[image: image8.wmf] 

 

                    

HE

RA

 

      

HEALTH  RESEARCH  FOR ACTION

    

.

 

 

 



[image: image8.wmf]
Review of the Accredited Drug Dispensing Outlets (ADDO) 

Roll out Programme in Tanzania

Final Report
16 March 2006

Table of contents

81.
Executive Summary


122.
Introduction


122.1.
DLDBs


122.2.
The ADDO Pilot programme in Ruvuma


132.3.
The ADDOs Roll Out Programme Review


132.3.1.
Objectives


132.3.2.
Methodology


142.3.3.
Structure of the report


15Part 1 Context


153.
General Context


153.1.
Macroeconomic context and trends


163.2.
Poverty Reduction Strategy (PRS), National Strategy for Growth and Poverty Reduction (NSGPR), and Medium Term Expenditure Framework (MTEF)


163.2.1.
Poverty Reduction Strategy


163.2.2.
Medium Term Expenditure Framework (MTEF)


173.2.3.
National Strategy for Growth and Reduction of Poverty (MKUKUTA)


173.2.4.
Public Private Partnership


174.
Health Sector Context


184.1.
Health Status and Profile


184.2.
Health Sector Infrastructure


194.3.
Health Sector Reforms (HSR)


204.4.
Health Sector Expenditure


204.5.
Public Private Partnership


214.6.
The Private Pharmaceutical Sector


22Part 2 Assessment of the ADDO Pilot Phase in Ruvuma Region


225.
Objectives, strategy and components of the ADDOs Pilot Phase


236.
Field Visits: Main Findings


236.1.
Methodology


246.2.
Findings


246.2.1.
Availability of tracer medicines


256.2.2.
Selling prices of Tracer Medicines (Affordability)


276.2.3.
Quality of Medicines


276.2.4.
Quality of Dispensing Services


286.2.5.
The Decentralised Inspection System


296.2.6.
Demand Side: Customers’ Views


297.
ADDOs Business: Financial Analysis


348.
Challenges


348.1.
Consistency / Relevance


358.2.
Efficiency / Effectiveness


358.3.
Financial sustainability


368.4.
Institutional Sustainability


378.5.
Affordability and Equity


378.6.
Gender Issues


38Part 3 ADDOs Roll Out Programme


389.
ADDOs Roll Out Programme: Process and Budget


399.1.
Process, Timeframe and Workload


399.1.1.
Process


409.1.2.
Timeframe and Workload


419.2.
Indicative Budget


459.3.
Sources of funds and cost sharing


469.4.
Recommended next steps


4710.
Conclusions


4911.
Annexes


4911.1.
Terms of Reference


5311.2.
People met


5511.3.
List of Documents


5811.4.
List of Tracer Medicines and their Indication




List of Tables

15Table 1Trends in Selected Macroeconomic Indicators: 1996-2003


18Table 2 Health Indicators as per DHS 2004/2005


18Table 3 Number and distribution of health facilities by ownership (2000)


20Table 4 Total health expenditure in Tanzania, FY99 – FY04 (TSh billion)


20Table 5 Spending by MOH department on drugs and supplies, FY02 - FY05 (TSh m)


23Table 6 ADDOs, pharmacies, wholesalers and health facilities visited in Ruvuma region.


24Table 7 Availability of Tracer Medicines in ADDOs, PHF, FBHF and PPh.


25Table 8 Average selling prices of the Tracer Medicines (in TSH).


26Table 9 Disparity of ADDOs selling prices of several Tracer Medicines (in TSH).


26Table 10 Comparison of rural and urban ADDOs average selling prices of Tracer Medicines (in TSH).


29Table 11 Monthly Income Statement for 53 ADDOs (TSH)


30Table 12 Minimum and maximum monthly sales and expenses (TSH)


30Table 13 Annual average income statement by group of ADDOs (TSH)


31Table 14 Return on Investment (ROE) and Return on ‘Equity’ (ROI)


32Table 15 Extrapolation country wide (US$)


34Table 16 ADDOs vs. National Policy


43Table 17 Indicative investment budget for the roll out phase (5000 ADDOs implemented in 5 years) (TSH million)


44Table 18 Indicative investment budget for 1 year (1000 ADDOs) broken down by account (TSH million)


44Table 19 Indicative recurrent budget (5000 ADDOs implemented in 5 years) (TSH million)


45Table 20 Revised investment budget and proposed cost sharing


46Table 21 Recurrent budget and proposed cost sharing




Table of Figures

32Figure 1 RoE and RoI per ADDO


39Figure 2 ADDOs implementation process


40Figure 3 ADDOs implementation process amended




List of Abbreviations

	ADDO
	Accredited Drug Dispensing Outlets

	AIDS
	Acquired Immuno-Deficiency Syndrome

	ANC
	Ante-natal care

	ARI
	Acute respiratory infections

	ART
	Anti retroviral treatment

	ARV
	Antiretroviral drugs

	BF
	Basket Fund

	CBO
	Community Based Organisation

	CHBF
	Council Health Basket Fund

	CHF
	Community Health Fund

	CHMC
	Community Health Management Committee

	CHMT
	Council Health Management Team

	CHP
	Council Health Plan

	CMR
	Child Mortality Rate

	CODS
	Cost of Drugs Sold

	COGS
	Cost of Goods Sold

	CSD
	Civil Service Department

	CSO
	Civil Society Organisations

	CSSC
	Christian Social Service Commission (National organisation of church-based health care systems)

	DANIDA
	Danish International Development Assistance

	DC
	District Council 

	DDH
	Designated District Hospital

	DED
	District Executive Director

	DES
	Dar Es Salaam

	DHB
	District Health Board

	DHMT
	District Health Management Team

	DKK
	Danish Krone

	DLDB
	Duka La Dawa Baridi ("Cold Drugs Shop")

	DLDM
	Duka La Dawa Muhim ("Essential Drugs Shop")

	DLG
	Director Local Government (in PO-RALG)

	DMO
	District Medical Officer

	DTC
	Drug Therapeutic Committee

	EDP
	Essential Drug Programme

	EHP
	Essential Health Package

	EU
	European Union

	FP
	Family planning

	FY
	Fiscal Year

	GMP
	Good Manufacturing Practices

	GNP
	Gross National Product

	GoT
	Government of Tanzania

	GTZ
	(Deutsche) Gesellschaft für Technische Zusammenarbeit

	HBC
	Home Based Care

	HIV
	Human Immunodeficiency Virus

	HMIS
	Health Management Information System

	HR
	Human Resources

	HSPS
	Health Sector Programme Support

	HSR
	Health Sector Reform

	HSRS 
	Health Sector Reform Secretariat

	HSSP
	Health Sector Strategic Plan

	IEC
	Information Education & Communication

	IFMS
	Integrated Financial Management System

	IMR
	Infant Mortality Rate

	LA
	Local Administration

	LG
	Local Government

	M&E 
	Monitoring and Evaluation

	MCH
	Maternal and Child Health

	MDG
	Millennium Development Goals

	MEDA
	Mennonite Economic Development Associates

	MMR
	Maternal mortality rate

	MoH
	Ministry of Health

	MSD
	Medical Stores Department

	MSH
	Management Sciences for Health

	MTEF
	Medium Term Expenditure Framework

	NDP
	National Drug Policy

	NEDLIT
	National Essential Drugs List of Tanzania

	NGO
	Non-Governmental Organisation

	OPD
	Out Patient Department

	PB
	Pharmacy Board

	PE
	Personnel Emolument

	PER
	Public Expenditure Review

	PHC
	Primary Health Care

	PORALG
	President’s Office Regional and Local Government

	POW
	Programme of Work

	PPS
	Private Pharmaceutical Sector

	PRSP
	Poverty Reduction Strategy Paper

	RC
	Regional Commissioner

	RDE
	Royal Danish Embassy

	RDU
	Rational Drug Use

	RHMT
	Regional Health Management Team

	RHST
	Regional Health Support Team

	RMO
	Regional Medical Officer

	RoE
	Return on Equity

	RoI
	Return on Investment

	SEAM
	Strategies for Enhancing Access to Medicines Program

	SHC
	Secondary Health Care

	STD
	Sexually Transmitted Diseases

	STG
	Standard Treatment Guidelines

	SWAp
	Sector Wide Approach

	TA
	Technical Assistance

	TACAIDS
	Tanzania Commission for HIV/AIDS

	TB
	Tuberculosis

	TBA
	Traditional Birth Attendant

	TEHIP
	Tanzania Essential Health Intervention Project

	TFDA
	Tanzanian Food and Drug Authority

	ToR
	Terms of Reference

	ToT
	Training of Trainers

	TRA
	Tansania Revenue Authority

	TSH
	Tanzanian Shillings

	U5MR
	Under five year mortality rate

	URT
	United Republic of Tanzania

	USD
	United States Dollar

	VCT
	Voluntary Counselling and Testing

	WHO
	World Health Organisation 


The review of the ADDOs roll out programme was executed by:

· Mr Marc Réveillon, health economist, team leader

· Ms Marianne Schurmann, pharmacist

· Dr Godwin D. Mjema, economist (Director Economic Research Institute)

· Mr Bryceson Kibassa, pharmacist

· Mr Hamza Mkai, economist

The review team is very grateful to Mr Emmanuel Alphonse (resource person TFDA – ADDOs programme coordinator) who organised and facilitated the whole mission.

The review was conducted at the national level from 5 to 13 January and from 22 to 25 January, and in the 5 districts of the Ruvuma region from 14 to 21 January. A debriefing session attended by more than 30 key stakeholders (from TFDA, MoH, WHO, NHIF, MSH, MEDA, Technical Cooperation and Donors) was organised at the end of the mission to discuss the preliminary findings and recommendations. 

A word of appreciation and thanks is due to the national, regional and district (health) authorities, to the ADDOs owners and dispensers, and to the many staff in health facilities for their warm welcome, time and patience in explaining their work, their achievements and their constraints.

The content of this report is the responsibility of the Consultant only. 

1. Executive Summary

In 2002 The Ministry of Health through the then Pharmacy Board (replaced in 2003 by the Tanzania Food and Drugs Authority – TFDA) embarked on strategies to address prevailing problems with DLDBs within the framework of the Strategies for Enhancing Access to Medicines (SEAM) Programme, funded by the Bill and Melinda Gates Foundation. With technical assistance from Management Sciences for Health (MSH) the Accredited Drug Dispensing Outlet (ADDO)
 Programme was developed and implemented as a pilot in Ruvuma Region. The goal of the ADDOs programme is to improve access to affordable, quality medicines and pharmaceutical services in retail drug outlets in rural or periurban areas where there are few or no registered pharmacies. The main strategy of the Programme consisted of the transformation of existing DLDBs into ADDOs where drugs can only be dispensed by trained and certified dispensers in premises that comply with defined standards. In addition, the inspection of ADDOs was to be decentralised to districts and wards to enable efficient enforcement of regulations. To date 167 ADDOs are operating in Ruvuma region, and DLDBs do not exist anymore; 337 dispensers and 177 owners were trained in 4 training courses over the pilot programme period. The MoH decided to expand the ADDOs system to cover all the regions in the country.
Ruvuma pilot programme assessment

The ADDO programme as piloted in Ruvuma region is, in principle, relevant for and consistent with the current government priorities and policies. In addition, the decentralisation of inspection activities from TFDA at national level to DDTCs and wards at district level is fully supporting the government’s decentralisation policy.

In Ruvuma region ADDOs do increase access by the population to quality essential medicines, which is otherwise constrained by insufficient availability of medicines in public health facilities, and sometimes long distances between communities and health care providers. Timely life saving treatment for e.g. Malaria can therefore more easily be provided and a decrease in mortality could be expected. However, the availability of some medicines most essential for addressing health needs that are expected to have a large impact on maternal and child health (e.g. Ferrous sulphate, Folic acid, and Vitamin A tablets) is not yet optimal: in this regard, the prevention role of DLDMs could be improved.

A brief financial analysis on a sample of ADDOs shows that ADDOs stand for good and sustainable business, although there is a large disparity (in terms of sales volumes) among them. 

Challenges

Some stakeholders have raised concerns regarding the insufficient qualification of DLDM dispensers to always correctly advise patients on the appropriate prescription for their health problems
. These concerns relate mainly to the dispensing on Part I drugs without a prescription by a health professional. Consequences would include delay of correct treatment, extended disease duration, and increasing resistance to antibiotics.

Although affordability was one of the pilot programme’s objectives, strategies to achieve this objective were not implemented: contrary to what was initially anticipated the CHF does not play an important role in the region
. Moreover there is no evidence that ADDOs improve accessibility and affordability for vulnerable groups (very poor population). The Programme was supposed to prioritise establishment of DLDMs in underserved areas thereby addressing inequitable geographical access to basic pharmaceutical services. There are some indications that this is not always done effectively. 

The decentralised inspection scheme, while increasing efficiency by making use of local staff, appears not to be as effective as anticipated. While TDFA inspection capacity considerably increased in the Ruvuma region, necessary follow up and action as recommended by the inspectors is not always provided by the districts as foreseen. This has a negative impact on the quality of the services provided at the DLDMs. From the little experience gained during the field visit, and limited by the fact that Ruvuma region still receives financial and technical back up from MSH, it is difficult to judge whether the decentralised inspection functions are already sufficiently institutionalised to ensure reliable and sustained enforcement of applicable regulations. It appears that considerable support and supervision from national level to RDTCs and DDTCs will be required for some time.

Another source of funding for inspection related activities is the dedicated account held at the DDTC. Currently, funds for these accounts are provided by MSH. From July 2006 these accounts will depend on income from accreditation / license fees (70% of fees collected), which will not be sufficient to cover inspection related costs (mainly allowances for DDTC members and ward inspectors, transport, and fuel). The ability of TFDA to top up these accounts appears to be restricted. It might be complicated to transfer district funds earmarked for inspection activities in the comprehensive health plans to the DDTC account. It is thus not sure at the moment, how inspection activities will be funded after MSH support ends, and whether available funds will be sufficient. However it is anticipated that some initiatives will be taken to incorporate inspection activities into District Council annual workplan and budget/MTEF.
Some stakeholders considered that the content of the marketing and advertising campaigns put too much emphasis on DLDMs being the best place to go for any health problem. In their view that might create the adverse effect of patients not seeking professional help in time. Although this does not represent the majority viewpoint, it is recommended to take into account these concerns during the design of the advertising campaign for the roll out phase.
The ADDOs financial profitability cannot be the unique rationale for determining the potential cost-sharing (owners and dispensers) level for implementation costs. The owners ‘willingness to pay’ assumption should be based on the incremental profitability generated by the businesses as a result of the ADDO intervention. However, the move from quasi-informal sector to formal (and advocated) sector gives owners (and their suppliers –the wholesalers-) great tangible and intangible benefits that they should be ready to contribute for.

Review of the roll out programme

Process and timeframe. The roll out process has been divided into (1) an implementation phase (mapping -including inspection for pre-accreditation-, IEC, promotion and advocacy, training, and evaluation –including final inspection for accreditation) which constitutes the real investment, and (2) a follow up phase (monitoring, supervision, and audits) that forms the bunch of recurrent activities. 
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All the regions will have to be covered within a timeframe of 4 to 5 years (1,000 to 1,500 ADDOs per year). There will be no other option than organising and institutionalising the trainings at the Zone level (Zone Training Centres). Some Technical Assistance might be needed to support TFDA and MoH in organising and institutionalising the training. The Review Team strongly recommends that TFDA (a) recruits a minimum of 6 new staff, and (b) involves more intensively the regional and district staff (RHMT, DHMT, RDTC and DDTC) in the mapping, supervision and training activities.

Budget. To be consistent with the revised process described in the section above, the roll out budget has been divided into an investment and a recurrent budget. The total investment cost represents US$ 14.11 million (an average of US$ 2,822 per ADDO). As training is the key component of the programme and the first condition for its success and impact, the review team strongly recommends not trying to reduce the training costs at the expense of the quality. A real institutionalisation of the training might even increase the cost of this component.

Investment budget

	
	
	
	Number of ADDOs implemented
	

	
	
	
	1,000
	1,000
	1,000
	1,000
	1,000
	5,000
	

	
	
	TSH Million
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total
	%

	Investment cost
	
	
	
	
	
	
	

	
	Mapping
	57.13
	57.13
	57.13
	57.13
	57.13
	285.63
	1.8%

	
	Advocacy Workshops
	223.88
	223.88
	167.91
	125.93
	94.45
	836.03
	5.2%

	
	Study Tour
	27.75
	27.75
	20.81
	15.61
	11.71
	103.63
	0.6%

	
	IEC
	724.00
	724.00
	539.25
	404.44
	303.33
	2,695.02
	16.6%

	
	Promotion by the media
	63.65
	63.65
	47.74
	35.80
	26.85
	237.69
	1.5%

	
	Selection of dispensers
	57.00
	57.00
	57.00
	57.00
	57.00
	285.00
	1.8%

	
	Training
	1,990.70
	1,990.70
	1,990.70
	1,990.70
	1,990.70
	9,953.50
	61.3%

	
	Final inspection of DLDM
	41.50
	41.50
	41.50
	41.50
	41.50
	207.50
	1.3%

	
	Launch programme
	134.75
	134.75
	134.75
	134.75
	134.75
	673.75
	4.2%

	
	Monitoring/Auditing
	68.53
	68.53
	68.53
	68.53
	68.53
	342.65
	2.1%

	
	Supervision after launch
	28.50
	28.50
	28.50
	28.50
	28.50
	142.50
	0.9%

	
	Evaluation workshop (stakeholders)
	92.00
	92.00
	92.00
	92.00
	92.00
	460.00
	2.8%

	
	Recruitment of new TFDA Staff
	5.88
	
	
	
	
	5.88
	0.0%

	
	Total investment cost
	3,515.26
	3,509.38
	3,245.81
	3,051.88
	2,906.44
	16,228.78
	100.0%

	
	In US$ Million
	3.06
	3.05
	2.82
	2.65
	2.53
	14.11
	

	
	In US$ per ADDO
	3,057
	3,052
	2,822
	2,654
	2,527
	2,822
	


The Year5 total recurrent costs (that could be considered as the baseline for the following years, when all the ADDOs will be implemented) represent US$ 0.93 million (US$ 187 per ADDO). 

Recurrent budget

	
	
	
	Number of ADDOs implemented
	

	
	
	
	1,000
	2,000
	3,000
	4,000
	5,000
	5,000
	

	
	
	TSH Million
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total
	%

	Recurrent cost
	
	
	
	
	
	
	

	
	Operating costs (forms, station., etc.)
	175.00
	195.00
	215.00
	235.00
	255.00
	1,075.00
	29.2%

	
	Monitoring/Auditing
	37.40
	74.80
	112.20
	149.60
	187.00
	561.00
	15.2%

	
	Inspection
	60.00
	120.00
	180.00
	240.00
	300.00
	900.00
	24.4%

	
	Follow up
	51.00
	102.00
	153.00
	204.00
	255.00
	765.00
	20.8%

	
	National Steering Committee meetings
	29.50
	29.50
	29.50
	29.50
	29.50
	147.50
	4.0%

	
	New TFDA Staff
	46.80
	46.80
	46.80
	46.80
	46.80
	234.00
	6.4%

	
	Total recurrent cost
	399.70
	568.10
	736.50
	904.90
	1,073.30
	3,682.50
	100.0%

	
	In US$ Million
	0.35
	0.49
	0.64
	0.79
	0.93
	
	

	
	In US$ per ADDO
	348
	247
	213
	197
	187
	
	


Cost Sharing. The cost sharing calculations are based on the following assumptions:

· Owners’ willingness to pay: US$ 126 per owner, which covers the owners’ training costs. This assumption is based (a) on the financial analysis of ADDOs business, (b) on the owners’ average initial investment, and (c) on interviews of the owners.

· Dispenser’s willingness to pay: US$ 50 per dispenser as a sort of registration fee for training. This assumption is based on interviews of the dispensers.

· Private pharmaceutical sector (mainly wholesalers): 0.05 percent of expected sales to ADDOs, which represent 40 US$ per implemented ADDO. The contributions of the PPS could be used for paying part of the visual IEC. 

Owners and dispensers would need to be sensitised during the preparatory phase towards the requirement to contribute to training costs. In practice, the money received could – in the interim - be deposited in the DDTC account under a particular sub-heading and earmarked for payment of training related expenses. When institutionalisation of training has progressed training and registration fees could be deposited into the Zone Training Centre account or into the account of any other training institution in charge of the training. 

Contributions of the PPS are voluntary, and existing PPS would need to be contacted and motivated to provide sponsorship for particular activities. In addition, PPS sponsoring e.g. the IEC campaign could be offered to include their logos on IEC material and be officially recognised during launching activities. In this case, however, strategies to avoid conflicts of interest and undue influence need to be devised.

The Consultant is not in favour of any cost sharing exemption policy. Exemption systems are very easy to imagine and define, but remain extremely difficult to manage efficiently and transparently.

The (micro)finance institutions (like the National Micro-Finance Bank -NMB-, the Rural Savings and Credit Co-operatives, and others) have a real role to play in the roll out phase by approaching the owners not on a ad hoc basis but with standardised credit schemes adapted to that kind of business. The potential amount of loans (country wide – 5000 ADDOs) might represent more than US$ 8 million.

The final result of the programme will be a rather well regulated pharmaceutical sector up to the “grass root” level, ensuring access to essential and quality drugs for the majority of the population. This could serve as a reference and model for the East African region. This paramount output (and related outcomes) has a cost that without a doubt it is worth to pay.

2. Introduction

2.1. DLDBs

In Tanzania private sector drug shops (Duka la Dawa Baridi (DLDB) – “Cold Drugs Shop”) that are allowed to sell non-prescription medicines (Part II drugs) without the supervision of a pharmacist
 were established under the Pharmaceutical and Poisons Act of 1978 with the aim of improving access to these basic medicines by the population. 

DLDBs operations were subject to a Pharmacy Board (PB) permit and to PB inspections. However, over the time it emerged that in practice many DLDBs operate without PB permit and that the capacity at the PB was insufficient to ensure regular inspection of all shops. The ‘Access to Essential Medicines Survey’ (Center for Pharmaceutical Management, 2003) documented that contrary to the law the majority of DLDBs tend to sell prescription medicines, and that many drugs sold do not comply with the required registration requirements, which raises concerns regarding their quality. 
It is estimated that in 2006 more than 6000 DLDBs exist in the country, mostly concentrated in larger settlements and market centres, clearly indicating an increasing demand for these shops by the population.

In line with findings from other countries self-medication for ‘simple’ health problems like Malaria, Diarrhoea or ARI is common in Tanzania. For Malaria it is estimated that about 50% to 80% of people will first visit a private drug outlet or local practitioners. DLDBs appear to be the most convenient retail outlets from which to buy drugs. Reasons for the high utilization of these outlets include the poor state of public health facilities, the fact that private drug outlets are numerous and closer to where people live, have drugs in stock, involve less time to obtain the service desired, and have staff that behaves in a more friendly way. However, it has been established that the private drug outlets are poor at providing appropriate advice, complete doses or even the correct drug for the health problem.(Kibassa, 2005). As access to registered wholesalers, most of them located in Dar es Salaam, is difficult for DLDBs, and because they cannot legally buy Part I drugs, the sources and consequently quality of medicines sold in these shops is often doubtful. 

In 2002 The Ministry of Health through the then Pharmacy Board (replaced in 2003 by the Tanzania Food and Drugs Authority – TFDA) embarked on strategies to address prevailing problems with DLDBs within the framework of the Strategies for Enhancing Access to Medicines (SEAM) Programme, funded by the Bill and Melinda Gates Foundation. With technical assistance from Management Sciences for Health (MSH) the Accredited Drug Dispensing Outlet (ADDO)
 Programme was developed and implemented as a pilot in Ruvuma Region. 

2.2. The ADDO Pilot programme in Ruvuma

The ADDO Pilot Programme goals, objectives, and strategies are described in more detail in Section 5 of this report. 

To date 167 ADDOs are operating in Ruvuma region, and DLDBs do not exist anymore
. 337 dispensers and 177 owners were trained in 4 training courses over the Programme period. There are 40 new applications and a fifth training course is currently running for 84 dispensers and 40 owners.

The MoH would like to implement the ADDO system in all 21 regions of the country, but it appears that the replication might be rather expensive (the initial budget prepared by TFDA shows a total amount of TSH 800 million per region).

2.3. The ADDOs Roll Out Programme Review

2.3.1. Objectives

As per ToR (see Annexes), the objectives are to:
· Review strategies applied and associated costs and budget for ADDO pilot in Ruvuma region and indicate whether it is possible to reduce future implementation costs or come up with some innovative cost sharing approaches with duka owners, local government and explore other stakeholders. possible sources of income such as charging the dukas for training when rolling out the initiative 
· Based on above, provide cost effective and sustainable options on how best to replicate the Ruvuma pilot to cover all 21 regions at a cost the GOT can afford 
2.3.2. Methodology

Consultant’s assessment is based on a comprehensive review of the literature (see Annex); interviews in Dar es Salaam with stakeholders from the MOH, TFDA, Co-operating Partners, WHO, National Health Insurance Fund (NHIF), and interviews with stakeholders in Ruvuma region including local government officials, regional and district medical officers, regional and district pharmacists, inspectors, and ADDO owners (see Annex). 

The structured interviews intended to solicit opinions on 

· The relevance of the ADDO programme regarding its contribution to the Millennium Development Goals (MDG);

· The benefit of investing into the rollout of the ADDO programme in comparison to investment in other activities with similar objectives (e.g. public sector drug procurement and distribution); and

· The possibility of ‘cost-sharing’ of implementation and operational costs between government levels and between government and owners.

During an 8-day field trip to the pilot region Ruvuma, ADDOs, public and faith based health facilities, and wholesalers were visited. 

Questionnaires and data collection forms were used to obtain information on

· General operation of the businesses

· Availability and selling prices of a list of 17 tracer drugs (see Annex xxx)

· Patients/customers experiences and motivations

The list of tracer drugs included Part I and Part II drugs commonly available in ADDOs.  Their selection was based on relevance for the treatment of the most prevalent diseases according to the official Standard Treatment Guidelines with a focus on their likely impact on health related MDG indicators. 

The purpose of the assessment in Ruvuma region was to get first hand information regarding the operation of the programme with a particular focus on financial and regulatory institutional sustainability after the end of the pilot phase. The aim was not to repeat the full evaluation performed end 2004. Discussions with stakeholders included possibilities for reducing implementation and running cost of the programme with a view of the countrywide roll out. 

Findings from the field visit were complemented with monitoring data that had been collected regularly during programme implementation by MEDA.

The assessment findings and consultant’s preliminary conclusions were presented at a de-briefing meeting at the MOH in Dar es Salaam at the end of the mission. Results of discussions and comments received during the de-briefing meeting have been incorporated in this report.

2.3.3. Structure of the report

The general context and the health sector context are presented in Part 1. Part 2 contains the ADDO Pilot Project assessment: interviews and field visits’ main findings (in terms of accessibility, availability, affordability, quality), ADDOs business financial analysis (financial sustainability), and discussion on challenges. The review of the ADDOs roll out programme is presented in Part 3 as well as the general conclusion and recommendations.

Part 1 Context

3. General Context

3.1. Macroeconomic context and trends

In the mid 1980s Tanzania implemented, with the assistance of International Financial Institutions (mainly the World Bank and the International Monetary Fund), far reaching socio-economic reform measures in response to a major economic crisis that plagued the country as a result of internal and external shocks. These reforms, which managed to shift Tanzania’s social, political and economic orientation from a socialist leaning to a more market forces oriented economy, consisted mainly of two components: (a) those aimed at changing the price structure of goods and services from being centrally determined to being determined by laws of supply and demand, and (b) institutional reforms. The price changing reforms resulted in, among other things, de-control prices of major goods and services while the on-going institutional reforms have, inter alia, introduced political pluralism and enhanced the role of the private sector in the economic affairs of the state.

In the health sector cost sharing programmes were introduced, and private for profit health service providers were (re) allowed to operate, now providing complementary services to those previously exclusively delivered by the government and faith based organisations.

The macro-economic pay-off of the reforms has been significant (Table 1) and has included, positive and sustained real Gross Domestic Product (GDP) growth rate reaching up to 6.2 % in 2002, declining inflation- recorded at an all time low level of 4.4 % in 2003 and a decent build up of foreign reserves reaching up to 8 months of imports. This is in stark contrast to the pre-reform period when real GDP growth was in the negative territory for most of the period and inflation was at a “run away “level. 

Table 1 Trends in Selected Macroeconomic Indicators: 1996-2003

	Selected Indicators
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003

	Real GDP Growth
	4.2
	3.3
	4.0
	4.7
	4.9
	5.7
	6.2
	5.6

	Inflation – annual average (%)
	21.0
	16.1
	12.9
	7.8
	6.0
	5.2
	4.5
	4.4

	Exchange Rate (Tshs/US$) – annual average
	580.0
	612.1
	664.7
	744.8
	808.4
	876.4
	966.6
	1038.6

	Merchandise Exports (US$ m) 
	763.8
	752.6
	588.5
	543.3
	663.3
	776.4
	902.5
	1142.4

	Merchandise Imports (US$ m)
	1212.6
	1148.0
	1382.2
	1415.4
	1367.6
	1560.3
	1511.3
	1973.0

	Export/Import ratio (Goods, %)
	63.0
	65.6
	42.6
	39.7
	49.6
	52.0
	58.7
	57.9

	Current Account Balance (US$ m)
	-265.1
	-403.4
	-905.4
	-829.5
	-498.6
	-480.0
	-251.1
	-337.2

	Investment-/GDP ratio (%)
	16.5
	14.7
	16.0
	15.4
	17.6
	17.0
	18.9
	18.5

	Foreign Direct Investment (FDI US $ m) 
	148.5
	157.8
	172.2
	516.7
	463.4
	327.2
	240.4
	247.8

	Foreign Reserves (months of imports)
	2.4
	3.8
	3.0
	4.1
	5.6
	6.3
	8.3
	8.9

	
	
	
	
	
	
	
	
	

	Selected  Ratios
	96/97
	97/98
	98/99
	99/00
	00/01
	01/02
	02/03
	03/04

	Govt. Domestic Revenue ( %  GDP) 
	13.5
	12.6
	12.5
	11.3
	12.2
	12.1
	12.8
	13.4

	Total Government Expenditure ( % GDP)
	17.3
	17.4
	17.6
	18.3
	20.6
	19.1
	23.4
	24.9

	Fiscal Balance -before grants (%GDP)
	-1.7
	-2.3
	-2.3
	-5.8
	-4.6
	-5.6
	-8.2
	-11.2

	Fiscal Balance -after grants ( %  GDP)
	3.3
	0.2
	0.8
	-1.6
	-1.2
	-1.1
	-1.7
	-4.0

	Growth of Money Supply (M2) (%)
	11.6
	11.0
	11.1
	15.0
	12.5
	12.3
	13.0
	14.2

	Average Deposit rate (%)
	11.0
	10.0
	7.9
	7.1
	4.2
	3.5
	3.1
	3.9

	Average Lending rate (%)
	26.5
	24.0
	24.5
	22.1
	19.6
	16.4
	15.7
	13.8

	Disbursed External Debt (US $ m)
	3600.3
	3435.8
	3580.3
	3538.3
	3312.2
	3559.7
	3413.4
	3730.8

	Total Debt Stock (US $ m) 
	7578.5
	7384.6
	7669.7
	7624.8
	7482.1
	7464.0
	7268.2
	7890.7


Source:  President’s Office – Planning and Privatization, Ministry of Finance, and Bank of Tanzania

3.2. Poverty Reduction Strategy (PRS), National Strategy for Growth and Poverty Reduction (NSGPR), and Medium Term Expenditure Framework (MTEF) 

3.2.1. Poverty Reduction Strategy

Since independence in 1961, the Government of Tanzania has been preoccupied with combating what the political leadership of that time termed as social evils, namely ignorance, disease and poverty.  National efforts to tackle these problems were centrally directed through the then medium-term and long-term development plans in line with the socialist and self-reliance development philosophy. Initially through such policies there was a significant improvement in per capita income and access to education, health and other social services until the 1970s but unfortunately such gains could not be sustained because of various domestic and external shocks and internal policy weaknesses. The `crusade’ against poverty has become more focused after the government formulated the National Development Vision 2025 and strategies including the PRS and the NSGRP.

Vision 2025 is Tanzania’s long-term policy framework that was formulated by the Government of Tanzania in close consultation with a wide range of stakeholders. Vision 2025 states Tanzania’s long-term development aspirations, and what the country intends to achieve by the year 2025 by outlining long-term social and economic development goals and aspirations, consistent with the country’s commitments in global development initiatives including the Millennium Development Goals (MDGs). To this end, the Government has identified priority areas for public expenditure applying the three-year Medium Term Expenditure Framework (MTEF) and annual Public Expenditure Review (PER) process. This process is guiding the fiscal policy framework.

3.2.2. Medium Term Expenditure Framework (MTEF)

MTEF is a tool that links policymaking, planning and budgeting.  The MTEF is increasingly being regarded as a central element of Public Expenditure Management because it:

(i)
provides a “linking framework” that allows expenditures to be driven by policy priorities, and disciplined by budget realities.

(ii)
increases macroeconomic balance especially fiscal discipline; better inter and intra-sectoral resource allocation; greater budget predictability for line ministries; more efficient use of public monies; greater political accountability for public expenditure outcomes through more legitimate decision making processes and greater credibility of budgetary decision making.

The MTEF links the budget process to Poverty Reduction Strategy (PRS), and is aligned to performance budgeting, whereby the cash management systems make quarterly allocation to identified priority sectors – as identified by the PRS.  The MTEF process will work in the same way after the introduction of the NSGPR.  In this regard, strategies are focused on priority areas in all sectors while reflecting funding constraints.  The mainstreaming of the PRS in the MTEF has facilitated higher expenditure shares to be directed towards priority sectors.  The achievements of MTEF include the facts that:

(i)
MTEF has been able to facilitate improvement in resource allocation for priority sectors (as defined in the PRSP), transparency and putting in place mechanisms for future performance monitoring.

(ii)
The government has been able to increase coverage in reporting of donor-financed development/investment spending (from 0.5% in FY 1999/00 to 1.8% of GDP in FY 2000/01) even though much work remains to be done in this area.

(iii)
There has been improvement in sectoral prioritization and costing exercise for priority sectors.

(iv)
The MTEF process includes all councils with effect from financial year 2003/04 (after harmonization of the central and local government’s financial years).

3.2.3. National Strategy for Growth and Reduction of Poverty (MKUKUTA)

The NSGRP is a continuation from PRSP, and is the second national framework for putting focus on poverty reduction in Tanzania’s development agenda and is hence a strategy for implementing Vision 2025.and a commitment to MDGs. Unlike PRSP which put more emphasis on “priority sectors “like education, health, water agriculture, rural roads, the judiciary and land with the expectation that by putting additional resources into these sectors there will be a great impact on poverty reduction, the NSGRP is an “outcomes approach “which counts on the contribution of all the sectors towards growth, improved quality of life and good governance. Under NSGRP the criteria for prioritization is determined by outcomes, which benefit the poor. Where health sector is concerned, these include: improvement of child nutrition, reduction of malaria and HIV/AIDS morbidity and mortality, and water programmes.  The operational targets for improved survival, health and wellbeing of children and women and especially of vulnerable groups include: (i) reduced infant mortality from 95 in 2002 to 50 in 2010 per 1,000 live births, (ii) reduced child (under five) mortality from 154 to 79 in 2010 per 1000 live births (iii) reduced hospital based malaria related mortality among under 5s from 12% in 2002 to 8% in 2010, (iv) reduced prevalence of stunting in under 5s from 43.8 % to 20% in 2010, (v) reduced prevalence of wasting in under 5s from 5.4% to 2% in 2010, (vi) reduced maternal mortality from 529 to 265 in 2010 per 1000,000 , (vii) increased coverage of births attended by trained personnel from 50% to 80% in 2010, and various indicators related to the HIV/AIDS pandemic including reduced HIV prevalence among women of 15-24 years from 11% in 2004 to 5% in 2010,

3.2.4. Public Private Partnership

Public Private Partnership (PPP) is a relatively new concept in Tanzania, whose economy for a period of almost thirty years after independence was state dominated and the private sector was by implication viewed with suspicion. The far reaching reforms introduced in the mid 1980s paved the way for an increased private sector role in the country’s economic affairs.  As the government is beginning a gradually “roll-back” its dominance in the running of the economy and confining itself to law and order and regulatory functions, the private sector is gradual gaining an upper hand in the economic of the country. Currently it is hard to think of a sector in Tanzania where the private sector is not actively involved.  In the health sector for instance besides private hospitals, dispensaries and clinics, the sector is providing important services including training centres for medical personnel. This contribution notwithstanding, evidence in other countries has shown the importance of public-private partnership for efficiency and effective delivery of public services.

PPPs are arrangements between government and private sector entities for the purpose of providing public infrastructure, community facilities and related services.  PPPs are characterized by the sharing of investment, risk, responsibility and reward between the partners.  While the reasons for establishing such partnerships vary, they generally involve the financing, design, operation and maintenance of public infrastructure and services.  PPP is just one of a number of ways of delivering public infrastructure or service and is not a substitute for strong and effective governance and decision making by government.

This is an important point to keep in mind as the possibility for rolling out ADDOs to the entire country is being considered: while it is advantageous for creating an effective PPP in country wide rolling out of ADDOs, the Tanzanian government is expected to provide effective governance, regulatory oversight, and decision making.

4. Health Sector Context

A very brief summary of the health sector context within which the ADDOs operate is provided as a background for the reader not familiar with the Tanzanian health system.

4.1. Health Status and Profile

The health and nutritional status of the Tanzanian population, particularly women and children, is described as being generally poor, as documented in Table 2. Major improvements can be noted, however, in the pronounced decrease of infant and child mortality rates over the last five years. 

Table 2 Health Indicators as per DHS 2004/2005
	Indicator
	Value

	Maternal Mortality Rate
	578 / 100,000

	Infant Mortality Rate
	68 (100)* / 1,000 life births

	Child Mortality Rate
	112 (169)* / 1,000 life births

	% of children with anaemia
	65.2

	% of women with anaemia
	42.8

	Adults HIV/AIDS prevalence rate **
	8.8% (range 6.4% - 11.9%)


*Values in brackets indicate the values obtained during the period 5 to 9 years preceding this survey’s period.

**  2003; UNAIDS Tanzania Country Fact Sheet
The most frequent causes of patient attendances at health facilities include Malaria (36%), Upper Respiratory Tract Infection (12%), Diarrhoea (7%), Pneumonia (5%), and Intestinal Worms (4%). The leading causes of hospital deaths for patients > 5 years are Clinical Aids (15.5%), Malaria non-cerebral (15.3%), Tuberculosis (9.9%), cerebral Malaria (7.3%,) and Pneumonia (6.3%)
. A great number of deaths could be averted by providing access to timely and appropriate treatment. However, utilisation of public health services is low (0.71/capita for OPD attendance).

4.2. Health Sector Infrastructure

Formal health services are provided by the public, faith based and private for profit sectors. The most recent figures available showing the distribution of health facilities by ownership are provided in Table 3 below:

Table 3 Number and distribution of health facilities by ownership (2000)
[image: image2.wmf]Facility type

Government

Parastatal

Voluntary/ 

Religious

Private

Others

Total

Specialised hospital

4

2

2

8

Regional hospital

17

17

District hospital

55

13

68

Other hospital

2

6

56

20

2

86

Health centres

409

6

48

16

479

Dispensaries

2450

202

612

663

28

3955

Specialised clinics

75

4

22

101

Others

90

6

15

228

1

340


Source: MOH Statistical Abstract

The establishment of private health facilities has only been allowed since 1991, when the Tanzanian government decided on a general policy shift towards a more market based economy.

While the majority of the population lives within 10 km of the nearest public health facility, geographical access is more constrained in remote rural areas. Geographical access to private health facilities is mainly restricted to urban areas.

4.3. Health Sector Reforms (HSR)

In 1994 the MOH performed an analysis of the health sector in view of identifying appropriate strategies to improve quality of health services provision and increase equitable access and utilisation of health services. The resulting health sector reform programme objectives can be summarised as follows
:

· Improve access, quality and efficiency of primary health services. 
· Strengthen and reorient secondary and tertiary service delivery. 
· Improve capacity for policy development and analysis, development of guidelines for national implementation, performance monitoring and evaluation, and legislation and regulation of service delivery and health professionals. 
· Implement a human resource development programme. 
· Strengthen the national support systems for personnel management, drugs and supplies, medical equipment and physical infrastructure management, transport management and communication. 
· Increase the financial resources and improve financial management. 
· Promote private sector involvement in the delivery of health services. 
· Within the sector-wide approach, develop and implement a system for donor involvement, co-ordination, monitoring and evaluation. 
Eight main strategies were formulated to achieve the objectives of HSR. A ninths strategy was included later to address the HIV/AIDS pandemic. These strategies are being implemented in the framework of multi-year Health Sector Strategic Plans (HSSP), the current one running from 2003 to 2008.

The HSR strategies include a changing role of the central MOH from service provider to a ‘facilitator’ that provides policy leadership and performs a normative and standard-setting role; the devolvement of responsibility for health services provision to the district levels; a health care financing strategy that includes greater contribution by the community and development of options for health insurance; promotion of appropriate public private partnership (PPP); and a redefined relationship with co-operating partners. Following Local Government Reforms that began in the late 1990s the MOH is also strongly collaborating with the President’s Office, Regional Administration and Local Government (PORALG). 

In the context of the above reforms, the regional authorities (regional medical officer in the case of health sector) are still answerable to the central level but also in-charge of the district medical officers in terms of over-seeing their performance. At the district level, the district council (DC) is mandated to manage the district resources, and hence can decide on among other things, employment of medical personnel and the construction of health facilities.  It is the council through the District Executive Officer (DED), which has mandate over the district budget, and can hence determine what medical supplies to purchase
.  All councils have been instructed to have functional Council Health Service Boards (CHSBs), which shall be responsible to oversee the management of health services in their respective councils. 

The revised National Health Policy (NHP) of 2003 takes account of the HSR and wider government strategies impacting on health. Its vision is “to improve the health and well being of all Tanzanians with a focus on those most at risk, and to encourage the health system to be more responsive to the needs of the people”. 
Areas for which the NHP provides detailed guidance include the devolution of responsibility for health services provision to Councils; human resources development, health sector financing, PPP, and relationship with co-operating partners.

Particular priority areas identified for the HSSP II are quality assurance, human resources (recruitment, incentives, deployment, training), systems capacity (with emphasis across strategies on drug and commodity procurement, storage and distribution), integration of services, and health management information systems. 

4.4. Health Sector Expenditure

It is beyond the scope of this mission to provide a detailed analysis and comments on health sector financing and expenditure. For completeness, health sector and public sector drug expenditure trends over the previous years are documented in Tables 4 and 5 below.

Table 4 Total health expenditure in Tanzania, FY99 – FY04 (TSh billion)
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Source: Health Sector PER update FY 2005, October 2005

Table 5 Spending by MOH department on drugs and supplies, FY02 - FY05 (TSh m)
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4.5. Public Private Partnership

The HSSP II situational analysis states that the private sector is still weak, collaboration between the sectors is minimal, and relationships between public and private sectors are characterised by mistrust. This has been confirmed by the assessment on PPP conducted for the 2005 Annual Health Sector Review. An additional finding of this assessment was that regulations and quality standards are not equally enforced in public and private sectors, and accreditation criteria tend to be applied more stringently to private providers.

While political will to engage in PPP clearly exists, appropriate frameworks, strategies, and communication structures are yet to be developed. The MOH is adamant, however, that the partnership should aim at complementarities, i.e. the private sector is not supposed to compete with the public sector for patients.

4.6. The Private Pharmaceutical Sector

Development of the pharmaceutical sector is guided by the National Drug Policy of 1991. This policy, as well as Standard Treatment Guidelines (STG) and the National Essential Drug List for Tanzania (NEDLIT) of 1997 are currently being revised. Finalisation of the review for all documents is expected shortly.

Operation of the pharmaceutical sector in Tanzania is regulated through the Tanzania Food and Drug Authority (TFDA) established by the Tanzania Food, Drugs, and Cosmetics Act in 2003, while the Pharmacy Council, established by the Pharmacy Act of 2002, oversees the pharmacy profession. The two acts replaced the Pharmaceuticals and Poisons Act No. 9 of 1978 and the related enforcement agency, the Pharmacy Board (PB).

Supervision of retail pharmacies is restricted to qualified pharmacists, and prescription medicines are only allowed to be sold in registered pharmacies under supervision of a pharmacist. Exemptions are granted, amongst others, to staff members of health facilities subject to authorisation as prescribers by the Minister of Health.

Registration of medicines is a mandatory requirement for marketing of medicines in Tanzania, and is done by the TFDA. The TFDA may grant authorisation to sell unregistered medicines for particular purposes. In addition, TFDA conducts inspections of manufacturers (in Tanzania and neighbouring countries), wholesalers, pharmacies and other premises where medicines are handled. Inspections carried out in the private sector clearly outnumber those performed in public sector facilities.

According to the ‘Survey of Medicines Prices in Tanzania 2004’ (there are 357 private sector pharmacies, 202 licensed pharmaceutical wholesalers, and 80% of medicines are imported (by value). In 2001 there were 10 local manufacturers registered with the TFDA.
 

The majority of pharmacies are established in Dar es Salaam and other urban centres.

Part 2 Assessment of the ADDO Pilot Phase in Ruvuma Region

5. Objectives, strategy and components of the ADDOs Pilot Phase 

The ADDO Pilot Programme goals and objectives are described as follows (SEAM Draft Evaluation):

· The goal of the ADDO program is to improve access to affordable, quality medicines and pharmaceutical services in retail drug outlets in rural or periurban areas where there are few or no registered pharmacies.  

· The objectives of the ADDO program are to:

· Improve the quality of drugs that people in the pilot region were buying

· Increase the availability of those products throughout the region

· Improve the quality of dispensing services from both technical and consumer perspectives

· Make drugs and pharmaceutical services affordable to people in the region

The main strategy of the Programme consisted of the transformation of existing DLDBs into ADDOs where drugs can only be dispensed by trained and certified dispensers in premises that comply with defined standards. In addition, the inspection of ADDOs was to be decentralised to districts and wards to enable efficient enforcement of regulations. During the inception phase emphasis was put on involvement of all stakeholders, including political leaders, local authorities and the public, and the design and implementation of a comprehensive social marketing programme.

The SEAM funded pilot programme started in 2003 and ended by mid 2005, with the endline survey and evaluation done in early 2005. However, MSH continues to provide technical and financial support to selected ongoing activities, like training of additional dispensers and owners, and inspections. Funding from USAID has been made available for these activities. 

Dispenser training courses of 40-day duration were conducted using the curriculum developed with assistance of the School of Pharmaceutical Services- Muhimbili. Mandatory training courses for owners of 5-day duration, organised through MEDA, included topics related to business operations, ethics and applicable regulations. These training courses were offered free of charge to eligible individuals.

Guidelines exist to ensure that ADDOs will be established in rural and peri-urban areas. During the evaluation of applications for accreditation, the district and regional drug technical committees will consider whether the proposed location of the ADDO complies with the guidelines, and may advise the applicant that her/his ADDO need to be established in a more underserved area.

Incentives were developed for DLDB owners to participate in the programme. These included provision of business training and facilitation of loans for required improvement of shops. ADDOs were also allowed to legally sell selected Part I drugs on prescription, which provided an additional incentive to owners. 

After completion of the first round of training of dispensers and owners the first ADDO was opened in mid 2003 in Songea district. Roll out continued with Namtumbo, Mbinga, and lastly Tunduru districts. To date 167 ADDOs are operating in Ruvuma region, and DLDBs do not exist anymore. 337 dispensers and 177 owners were trained in 4 training courses over the programme period. There are 40 new applications and a fifth training course is organised for 84 dispensers and 40 owners.

To measure effectiveness of the Programme, baseline and end line surveys (evaluation) were performed with Singida as control region.

6. Field Visits: Main Findings

The purpose is to provide an up to date ‘real life’ picture of the operations of the ADDO system 2 ½ years after launching of the first DLDM, and 1 year after programme evaluation that can assist in identifying the most appropriate roll out options.

6.1. Methodology

The Review Team conducted interviews with key stakeholders and partners in the Ruvuma region: regional and district (health) authorities
, ADDOs (25) –owners, dispensers and customers-, public health facilities (7), and private health facilities (5 -including Faith Based Health facilities), private pharmacy and drugs wholesaler- (see Table 6 for a list of facilities disaggregated by district).

Table 6 ADDOs, pharmacies, wholesalers and health facilities visited in Ruvuma region.

	
	Districts

	
	Songea urban
	Songea rural
	Mbinga
	Namtumbo
	Tunduru
	Total

	ADDOs
	7
	3
	7
	4
	4
	25

	Regional hospital (Public)
	1
	
	
	
	
	1

	District Hospital (Public)
	
	
	
	
	1
	1

	Mission Hospital
	
	1
	
	
	
	1

	Health Centres (Public)
	1
	
	
	1
	1
	3

	Mission Health Centres
	
	
	1
	
	
	1

	Dispensaries (Public)
	
	1
	
	1
	
	2

	Private pharmacy
	1
	
	
	
	
	1

	Private Wholesaler
	1
	
	1
	
	
	2

	Total
	11
	5
	9
	6
	6
	37


Information and data collected:

· Regional and District Authorities and Health Authorities’ interviews:

· Main achievements of the ADDOs pilot programme, in terms of accessibility, affordability, quality control and regulation, vulnerable groups, poverty reduction and MDGs, complementarities / competitiveness with the public health sector. Potential co-funding of the ADDOs roll out programme.

· ADDOs

· Availability and buying and selling prices of tracer medicines

· Number and profile of dispensers

· Number of customers and prescriptions per day (from the drug register)

· Interview of owners (owners meeting in Songea (8 owners), Mbinga (12 owners) and Tunduru (4 owners)) 

· Interview of customers

· Health facilities

· Availability, and buying and selling prices of tracer medicines

· Patient exit interviews

6.2. Findings

Findings of the assessment in Ruvuma region are presented along the original programme objectives. In addition, the relationship (competitiveness versus complementarities) between ADDOs and other health service providers is considered.

6.2.1. Availability of tracer medicines

Table 7 provides average figures for availability of tracer medicines in ADDOS and at other health service providers. Results for public health facilities show a great variation with unacceptably low values for 2 out of 7 facilities (35% and 53%). The small sample size of public and faith based facilities restricts the validity of the average figures presented below. 

Table 7 Availability of Tracer Medicines in ADDOs, PHF, FBHF and PPh.

	
	ADDOs
	PHF
	FBHF
	PPh
	All

	
	n=25
	n=7
	n=2
	n=1
	n=35

	Co-trimoxazole tablets 480 mg
	100%
	71%
	100%
	100%
	94%

	Diclofenac sodium tablets 50 mg
	100%
	57%
	50%
	100%
	89%

	Metronidazole tablets 200 mg
	100%
	57%
	100%
	100%
	91%

	Paracetamol tablets 500 mg
	100%
	71%
	100%
	100%
	94%

	Sulphadoxine/pyrimethamine 500 mg + 25 mg
	100%
	100%
	100%
	100%
	100%

	Amoxicillin caps 250 mg
	96%
	57%
	100%
	100%
	89%

	Co-trimoxazole suspension 240mg/5ml
	84%
	43%
	50%
	0%
	71%

	Oral Contraceptive (Safeplan)
	78%
	50%
	0%
	100%
	69%

	Mebendazole tablets 100 mg
	76%
	86%
	100%
	100%
	80%

	ORS
	76%
	57%
	100%
	100%
	74%

	Erythromycin tablets 250 mg
	72%
	57%
	100%
	0%
	69%

	Benzyl Penicillin powder for inj. 3g(500,000 IU)
	64%
	100%
	100%
	100%
	74%

	Doxycycline capsules/tablets 100 mg
	64%
	86%
	100%
	0%
	69%

	Nystatin oral suspension 100,000 IU
	52%
	43%
	0%
	0%
	46%

	Folic acid tablets 5 mg
	40%
	100%
	100%
	100%
	57%

	Ferrous Sulphate tablets 200 mg
	8%
	29%
	50%
	100%
	17%

	Vitamin A capsules 200,000 IU
	8%
	71%
	50%
	100%
	26%

	Total
	72%
	67%
	77%
	76%
	71%


PHF=Public Health Facilities;FBHF=Faith Based Health Facilities;PPh=Private Pharmacy

At ADDOs level, medicines to treat and prevent anaemia and address morbidity amenable to Vitamin A prophylaxis were frequently out of stock
. Average availability of medicines is higher at ADDOs than at public health facilities, except for Mebendazole, Benzyl Penicillin, Doxycycline, Folic Acid, Ferrous Sulphate and Vitamin A. Faith Based health facilities have the highest availability rate.

Except for Tunduru district, public sector facilities in the region are working with the recently introduced ‘indent’ or pull system, i.e. ordering according to their requirements. The health facilities visited prefer, in principle, the indent system to the kit system. However, all were complaining that deliveries received do not correspond to orders (in terms of quantities and type of supplies), that information from MSD on short-supplied items is unsatisfactory, and that ordered supplies arrive late. Communication between MSD, district management and health facilities could be improved, as the health facilities did not know when they can expect delivery of outstanding orders. 

According to stakeholder and patient / customer interviews ADDOS complement public and mission facility services in case of stock out of medicines in the latter. However, ADDOS also compete with the other providers in terms of service provision, e.g. patients choose to buy medicines at the ADDOs to avoid queues at the health facility pharmacies or because prices are lower than at the faith based facility.

6.2.2. Selling prices of Tracer Medicines (Affordability)

Selling prices for tracer medicines vary between ADDOs and other health service providers (see Table 8 below). Public facilities are the most affordable services for the patients/customers but are the worst in terms of availability (in some public health facilities, the drugs were free of charge or included in a flat fee covering consultation and supplies). ADDOS, FBHF and PPh selling prices are rather similar. 

Among ADDOs, mark-ups of 100% or more are common (see financial analysis in section below). If the medicine is available as either loose or blistered tablets, the latter are usually sold at a slightly higher price. The exception is SP, where the loose generic form costs considerably less than the blistered branded generic. The only originator brands sold are Panadol (GSK Kenya) and Fansidar, both of them at 5 times the price as their generic equivalents. 

Table 8 Average selling prices of the Tracer Medicines (in TSH).

	
	ADDOs
	PHF
	FBHF
	PPh

	
	n=25
	n=7
	n=2
	n=1

	Amoxicillin caps 250 mg
	35
	13
	38
	30

	Benzyl Penicillin powder for inj. 3g(500,000 IU)
	563
	400
	600
	600

	Co-trimoxazole suspension 240mg/5ml
	833
	300
	500
	700

	Co-trimoxazole tablets 480 mg
	23
	10
	25
	20

	Diclofenac sodium tablets 50 mg
	34
	15
	10
	30

	Doxycycline capsules/tablets 100 mg
	70
	15
	79
	50

	Erythromycin tablets 250 mg
	46
	13
	35
	50

	Ethinylestradiol + Norethisterone 0.03mg + 0.3 mg
	355
	0
	
	200

	Ferrous Sulphate tablets 200 mg
	10
	0
	53
	10

	Folic acid tablets 5 mg
	10
	2
	52
	10

	Mebendazole tablets 100 mg
	24
	8
	50
	83

	Metronidazole tablets 200 mg
	22
	7
	20
	10

	Nystatin oral suspension 100,000 IU
	1,531
	200
	
	2,000

	ORS
	247
	100
	150
	200

	Paracetamol tablets 500 mg
	21
	3
	5
	6

	Sulphadoxine/pyrimethamine 500 mg + 25 mg
	377
	167
	150
	300

	Vitamin A capsules 200,000 IU
	175
	17
	10
	100


PHF=Public Health Facilities; FBHF=Faith Based Health Facilities; PPh=Private Pharmacy

Table 9 shows that the selling prices for tracer medicines vary also between ADDOs. It appears that rural ADDOs apply higher prices than urban ADDOs (see Table 10 below). Not as much of competition, fewer sales/customers and higher cost of sales in rural areas could explain that “rural owners” tend to apply a higher mark up.

Table 9 Disparity of ADDOs selling prices of several Tracer Medicines (in TSH).

	TSH
	ADDOs (n=25)

	
	Minimum
	Maximum

	Benzyl Penicillin powder for inj. 3g(500,000 IU)
	500
	800

	Co-trimoxazole suspension 240mg/5ml
	600
	1000

	Co-trimoxazole tablets 480 mg
	20
	40

	Doxycycline capsules/tablets 100 mg
	30
	100

	Erythromycin tablets 250 mg
	40
	60

	Ethinylestradiol + Norethisterone 0.03mg + 0.3 mg
	200
	500

	Nystatin oral suspension 100,000 IU
	1000
	2000

	ORS
	150
	300


Table 10 Comparison of rural and urban ADDOs average selling prices of Tracer Medicines (in TSH).

	
	ADDOs

	
	Urban
	Rural

	
	n=13
	n=12

	Amoxicillin caps 250 mg
	34
	36

	Benzyl Penicillin powder for inj. 3g(500,000 IU)
	510
	650

	Co-trimoxazole suspension 240mg/5ml
	764
	910

	Co-trimoxazole tablets 480 mg
	21
	26

	Diclofenac sodium tablets 50 mg
	27
	42

	Doxycycline capsules/tablets 100 mg
	66
	77

	Erythromycin tablets 250 mg
	43
	50

	Ethinylestradiol + Norethisterone 0.03mg + 0.3 mg
	344
	364

	Ferrous Sulphate tablets 200 mg
	10
	10

	Folic acid tablets 5 mg
	10
	10

	Mebendazole tablets 100 mg
	20
	29

	Metronidazole tablets 200 mg
	18
	25

	Nystatin oral suspension 100,000 IU
	1578
	1425

	ORS
	261
	231

	Paracetamol tablets 500 mg
	21
	21

	Sulphadoxine/pyrimethamine 500 mg + 25 mg
	375
	379

	Vitamin A capsules 200,000 IU
	175
	


From patient exit interviews conducted in 7 public and faith based hospitals only 1 respondent indicated that he would not buy the prescribed medicines (not dispensed at the health facility) elsewhere because of a lack of money to do so. Only one of the customers interviewed at ADDOs complained that prices were too high.

The Community Health Fund (CHF) and National Health Insurance Fund (NHIF) were considered as a possible financing option for the purchase of prescribed medicines in ADDOs in the original pilot programme. The 2004/05 evaluation found that the CHF is not working well in Ruvuma region, and does therefore not provide presently a financing option for those patients too poor to pay in ADDOs. This finding was confirmed in the assessment.

At public health centres
 and dispensaries non-exempt patients pay flat fees that include the provision of medicines (1,000 to 2,000 TSH for out patients). At public hospitals and the two faith based health facilities visited, medicines are charged separately. Members of either the CHF or the NHIF do not pay.

6.2.3. Quality of Medicines

This aspect was not specifically addressed in the assessment. The evaluation found that the proportion of unregistered medicines decreased considerably from base to endline suvey in Ruvuma region (from 26% to 2%). Improvements were less pronounced in the control region (a decrease from 29% to 10%). 

Except for Tunduru district where shops tend to buy medicines from suppliers in Dar es Salaam, DLDMs reported as their main supplier either Southern Highlands Pharmaceutical Wholesaler in Songea, or Southern Highlands ADDO Restricted Wholesaler in Mbinga. Both wholesalers are operating according to the TFDA regulations, which includes adherence to product quality requirements. The main countries of manufacture of tracer medicines were Tanzania, Kenya, and India.

6.2.4. Quality of Dispensing Services

Rather than focussing on aspects of the dispensing process, the base- and end line surveys main measurement of quality of dispensing services is related to appropriate drug use indicators (e.g. number of drugs per ‘prescription’, use of antibiotics for URTI, use of appropriate anti malaria medicine). For all of these indicators improvements were noted in the Programme evaluation.

The ‘Draft Monitoring Report for ADDO data from September 2003 to June 2004’ where prescription register entries were analysed provides more detailed information on appropriate drug use by ADDO dispensers
. Some of the problems identified in this report are

· Quinine injection and tablets are more frequently used for treatment for Malaria in children than the first line choice SP (Songea rural and urban, and Mbinga districts)

· In Acute Respiratory Infections (ARI) antibiotics are used more frequently than recommended (40% of cases)

· Amoxicillin is correctly selected for the treatment of pneumonia, but frequently in a dose less then required

· Diarrhoea is poorly managed with little use of ORS and overuse of antibiotics and Metronidazole

It could be argued that the situation is not worse than in other (public or private) health facilities. This, however, does not address the negative impact of the above practices on the patients’ health. 

The monitoring findings seem to support some stakeholders’ concerns that the dispensers’ training might not be comprehensive enough to equip them with the adequate expertise. However, insufficient supervision and/or lack of continuing training activities might equally impact dispenser behaviour negatively. 

On the other hand, ADDO dispensers are not legally allowed to dispense Part I drugs without a prescription from a qualified prescriber in the first place. This point has neither been addressed in the monitoring report nor in the Programme evaluation. 

During the assessment visits it was observed that medicines are dispensed in paper envelopes. This could negatively affect the stability of drugs because of the high environmental humidity. DLDMs should be advised to either use re-sealable plastic envelopes or to switch to the slightly more expensive blister packed preparations.

6.2.5. The Decentralised Inspection System

Screening of the Inspector’s Register Book in some facilities indicated that inspections by ward inspectors tend to be carried out regularly (3-monthly) mainly in those ADDOS that are easily accessible. (It should be noted, however, that sometimes inspectors do find shops closed, and organisation of repeat visits seems difficult). The most common remark recorded in the register books was that shop owners have to adhere to the ADDOs regulations.

During a meeting with inspectors in Songea complaints were received regarding the lack of follow up by the DDTC on issues reported by the ward inspectors. In addition, ward inspectors complained about late payment of their inspection allowances (TSH 5,000). These are supposed to be paid through the dedicated DDTC account
 administered by the district accountant. TFDA admitted problems with this procedure.

During the pilot phase one round of training for ward inspectors per district was conducted. Inspectors were trained in those wards where ADDOs were about to be accredited. In the meantime, many more wards have ADDOs and the inspectors of the ‘new’ wards have only been trained on the job.

Districts include budget for inspections in their comprehensive council health plans but it is not yet clear whether the budgeted money will be available (source of funds was not checked); currently inspections are still being financially supported by MSH using USAID funds.

The identified operational weaknesses of the inspection system have consequences with regard to sustaining the adherence of ADDOs owners and dispensers to the applicable TFDA Regulations, with a likely negative impact on the quality of service provision. During the assessment the following was observed:

· More than 40% of ADDOs visited did not use the prescribed Drugs Register. Reasons given by the dispensers included that the previous register was full and no replacement available, and that patients refuse to have their details recorded (lack of confidentiality). In only one shop was the full register temporarily replaced by a notebook where all the required information was recorded.

· Screening of available drug registers revealed that Part I drugs tend also to be ‘prescribed’ by the ADDOs, and not only by qualified health providers as required in the regulations. This is supported by findings of the Programme evaluation and monitoring (see above).

· There is some evidence that not all sales of medicines are recorded in the drug register as required (number of patients recorded much lower than reported by the dispenser; a new page usually starts with a new date, high discrepancy between the data collected during the field visits and the data collected by MEDA from 2003 and 2005 –see section on ADDOs financial analysis).

· Invoices and receipts for drug purchases are not always available

· One shop could not provide the Inspector’s Register Book

· One shop had a tin of antibiotics in stock with a label indicating that it has been donated by Japan.

The fact that none of the dispensers had attended any continuing education training sessions since completion of their original dispenser training (most of them during 2004) might be an additional reason ‘to relax’.

6.2.6. Demand Side: Customers’ Views

Due to time constraints the number of patients and customers interviewed was small: 55 ADDO customers and 46 health facility patients. Therefore, the results provide mainly qualitative rather than representative information.

About 20% of ADDO customers visited the shop to buy medicines that had been prescribed at a public health facility. Their main reason to visit the DLDM was that the medicine was not available at the facility.

Customers’ reasons to visit the DLDM without a prescription included large distance from hospital, no time to go to hospital, and availability of medicines at the shop. These customers intended to buy both, prescription and non-prescription drugs.

The majority of customers perceived a difference between DLDBs and ADDOs. These differences included improved services, quality of drugs, cleanliness, ‘full-dose policy’, good advice, and availability of drugs.

In the public and faith based sector 37% of patients reported that they did not receive any or all of the prescribed medicines at the health facility. In all but one case the reason was unavailability. The remaining case did not have enough money to buy all prescribed medicines.

The majority of patients intended to buy their prescribed medicines elsewhere. ADDOs were mentioned except in two cases, where the patients intended to get the medicines at the dispensary in their village.

7. ADDOs Business: Financial Analysis

MEDA has collected ADDOs financial information from September 2003 to July 2005 on a monthly basis. The Review Team carried out a financial analysis on a sample of 53 ADDOS for 1 year activities (June 2004 to May 2005). The selection of ADDOs was based on the consistency and completeness of available data.

Table 11 provides the monthly average income statement based on the 53 ADDOs analysed: a monthly net profit of TSH 177,000 (before repayment of loans), monthly sales of TSH 625,000 (of which the drugs sales don’t represent more than 43%) and an average gross margin of 54% (119% mark up
). The average value of drug sales per drug customer is TSH 451. The salaries (including the salaries that owners give to themselves) represent 40% of the operating expenses.

Table 11 Monthly Income Statement for 53 ADDOs (TSH)

	
	
	Average per month (TSH)

	Total sales (a)
	625,226

	
	Drug sales
	269,532

	
	Drug Register Customers
	598

	
	Drugs sales on total sales (%)
	43%

	
	Drug sales per DR customer
	451

	Cost of Goods Sold (COGS) (b)
	285,097

	Gross Margin (c)=(a)-(b)
	340,128

	
	Gross Margin in %
	54%

	
	Mark up (%)
	119%

	Other expenses (d)
	163,428

	
	Rent
	13,552

	
	Utilities
	4,346

	
	Telephone
	3,388

	
	Stationary
	3,606

	
	Salaries self
	4,001

	
	Salaries dispensers
	52,524

	
	Salaries office staff
	7,040

	
	Transport
	8,683

	
	Repairs
	4,288

	
	TRA
	7,193

	
	Other
	19,031

	
	Household expenses and drawings
	35,777

	Profit before repayment of loan (e)=( c)-(d)
	176,701


The averages should not hide the important disparity amongst ADDOs. Table 12 below gives an idea of these differences: from TSH 102,000 to TSH 2.6 million for total sales and from TSH 35,000 to TSH 563,000 for operating expenses.

Table 12 Minimum and maximum monthly sales and expenses (TSH)

	
	TSH
	Min
	Max

	Total sales
	101,820
	2,626,592

	
	Drug sales
	88,115
	876,583

	
	Drug Register Customers
	234
	1,515

	Other expenses
	35,768
	563,397


We divided the ADDOs sample into 3 groups in order to see potential differences between rural and urban areas or between districts. Table 13 below shows the extrapolated annual income statements for 3 groups of ADDOs: Songea Urban (20 ADDOs), Songea Rural (10 ADDOs) and Mbinga (23 ADDOS -Rural and Urban-). It appears, unsurprisingly, that the level of sales is lower in rural areas (TSH 4.45 million vs. TSH 10 million). However this difference is partially compensated by higher mark up and smaller operating expenses (especially salaries). This confirms the previous finding of higher selling prices in rural ADDOs. It also shows that some rural ADDOs have only 1 dispenser, contrary to the recommended number of 2 dispensers per ADDO. It appears that the requirement of having 2 dispensers employed in very remote ADDOs is not realistic and probably not affordable from the owners’ perspective. 

Table 13 Annual average income statement by group of ADDOs (TSH)

	
	TSH
	Songea Urban
	Songea Rural
	Mbinga Urban and Rural

	
	
	n=20
	n=10
	n=23

	Total sales
	10,031,459
	4,450,959
	7,147,480

	Cost of Goods Sold
	5,099,451
	1,776,741
	3,264,578

	Gross margin
	4,932,008
	2,674,218
	3,882,902

	
	Gross margin in %
	49%
	60%
	54%

	
	Mark up (%)
	97%
	151%
	119%

	Other Expenses
	2,497,323
	1,073,473
	2,020,861

	
	Rent
	223,571
	68,388
	153,265

	
	Utilities
	69,361
	34,365
	44,786

	
	Telephone
	99,979
	1,916
	2,592

	
	Stationary
	78,082
	16,031
	30,138

	
	Salaries self
	120,588
	0
	3,843

	
	Salaries dispensers
	758,325
	439,301
	651,155

	
	Salaries office staff
	80,815
	54,005
	105,342

	
	Transport
	82,843
	80,733
	129,125

	
	Repairs
	71,666
	65,945
	29,768

	
	TRA
	126,869
	54,467
	87,515

	
	Other
	347,096
	78,023
	191,867

	
	Household expenses and drawings
	438,128
	180,298
	591,464

	Net profit
	2,434,685
	1,600,745
	1,862,042


In order to calculate the average return on equity (RoE) and return on investment (RoI
) after 4 years, we made the following assumptions:

(a) The total investment (fixed assets and initial stock) was financed through owner’s own resources (TSH 500,000 –“equity or venture capital”-) and through a loan (the repayment of loans was part of the data collected by MEDA). 

(b) The annual average net profit will be the net cash flow for the 4 years.

(c) For RoE, the repayment of loan was deducted from the cash flow of the Year1

Table 14 shows the results (RoI and RoE) by groups of ADDOs: from 281% to 356% for RoE, and from 180% to 209% for RoI. As investment is substantially smaller for rural ADDOs (is it because the ‘rural’ owners want to limit their investment or because they don’t have easy access to micro finance facilities?), their RoI is the highest among the 3 groups. 

Table 14 Return on Investment (ROE) and Return on ‘Equity’ (ROI)

	
	
	Songea Urban
	Songea Rural
	Mbinga Urban and Rural

	
	
	n=20
	n=10
	n=23

	Net profit
	2,434,685
	1,600,745
	1,862,042

	Repayment of loan
	832,916
	258,356
	490,313

	
	
	
	
	

	Return on Equity
	
	
	

	
	Equity
	-500,000
	-500,000
	-500,000

	
	Cash flow year 1
	1,601,769
	1,342,389
	1,371,728

	
	Cash flow year 2
	2,434,685
	1,600,745
	1,862,042

	
	Cash flow year 3
	2,434,685
	1,600,745
	1,862,042

	
	Cash flow year 4
	2,434,685
	1,600,745
	1,862,042

	
	RoE
	356%
	281%
	298%

	
	
	
	
	

	Return on Investment
	
	
	

	
	Investment
	-1,332,916
	-758,356
	-990,313

	
	Cash flow year 1
	2,434,685
	1,600,745
	1,862,042

	
	Cash flow year 2
	2,434,685
	1,600,745
	1,862,042

	
	Cash flow year 3
	2,434,685
	1,600,745
	1,862,042

	
	Cash flow year 4
	2,434,685
	1,600,745
	1,862,042

	
	RoI
	180%
	209%
	185%


Again, the averages do not reveal the important disparity among ADDOs, as depicted in Figure 1 below showing that 3 ADDOs would still have negative rates of return after 4 years.

Figure 1 RoE and RoI per ADDO
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Based on the estimate of 6000 DLDBs in the country and on the calculations made above, the expected annual sales (country wide) would reach US$ 39 million (of which the drug sales represent nearly US$ 17 million), and the total cost of drugs sold  (CODS) would reach US$ 8.4 million (this will represent the expected market for the wholesalers). It is also estimated that the taxes (TRA) paid by owners will represent an annual amount of US$ 450,000.

Table 15 Extrapolation country wide (US$)

	
	US$ per year

	
	1 ADDO
	6000 ADDOs

	Sales
	6,524
	39,144,561

	Drug sales
	2,813
	16,875,016

	COGS
	2,975
	17,849,563

	CODS
	1,406
	8,437,508

	TRA
	75
	450,365


Owners access to loan facilities

The MEDA review of business peformance in Mbinga District pointed out the following observations and issues:

“Three observations are worth noting in this category. First, all but one ADDO is reinvesting business profits to finance additional growth. Second, ADDO access to financial services has increased since the baseline survey. Third, a significant number of businesses are now accessing supplier credit as a source of financing. As a result of all of the above, ADDO owners have been able to reduce their reliance on friends, family and savings to finance their businesses.

	Percentage of ADDOs that are financed by:
	Baseline Assessment
	Follow Up Assessment

	Business profits
	13%
	96%

	Personal savings
	61%
	26%

	Friends or family

	39%
	9%

	Local savings and credit group (e.g., ROSCA)
	4%
	9%

	SACCO
	 4 %
	9%

	Bank loan
	4%
	26%

	Moneylender
	4 %
	13%

	Supplier credit *  & Others
	
	34%


	Baseline Assessment
	Follow Up Assessment

	13%
	23 %


Factors that continue to constrain ADDO access to financing are:

· Difficult loan conditions from financial institutions, e.g. guarantee conditions

· All financial institutions are located very far from rural areas

· High interest rates charged on loans

· Unfavorable loan terms, i.e. loan periods are too short

· Business turnover still low to be able to repay loans; much of the capital was spent on renovations as per ADDO requirements

· Lack of credit education”
The consultant could not find reliable statistics on owners access to loans (credit amount and (micro)finance institutions). From the available ADDOs financial statements (repayment of loans), it appears that:
· In Songea Urban, 15 owners had access to credit facility (loan repayment average: TSH 1,595,123, median TSH 1,393,058, minimum: 303,000, maximum 5,710,000)
· In Mbinga district: 7 owners had access to credit facility (1 urban and 6 rural) for amounts varying from TSH 150,000 to TSH 1,497,000

· In Tunduru district: 2 owners had access to loans, both situated in urban area (TSH 604,100 and TSH 988,000)

Owners interviewed in Tunduru district declared that access to credit facility was a real issue.

The (micro)finance institutions (like the National Micro-Finance Bank -NMB-, the Rural Savings and Credit Co-operatives, and others) have a real role to play in the roll out phase by approaching the owners not on a ad hoc basis but with standardised credit schemes adapted to that kind of business. The potential amount of loans (country wide – 5000 ADDOs) might represent more than US$ 8 million.
Conclusion
This short financial analysis of a sample of ADDOs shows that ADDOs stand for good and sustainable business. But the profitability of the sector cannot be the only rationale for determining the potential cost-sharing (owners and dispensers) level for implementation costs. The owners ‘willingness to pay’ assumption should be based on the incremental profitability generated by the businesses as a result of the ADDO intervention, i.e. how much more profit are the ADDOs generating compared to the existing DLDB shops. This can only be judged by the owners themselves. However, the move from quasi-informal sector to formal (and advocated) sector gives owners (and their suppliers –the wholesalers-) great tangible and intangible benefits that they should be ready to contribute to.

8. Challenges

8.1. Consistency / Relevance

The ADDO programme as piloted in Ruvuma region is, in principle, relevant for and consistent with the current government priorities and policies as presented in Table 16 below. 

Table 16 ADDOs vs. National Policy
	Policy Guideline
	Areas, where ADDOs could contribute, play a role

	NSGRP 2005
(Mukukuta)
	Equitable access to health services to the rural poor;
Improved geographical access to health services;
Improved quality of services;
Reduced infant, child, maternal and malaria related mortality;
Growth of Small and Medium Enterprises.

	National Health Policy 2003
	Availability of drugs;
Strengthened district health services;

Public Private Partnership: co-operation, co-ordination, regulation;
Quality of training and cost-sharing in training.

	HSSP II 2003 - 2008
	Focus on quality of service provision;
Promotion of Public Private Partnership (complementary)

	National Medicines Policy (Draft 2005)
	Support development of local manufacturing industry;
Private sector to give priority to essential medicines;


In addition, the decentralisation of inspection activities from TFDA at national level to DDTCs and wards at district level is fully supporting the government’s decentralisation policy. Although not explicitly mentioned in the programme documents, the sustainable strengthening of TFDA through the decentralised inspection system will be decisive for long-term programme success.

Making reference to the list of interventions with evidence-based impact on IMR/CMR and MMR (Sources Lancet and Cochrane review
), ADDOs might also be considered as indirectly supporting the MDGs as indicated in the table below (√ means that the area is already addressed through the DLDMs).

	Selection of Interventions with evidence based impact on IMR/CMR and MMR (Sources Lancet + Cochrane review) where ADDOS can/could play a role
	ADDOs Impact

	Pregnant women sleeping under Insecticide Treated Mosquito nets
	To be improved

	Diarrhoea
	√

	Complementary feeding
	√

	Children sleeping under Insecticide Treated Mosquito nets
	To be improved

	Vitamin A - T
	To be improved

	Water/Sanitation/Hygiene
	√

	Zinc Preventive
	To be introduced ?

	Balanced protein Energy Supplements for pregnant women
	To be introduced ?

	Antibiotics at community level for pneumonia and dysentery
	To be introduced ?

	Nevirapine and replacement feeding
	To be introduced ?

	Deworming
	√

	Anti-malarials
	√

	Calcium Supplementation in Pregnancy
	To be introduced ?

	Antibiotics for enteric fevers & diarrhoea
	√

	Treatament of Iron Deficiency in pregnancy
	To be improved

	Antimalarial combination treatment
	To be introduced ?

	Antibiotics for opportunistic infections
	To be introduced ?


8.2. Efficiency / Effectiveness

In Ruvuma region DLDMs do increase access by the population to quality essential medicines, which is otherwise constrained by insufficient availability of medicines in public health facilities, and sometimes long distances between communities and health care providers. Timely life saving treatment for e.g. Malaria can therefore more easily be provided and a decrease in mortality could be expected.

However, the availability of some medicines most essential for addressing health needs that are expected to have a large impact on maternal and child health (e.g. Ferrous sulphate, Folic acid, and Vitamin A tablets) is not yet optimal: in this regard, the prevention role of DLDMs could be improved.
Access to quality medicine suppliers has effectively improved through the establishment of two licensed pharmaceutical wholesale outlets. These also service other health facilities in the region at prices that can easily compete with those of MSD
.

The end line evaluation performed by SEAM concludes that training activities were effective as a positive change of dispenser behaviour could be observed for most prescribing indicators.
 On the other hand, some stakeholders have raised concerns regarding the insufficient qualification of DLDM dispensers to always correctly advise patients on the appropriate prescription for their health problems. These concerns relate mainly to the dispensing on Part I drugs without a prescription by a health professional. Consequences would include delay of correct treatment, extended disease duration, and increasing resistance to antibiotics. It should be noted, however, that a comprehensive assessment of dispensers’ competencies through e.g. simulated client visits, dispenser observations, and specifically designed patient interviews was beyond the scope of this mission.

Efficiency of training activities could be improved. The current organisation of dispenser training courses with only 4 trained trainers who are, in addition, not resident in Ruvuma region makes the exercise costly in terms of travel costs and allowances. 

The decentralised inspection scheme, while increasing efficiency by making use of local staff, appears not to be as effective as anticipated. While TDFA inspection capacity considerably increased in the Ruvuma region, necessary follow up and action as recommended by the inspectors is not always provided by the districts as foreseen. This has a negative impact on the quality of the services provided at the DLDMs. 

The Programme evaluation found that the marketing and advertising campaign, particularly through radio spots, was effective in sensitising the population towards the advantages of DLDMs compared to DLDBs. Some stakeholders, however, criticised that the content of the campaigns put too much emphasis on DLDMs being the best place to go for any health problem. In their view this created the adverse effect of patients not seeking professional help in time.

8.3. Financial sustainability

Although the SEAM funded pilot project in Ruvuma region officially ended by mid 2005, MSH with USAID funds is still providing financial and technical support to selected activities (training, inspections). It is unfortunate that the assessment team did not have the possibility to see the operation of the programme under ‘real life’ conditions.

Another source of funding for inspection related activities is the dedicated account held at the DDTC. Currently, funds for these accounts are provided by MSH From July 2006 these accounts will depend on income from accreditation / license fees (70% of fees collected), which will not be sufficient to cover inspection related costs (mainly allowances for DDTC members and ward inspectors, transport, and fuel). The ability of TFDA to top up these accounts appears to be restricted. It is also anticipated that it will be complicated to transfer district funds earmarked for inspection activities to the DDTC account. It is thus not sure at the moment, how inspection activities will be funded after MSH support ends, and whether available funds will be sufficient.

Regarding the possibility of councils contributing more to Programme implementation and operational costs the Regional Authorities expressed the view that this would be difficult as revenue sources for Local Government  (LG) have decreased (e.g. abolishment of business license fees); therefore LG financial contribution to DLDM related training and inspection activities would depend on government grants

Refresher training and continuing education will need to be provided for certified dispensers and inspectors. In addition, new dispensers need to be trained to replace those that will eventually leave their work place. While dispensers indicated that they would be prepared to financially contribute to these trainings important subsidies will most probably be required. It is suggested to institutionalise all training activities, e.g. by training trainers available at existing training facilities in the region, or by integration with existing training courses for related health cadres.

Most DLDM owners have over the pilot project period established viable businesses, which is exemplified amongst others by the fact that several owners were able to increase the number of the DLDMs owned by them. It seems reasonable to hold the owners responsible for ensuring that their dispensers attend continuing education courses as required. This could include cost sharing of course fees and related costs by owners and dispensers. Discussion with owners revealed their willingness to do so.

If the current regulations are enforced effectively, sales of Part I drugs in DLDMs will decrease, particularly in those shops that currently do not receive many customers with prescriptions. It is not clear, whether this decrease in sales will have a fundamental effect on the viability of the DLDM business.

8.4. Institutional Sustainability

TFDA institutional capacity to manage the existing programme in Ruvuma region is just adequate, and needs to be increased and built for any rollout plan. An ADDO project management unit has been established within TFDA, and recruitment of staff is hoped to be finalised by the end of February. A total of 4 staff are foreseen, 3 pharmacists and 1 sociologist. Especially in the implementation phases of the rollout to new regions, it is expected that additional staff would need to be made available (through secondment?). 

From the little experience gained during the field visit, and limited by the fact that Ruvuma region still receives financial and technical back up from MSH it is difficult to judge whether the decentralised inspection functions are already sufficiently institutionalised to ensure reliable and sustained enforcement of applicable regulations. It appears that considerable support and supervision from national level to RDTCs and DDTCs will be required for some time. 

Regarding the organisation of training (dispensers and owners) activities aimed at institutionalising have not yet started. Training of trainers is included in the proposed TFDA roll out plan for Rukwa region, but in order to be able to provide regular training courses these trained trainers would need to be made available through a wider organised training network. 

8.5. Affordability and Equity

Affordability was measured in the end line evaluation as percentage change in prices in intervention and control regions. In addition, patients expressed their perception about the cost of medicines sold in DLDMs. Customers who visited a DLDM and bought medicines did not perceive cost as being too high, and the documented increase in selling prices during the implementation phase did apparently not affect demand – the number of customers remained constant. However, as stated in the evaluation, it is not known how many people do not visit a DLDM in the first place, because they don’t have money to buy medicines.

According to the assessment findings prices in DLDMs tend to be slightly higher than at other health care providers. Taking into account the good profits made by the majority of shop owners there might be room for price reductions
. 

Within the context of low availability of medicines in public sector facilities, and sometimes long distances between communities and formal health care providers (with associated transport and time costs) it could be expected that the provision of quality essential medicines through DLDMs close to the community would increase affordability for those able to pay for the medicines. 

Although affordability was one of the pilot programme’s objectives, strategies to achieve this objective were not implemented: the CHF does not play an important role in the region. Considering that 65% of the civil servants are primary school teachers of which most of them are living in remote areas, NHIF could play an important role by providing the possibility for ADDOs to be accredited. The limited number of Part I dugs available at ADDOs will, however, restrict the pharmaceutical services that these shops could provide on behalf of the NHIF.

There is no hard evidence that ADDOs improve accessibility and affordability of essential medicines for vulnerable groups including the very poor. It could be argued though, that ensuring affordability to those unable to pay would better be addressed through a comprehensive national health sector financing policy, rather than being an objective of the ADDO Programme. 

The Programme was supposed to prioritise establishment of DLDMs in underserved areas thereby addressing inequitable geographical access to basic pharmaceutical services. There are some indications that this is not always done effectively. E.g. in Tunduru district, 12 out of 18-20 ADDOs are in Tunduru town, and 2 more in one village, leaving the remaining district with 3 shops only. 

8.6. Gender Issues

While the majority of dispensers are female, the opposite is true for the DLDM shop owners. Through the dispensers training courses the educational status of mainly women was improved with a positive impact on their future opportunities to participate in the formal labour market. The services provided by the DLDM dispensers is valued positively by the majority of customers which could in the long term improve the status of women in the community.

Part 3 ADDOs Roll Out Programme

9. ADDOs Roll Out Programme: Process and Budget

The assessment of the countrywide roll out is based on the proposal drafted by the TFDA in March 2005 and additional topics considered relevant by consultant. The proposal presents information on the successes of the ADDO pilot programme in Ruvuma region, a discussion of the appropriate timing of the roll out, and an approximate budget for implementation of the programme in one additional typical region (based on Rukwa region).

The roll out proposal does not include some of the more negative findings of the SEAM evaluation and the ‘Monitoring Report’
, and could not yet include the findings of this mission’s assessment in Ruvuma region. The first comment therefore is that the ADDO pilot programme is presented in a very positive light, and that for a replication of the pilot some of the more negative findings should be taken into account.

The proposal also lacks clear descriptions of strategies selected to reduce implementation costs. Finally, a detailed work plan will be necessary to be able to monitor progress with implementation and identify possible bottlenecks. While this work plan might not yet have been necessary at the ‘proposal stage’, current TFDA plans and budgets include roll out to two regions (Rukwa and Mtwara) during this financial year, but also here a detailed work plan is not yet available.

The views of stakeholders concerning the roll out can be summarised as follows
:

· Government officials all support the roll out 

· Project implementation costs should be reduced through cost sharing by shop owners and rationalised training approach (use of zonal training centres, training of trainers, use of locally available trainers)

· Positive impact of project on health status is assumed but cannot be proven by hard figures

· Possibility for the public sector (through MSD) to fully satisfy the populations’ requirements for medicines is ruled out vs. priority should be given to ensure that public drug supply sector is working well

· Feasibility to address problems with DLDBs through regulatory stringency (i.e. closing those that sell Part I medicines and do not operate according to standards) is ruled out (politically difficult due to owner profile)
.

· DLDMs are seen as complementary to the public system (i.e. no competition)

· Countrywide roll out should be done as fast as possible vs. roll out should be done by prioritising the regions according to need (worst public sector drug availability and least number of pharmacies); a phased approach could be more attractive to donors.

· RC: organise rollout by zones rather than regions to speed up process; councils’ ability to contribute to rollout depends on their income, which differs.

· Owners at a meeting in Songea felt that advertisement campaigns were not that important, owners’ training could be shortened, and the possibility to be accredited by NHIF should be given.

9.1. Process, Timeframe and Workload

9.1.1. Process

The ADDOs implementation process as proposed by TFDA is summarised in Figure 2 below. IEC includes audio materials, radio programmes and radio spots, and visual IEC. Advocacy workshops are organised for the regional authorities and RHMT, District Authorities and DHMT/CHMT, Division Secretaries, Ward Inspectors and DLDB owners. Promotion by the media is prepared through workshops and study tours for journalists.

Figure 2 ADDOs implementation process
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Although baseline and endline surveys and business monitoring performance were very necessary for the purpose of monitoring and evaluation of the pilot phase, the review team is not convinced of the necessity of these activities for the roll out phase. It has also to be considered that the workload (and associated cost) for study tours, promotion, advocacy, and evaluation will decrease in proportion of the number of regions already covered by ADDOs: at one moment in the roll out process the number of ADDOS will be greater than the number of DLDBs and later on the number of remaining DLDM will become marginal compared to ADDOs.

Moreover, the process should be clearly divided into an implementation phase (mapping and preliminary inspection, IEC, promotion and advocacy, training, final inspection and evaluation), which constitutes the real investment, and a follow up phase (monitoring, supervision, and audits) that forms the bunch of recurrent activities.

Consequently, the roll out process is better depicted in the Figure 3 below.

Figure 3 ADDOs implementation process amended
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9.1.2. Timeframe and Workload

The Pilot Programme was implemented in 2.5 years with the establishment of 207 ADDOs (including the 40 new ADDOs created during the first quarter 2006). However, most stakeholders agreed that the roll out should be implemented in as short a time as possible in order to decrease the risk of changing priorities over time (government and donors) that could endanger the process.  It is therefore recommended that all the regions will be covered within 4 to 5 years (1,000 to 1,500 ADDOs per year, depending on the number of DLDBs that will actually be converted into ADDOs). Based on an average number of 1,000 ADDOs per year (± 5 regions) this implies the following training activities (annual):

· Training of 30 TOT

· Training of 2,000 dispensers
 (sessions of 40 days, 100 dispensers per session => 20 sessions)

· Training of 1,000 owners (sessions of 5 days, 40 owners per session, => 25 sessions))

· Training of 300 RDTC and DDTC members (sessions of 2 days, 60 persons per session =>5 sessions)

· Training of 75 DLDM supervisors (sessions of 3 days, 15 persons per session => 5 sessions)

· Training of 1000 Ward Inspectors (sessions of 5 days, 200 inspectors per session => 5 sessions)

Considering these figures and the fact that simultaneous training sessions will have to be organised for dispensers and owners, there seems to be no other option than organising and institutionalising the training activities. This could be done at the Zone level (Zone Training Centres). The role of the Zone Training Centres would be to co-ordinate training activities to be conducted at existing training institutions (public and private), and to ensure that curricula meet required standards (in collaboration with TFDA and PC). One important aspect would be the training of trainers at training institutions. 

MOH, TFDA, and PC should also consider converting the ‘Accredited Dispenser’ into a recognised pharmacy sub-profession. The Consultant expects that demand for this cadre would not be restricted to ADDOs but would also emanate from other private sector health care providers. In that case training institutions would offer Accredited Dispenser Training according to capacity and demand, and it would be financed the same way as similar institutionalised sub-professional training (i.e. mainly through student fees and bursaries). 

Some Technical Assistance might be needed to support TFDA, PC and MoH in organising and institutionalising the training. In addition, collaboration with co-operating partners supporting the development of Zone Training Centres is recommended.

From the TFDA roll out programme proposal it can be calculated that the workload of TFDA staff (supervisors, inspectors and trainers) would be 473 man-days for 1 region, which represents 2 man-years (FTE
, based on 230 working days per year). Although the workload for TFDA will not be strictly proportional to the number of ADDOs implemented per year, the Review Team strongly recommends that TFDA (a) either recruits a minimum of 6 new staff (instead of the 3 already included in the budget) or contracts out more activities, and (b) involves more intensively the regional and district staff (RHMT, DHMT, RDTC and DDTC) in the mapping, supervision and training activities.

9.2. Indicative Budget

To be consistent with the revised process described in the section above, the roll out budget has been divided into an investment and a recurrent budget. The investment budget presented in Table 17 below is based on the following assumptions:

· Implementation timeframe: 5 years

· 1000 ADDOs implemented per year

· 1 region=5 districts=100 wards=200 ADDOs

· Unit cost and quantities were taken from the initial budget prepared by TFDA (with the exception of the number of ward inspector per region: we anticipate a number of 100 ward inspectors per region (1 inspector for 2 ADDOs) instead of the 250/500
 proposed by TFDA)

· Recruitment of 6 new staff for TFDA (instead of 3)

· Fixed assets: 1 car and 1 ICT set (laptop, printer and LCD) per year

· Baseline and endline surveys, as well as business monitoring, have been removed from the process

· Technical assistance and contracting out not included

· Decreasing costs for advocacy workshop, study tours, IEC and promotion by the media.

The total investment cost represents US$ 14.11 million (an average of US$ 2,822 per ADDO). Training cost and IEC represent respectively 61% (of which 77% for dispensers training) and 17% of the total cost. The visual IEC component seems very expensive (an average of US$ 381 per ADDO) and could certainly be reduced by tendering and negotiating a countrywide IEC programme. As training is the key component of the programme and the first condition for its success and impact, the review team strongly recommends not trying to reduce the training costs at the expense of the quality. A real institutionalisation of the training might even increase the cost of this component. However, depending on the set-up, this cost does not necessarily have to be born in full by the TFDA or MoH (see 9.1.2 above).
Table 18 below shows the breakdown by account of a one-year investment budget. Accommodation-subsistence-hospitality, visual IEC, per diem, and transport (including fuel and maintenance) represent 52%, 16%, 8% and 8% respectively of the total implementation cost.

Table 17 Indicative investment budget for the roll out phase (5000 ADDOs implemented in 5 years) (TSH million)

	
	
	
	Number of ADDOs implemented
	

	
	
	
	1,000
	1,000
	1,000
	1,000
	1,000
	5,000
	

	
	
	TSH Million
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total
	%

	Investment cost
	
	
	
	
	
	
	

	
	Mapping (including prelimiary inspection)
	57.13
	57.13
	57.13
	57.13
	57.13
	285.63
	1.8%

	
	Advocacy Workshops
	223.88
	223.88
	167.91
	125.93
	94.45
	836.03
	5.2%

	
	
	Regional authorities and RHMT
	38.25
	38.25
	28.69
	21.52
	16.14
	142.84
	0.9%

	
	
	Division Secretaries, and Ward Inspectors
	140.63
	140.63
	105.47
	79.10
	59.33
	525.15
	3.2%

	
	
	District authorities and DHMT/CHMT
	5.00
	5.00
	3.75
	2.81
	2.11
	18.67
	0.1%

	
	
	DLDB Owners
	40.00
	40.00
	30.00
	22.50
	16.88
	149.38
	0.9%

	
	Study Tour
	27.75
	27.75
	20.81
	15.61
	11.71
	103.63
	0.6%

	
	IEC
	724.00
	724.00
	539.25
	404.44
	303.33
	2,695.02
	16.6%

	
	
	Radio programmes
	22.00
	22.00
	16.50
	12.38
	9.28
	82.16
	0.5%

	
	
	Radio spots
	109.50
	109.50
	82.13
	61.59
	46.20
	408.91
	2.5%

	
	
	Visual IEC
	587.50
	587.50
	440.63
	330.47
	247.85
	2,193.95
	13.5%

	
	
	Copyright for ADDO program materials
	5.00
	5.00
	
	
	
	10.00
	0.1%

	
	Promotion by the media
	63.65
	63.65
	47.74
	35.80
	26.85
	237.69
	1.5%

	
	
	Study tour for journalists
	17.50
	17.50
	13.13
	9.84
	7.38
	65.35
	0.4%

	
	
	Workshop for journalists
	23.80
	23.80
	17.85
	13.39
	10.04
	88.88
	0.5%

	
	
	Media coverage
	22.35
	22.35
	16.76
	12.57
	9.43
	83.46
	0.5%

	
	Selection of dispensers
	57.00
	57.00
	57.00
	57.00
	57.00
	285.00
	1.8%

	
	Training
	1,990.70
	1,990.70
	1,990.70
	1,990.70
	1,990.70
	9,953.50
	61.3%

	
	
	Training of trainers (TOT)
	53.10
	53.10
	53.10
	53.10
	53.10
	265.50
	1.6%

	
	
	Training of 1DLDM supervisors (DHMT)
	19.25
	19.25
	19.25
	19.25
	19.25
	96.25
	0.6%

	
	
	Training of RDTC and DDTC members
	95.50
	95.50
	95.50
	95.50
	95.50
	477.50
	2.9%

	
	
	Training of dispensers
	1,524.00
	1,524.00
	1,524.00
	1,524.00
	1,524.00
	7,620.00
	47.0%

	
	
	Training of owners
	144.60
	144.60
	144.60
	144.60
	144.60
	723.00
	4.5%

	
	
	Training of ward inspectors
	154.25
	154.25
	154.25
	154.25
	154.25
	771.25
	4.8%

	
	Final inspection of DLDM
	41.50
	41.50
	41.50
	41.50
	41.50
	207.50
	1.3%

	
	Launch programme
	134.75
	134.75
	134.75
	134.75
	134.75
	673.75
	4.2%

	
	Monitoring/Auditing
	68.53
	68.53
	68.53
	68.53
	68.53
	342.65
	2.1%

	
	
	Fixed assets
	64.75
	64.75
	64.75
	64.75
	64.75
	323.75
	2.0%

	
	
	Audit, monitoring and training tools 
	3.78
	3.78
	3.78
	3.78
	3.78
	18.90
	0.1%

	
	Supervision after launch
	28.50
	28.50
	28.50
	28.50
	28.50
	142.50
	0.9%

	
	Evaluation workshop (stakeholders)
	92.00
	92.00
	92.00
	92.00
	92.00
	460.00
	2.8%

	
	New TFDA Staff
	5.88
	
	
	
	
	5.88
	0.0%

	
	
	Recruitment
	5.88
	
	
	
	
	5.88
	0.0%

	
	Total investment cost
	3,515.26
	3,509.38
	3,245.81
	3,051.88
	2,906.44
	16,228.78
	100.0%

	
	In US$ Million
	3.06
	3.05
	2.82
	2.65
	2.53
	14.11
	

	
	In US$ per ADDO
	3,057
	3,052
	2,822
	2,654
	2,527
	2,822
	


Table 18 Indicative investment budget for 1 year (1000 ADDOs) broken down by account (TSH million)

	
	Total 1 year
	%

	Advertising
	125.50
	3.5%

	Visual IEC
	562.50
	15.8%

	Fees
	51.00
	1.4%

	Allowances
	43.88
	1.2%

	Per diem
	298.85
	8.4%

	Accommodation, subsistence and hospitality
	1,831.33
	51.5%

	Tuition fees
	235.00
	6.6%

	Conference facilities
	55.25
	1.6%

	Stationary and forms
	6.50
	0.2%

	Transport anf fuel
	279.35
	7.9%

	Computers
	4.75
	0.1%

	Vehicles
	60.00
	1.7%

	Total
	3,553.90
	100.0%


The recurrent budget presented in Table 19 below is based on the following assumptions:

· 1000 ADDOs implemented per year

· Monitoring, auditing, inspection and follow up costs are proportional to the cumulated number of ADDOs implemented

· Inspection cost: 4 inspections per year, allowance of TSH 20,000 per inspection of 2 ADDOs (to be shared between ward inspectors and DDTC inspectors), transport: TSH 10,000 per inspection of 2 ADDOs. 

· Supervision after launch and national steering committees are fixed costs

· Operating costs include additional recurrent costs related to fixed assets (vehicles and computers)

· Salaries for TFDA 6 new staff 

The Year 5 total recurrent costs (that could be considered as the baseline for the following years, when all the ADDOs will be implemented) represent US$ 0.93 million (US$ 187 per ADDO). Taking into account that the total taxes (see ADDOs financial analysis above) and license fees (US$ 20 per year) paid by the 5,000 ADDOS will represent a annual minimum amount of US$ 0.55 million, the annual net recurrent cost for the Government will be approximately US$ 0.37 million (US$ 74 per ADDO).

Table 19 Indicative recurrent budget (5000 ADDOs implemented in 5 years) (TSH million)

	
	
	
	Number of ADDOs implemented
	

	
	
	
	1,000
	2,000
	3,000
	4,000
	5,000
	5,000
	

	
	
	TSH Million
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total
	%

	Recurrent cost
	
	
	
	
	
	
	

	
	Operating costs (forms, station., etc.)
	175.00
	195.00
	215.00
	235.00
	255.00
	1,075.00
	29.2%

	
	Monitoring/Auditing
	37.40
	74.80
	112.20
	149.60
	187.00
	561.00
	15.2%

	
	
	Quaterly monitoring/inspection
	37.40
	74.80
	112.20
	149.60
	187.00
	561.00
	15.2%

	
	Inspection
	60.00
	120.00
	180.00
	240.00
	300.00
	900.00
	24.4%

	
	Follow up
	51.00
	102.00
	153.00
	204.00
	255.00
	765.00
	20.8%

	
	National Steering Committee meetings
	29.50
	29.50
	29.50
	29.50
	29.50
	147.50
	4.0%

	
	New TFDA Staff
	46.80
	46.80
	46.80
	46.80
	46.80
	234.00
	6.4%

	
	
	Salaries
	46.80
	46.80
	46.80
	46.80
	46.80
	234.00
	6.4%

	
	Total recurrent cost
	399.70
	568.10
	736.50
	904.90
	1,073.30
	3,682.50
	100.0%

	
	In US$ Million
	0.35
	0.49
	0.64
	0.79
	0.93
	
	

	
	In US$ per ADDO
	348
	247
	213
	197
	187
	
	


9.3. Sources of funds and cost sharing

The revised investment budget and proposed cost sharing presented in Table 20 below is based on the following assumptions:

· The investment budget has been adapted (revised budget) for the IEC component (TSH 1 billion instead of TSH 2.2 billion)

· Owners’ willingness to pay: US$ 126 per owner, which would cover the owners training costs. This assumption is based (a) on the financial analysis of ADDOs business, and (b) on the owners’ average initial investment. In addition, during interviews owners indicated their general preparedness to contribute. 

· Dispenser’s willingness to pay: US$ 50 per dispenser as a kind of registration fee for training. This assumption is based on interviews with dispensers
 and takes account of the general practice in Tanzania of charging for training.
· Private pharmaceutical sector (mainly wholesalers): 0.05 percent of expected sales to ADDOs, which represent 40 US$ per implemented ADDO. The contributions of the PPS could be used for paying part of the visual IEC. 

Owners and dispensers would need to be sensitised during the preparatory phase towards the requirement to contribute to training costs. In practice, the money received could – in the interim - be deposited in the DDTC account under a particular sub-heading and earmarked for payment of training related expenses. When institutionalisation of training has progressed training and registration fees could be deposited into the Zone Training Centre Account or the account of the training institution charged with organising the training. 

Contributions of the PPS are voluntary, and existing PPS would need to be contacted and motivated to provide sponsorship for particular activities. In addition, PPS sponsoring e.g. the IEC campaign could be offered to include their logos on IEC material and be officially recognised during launching activities. In this case, however, strategies to avoid conflicts of interest and undue influence need to be devised.

The Consultant is not in favour of any exemption policy. Exemption systems are very easy to imagine and define, but remain extremely difficult to manage efficiently and transparently.

In any case, the bulk of investment will remain on the shoulder of the Government (90%).

Table 20 Revised investment budget and proposed cost sharing

	
	
	TSH (Million)
	%
	US$ Million
	US$ per ADDO

	Total investment
	16,228.78
	
	14.11
	2,822

	Total revised investment
	15,034.83
	
	13.07
	2,615

	
	MoH
	13,506.83
	90%
	11.75
	2,349

	
	Owners
	723.00
	5%
	0.63
	126

	
	Dispensers
	575.00
	4%
	0.50
	100

	
	PPS
	230
	2%
	0.20
	40


PPS: Private Pharmaceutical Sector

In terms of recurrent costs, inspection costs are assumed be supported by the districts; their share will represent 28% of the total cost of Year 5 (after implementation) –see Table 21 below.

Table 21 Recurrent budget and proposed cost sharing

	
	Local Government
	Central Government
	Total recurrent cost

	
	Inspection cost
	%
	Other rec. Cost
	

	Year 1
	60.00
	15%
	339.70
	399.70

	Year 2
	120.00
	21%
	448.10
	568.10

	Year 3
	180.00
	24%
	556.50
	736.50

	Year 4
	240.00
	27%
	664.90
	904.90

	Year 5
	300.00
	28%
	773.30
	1,073.30


9.4. Recommended next steps

Consultant recommends that 

1. based on the revised budget TFDA drafts a project implementation plan including milestones and progress indicators, as well as lessons learned from the delay in the planned roll out to Rukwa and Mtware regions;

2. TFDA considers requirements for technical assistance during the roll out period. This could be in the form of outsourcing of particular technical activities. In addition, consultant proposes to contract coaching services that TFDA could access as and when required to assist with solving specific problems that might arise during implementation.

3. the revised 5-year project implementation plan be presented at the technical review meeting with the objective to solicit funding from government and its partners;

4. a consultative meeting be held with relevant stakeholders to plan and cost institutionalisation options for ‘accredited dispenser’ training; suggested participants include MOH, TFDA, PC, School of Pharmacy, Zone Training Centres, representatives of training institutions in the regions, and co-operating partners supporting human resources development;

5. a continuing education programme be drafted for ADDO dispensers and inspectors; this could consist of periodic one-day training sessions on specific topics facilitated by the District and/or Regional Pharmacists.

10. Conclusions

The ADDOs pilot project systemic and holistic approach has succeeded in transforming and strengthening the DLDB/DLDM in line with objectives of the Health Sector Reform. There is no doubt that the behaviour of shop owners and dispensing staff has changed and that the client demand/expectation of quality products and services has been positively affected. The majority of customers perceived a difference between DLDBs and ADDOs. These differences included improved services, quality of drugs, cleanliness, ‘full-dose policy’, good advice, and availability of drugs.

The participatory approach to program design and implementation has been one of the key factors behind the success of the pilot phase. 

From the assessment findings the main challenges for continuous successful operation of the ADDO shops in Ruvuma region (hence in other regions) can be summarised as follows:

· To ensure sustainability and effectiveness of the decentralised inspection system

· To ensure training of additional dispensers and continuing education for existing ones

· To ensure equitable distribution of DLDMs throughout the region

Most important will be the sourcing of sufficient funds to sustain operations as well as providing required pharmaceutical expertise at district level through the employment of district pharmacists that could monitor technical performance of the DLDMs
. 

In order to achieve the objective of improving access to quality medicines and pharmaceutical services through ADDOs, a functioning inspection system that ensures enforcement of regulations is indispensable. The decentralised inspection system developed for the pilot programme seems to be efficient but shows some weaknesses: all stakeholders need to be better sensitised on the importance of adequate funding, the importance of their roles in the various committees, and the importance of taking appropriate action where required.

Dispensers do ‘prescribe’ Part I drugs contrary to the regulations; this issue was also stated in the end line evaluation but not commented on. Stakeholders in TFDA and MOH need to agree on whether it will remain prohibited for dispensers to prescribe Part I drugs, in which case this needs to be enforced. If stakeholders decide that this regulation should be relaxed, additional training of dispensers will be necessary. Decision on this issue should be guided by the agreed vision for and role of DLDMs in the provision of health services.

In the meantime, if access to basic but life saving essential medicines should be made available to isolated communities through the establishment of an ADDO, these could be authorised on a case by case basis to sell Part I medicines without prescription under certain conditions, and only if additional regular professional supervision by e.g. the district pharmacist can be provided.

Dispensers do not keep all the required records in the form prescribed by the regulations. This might be partly due to the fact that the purpose of keeping the records is not always clear and the data might seem of no use. The TFDA Regulations of 2004 are currently under review, which provides the opportunity to the legislators to review the documentation requirements, taking into account professional and accountability aspects as well as feasibility. It could also be considered to hold the owner overall responsible for adherence to the regulations rather than shifting part of this responsibility to the dispenser, as it is currently the case.

The ADDOs programme should be rolled out country wide in a timeframe that should not go beyond 5 years. The review team strongly recommends that TFDA (a) recruits a minimum of 6 new staffs (instead of the 3 already included in the budget) and/or contracts out more activities, and (b) involves more intensively the regional and district staff (RHMT, DHMT, RDTC and DDTC) in the mapping, supervision and training activities. 

The final result of the programme will be a rather well regulated pharmaceutical sector up to the “grass root” level, ensuring access to essential and quality drugs for the majority of the population. This could serve as a reference and model for the East African region. This paramount output (and related outcomes) has a cost that without a doubt it is worth to pay.

11. Annexes 

11.1. Terms of Reference

TOR for Consultancy to review proposed model for Expansion of the pilot Accredited Drug Dispensing Outlets (ADDO) model implemented in Ruvuma region of Tanzania to cover the rest of the country 

Introduction

The ministry of health has been reforming the health sector in order to improve health status of the people. To achieve this it has prepared the second strategic health plan which builds on achievements attained in the sector through implementation of the first strategic health plan (POW) that covered the period July 99-June 2002. One of the areas to be pursued under the reforms is involvement of the private sector in health services delivery. Currently there is weak collaboration between the private sector and public health sector and the private sector is weak, needs to be revamped. The initiative undertaken by the TFDA to capacitate the Duka La Dawa Baridis (DLDBs) in one region (Ruvuma) is a good example of promotion of public private participation. The MOH has been impressed with results of the initiative introduced in Ruvuma and this has stimulated interest by the MOH to expand the Ruvuma experiment to cover the whole country.

Duka La Dawa Baridis (DLDBs) were constituted by the Tanzania Food and Drugs Authority (formerly known as the Pharmacy Board)established under the then Pharmaceuticals and Poisons Act, 1978 to provide non-prescription drugs to rural and peri-urban in the private sector, as opposed to pharmacies that provide both prescription and non-prescription drugs. DLDBs constitute the largest network of licensed retail outlets for basic essential drugs in Tanzania. They are found in all districts in the country and have a combined estimated turnover greater than MOH expenditure on essential drugs for primary health care. Although exact numbers are not available, it is estimated that there are more than 4,600 DLDBs in the country, a figure which is over 50% higher than the equivalent figure for all public health facilities and 11% higher than all public, voluntary, and religious facilities combined.

For many common medical problems, such as malaria, diarrhea, acute respiratory infections, and fungal infections, a variety of factors encourage people to self-diagnose and medicate before visiting a government health facility. Since pharmacies are few in number (330 in 2001) and located almost exclusively in major urban areas (60% are in Dar es Salaam alone), while approximately 75% of the population lives in rural and peri-urban communities, DLDBs are often the most convenient retail outlets from which to buy drugs. 

Moreover, with out-of-stock rates of 20% to 30% in public primary health care facilities, patients will often turn to DLDBs to obtain medicines and supplies prescribed by a government health worker. Given the absence of pharmacy services in rural areas and the extreme shortage in peri-urban areas, it is evident that DLDBs play an important role in providing access to essential drugs for a significant proportion of the population.

Although they provide an essential service, evidence has mounted that DLDBs are not operating as had been intended; prescription drugs that are prohibited for sale by the TFDA are invariably for sale, quality cannot be assured, and the majority of dispensing staff lack basic qualifications, training, and business skills. Regulation and supervision are also poor. These conclusions were confirmed by a 2001 assessment of the Tanzanian pharmaceutical sector, co-sponsored by the Ministry of Health and Management Sciences for Health that concluded that pharmacy services in rural areas were not adequately meeting the legitimate pharmaceutical needs of the population in those areas.

In response to these problems, the TFDA and MOH decided to consider a new approach to improve pharmacy services in rural and peri-urban areas. The MOH/TFDA in collaboration with MSH developed a pilot program establishing a network of accredited drug dispensing outlets to provide selected essential medicines and other health supplies in the five districts of the Ruvuma Region. The intent was to ensure that Tanzanians living in rural communities have the opportunity to purchase quality-assured non-prescription and a limited number of prescription drugs from regulated and properly operated drug outlets staffed by trained drug dispensers.

To achieve this goal, it was necessary to approach the problems of drug shops in a systemic, or holistic, fashion rather than focusing on a few issues such as augmenting regulatory systems or provision of consumer education. The DLDB system—which includes the shop and stock maintained by the owner, consumer choices, basic business practices, interactions with dispensers, and treatments—had to be improved. In addition, the larger systems in which DLDBs are embedded, such as those for licensing, supply, training, and inspection involving ward, district, regional, and national authorities, also had to be transformed and strengthened.

The adopted strategy for improving the quality of products and services through Accredited Drug Dispensing Outlets (ADDOs) sought to address all of these interlocking features of the whole system. The approach, therefore, combined changing the behavior of shop owners and dispensing staff through the provision of education, incentives, and regulatory coercion with efforts to affect client demand, expect action, improving compliance with the aim of improving the quality products and services. Success can be built only on bedrock of broad-based support among all stakeholder groups and individuals from the public and private sectors as well as national and local government; significant effort is required to develop and maintain this support and understanding.

The strategy adopted by TFDA improves pharmacy services in rural and peri-urban areas through ADDO are expensive to replicate through out the country at current costs. It costs approximately 800 million shillings to establish ADDOS in one region and the current high cost is a big constraint to realisation of the MOH desire to expand the scheme to cover all 21 regions in the country. Hence the need to find cheaper options or other innovative approaches for  or come up with  some innovative approaches to fund ADDOs such as exploring other possible sources of financing  such as charging the duka owners for training. Expanded ADDO scheme. 

Objectives

a) Review strategies applied and associated costs and budget for ADDOs, pilot in Ruvuma region and indicate whether it is possible to reduce future implementation costs  or come up with some innovative cost sharing approaches with duka owners, local government and explore other stakeholders. possible sources of income such as charging the dukas for training when rolling out the initiative 
b) Based on (a) above, provide cost effective and sustainable options on how best to replicate the Ruvuma pilot to cover all 21 regions at a cost the GOT can afford 
Scope of Work

The study will involve discussion with key stakeholders, visiting of pilot region and reviewing the project documents and other relevant literature. 

· Interview of key players associated with design and implementation of the ADDO pilot project such as MSH, TFDA, PSU, office of CMO, elements of the programme that contribute to determination of costs such as TFDA accreditation process, business development system applied, pharmaceutical training, education and supervision, commercial incentives offered to ADDO owners, marketing and public education, regulation and inspection at various levels. 

· Field visit to regional and district project site in Ruvuma to get acquainted with situation on the ground. 

· Review the ADDO proposed implementation strategy document, analyse the proposed interventions in the ADDO proposal including, capital equipment, costs of consultant, human resources costs, costs for training, orientation, seminars monitoring and evaluation. 

· Analysis of the budget and identify areas of the budget where savings could be made or explore other possible sources of financing the scheme. 

· Assessment and advice whether the proposed interventions could be implemented in a different way without affecting the expected product or will change of the current design negatively affect the gains realized by the pilot project in Ruvuma or is the model too expensive to replicate and should be abandoned and initiate some other initiatives that can suite a highly indebted country like Tanzania. 

· Analysis and recommendations on the long term recurrent cost of maintaining the programme e.g. refresher training, training of newly established drug dealers etc.

Methodology

· Review all relevant documents on ADDO such as the pilot project document that was applied in Ruvuma project, the proposed plan for role roll out of ADDO to other regions.

· Interview TFDA, MSH representative in the country and other organizations or individuals that have contributed in one way or another to development of ADDO strategy

· Interview partners supporting the health sector both pooling partners and the non pooling partners to see whether resources could be available to support role roll out of the ADDO

· Interview MOH some key people in the MOH such as CMO, DPP, DHS, HSPS coordinator 

· Visit to Ruvuma to get acquainted with operations on the ground of ADDO, such as district health staff, the DED, owners of accredited drug outlets and the community that access drugs from the outlets

· Analyse also the drug-dealers motivation, incentives and perceptions of how best they make good business in order to analyse the economy, profitability of the drug-outlets as well as analyzing the drug dealers potential interest in paying for part of ADDO services  (structured interviews - questionnaires).

· Based on the assessment review costs as described in the ADDO project and advice on feasibility of the pilot project to be replicated in the rest of the country as it is and if this is unaffordable then come up with recommendations and other options of rolling out ADDO at a more affordable cost 

Consultancy expertise/Composition

1. Consultant with expertise and vast experience on project proposal development and financial analytical skills (International), who shall serve as a Team Leader

2. Pharmacist with post graduate training in public health (International)

3. Economist (Local consultant) with a knowledge in micro-enterprise development

4. Pharmacist (Local consultant) with experience in alternative drug dispensing

5. A resource person to be identified by TFDA

Timing

The Director General of TFDA has requested that this consultancy be undertaken as soon as possible in order to allow the government and other interested parties to decide on the options for rolling out modalities. In view of this, it is proposed that the consultancy be undertaken in January, 2006 for 3 weeks including report writing.

Expected Output

Document produced containing executive summary, introduction, cost-benefit analysis, recommendations and alternative options for rolling out the Ruvuma pilot to the rest of the country at cost the government can afford.

11.2. People met 

	Name
	Institution
	Position
	Tel
	Email

	Dar es Salaam

	Henriette Kolb
	EC Delegation
	Programme Officer
	22 211 74 73
	henriette.kolb@cec.eu.int

	Dr Bergis Schmidt-Ehry
	GTZ/TGPSH
	Senior Policy Adviser / Programme Manager
	0744 580 208
	bergis.Schmidt-ehry@gtz.de 

	Dr Oberlin Kisanga
	GTZ/TGPSH
	
	
	

	Meinolf Kuper
	GTZ/TGPSH
	Health Economist / Component Leader Health Financing
	0744 768 846
	meinolf.kuper@gtz.de 

	Victima Munishi
	GTZ/TGPSH
	Health Financing Adviser
	0744 882 620
	victima.munishi@yahoo.com 

	Greg Foster
	MEDA
	Country Manager
	0744 586 404
	gfoster@meda.org 

	Dr Mulinga
	MOH
	Director Human Resources
	
	

	Dr Upunda
	MOH
	CMO
	0744 222 268
	www.moh.go.tz 

	Joseph Muhume
	MOH
	Chief Pharmacist
	0744 222 262
	jsmuhume@yahoo.co.uk 

	Dr Faustin Njau
	MOH / HPP
	Head Health Sector Reform Secretariat
	0748 787 118
	faustinnjau@hotmail.com 

	Dr Anders Jeppson
	MOH / HSPS
	Senior Health Adviser
	0744 222 260
	anders@hspstz.org 

	Helene Bilsted Probst
	MOH / HSPS
	Junior Professional Officer
	0744 222 283
	helene@acexnet.com 

	Sam Nyaywa
	MOH / HSPS
	District Support
	0744 222 267
	sam@hspstz.org 

	Jaffary Liana
	MSH
	Dispensing Supervisor
	
	

	Romuald Mbwasi
	MSH
	Senior Technical Advisor
	0748 202 234
	rmbwasi@msh.org 

	Dr Aifena Mramba
	NHIF
	Quality Control Officer
	0741 32 63 33
	Aifena@yahoo.com

	Mr E. D. Humba
	NHIF
	Director General
	0748 65 00 90
	nhif@cats-net.com

	Mr M. Mhando
	NHIF
	Fund Actuary
	0748 379 675
	nhif@cats-net.com

	Mrs Sanne Olson
	Royal Danish Embassy
	Counsellor
	0744 784 424
	sanols@um.dk

	Emmanuel Alphonse
	TFDA
	ADDO programme coordinator
	0744 28 43 67
	emmaa_25551@yahoo.com

	Margareth Ndomondo-Sigonda
	TFDA
	Director General
	0744 333 308
	

	Ollympia Kowero
	TFDA
	Director Inspection and Surveillance
	0744 307 337
	ollympiak@yahoo.com 

	Rose Shija
	WHO
	National Programmel Officer
	0744 222 263
	shijar@tz.afro.who.int

	Ruvuma region

	Dr Wella
	Ruvuma Region
	RMO
	
	

	Mkope
	Ruvuma Region
	Regional Health Secretary
	
	

	F. Mwaisaka
	Ruvuma Region
	Regional Administrative Secretary
	025 515323
	

	Major General S.S. Kalembo
	Ruvuma Region
	Regional Commissioner
	0744 289425
	sskalembo@yahoo.co.uk

	Jerome Ngowi 
	Ruvuma Region
	Regional Pharmacist
	
	

	A. Mwinyimusa
	Songea rural district
	District Commissioner
	
	

	Champuka
	Songea rural 
	District Administrative Secretary
	
	

	Dr J.R. Budotela
	Songea rural district
	DMO
	
	

	V. Komba
	Songea rural district
	District Pharmacist
	
	

	Chande
	Songea urban
	Acting Town Director
	
	

	Dr F. Mukoma
	Songea urban
	Veterinary Officer
	
	

	Diane Mashonga
	Mjini Ward
	WEO (Inspector)
	
	

	Verena Lwiva
	Matarawe Ward
	WEO (Inspector)
	
	

	Yvonne Hinju
	Mfaranyaki Ward
	CDO (Inspector)
	
	

	Dr Marekela
	Songea urban
	DLDM owner
	
	

	Fausta Lugongo
	Songea urban
	DLDM owner
	
	

	Medembe
	Songea urban 
	Chairperson Owners’ Association
	
	

	Kabanga
	Songea urban
	DLDM owner
	
	

	Dr Peter Kiula
	Songea urban
	DLDM owner
	
	

	G. Kimoro 
	Namtumbo District
	District Commissioner
	
	

	Luambano
	Namtumbo District Hospital
	Clinical Officer in Charge
	
	

	Dr V. Mushi
	Peramiho Hospital 
	MO in charge
	
	

	G.E. Milinga
	Peramiho Hospital 
	In charge of pharmacy
	
	

	Sister Priscilla
	Kingonsera Health Centre
	Sister in charge
	
	

	David T. Lutabana
	Southern Highlands Pharmaceuticals, Songea Branch
	Pharmacist in charge
	0741 763 184
	dtalemwa@yahoo.com 

	Dr Mashimba
	Mbinga district
	DMO
	
	

	E.J.M. Mbwilo
	Mbinga district
	DC
	
	

	K. Mbawalla
	Mbinga district
	DED
	
	

	A. Mnali
	Tunduru district
	DC
	
	

	A. S. Danloa
	Tunduru district
	DED
	
	

	Dr J. Ndindi
	Tunduru district
	DMO
	
	

	S. Tawani
	Nakapania HC
	OiC
	
	

	Dr C. Komba
	Tunduru district hospital
	OiC
	
	


11.3. List of Documents

Documents directly related to the ADDO Programme

Author??: Roll out of Accredited Drug Dispensing Outlets Program in Tanzania

Chalker, John: Draft Monitoring Report for ADDO data from Sept 2003 to June 2004; February 2005
MOH/TFDA 2005: A Proposal to Rollout ADDO Program (Final Draft); Dar es Salaam, March 2005
MEDA 2005: Mbinga DLDM Follow Up Assessment; Dar es Salaam, January 2005
MSH: Accredited Drug Dispensing Outlets (ADDOs): An Innovative Program for Improving and Expanding Access to Essential Drugs, Services, and HIV/AIDS Support to Rural and Peri-Urban Communities in Tanzania; Boston, no date

MSH/MEDA Tanzania: Basic Foundation Course in Business Management; Date ??

SEAM: Evaluation ADDO Program – Draft; (Date ???)

SEAM Conference 2005: Various powerpoint and poster presentations describing the ADDO program (www.msh.org/SEAM/conference2005 ); Ghana, 2005

TFDA 2005: The Duka la Dawa Muhimu Regulations, 2005; Draft
United Republic of Tanzania, MOH 2003: Communication for Quality ADDO Services; Facilitator’s Guide, Draft; Dar es Salaam, May 2003

United Republic of Tanzania, MOH 2003: Communication for Quality ADDO Services; Participants’ Handouts; Dar es Salaam, May 2003

United Republic of Tanzania, MOH 2003: ADDO Training Manual, Dispensers’ Version I; Dar es Salaam, June 2003

United Republic of Tanzania 2004: The Tanzania Food, Drugs and Cosmetics (Standards and Code of Ethics for Duka la Dawa Muhimu) Regulations; Dar es Salaam, 2004

Other Documents Reviewed

Armstrong Schellenberg et.al.: Effectiveness and cost of facility-based Integrated Management of Childhood Illness (IMCI) in Tanzania; The Lancet 2004, 364, 1583-94 
Center for Pharmaceutical Management. 2003. Access to Essential Medicines: Tanzania, 2001. Prepared for the Strategies for Enhancing Access to Medicines Program. Arlington, VA 

Management Sciences for Health.

Center for Pharmaceutical Management. 2004. Access to Essential Medicines: Tanzania Survey Data, 2001. Prepared for the Strategies for Enhancing Access to Medicines Program. Arlington, VA: Management Sciences for Health.

Health Care Financing in Tanzania 2005 Fact Sheet No 1: Cost Sharing

Health Care Financing in Tanzania 2005 Fact Sheet No 2: National Health Insurance Fund (NHIF)

Health Care Financing in Tanzania 2005 Fact Sheet No 3: Community Health Financing

Health Care Financing in Tanzania 2005 Fact Sheet No 4: Health Sector Public Expenditure

Health Advisors of the Agencies Providing Basket (Pooled) Funds Support to the Health Sector: Joint Statement on User Fees for Health in Tanzania; March 2005
Hussein A, Urrio T: Public Private Partnerships In The Health Sector: Existing Arrangements And Stakeholders’ Opinions On The Proposed Partnership Instrument; Dar es Salaam, November 2004

Institute for Health Sector Development: Private Sector Participation in Health; London, November 2004

Kibassa B: Childhood Malaria Management Using Artemisinin Monotherapy By Private Retail Pharmacies In Dar Es Salaam; Dar es Salaam, 2005
Laterver, Munga, Schwerzel: Equity Implications Of Health Sector User Fees In Tanzania - Do we retain the user fee or do we set the user f(r)ee?; ETC Crystal, The Netherlands, July 2004

Millinga A: Assessing the demand for micro insurance in Tanzania; MicroSafe-Africa, Nairobi, Kenya, 2002

Ministry of Foreign Affairs / DANIDA, 2000: External Review: Indent System Pilot Project, Morogoro Region Tanzania, MOH/HSPS II; March 2000

Ministry of Foreign Affairs / DANIDA, 2004: Sector Programme Support Document- Danida Health Sector Programme Support, Phase III Tanzania; Denmark, July 2004

Mapunda, BT: Review Of Health Sector Legislation For Development Of The Public-Private Partnership In Tanzania; Dar es Salaam, January 2005

MOH 2003: National Norms, Guidelines, And Standards On Cross Cutting Issues For Health Care Practice In Tanzania; Dar es Salaam, February 2003
MOH, Health Sector Reform Secretariat: Report of the 6th Tanzania Joint Annual Health Sector Review; Final Version; Dar es Salaam, May 2005

Msuya M et al: Impacts of Community Health Insurance Schemes on Health Care Provision in Rural Tanzania; ZEF – Discussion Papers on Development Policy, Bonn, January 2004
National Bureau of Statistics 2002: Household Budget Survey 2000/2001; Dar es Salaam, 2002

National Bureau of Statistics: Tanzania DHS 2004-05 Preliminary Report; Dar es Salaam, 2006 (?)

Newbrander W: Accreditation of Providers for the National Health Insurance Fund of Tanzania; MSH Boston, 2000
Smithson P: Health in Tanzania. What has changed, what hasn’t and why?; DfID Tanzania, 2005

St Joseph’s Mission Hospital: Annual Report 2004; Peramiho, Year ??

The United Republic of Tanzania 1999: The National Health Insurance Fund Act, 1999; Government Printer, Dar es Salaam 1999

The United Republic of Tanzania 2001: The Community Health Fund Act 2001; Government Printer, Government Gazette No 14, Vol. 82; 6 April 2001

The United Republic of Tanzania 2003: The Tanzania Food, Drugs and Cosmetics Act 2003; Government Printer, Dar es Salaam, 2003

The United Republic of Tanzania, HERA: Technical Review 2005 - Public Private Partnership For Equitable Provision Of Quality Health Services, Final Report; Belgium, March 2005
The United Republic of Tanzania, Joint Ministry Of Health And Presidents Office Regional Administration And Local Government: Health Basket and Health Block Grants Guidelines for the Disbursement of Funds, Preparation of Comprehensive Council Health Plans, Financial and Technical Reports and Rehabilitation of PHC Facilities by Councils; Dar es Salaam, March 2004
The United Republic of Tanzania, MOH 1997: Standard Treatment Guidelines (STG) and the National Essential Drug List for Tanzania (NEDLIT); Second Edition, Dar es Salaam, 1997
The United Republic of Tanzania, MOH 2003: 

- 1 Second Health Sector Strategic Plan (HSSP) (July 2003-June 2008); Dar es Salaam, April 2003

- 2 National Health Policy; Dar es Salaam, October 2003

The United Republic of Tanzania, MOH 2004: Survey of Medicine Prices in Tanzania; Dar es Salaam, 2004

The United Republic of Tanzania, MOH 2005: Final Report Health Sector PER Update FY 05; Dar es Salaam, October 2005

The United Republic of Tanzania, MOH, WHO: Baseline Survey of the Pharmaceutical Sector in Tanzania 2002; Dar es Salaam, Year??

The United Republic of Tanzania, Vice President’s Office: National Strategy For Growth And Reduction Of Poverty (NSGRP); Dar es Salaam, April 2005
11.4.  List of Tracer Medicines and their Indication

	No
	Item Description
	Indication 

	1
	Amoxicillin 250mg Capsules
	Pneumonia, UTI in Pregnancy

	2
	Benzyl Penicillin 3 g vial
	Pneumonia, severe

	3
	Co-trimoxazole 240mg/5ml Syrup
	Pneumonia child, Dysentery

	4
	Co-trimoxazole 400/80mgTablets
	Pneumonia, Dysentery

	5
	Diclofenac 50mg Tablets
	Dismenorrhoea, Arthritis

	6
	Doxycycline 100mg Tablets
	STIs

	7
	Erythromycin 250mg Tablets
	STIs, pregnant women

	8
	Oral Contraceptive, 1 cycle
	Family Planning

	9
	Ferrous Sulphate 200mg Tablets
	Anaemia (iron deficiency)

	10
	Folic Acid 5mg Tablets
	Anaemia (folic acid deficiency)

	11
	Mebendazole 100mg Tablets
	Worm Infections

	12
	Metronidazole 200mg Tablets
	STIs, PID, Giardiasis, Amoebiasis

	13
	Nystatin Suspension 100,000 IU 30ml
	Candidiasis (HIV related)

	14
	ORS
	Diarrhoea

	15
	Paracetamol 500mg Tablets
	Malaria

	16
	Sulphadoxine/Pyrimethamine 500/25mg  Tablets
	Malaria

	17
	Vitamin A 200,000 IU Capsules
	Prevention/treatment of Vitamin A Deficiency
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� ADDO or DLDM: Duka la Dawa Muhimu (“Essential Drugs Shop”)


� Investigation on the validity of these concerns was not part of this mission.


� However ADDOs have not been linked to CHF so far as a way to address issue of affordability of medicines among the poor population.


� Minimum qualifications were specified for those dispensing medicines in DLDBs.in the 1998 PB Guidelines for dealing in Part II poisons.


� ADDO or DLDM: Duka la Dawa Muhimu (“Essential Drugs Shop”)


� Although DLDBs were originally free to decide whether to become an ADDO, the TFDA Act of 2003 does not make provision for DLDBs anymore. The legal status of existing DLDBs is thus unclear.


� These figures were obtained from the MOH web page accessed on 31 January 2006: � HYPERLINK "http://www.moh.go.tz/healthprofile.htm" ��www.moh.go.tz/healthprofile.htm� 


� Tanzania National Web site: � HYPERLINK "http://www.tanzania.go.tz/health.html" ��www.tanzania.go.tz/health.html� (accessed 2 February 2006)


� The main budget for pharmaceuticals, though, is allocated to districts at National Level, and held as paper budget at MSD.


� SEAM/MSH: Access to Essential Medicines – Tanzania, 2001; Final Draft December 2003


� Region : Regional Commissioner (RC), Regional Medical Officer (RMO) Regional Pharmacist, Regional Administrative Secretary (RAS), Songea Town Director. Districts : District Commissioners (DC), District Executive Directors (DED), District Administrative Secretaries (DAS), District Medical Officers (DMO), District Pharmacists. Ward : Ward Inspectors.


� Some shops do not stock these items at all. Nevertheless, for the purpose of this survey this was considered as out of stock.


� Except one health centre where everything was provided for free.


� From the Draft Report it is not clear, however, whether the prescriptions analysed originated from qualified prescribers, DLDM dispensers, or both. The ‘Chalker Draft Monitoring Report’ indicates that the data were collected from prescription registers, but not whether only the cases where the DLDM dispensers were at the same time the prescribers were included. From the way the report is written, the latter appears to be the case, e.g.:


“The following tables give rich evidence of how the ADDO shops are doing in their treating of illnesses of major public health concern”., and


“Diarrhoea in particular is badly managed, with a high usage of antibiotics and metronidazole and low usage of ORS. It is conceivable that people purchase their ORS from other sources, but almost all cases get an antibiotic or metronidazole. These are worse in some districts than others, but are poor in all. However not many come to the drug shop for diarrhoea and these may only be the serious ones.


If there are any chances for supervisory and educational interventions, it is these aspects that should be concentrated on for improvement: the use and dosage of antimalarials and antibiotics and the management of diarrhoea.”


� The DDTC account is receiving 70% of the annual license fees to be paid to TFDA by DLDM owners.


� If data were missing for more than 3 months or if data appeared inconsistent (data out of range or uncertainty between zero and missing values), the ADDOs were removed from the sample.


� 	Gross margin in %=Gross Margin on Total Sales


	Mark up=Gross Margin on Cost of Goods Sold (COGS)


� 	RoI=Internal Rate of Return on Owner’s own resources (« equity » or « venture capital ». 


)	RoI=Internal rate of Return on total investment (loan + equity)


� See WHO-WB-UNICEF: the Marginal Budgeting for Bottlenecks approach.


� Southern Highlands sells at a 15% mark-up to ADDOs (applied on average buying price), and at MSD prices to faith based facilities (equals 10% mark-up on average). The higher volumes procured by the faith based hospitals make this profitable.


� It would be interesting, however, to analyse the reasons for similar behaviour changes (although to a sometimes lesser degree) observed in the control region.


� The Draft National Medicines Policy (not yet approved!) makes provision for prices to be ‘kept as low as possible’, and ‘pricing (to) be regulated and monitored’.


� Consutant noticed that the full evaluation report and the monitoring report were not available to TFDA.


� The (subjective) views of the stakeholders are not necessarily the views of the Consultant


� However, determinants of health are too numerous to consider the impact of a just one programme on the health status of the population.


� However, evidence is missing to substantiate this point


� This assumes that 2 dispensers are required per ADDO as per current regulations. The revised draft regulations do not include this requirement. Therefore the resulting training costs could be reduced considerably if the revised draft regulations are approved.


� FTE=Full Time Equivalent


� TFDA initial budget is unclear: 5 inspectors per ward are anticipated (i.e. 500 inspectors per region!!), but the calculations are based on 250 inspectors per region?


�  Amounts stated by dispensers varied between USD 10 and 50, and no association between the amount and the location of the DLDM (i.e. rural or urban) could be established. It should further be considered that during the roll-out phase prospective ADDO owners and (most) dispensers are already business owners and employees of / in the existing DLDBs, and therefore already earn an income that can assist in meeting the cost-sharing requirements.


� This task could be handed over to the Pharmacy Council once sufficient capacity will have been built.
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