[image: image9.emf]ОсОО "Украина-Фарм"

32,0%

3 аптеки

ОсОО "Азат-Фарм"

50,1%

7 аптек

АО "Аптека №155"

59,0%

4 аптеки

ОсОО "Эрай"

57,1%

2 аптеки

АООТ "Фармация"

52,8

3 аптеки

ЧП "Соколова"

62,9%

3 аптеки

ОсОО "Фарм-Центр"

46,5%

9 аптек

ОсОО "Неман-Фарм"

22,8%

15 аптеки

ОсОО "Галлен-Фарм"

39,1%

2 аптеки

АО "Аптека №6"

55,0%

1 аптека

ЧП "Осмоналиева"

62,0%

1 аптека

ОсОО "Коктом"

65,0%

2 аптеки

0,0

10,0

20,0

30,0

40,0

50,0

60,0

70,0

80,0

0 2 4 6 8 10 12 14




Manas Health Policy Analysis Project

Policy Research Paper No. 41


Contracting mechanism to improve access to essential drugs – the Kyrgyz Outpatient Drug Benefit

(DRAFT FOR DISCUSSION)

Ainura Ibraimova
, 

Ninel Kadyrova
,

 Melitta Jakab

Manas Health Policy Analysis Project  ( 1 Togolok Moldo Street , 72045 Bishkek, Kyrgyz Republic

Phone: 996 (312)660-438 ( Fax: 996 (312) 663-649 (Email: moh@manas.elcat.kg
Abstract
In 2000, the Mandatory Health Insurance Fund (MHIF) of the Kyrgyz Republic introduced an Outpatient Drug Benefit (ODB) for the insured population.  The objective of the drug benefit was to improve population access to essential drugs.  Insured patients may purchase prescribed drugs at lower prices and MHIF reimburses the difference between retail price and the amount covered by patient to contracted pharmacies on a retrospective basis. The list of drugs receiving subsidy initially included 37 generic names which were selected based on a number of criteria.  Contracts play crucial role as the mechanism to allocate resources for the outpatient drug benefit.  In an environment of limited trust in government, contracts are also important to ensure that the public–private partnership is indeed working and contracts enhance the trust between the MHIF and private pharmacies that retroactive reimbursements will indeed be made.  The ODB has improved geographic access to drugs for the management of primary care sensitive conditions and has led to greater affordability.  This article provides a detailed description of interaction mechanisms between MHIF and private pharmaceutical companies as well as assessment of strengths and weaknesses. 

1 Introduction 

This paper discusses the experience of the Kyrgyz Republic with the introduction of the Outpatient Drug Benefit (ODB) of the Mandatory Health Insurance Fund (MHIF).  The ODB was introduced gradually during 2000-03 with the aim of improving physical and financial access to high quality drugs.  The implementation of the ODB is the first large scale public-private partnership in the Kyrgyz health sector.  This partnership was operationalized through the effective use of a contacting mechanism between the Mandatory Health Insurance Fund and private pharmacies.  This paper discusses the experience of the Kyrgyz Republic with this public-private partnership and the use of contracts in improving access to drugs.  The paper is structured as follows.  Section 2 describes the policy context that motivated the introduction of the ODB.  Section 3 presents the design of the program including details of the contracting mechanism.  Section 4 discusses the impact of the program on drug prices and access.  Section 5 concludes with lessons learnt.       
2 Policy context 
The Kyrgyz Republic is a small post-Soviet state in Central Asia with mountainous rugged terrain and a total population of slightly over 5 million people.  Since 1991, after declaration of independence, the country has encountered significant economic and social difficulties.  Despite economic reforms, per capita incomes have not yet recovered their pre-transition level and poverty rates have remained high at 46% in 2004.   
During the transition period, many dimensions of health system performance suffered in part due to structural problems inherited from the Soviet health system and in part due to lack of government funding.  The share of public spending on health as percent of GDP reduced almost twice during the first decade of transition.  This has led to deterioration in financial protection and access to care.  Survey findings suggest that share of population for which health services are not accessible has increased especially in rural areas and remote mountainous areas. Some respondents reported that due to high costs and unpredictability of treatment related expenses they did not seek health care services. Surveys of 1994 and 2000 indicated significant growth of informal payments
. As the public budget declined dramatically, providers continued providing treatment by asking patients to pay for various aspects of their care including drugs, medical supplies, non-medical supplies as well as payments to personnel.  
To address these problems, a systematic reform program was introduced changing a diverse range of health system functions such as health care financing, organization of service delivery, and stewardship.  The reform program was called National Health Care Reform Program “Manas” and its implementation spanned over ten years (1996-2005).  In the context of the reforms, the Kyrgyz Republic implemented the following main structural changes to the health system: 
(i) Introduced a purchaser-provider split by the establishing the Mandatory Health Insurance Fund (MHIF) in 1997, gradually increased the volume funds channeled through it including the pooling of general tax revenue from 2001, and developed a State Guaranteed Benefit Package regulating entitlements;

(ii) Developed the MHIF as a proactive strategic purchaser in the health system and replaced previous historical line-item budgets with output and population based payment mechanisms (capitation in outpatient care and case-based payment for hospital care) to increasing the efficiency of resource allocation mechanisms; 
(iii) Restructured the health service delivery system by downsizing the hospital sector and reorienting patient flows to primary health care in order to achieve efficiency gains; 

(iv) Improved the quality of health services on the basis of evidence-based medicine principles; 
(v) Introduced new principles of governance with increased autonomy of health organizations. 
The problems in the area of outpatient drugs were manifold.  The Kyrgyz Republic entered transition with nearly complete lack of drugs available in pharmacies and lack of private pharmaceutical network.  The first step was to make drugs physically available and privatize the pharmacy network for its distribution.  In 1996, country adopted National Drug Policy which anticipated introduction of such regulatory mechanisms such as Essential Drug List, registration of drugs imported to the Kyrgyz Republic, creation of central reference laboratory, licensing of pharmaceutical activity and control of illicit import of smuggled medicines. 
In 1996-99, pharmaceutical crisis was surmounted and availability of drugs improved.  However, high drug prices became the main concern.  In part, this was due to the high purchase price of imported medicines.  In part, this was due to the under-developed nature of the private pharmacy network.  In many areas, monopoly conditions prevailed leading to high mark-ups.  For many, drug prices were not affordable leading to financial access problems and frequently unfilled prescriptions.  The high prices in turn encouraged the emergence of a black market leading to quality problems as there were no controls over the medicines sold.  

Thus, the Outpatient Drug Benefit was primarily designed to improve access to drugs and reduce the financial burden on households associated with health care seeking.  This was to be achieved through a demand-side subsidy which was implemented through lower prices charged to beneficiaries at the point of purchase and retroactive reimbursement of the difference by the Mandatory Health Insurance Fund.  In addition, the program was meant to encourage the development of the pharmaceutical network with the hope that greater supply will lead to greater competition and lower prices for patients.  
An additional objective of the ODB was to shift care out of the hospital sector and increase the effectiveness of primary health care. At the start of transition, hospitalization rate was high by international standards as almost a quarter of the population was hospitalized in any given year.  Unnecessary hospitalizations were high for many conditions that could have been treated at the outpatient level with qualified specialists and appropriate drugs (e.g. anemia, hypertension, ulcer, pneumonia).  Hospitalizing patients with such conditions was not only an ineffective means of improving population health but also wasted the increasingly meager resources of the health care budget.  Thus, it was critical to focus on shifting care from the hospitals to primary health care.  
The design and implementation of such a program is challenging in the context of a post-soviet health system.  First, the pharmacy network was sufficiently under-developed that the potential reach of the program was a main concern.  The partnership developed between the MHIF and private pharmacies for the implementation of the program contributed to the development of the pharmacy network.  Second, charging lower prices to patients and filing for retroactive reimbursement requires that pharmacies trust that they will receive this money from the MHIF.  However, this is the first example of such public-private partnership in the Kyrgyz health system and there are limited examples of public-private partnerships in the wider public sector.  The public sector in many transition economies cannot boast of having the trust of citizens and the private sector.  The role of contracts became an important mechanism supporting the development of this trust as well as the gruel implementation approach lent confidence to the process.    
3 Design and implementation features of the ODB 

3.1 Goals and objectives 

Main goal of the ODB is to improve the efficiency and quality of health care delivered to insured population at outpatient level.  The specific objectives of the ODB are to (i) ensure access for insured population to safe, effective and high quality drugs; (ii) ensure rational use of drugs; and (iii) increase efficiency of resource use and shift emphasis from treatment of patients at inpatient level to treatment of patients at outpatient level.

3.2 Key stakeholders in the program
There are four key stakeholders that shape the design and implementation of the ODB: 

· Mandatory Health Insurance Fund: The MHIF, through its oblast departments, is the purchaser in the system contracting with private pharmacies, reimbursing the pharmacies for selling drugs to entitled patients at a reduced price, and conducting M&E about prescribing and pricing patterns.  
· Pharmacies: The front-line implementers of the program are the private pharmacies contracted by the MHIF selling drugs at reduced prices to beneficiaries and obtaining reimbursement; 
· Health care providers: Family doctors are key stakeholders who prescribe drugs to insured population on a specifically designed prescription form.  Their prescribing habits have a significant impact on the effectiveness, efficiency and equity of the program; 
· Beneficiaries: The beneficiaries of the program are those insured by the MHIF.  Currently, over 80% of the total population of country is insured and is thus entitled to reduced medicine prices.  The insured include those formally employed, children under 16, pensioners, etc.; 

3.3 The contracts between MHIF and providers 
The implementation of the ODB represents the first large scale public-private partnership in the Kyrgyz health sector and this relationship is regulated through the use of contracts.  The pharmaceutical sector was privatized during 1993–94 and thus all pharmacies are now private.  Any legally established pharmacies can express interest in implementing the ODB through submitting an application to the MHIF.  Applicants have to fulfill the following criteria to qualify: 

· License obtained from the Ministry of Health for retail sale of drugs, medical supplies and quasi-pharmaceutical products; 
· Authorization to work with narcotic and psychotropic drugs on the list of controlled substances;
· Availability of the full range of drugs from ODB List of Drugs. 

· Absence of arrears on compulsory tax contributions to the budget; 
· Availability of control cash-registers; 
· Availability of computer; 
· Compliance with pharmacy and dispensing regulations;
The contracts between MHIF (its oblast departments) and pharmacies stipulate the rights and duties of both parties.  Pharmacies are entitled to receiving timely and complete information about changes in the List of Drugs, basic prices for drugs and reimbursement level. Moreover, pharmacies have the right to request timely settlement of accounts for dispensed drugs according to submitted statements. The duties of pharmacies include ensuring availability of full range of drugs on the ODB List of Drugs and observing regulations for drug dispensing practices.  Both parties mutually agreed to include paragraph in the contract according to which providers have a right to refuse to dispense drugs for incorrectly filled prescriptions as the MHIF does not pay for erroneous prescriptions. The contracts also include deadlines for submission of monthly reporting, terms and order of reimbursement for drugs dispensed by pharmacies.  It also stipulates cases when drugs are not reimbursed, i.e., when pharmacy dispenses drugs which do not correspond to prescribed generic drug or brand name or when codes of dispensed drugs are inconsistent with codes of prescribed drugs. Rights and duties of the MHIF are mirror representation of the rights and duties of providers. 
3.4 The List of Drugs 
One of the main challenges of the program was to form the List of Drugs subject to subsidy.  The choice of drugs would influence the impact of the program on reducing hospitalization rates as well as on improving affordability.  There were several factors that informed the decision what drugs to include into the subsidized list of drugs for the ODB.  First, implementation of information technologies at the PHC level in pilot regions allowed analysis of the care-seeking pattern and the structure of drugs prescribed by primary care physicians including most frequently demanded and prescribed drugs and their cost to patients.  Second, in 1998 the MHIF launched interventions for primary care sensitive conditions such as hypertension, stomach and duodenal ulcer, bronchial asthma and iron-deficient anemia and later added acute respiratory diseases and intestinal infections in children. These interventions involved development of clinical guidelines and training of primary care physicians in the appropriate treatment in these methods with the objective of increasing their task profile and expanding their scope of work in order to reduce unnecessary hospitalizations.  Drugs for the treatment of these conditions were included in the ODB as a means of encouraging treatment at the ambulatory level.  Third, analysis of hospital admissions structure showed high hospitalization rate for chronic obstructive lung diseases and pneumonia and this further informed the list of drugs. 
Consultative meetings with pharmaceutical companies were key for the expansion of the List of Drugs and revision of basic prices (see below).  In 2000, the ODB List of Drugs consisted of 37 generic drugs. Later, along with development of clinical protocols and expansion of list of monitored primary care sensitive conditions the number of generics gradually increased up to 54 in 2002 and 74 in 2006. 

3.5 Calculation of reimbursement level for drugs under ODB 
The MHIF subsidy is determined as a flat som
 amount on the basis of reference prices or so called basic prices. Basic prices for drugs are calculated on the basis of Daily Defined Dose (DDD) taking into account drug form and dosage.  The MHIF subsidy is calculated so that it is 50% of the basic price and patient cost sharing makes up the other 50% of the basic price.  Since pharmacies add a mark-up to the basic price depending on the location, transport costs and market conditions and the actual price patients pay can deviate around the 50% of the sales price.  

Table 1 below illustrates the pricing mechanism of the ODB for a selected drug.  The three different pharmacies selected for this example apply different mark-up to the basic price leading to a price range of 29.3-35 soms without subsidy.  The MHIF subsidy for this drug is 17 soms which regardless of the location and price of the purchased drug.  This subsidy scheme provides an incentive for patients to search for the lowest cost pharmacies and this encourages competition and increases efficiency.  
Table 1.  Pricing under the ODB 
	
	Total price w/o prescription
	ODB subsidy
	Patient co-payment

	Pharmacy #1
	34.55
	17.00
	17.55

	Pharmacy #2
	29.30
	17.00
	12.30

	Pharmacy #3
	35.00
	17.00
	18.00


3.6 Implementation arrangements 

The features of the ODB were piloted in the capital city and nearby rayon in 2000.  The scale of the pilot was very small involving 7 pharmacies and 32 primary health care providers.  The experience of the pilot and the refinement of the design allowed scaling up and rolling out the program over the next 3 years country-wide.  Table 1 shows the schedule of the roll-out.  The roll-out out progressed to two additional oblasts per year following the pace of the overall health care financing reforms.  By 2004, the ODB was functional across the country.   (Table 2)  
Table 2. Implementation stages of the ODB 
	Year
	Implementation stages
	Comments to implementation stages of MHI ODP in the Kyrgyz Republic

	1999
	Program design 
	Program design  

	2000
	Pilot  
	Pilot launched in August 2000 in Bishkek city and in November 2000 in one rayon of Chui oblast 

	2001
	1st stage of roll-out
	Roll-out to Chui and Issyk-Kul

	2002
	2nd stage of roll-out 
	Roll-out to Naryn and Talas

	2003
	3rd stage of roll-out 
	Roll out to Jalalabat, Batken and Osh

	2004
	ODB is operational country-wide 

	2005
	ODB is operational country-wide 

	2006
	Refinement of program design 

· Introduction of coefficients for remote and difficult to access regions to compensate for higher transport costs 

· Introduction of further exemptions for disadvantaged population 


The pilot and phased approach was necessary to gain confidence in the contracting process and developed reporting mechanisms.  In particular, it allowed testing of the prescription form and refinement of the data-base.  The number of contracted pharmacies increased steadily every year.  In the pilot year, only 7 pharmacies were involved and by 2006, the number of pharmacies participating in the program has increased to 685.  This meant increasing volume of prescriptions handled through the system as well as increasing resource flows.  As Figure 1 shows that while the 7 pilot pharmacies processed 8,000 prescriptions, the system has 667,900 prescriptions in 2005 with a commensurate increase in the resources allocated to the program.  
Figure 1.  Increasing volume of prescription through the ODB
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Phased roll-out also allowed paying attention to training of primary care physicians.  Training programs focused on rational drug prescription practice, prescription of drugs in Latin language under generic name, correct calculation of course and dose, coding of conditions according to International Classification of Diseases, coding of drugs and correct completion of all fields in prescription form.  Implementation stage was accompanied by monitoring of compliance of diagnosis to prescribed drugs and compliance of prescribed drugs to clinical protocols. 
3.7 Funding of the ODB

Funding allocated to the ODB is decided annually as part of the budget formation process.  Allocations across oblasts are defined on a modified per capita basis reflecting the number of insured population in the oblast.  The per capita rate has been adjusted for demand.  For instance, in 2003 Bishkek (capital city) received 25% greater per capita allocation for the ODB than the rest of the country.  This regional inequality was noted and as the program began to function nation-wide, the per capita allocation for the other regions was increased.  However, the increase has not yet been fully funded.  Cross-oblast equalization in funding for the ODB is one of the outstanding challenges for the future.  
3.8 MHIF monitoring mechanisms

The MHIF has placed a great emphasis on monitoring on a continuous basis and evaluate the effect of the program.  Continuous monitoring is facilitated by the information contained in the prescription forms that are channeled to an electronic database.  All drugs subsidized through the ODB are prescribed on a specifically designed prescription form.  The prescription form contains an identifier for the prescribing physician, for the medication prescribed, the suggested form of drug, dosage, course dosage, the price of the drug, the subsidy of the MHIF and the price paid by the patient.  

MHIF publishes a Directory of Drugs on regular basis in order to simplify calculations. It is sufficient for a physician or pharmacist to find a line with wanted drug and from this line write down codes of drugs and then determine amount for reimbursement by MHIF depending on quantity of procured units of drugs. 

The prescription form consists of three carbon copies.  One copy of the prescription is kept in FGP where the medication is prescribed, and complied into an electronic database at the rayon FMC level on a monthly basis and reported to the TD MHIF.  The two other copies are given to the patient.  The patient turns both copies in to the pharmacy upon filling the prescription.  One of these copies remains in the pharmacy and the third copy together with receipt is submitted to MHIF TD.  

The TDMHIF compares reports received from the FGP on prescribed drugs and from pharmacies on dispensed drugs.  Reported data on issued prescriptions from FGP’s comes before the pharmacies report on dispensed drugs.  MHIF TDs verify necessary elements of prescriptions for compliance through information systems and then prepare reports according to which they reimburse pharmacies for dispensed drugs. MHIF TDs notify FGPs on volumes of actually used resources on quarterly basis. Payment to pharmacies is executed after verification of prescriptions in databases on the basis of automatically prepared reports.
The accuracy of the database is ensured by strict adherence to the rule that only fully filled and coded prescriptions are reimbursed by the MHIF.  Thus, the MHIF has the right by contract (see above) not to pay for incorrectly or incompletely paid prescriptions.  In the early stage of implementation, pharmacists were often negligent in completing fields such as “Amount paid by patient” and “Amount for reimbursement”.   However, as the MHIF did not reimburse for such prescriptions, reporting discipline has significantly improved.  Pharmacy workers now regularly verify the accuracy of the prescription completed by the physician.  In case of errors, pharmacies can refuse to fill prescriptions and send the patient back to the physician for revision of the form.  This system gives strong incentives for all parties to complete prescriptions with all fields and leads to an accurate and high quality data-base for monitoring purposes.  

This reporting system feeds a rich database that allows monitoring of the following indicators: 

· # of prescribed medicines by oblasts, by pharmacy, by FGP, etc. and ABC analysis by group of drugs

· # of medicines prescribed and sold as generics and the share of generics in prescriptions and sales 
· share of brand name prescriptions and why they were prescribed instead of a generic

· prices of drugs and the share of patient co-payment

· utilization of ADP by different groups of the population

· # of prescription that were not reimbursed because of differences between
 retail and reference prices and part paid by patient were wrong

4 Results 

The previous section highlighted that the ODB has been successfully launched abnd rolled out all ove the country without major implementation problems.  In this section, we show that the program has had a significant impact on its initial objectives.  In section 4.1 we show improvement in geographic access to drugs.  In section 4.2 we present price trends and show improvement in the affordability of drugs.  In section 4.3 we discuss the use of generics and appropriate prescription practices.  
4.1 Geographic access 

The introduction of the ODB has stimulated the development of the pharmacy network around the country benefiting both urban and rural areas.  In the initial stage of the program, there were concerns that the program would only work in large cities and pharmacies working in rural areas would not be interested in participating due to the high fixed costs associated with entering the program (e.g. computers, cash register, etc) and stringent reporting requirements.  These concerns turned out to be unfounded and by 2004 most rural areas of the country were included in the contracted network of pharmacies.  Figure 2 illustrates that the number of medicines sold within the ODB in rural areas exceeds the number of medicines sold in urban areas in the same proportion as rural population exceeds urban population.  
Figure 2. Utilization of medicines in urban and rural areas, 2004 
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Despite significant progress in improving geographic access to medicines, 121 villages are without pharmacy or pharmaceutical points although they have a functioning primary care facility.  Most of these population points are located in remote and mountainous areas with low-income population groups.  In these areas, private pharmacies find it unprofitable to launch a business given the low level of demand and high operating costs (e.g. transport).  In these villages, people purchase drugs from drug peddlers on bazaar days at questionable quality or on the occasions when they travel to bigger population centers for other business.  Further improvement in access to quality medicines in these areas will require innovative solutions such as the involvement of NGO’s or some other form of public-private partnership that allows reducing start-up and operating costs.  
4.2 Affordability 

The introduction of the ODB has led to reductions in the price level for included medicines.  As an example, Figure 3 shows price trend for atenolol (for management of hypertension).  Prices reduced more than twice during the period of 2001 to 2004. Prices remain the lowest in Bishkek, Chui and Osh as these three oblasts have high population density, large population centers and low transport costs.  The price in other oblasts is significantly higher.  At the same time as the ODB was introduced prices have been dropping dramatically.  For most drugs, price variation has also reduced.  

Figure 3. Trends in retail prices of atenolol 
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Note: per unit, 50 mg tablets
Market structure affects the prices leading to lower prices in urban areas especially in the capital city in Bishkek where competition among pharmacies is great.  Prices are significantly higher prices in remote rural areas where monopoly conditions and high transport costs lead to significant mark-ups.  The population in rural areas is poorer, however, leading to some inequalities in access to medicines.  To address this situation, the MHIF is developing adjusters to the per capita allocation such that subsidies in remote areas are greater to compensate for high transport costs.  Increasing the subsidy for rural areas is expected to reduce prices in the future for this population.  
Prices and market structure have been affected not only by competitive forces but also by the purposeful dialogue the MHIF has been conducting with providers.  For instance, the private sector has expressed support and showed patience when the MHIF experienced temporary funding problems in 2002–2003.  Several joint meetings and conferences were conducted with pharmaceutical providers, especially at the initial stages of implementation.  The MHIF has used analysis of the compiled database on price-variation.  Pharmacies whose prices were significantly higher than the average responded by cutting the price whereas some providers that originally had lower prices on drugs increased them.  This information enabled reducing price variation for many drugs.  For instance, the price of saulbutamol inhaler in the highest price oblast was 13 times that of the lowest priced oblast prior to the introduction of the reforms.  This variation reduced to about 15-35%

In addition, dialogue and data analysis of price patterns presented by the MHIF has affected the structure of the pharmacy market.  The MHIF showed pharmacies the observed relationship between sales prices and the scale of the pharmacy network.  More extensive pharmacy networks with more pharmacies were able to take advantage of economies of scale and charged lower prices.  (Figure 4) This information encouraged development of larger pharmacy networks which became more active in all regions of the country.  
Figure 4. Relationship between price and scale of pharmacy network 
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4.3 Rational drug prescription practices
The program has been successful at encouraging the use of generics.  In the Kyrgyz context, generic drugs cost on average 28% less and in some regions 35 – 37% less than brand names of drugs.  (Figure 5)  Since drugs are prescribed by generic name only, it is possible for pharmacists to have substantial effect on patient choice of drug. The share of drugs prescribed by generic names increased from 86% in 2002 to 91.3% in 2005.  In part, this is due to the requirement that physicians prescribe drugs using their generic names unless there is a good reason for recommending brand-name drugs and this reason must be included in the prescription form.  In part, this is due to the development of guidelines and intensive training that was provided to primary care staff on the use of guidelines.  Correspondingly, the share of generic drugs purchased by patients also increased from 89.2% in 2003 and 91.6% in 2005.  This suggests that pharmacists follow physicians prescriptions and do not replace generics for brand-name drugs.  These trends were observed in both urban and in rural areas.   Similar trends were observed both in urban and rural areas. 

Figure 5. Average cost of drugs purchased under generic and brand names, 2003, KG Soms 
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5 Conclusions and lessons learnt
The Outpatient Drug Benefit introduced in the Kyrgyz Republic is founded on principle of contract-based interaction of public and private health sectors. It is an outstanding example of the effective use of market mechanisms for supporting the implementation of the National Drug Policy.  The aims of the program were to increase population access to safe high-quality drugs, support to evidence-based medicine principles and improve the quality of health services. 
The range and volume of drugs sold under the ODB expanded significantly during the years of program implementation. This has led to a decline in outpatient drug price levels.  At the same time, population demand of generics has been growing since they are more affordable in terms of price to majority of population. 
The introduction of the ODB contributed to the development of pharmacy network especially in rural areas, although, in some remote and small villages population still doesn’t have access to drugs because creation of pharmaceutical outlets is not cost-effective. 
The ODB promotes increase of affordability of drugs for population especially for primary care sensitive conditions, focuses on reduction of financial burden of population in case of health problems and represents real alternative for inpatient treatment. 
Processing of all types of data from prescription forms in information systems allows analysis at any level – at the level of health organization, at the level of individual pharmacy or pharmaceutical provider, at the level of individual region and country as a whole. This increases effectiveness of program management. 
The ODB combined with quality monitoring of delivered services serves as a powerful tool for improving effectiveness of primary health care. 
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