceutical points appears to have spurred competitive price reduction of medicines in private pharmacies located in Chaek, the rayon center.  The overall management of the pilot is impressive and all working on this project are highly motivated and enthusiastic. 

At the same time, several systemic issues, some of which are beyond the direct control of the pilot, are limiting the effectiveness of the intervention to optimize access to appropriate medicines, optimize access to ADP-subsidized medicines, and alleviate the financial burden of medicines in the household.  Utilization of ADP actually decreased from baseline levels after pilot implementation. This decrease in ADP uptake is likely due to many factors, including inefficiencies in distribution of the ADP prescription forms and a lack of community awareness of the ADP benefit.  

While, the pilot project seems to have sparked market competition in prices, a fair price that will optimize access to medicines and ensure sustainability of both the pilot and private sector pharmacies has not yet been established.  A more accurate estimation of project expenses, project revenues, and household affordability is needed in order to establish optimal medicine prices for the project.

Our analysis also suggests room for improvement in health and supply systems as well as selection and rational use of medicines.  While the pharmacies are certainly well designed and professional in appearance, there is no consistent means of storage, inventory, and transport of medicines to pharmaceutical points.  Additional training and system improvements are needed in proper storage of medicines, inventory control, and quantification.  While transparency of medicine prices is strongly encouraged by Maksat, there were no medicine price lists posted and medicines were seldom labeled with prices in pharmaceutical points.  A review of pharmacy inventories and medicine consumption revealed an overuse of antibiotics, an overuse of injections, and an under use of ADP-covered medicines for the treatment of chronic diseases.  While the original list of stocked medicines was based upon ADP-covered medicines, the list of medicines has since expanded to include many non-essential medicines, several of which are expensive and have no evidence-base for use.  In the absence of a more rational drug utilization pattern, the pilot may be increasing access to, albeit less expensive, but unnecessary and irrational medicines.  Excessive consumption of non-essential medicines can have negative impact on household finances without providing any therapeutic benefit.  Meanwhile, consumption of essential medicines for many priority conditions is relatively low.  Financial incentives to dispensers are based upon volume of sales rather than appropriateness and/or good dispensing practices.

8.  Recommendations 

8.1  Overall Recommendation on Scale-up and Evaluation

At this stage, the recommendation is to continue in pilot phase and evaluate the pilot project again in 9 months to 1 year.  In the meantime, the project should consider the implementation and evaluation of some of the program-specific recommendations listed in section 8.2 of this report.

8.2  Program-Specific Recommendations to Improve Efficiency and Access

Table 15 lists several program-specific recommendations that could potentially increase efficiency of the project and improve overall access to medicines in rural areas.  It is not possible or practical to address all the pending issues and implement all the recommendations; however, the project leaders should determine the priority areas they feel should be addressed and then choose the recommendations that could be implemented in real-world setting.

Table 15.  Program Specific Recommendations

	Focus Area


	Recommendation

	Reliable Health & Supply Systems for Medicines
	Establish standard operating procedures for good  pharmaceutical management; train dispensers;  monitor performance; 

	
	Create inventory management systems, including quantification systems, for pharmacies and warehouse; adapt the number of items stocked to reflect demand.

	
	Establish routine, consistent transport systems to warehouse and pharmacies;

	
	Create and enforce a policy on nurses transporting, storing, and dispensing medicines from home

	
	Conduct work time studies to determine if nurses can assume the additional dispensing activities and still fulfill their non- dispensing nursing duties

	
	Decrease operating hours of pharmacies, especially in smaller villages. (Note:  Working hours are not fixed.  Salary depends upon performance of basic terms of reference anot not number of hours worked). 

	
	

	
	

	Rational selection and use of medicines
	Establish standard operating procedures for good  dispensing; train dispensers; monitor performance;

	
	Create a list of medicines to be stocked by pharmacies based upon medicines on EML and medicines covered by ADP; make this list available with prices in all pharmacies.  The list of medicines will assist dispensers in maintaining consistent supplies of inventory and allow consumers to know what they can purchase in pharmacies on any given day.  

	
	Adapt financial incentives for prescribers and dispensers to reward rational use of medicines and good pharmacy practice, rather than the current incentive that rewards only sales.

	
	Conduct rapid retrospective analysis of medicine consumption (both ADP and non-ADP medicines) to identify and quantify drug use issues;

	
	Implement interventions to promote rational drug use.  These interventions should be focused on a few priority drug use issues and aimed at prescribers, dispensers, and consumers. Monitor the impact of the intervention.

	
	Involve Village Health Committees in RDU campaigns with community.

	
	Create policies that prohibit the display of commercial posters and advertisements in pharmacies; provide posters promoting RDU campaigns, instead.

	
	Create a system for deciding which medicines and sundries  will be displayed and which will be available but not on display; display medicines that are most beneficial and rational; display all sundries;

	
	

	
	

	Affordable prices and sustainable financing of medicines
	Redesign medicine prices to promote access and  rational use of priority medicines, while increasing profit on sundries and non-essential medicines;

	
	Reconsider the idea to apply lower mark-ups to expensive medicines and higher mark-ups to inexpensive medicines.   This may promote the use of brand name medicines such as Ednyt when the cheaper generic enalapril medicine is of equal quality.

	
	Conduct household studies to determine medicine affordability; use this information to guide the establishment of medicine prices.

	
	Educate consumers about the prices of medicines, specifically the benefit of using generic medicines; involve the Village Health Committee in the educational campaign.

	
	Conduct studies to determine the level of community awareness of  ADP benefit and mount interventions to promote awareness

	
	Work with MHIF to investigate current ADP prescription rationing systems; Get input from community on priorities for ADP prescriptions; Create a system to address equitable distribution of ADP prescription forms among ADP beneficiaries. This problem relates to functioning within MHIF.

	
	ADP limit is 20som/person/year, but controls on expenditure are limited to number of prescriptions per month.  Current indicator per village is % ADP allocation.  Consider adding indicators to monitor quality and equity.

	
	Procure only by generic names.

	
	Consider specific counter-detailing campaigns to promote use of generic enalapril and discourage expensive brand name products.

	
	Work with MHIF to create better system for distribution of ADP prescription forms from FMC to FAPs/FGPs.  This problem relates to functioning within MHIF.

	
	Work with CitiHope to incorporate HA medicines into the project in the most beneficial manner.  Is it reasonable for CItiHope to provide ADP-subsidized medicines in pilot regions or should they supply other essential medicines not subsidized by ADP?  Investigate why CitiHope medicines are not entirely well perceived.  Collaborate with CitiHope on RDU trainings to address priority issues.

	
	

	
	

	Financial sustainability of the pilot project
	Investigate “missing” prescriptions; create better system for evaluating equity and RDU.  The current indicator used to monitor ADP utilization is based on consumption (% of allocated fund used per village).  While this indicator will certainly be effective in assuring the budget limits are not exceeded, the indicator has no relation to RDU.  Ideally, the MHIF would have indicators that monitored both financial aspects and quality of care aspects.  In terms of equitable distribution of prescriptions, there does not appear to be a systematic means of determining how many forms are dispensed to each site and there is certainly no systematic means within FGPs/FMCs in which a prescriber decides for whom he/she will use the ADP prescription forms.  Work with MHIF to address this issue given this problem relates to functioning within MHIF.

	
	Establish uniform system for recording financial transactions in pharmacies.

	
	Create a system for keeping track of all expenditures, including transport, supervision, and medicine wastage.

	
	Train and provide supervision to FMC on “business” aspects of management

	
	Draft a policy about purchasing medicines on credit.  If credit is to be allowed, establish a system for recording credits issued and collecting funds.

	
	Evaluate the financial situation of each pharmacy; Continue to monitor sales patterns and adjust inventory and prices as needed such that each pharmacy is operating at a sustainable level.

	
	Conduct further analysis of the impact of the project on prices in competing nearby pharmacies; this project appears to be increasing access to medicines in surrounding communities by spurring competition and this benefit should be quantified.

	
	


Appendices

Appendix I:  Summary of Previous Evaluations

	Advantages of opening non-profit rural pharmacies
	Problems to be solved

	· Accessibility and affordability of drugs is provided for the population of Jumgal rayon villages

· People of villages have got an opportunity to realize a right to privileges on Additional MHIF Program

· Efficiency and accessibility of health care delivered by FGP/FAP increased 

· Prestige of FGP/FAP health professionals has improved among the community

· Opening of Maksat pharmacies indirectly impacted drug prices in other pharmacies of Jumgal rayon, including Chaek village: retail prices in private pharmacies reduced by an average of 15%.

· Hospitalizations reduced as people started to seek health care in FGP.

· Population no longer purchases medicines via informal private sector; “black market” of medicines actually disappeared in the absence of better supply. Demand for high-quality and inexpensive medicines is met through Maksat pharmacies.

· Work of Maksat pharmacies contributed to decreased expenses of people in these villages for treatment at outpatient level. Thus, the Project indirectly impacts poverty reduction in villages of Jumgal rayon.
	· There are problems with delivery of medicines to Maksat pharmacies as medicines are delivered by passing transport and Maksat bears high financial expenses.

· Remoteness and sparseness of pharmaceutical points hamper systematic control over performance of pharmaceutical points (including medicine prices).

· Despite the fact that dispensers were trained at pharmacy courses, knowledge of good dispensing practices and rational  pharmaceutical management needs improvement. That is why to institutionalize pharmacy network, regular training on proper pharmacy practice should be to upgrade qualification of dispensers working in pharmaceutical points.

· Now it is needed to solve an issue on training pharmaceutical specialists from these villages, probably jointly with ayl okmotu which will share training costs.

· Jointly with FMC it is needed to solve an issue on equal distribution of MHI prescription forms by FGP/FAPs.

· Misinforming population about low prices in Maksat pharmacies owing to poor quality by private business corporations.




Worthy of highlight from these evaluations are the results of a survey of 133 rural residents that revealed 100% of 133 respondents reported positive evaluation of the opening of Maksat pharmaceutical points. A significant difference between former and current medicines prices was also commonly reported by respondents. In response to the Question: “Why do you buy drugs in pharmaceutical points of Maksat”?, the majority of respondents replied firstly that they rely on quality of drugs, and secondly that they appreciated lower prices of medicines compared to medicines sold in other venues. Indeed, medicine prices in other pharmaceutical facilities working in the same villages decreased by 20-30%, presumably due to competition by Maksat pharmaceutical points.  Prices in pharmaceutical points of Maksat are substantially lower as compared to other pharmaceutical points and are at the level of Bishkek medicine prices.  At the same time, however, the population survey revealed a problem of need in public control of prices of Maksat pharmaceutical points. Only one pharmaceutical point of Maksat in Chon-Dobo village posted drug prices in a visible manner.  

A survey of health professionals working in FGP/FAP also showed that all health professionals who participated in the survey evaluated opening of Maksat pharmaceutical points positively. They believe that effectiveness of rural health professionals’ work increased – doctors know assortment of drugs in a pharmacy, patients follow prescriptions of doctors more often (i.e. trust between a doctor and a patient has grown up).  They also note that opening of pharmaceutical points contributed to increased prestige of family doctors and nurses in villages.

Appendix II:  Focus Group Discussion Guide with Village Health Committees and Key Interviews with Villagers

(i) Health seeking pattern including obtaining prescriptions.  This first group of questions focused on where people seek care when sick, where they obtain prescriptions for medicines, and where they fill their prescriptions.  Prompts were provided for describing how medicines were obtained before and after the opening of the Maksat pharmacies

(ii) Assessing the benefits of the Maksat pharmacies.  We asked the focus groups and interviewees to list the positive and negative aspects of the Maksat pharmacies (what could b done better).  If not addressed specifically, prompts were provided about the following issues: 

a. Stock and selection 

b. Quality of drugs

c. Prices and purchasing on credit

d. Opening hours

e. Access to and rationing of ADP prescriptions

f. Use of injections     

(iii) The role of the Village Health Committee in the Maksat pharmacies.  This issue was asked in the 2 focus group discussions with an objective of identifying (i) the current role of the VHC’s in the operation of the Maksat pharmacies and (ii) their potential future role.  

(iv) Sustainability.  The final group of questions probed sustainability issues in both the focus group discussions and the individual interviews.  In some cases, the questions were phrased to highlight that some of the pharmacies are registering low volume and the expectation was to unearth views about private pharmacies as well as about informal drug dispensing practices.  In addition, we asked feedback about how the community would feel about increased prices in Maksat pharmacies.  

Appendix III:  Peptic Ulcer Disease Clinical Practice Guideline

ICD-10 K25 – K28

MedicineTreatment:

First line therapy for H. Pylori:  Triple eradication therapy with:

Omeprazole 20 mg twice a day  (at 8AM and 8 PM) x 7 days

Аmoxicillin 500 mg 4 times a day or 1000 m twice a day after meal x 7 days

Metronidazol 250 mg 4 times a day after meal x 7 days

Followed by

Ranitidine 300 mg at 8 PM or  Famotidine 40 mg at 8 PM or- Omeprazole 20 mg twice a day (at 8 AM and 8 PM) x 3-5 weeks for duodenal ulcer and 5-7 weeks for gastric ulcer

If triple therapy is not effective (H.pylori is not eradicated) quadruple therapy should administered. 

Second line therapy for H. Pylori:  Quadruple eradication therapy with 

Omeperazole 20mg twice a day (at 8AM and 8PM) x 7 days

Calloidal Bismuth 120 mg 3 times a day 30 min before meals and once at bedtime x 7 days

Аmoxicillin 500 mg 4 times a day or 1000 m twice a day after meal x 7days

Metronidazole  250 mg 4 times a day after meal x 7 days

For peptic ulcer not caused by H.pylori 

Monotherapy with one of the follwing: proton pump inhibitor (e.g., omeperazole), H2-receptor antagonist (e.g., Famotidine Ranitidine) for 4-8 weeks. 

Appendix IV:  Viral Acute Respiratory Infections in Children Clinical Practice Guideline

Code – J 00, J 04 – J 05, J 06 – J 06,9, J 10- J11,8

Medicine Therapy

1. Paracetamol (acetaminophen) for fever (( 38,5(C) or pain relieve every 6 hours until fever and pain disappear.

	Age and 

weight 
	Paracetamol (Acetaminophen)

	
	Syrup

(120 mg in 5 ml)
	Tablet (500 mg)

	Age: 2 months - 3 years

Weight: >4kg - <14kg
	5 ml (1 teaspoon)
	1/4

	Age:  3-5 years

Weight:  14kg - <19kg
	10 ml (2 teaspoons)
	1/2

	Age:  >5 years – adult
	
	1


2.  Nasal drops of the 1% saline (1 pinch of salt for 100,0 of water, 2-3 droppers 3-4 times a day)

3.  Fast-acting bronchodilators for asthmatic respiration: salbutamol with dosing inhaler: use a spacer ; dose=2 puffs;  if inhaled salbutamol is not available use epiphephrine subcutaneuosly.

	Fact-acting bronchodilators

	Salbutamol inhaler with spacer
	2 puffs

	epinephrine subcutaneous 1:1000
	0,01 ml per kg of body weight 

(for children max 0,3 ml)


30 min after fast-acting bronchodilators repeat evaluation of  child’s condition, consider treating with oral bronchodilators:

	Age and weight
	Oral Salbutamol 

3 times a day 

for 5-7 days
	Salbutamol, inhaled for 

5-7 days
	Aminophylline twice a day 

for 5-7 days 

	
	Tablet 2 mg
	Syrup 2 mg in 5 ml
	Inhaler 1 puff 3 times a day
	Tablet 150 mg

	Age:  2 - 12months weight:  4kg - <10 kg
	1/2
	2,5 ml
	1 puff
	1/4

	Age: 12 months – 5years weight: 10-19 kg
	1
	5 ml
	2 puffs
	1/2

	Age: >5 years
	1
	
	2 puffs
	1/2


Appendix V:  Asthma Clinical Practice Guideline

Code: J45 ; J45.0; J45.1 ; J45.8 ; J45.9 ; J46 
Medicine Treatment:

	Severity of disease
	Anti-inflammatory treatment
	Bronchodilators  treatment

	Mild intermittent
	Not indicated 
	Prophylactic use of short acting Beta 2 agonists inhalers (salbutamol) before physical  activities Профилактический прием β2-агонистов короткого действия (сальбутамол) перед нагрузкой.

	Mild persistent
	Inhaled corticosteroids (beclomethasone) 200-800 mkg/day

For children cromoglycic acid 1-5 mg up to 4 times a day – as a basic therapy  
	Short acting Beta 2 agonists inhalers (salbutamol) not more than 3to 4 puffs a day

	Moderate 
	Inhaled corticosteroids (beclomethasone) 800-2000 mkg/day


	Short acting Beta 2 agonists inhalers (salbutamol) as need but not more than 3to 4 puffs a day

	Severe 
	Inhaled corticosteroids (beclomethasone) 800-2000 mkg/day

Corticosteroids (Prednisolone) – prolong course or for prominent use 
	Short acting Beta 2 agonists inhalers (salbutamol) as need but not more than 3 to 4 puffs a day

+ long-acting theophyllines (theopec 1 tablets twice per day)

anticholinergic agents (ipratropium bromide)


Every 3-6 month is necessary to evaluate effectiveness of treatment. If symptoms of asthma can be controlled (absence of symptoms, normal values of spirometry) for at least 3 month, intensity of treatment can be decreased. If symptoms of asthma cannot be controlled, more intensive treatment is required. Before make sure about patient’s compliance to therapy: following doctor’s recommendations, excluding of triggers. For pregnant women is very important to achieve complete control of asthma symptoms, because acute attack can have adverse effect on fetus more than administration of drugs (normal doses).  

Appendix VI:  Hypertension Clinical Practice Guideline

Code I10

Medicine Treatment:

	Drug 
	Dosage

	Diuretics:

Hydrothiazide

Indapamide


	12.5-25 mg daily (morning)

2.5 mg daily (morning)

	Beta-Blockers:

Atenolol


	25-50 mg twice daily

	Calcium Antagonists:

Nifedipine Retard

Verapamil

Verapamil Retard

Amlodipine


	20 mg twice daily

80 mg 3 times a day

120 mg twice daily

5-10 mg daily 

	ACE Inhibitors:

Captopril

Enalapril


	25-50 mg twice daily

5-10 mg twice daily

	Alpha-Blockers:

Prazosin 


	1-10 mg twice daily

	Agents of central:

Clonidine
	0.075-0.15 mg 2 or 3 times a day
























































































































































































































































































































































� Jakab, Kutzin, et al. 2005.  “Evaluating the Manas Health Care Reforms (1996-2005): Focus on Health Care Financing”.  WHO-DFID Health Policy Research Paper No.31. � HYPERLINK "http://eng.hpap.med.kg" ��http://eng.hpap.med.kg� 


2 HBS-2000, KIHS-2004 based on nationally representative household survey with 18,690 respondents.  (For more details about calculations, see WHO-DFID HPAP PRP #28 downloadable from � HYPERLINK "http://hpap.med.kg" ��http://hpap.med.kg�) 








