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TRAINING COURSE ON DRUG QUANTIFICATION METHODOLOGIES

Bangkok, Thaitand, 5 - 9 March 1990

1. INTRODUCTION

The training course on methodologies for quantification of essential drug supplics,'
attended by twenty-two participants from eight countries, was inaugurated by His Excellency
Mr Marut Bunnat, Minister of Public Health, Government of Thailand.

He noted with satisfaction that the World Health Organization has made efforts to
support numerous health projects with the objective of promoting better health of the world
population consistent with the universal goal of Health for All. Among those in the area of
essential drugs, WHO had proposed practical methods on quantification of dmg needs and had
developed a comprehensive manual on them which would be used in this training course. He
felt that after its completion participants would be able to atilize the knowledge gained o
umprove estimation of drug needs in their countries and to impart practical expenience in drug
quantification by organizing training courses on the methodologies for other national staff,

Dr Pracha Em-amorn, Secretary-General of the Food and Drug Administration,
welcomed the distinguished guests and participants on behalf of the Organizing Committee
and expressed the hope that the participants would gain useful guidelines and find fruitful an
exchange of views on their own country experience.

A message read on behalf of Dr. U Ko Ko, Director of the WHO Regional Office for
South-East Asia (SEARQ), stressed the importance of essential drugs programmes in the
context of Health for All'by the Year 2000. He said that analyses of national morbidity and
drug consumption patterns reveal mis-matches between diseases and the availability of
appropriate drugs to cure them or provide relief. The success of an essential drugs
programme depends heavily on efficient administration of the supply, storage and distribution
systemn at every point from manufacturer to end-user. He hoped that the training course
would enable the participants to acquire practical knowledge for the task of estimating drng
requirements. 5

The Deputy Permanent Secretary of Public Health provided background information
on the organization of the training course. He drew attention tw the use of computers in
estimation of drug needs which would be demonstrated during the course.

Dr Pakdee Pothisiri, Deputy Secretary-General, Food and Drug Administraton,
proposed and lead a vote of thanks.




2. OBJECTIVES OF THE TRAINING COURSE

In addition to briefly introducing the WHO Action Programme on Essential Drugs
(DAP) and its strategies to improve rational drug use, the objectives of the course were, inter

alia;

(a)

(b)

()

(d)

(e)

to introduce the principles of drug management, the role of health information
and the main functions of drug quantification:

i) to provide a sound basis for drug procurement;

1i) to improve perception of the importance of accurate data on morbidities and
drug consumption on drug quantification;

i) to continue development of a national drug list;
1v) 1o enhance cost consciousness on drugs.

to introduce the WHO manual on "Estimating Drug Requirements” and its
methodologies; give examples from countries where the manual has been
tested; discuss and work through the modules on the

morbidity-standard treatment and the past consumption methodologies.

to introduce the concept of standard treatment norms, its application to drug
quantification and its importance in the rational application of quantification
results; highlight the importance of continuing education and training in
standard treatment schedules as a means 10 influence rational drug use.

to review health problems at different levels of health facilities and techniques
for data collection on morbidities.

to bmef participanis on the procedures of a drug quantification exercise and on
the conduct of training courses on estimation of drug needs.

The five-day course consisted of three main areas: 1) presentation of the theoretical
foundations of the two methodologies of estimating drug requirements (two days); 2) small
group work on practical exercises using the country data of the participants (2 days); and,
3) a presentation on the final day of computer-assisted drug quantification based on the
morbidity-standard treatment methodology. A part of the final day was also devoted to
tormulation of an action plan for a national drug quantification exercise.
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3. BRIEF QVERVIEW OF DAP AT GLOBAL, REGIONAL AND COUNTRY LEVELS

A slide presentation on the Action Programme on Essential Drugs illustrated the many
problems that can occur in the drug supply system and its management programme. -

Two main objectives of the Action Programme are to promote availability of essential
drugs and to promote the rational use of drugs; this is a global issue since irrational use of
drugs is common to both developing and industrialized countries. An overview of the
SEARO programme of Essential Drugs and Vaccines (EDV) highlighted WHO collaboratiye
activities with Member States of the Southeast Asia region. It emphasized the role of
Technical Cooperation between Developing Countries (TCDC), of Traditional Medicine, and
of efforts in manpower development, 7

3.1 THAILAND ESSENTIAL DRUGS PROGRAMME

Dr Pakdee Pothisiri, in presenting a view of essential drugs activities in Thailand said
that the Essential Drugs Programme is seen in the context of a country whose economy and
soctety is rapidly advancing to the level of a newly-industrialized country (NIC).
Socioeconomic aspects and concepts of social justice are brought to the area of drug
dismibution and the careful allocation of resources for expenditure on phmnaccutiéjafl
products. |

Standard treatment guidelines have been developed to promote rational use of drugs
and to increase cost-effectiveness of drug treatment. Provincial and hospital Therapeutic
Committees have been established or have been strengthened.

As concerns quantification of drug requirements, proposals have been made to
introduce simple forms for morbidity recording, for a drug utilization review mechanism in
hospitals and health centres, and to moniter and review the use of drugs selected for health
centres and village cooperatives. it is also proposed to use drug consumption statistics,
assembled from every province, to forecast needs and to increase the government
pharmaceutical organization’s production of essential drugs as well as to monitor and review
the essential drug items which are appropriate and relevant to real national health needs. '

4. INTRODUCTION TO TRAINING MODULES

There are two principal methods of quantifying drug requirements:
1) the morbidity-standard treatment methodology ("morbidity "morbidity method™); and, 2)
the adjusted consumption methodelogy ("past consumption method™).

In the morbidity method a list of health problems - symptoms and diagnoses - is
drawn up for each level of health eare facility. A standard treatruent regimen is formulated
for each type of illness. If an essential drugs list for each level of health care does not
already exist, it can be drawn up based on these two elements. When data is added on the
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frequency of the various health conditions (the “"case mix") and the average dose per
treatment, an estimate can be made of the quantities of drugs required.

The approach differs in the past consumption method. A very important observation
here is that drug use does not always reflect drug needs.

National aggregated figures on drug use (e.g. annual drug orders by health facilities)
from central medical stores can be unreliable since the amounts will be too large if over-
prescribing is common or too small if frequent drug shortages (stock-outs) occur. One means
to derive the necessary information for the consumption methodology is to use drug data from
selected "sentinel” facilities where prescribing practices are considered to be rational, in which
no serious stock-outs have occurred in the period under review, and in which good record-
kecping is maintained. Drug use in the sentinel facilities can be extrapolated to all
institutions of the same type in a region or province or even to a national scale.

5. ASSESSING THE NEED FOR BETTER QUANTIFICATION

Module 2 of the "Estimating Drug Requirements” manual (WHO/DAP/88.2) introduces
the subject of assessing the need for better quantification and describes the characteristics
("symptoms™) of poor quantification. Participants were asked to assess the characteristics
operating in their own systems which indicate poor quantification practices. Irrational and
ineffective prescribing was emphasized as were inequity of supply and distortion of demands.

6. FORMULATION & REVIEW OF ESSENTIAL DRUGS LIST BY TYPE OF FACILITY

Module 4 of the manual addresses the subject of the need to draw up lists of essential
drugs by type or level of health care facility and to keep them under review for possible
modification. In discussing this subject, the advantages, disadvantages and difficulties in
collecting required data were illusirated by Dr. George Fernando from the experience of a
comprehensive study on estimating drug requirerents carried out in Sri Lanka. Attention was
given to several procedures that might be adopted to gather information on common
morbidities seen at different levels of health care, in keeping with diagnostic and prescribing
capabilities of staff at these levels,

The Health Problem Listing at primary (community health worker) and middle levels
(health centres) of health care was explained in detail (Table 4.2 of the manual (Appendix 1))
and a comprehensive explanation given on the selection of a drug for each of the health
problems. The drugs are arranged in alphabetical order, aggregated, drug prices added and
costs for each drug calculated.




7. INTRODUCTION TO THE MORBIDITY METHODOLOGY

A simple expression of the morbidity methodology can be formulated:

Number of Quantity of drug(s) Total guantity
Treatment Episodes X specified in the = of drug(s)
of a health problemn Standard Treatment required for the

health problem.

A Treatment Episode (TE) is defined as a patient contact requiring a course of
treatment by a standard regimen.

The morbidity methodology requires information on total numbers of TEs of each
health problem, by age. This is in contrast to the past consumption methodology which
requires information on the roral number of patient contacts. The morbidity methodology also
implies the adoption of standard treatment schedules for the common health problems and that
these regimens are actually used by prescribers in the health care system.

Morbidity data can be organized by the International Classification of Diseases (ICD)
with the degree of detail appropriate to each level of health care (a large measure of caution
must be used in introducing the ICD to assure that it will not sew confusion and inexactness
in designation of health conditions, especially at PHC levels).

At the national level data may be reported by chapter heading only, (Diseases of thie:
Respiratory System; Diseases of the Digestive System, etc.) but for the task of quantification
of drug requirements their breakdown into health problem entities will be required.

Applying the agreed standard treatment schedule to the total number of treatment
episodes of each health problem will give the total amount of drug(s) needed for that
condition. The process is repeated for each and every health problem in order to achieve total
quantities of drugs needed to be procured for the health care system. It is thus evident that
information on total numbers of each health problem is an absolute prerequisite for the:
morbidity methodology of estimating drug requirements.

Since the same drug, aspirin for example, may be included in the standard treatment
regimen of many health problems, the drugs will first be listed alphabetically. The quantities
of the same drug used in the many standard teatment regimens will be added together
(aggregated) to obtain the total quantity needed of each drug.

In the overview of the morbidity methodology some county-specific standard
treatment regimens were used 1o demonstrate briefly how the calculations are carried out and
to introduce rational drug use by the appropriateness of the standard treatment regimen for
severity of disease and age group.




8. STANDARD DRUG TREATMENT SCHEDRULES

One input of data requirements for the morbidity methodology, as discussed in module
5 of the manual, is that of the standard treatment schedule for each of the health problems
for which care is sought in health facilities.

Dr B.B. Gaitondé expanded on this data requirement in describing the mechanism to
be established at country level for guidelines for formulating standard treatment schedules.
He emphasized that the drafting of tentative standard treatment schedules should be carried
out by a multi-disciplinary group representing the different areas of medical practice and
pharmacy and drug supply management. Standard treatment regimens for national
programmes such as leprosy, tuberculosis, malaria, and others are formulated in consultation
with the respective national programme managers and experts.

The tentative standard treatment schedules should be submitted for comment and
teview to a broad representation of health care staff who will be the users, including doctors,
nurses, pharmacists, other categories of health staff such as clinical officers, health assistants,
etc. Whenever possible, consideration should be given to the acceptability by consumers of
the individual drugs.

Rational prescribing was discussed and the acceptance of standard treatment schedules
by physicians, particularly at higher levels of health care, and referral institutions.

Several participants observed that the word "standard” may have negative connotations
to the medical profession, and is seen to imply an unacceptable measure of regimentation and
infringement on a doctor’s prerogative to choose appropriate drugs for an individual patient.

A more acceptable word should be utilized to connote the concept of commonly-used
treatment regimens. Several suggestions were made such as "best treatment schedule”;
"rational treatment schedule"; "appropriate treatment schedule”; and, ""essential drugs
treatment schedules (or guidelines)”. It was advised that this matter should be considered
when revising the present edition of the manual. In addition, a review should be made of the
treatment schedules currently found in Table 5.1(a) of the manual (Appendix 2).

8.1 STANDARD TREATMENT SCHEDULES: EXPERIENCE IN INDONESIA

Dr Bimo, presenting the experience in Indonesia, noted that there are national
treatment guidelines (clinical guidelines) available for every health centre. These national
clinical guidelines are known throughout the health care system and are commonly referred
to as the "Red Book".

Taking into consideration the wide variations among different areas in Indonesia, the
standard treatment schedules are developed as planning tools on a provincial basis. They are
used - and further revised, if necessary - at the regency level. Since 1985, standard treatment
regimens have been developed as part of a training package on "Drug Managemnent/Planning
Training" in four provinces.
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The training involves regency health officers and pharmacists working as a team to
develop standard treatment schedules. A small library of reference materials, including tﬁe
Red Book, the WHO Model Standard Treatment Schedules, and others is made available to
each working group formulating standard treatment schedules. A team of resource persons
is also made available comprising clinical pharmacologists, clinicians, pharmacists, and staff
with expertise in estimating drug requitements. In some provinces, doctors from health
centres and hospitals also participated in the work. a

This area-specific process of development of standard treatment schedules was adopted
in order to obtain consensus and, as far as possible, the commitment of prescribers and
programme field managers.

82 STANDARD TREATMENT SCHEDULES: EXPERIENCE IN BHUTAN .

In presenting 4 brief account of the experience with standard treatment schedules 1p
Bhutan, Ms $. Harvie noted that in order for prescribers to comply with them they must be
not only be thoroughly familiar with them but must also understand them.

The preparation of a manual or guide giving prescribing information must be given
high priority and should be directed at a particular level of prescriber. The level aimed at will
usually not be doctors but, rather, health assistants or that category of staff responsible for the
majority of prescribing at the primary health care level. Information on health conditions
meated and drugs prescribed at this level of health care should be included; the manual
however, can also be distributed to other levels of prescribers for their use.

A country-specific manual is much more useful than one adapted from elsewhere sinﬁ:é
no two countries will have exactly the same health problem profile and essential drugs list.
Every effort should be made to have the use of the manual included in the initial training of
health care staff.

Bhutan has developed a comprehensive Standard Treatment Guide which includes
instructions for history taking for diagnosis, flow charts, disease information and drug
information. Itis used in the health services and in the recruitment of all health professionals.
The first edition was published in 1989,

9. MORBIDITY DATA

A second and most important input in the morbidity methodology are the data on the
health problems (morbidities) occurring in the population.

In this method, each treatment of a heaith problem is designated as a treatment
episode, i.e. a patient contact requiring a course of treatment by a standard regimen. Age and
severity of the health problem are important elements dictating the formulation of the standard
reatment rcgimen.




8

The issue of the accuracy of the morbidity data cannot be overemphasized both in
numerical and in symptoms/diagnoses terms since the quality of the quantification of drugs
required depends very heavily on it

As concerns data collection and record-keeping, the use of retrospective data was
described and discussed in detail. Such data may be from centrally assembled data in the
national health information system - depending on its rigour with respect to reliability and
completeness - or may be collected by sampling health facilities (with the same requirements
for judging its validity).

Worksheets for collecting morbidity data included in the manual were demonstrated
and the utility and problems in undertaking a prospective survey was described by Dr George
Fernando who gave an overview of the study on morbidity patterns and drug requirements
carried out by the Ministry of Health in Sri Lanka with its special stress on development of
appropriate forms to collect the data and procedures adopted to ensure their accuracy. Model
forms for recording treatment episodes at the health centre level were explained and
discussed.

10. MORBIDITY METHODOLOGY CALCULATIONS

Dr Bimo took the participants through the detailed steps of the calculations to arrive
at the final estimated quantities of drugs needed according to dosage strength and form, pack
sizes, cost per drug, and total drug costs. Following this demonstration the participants
carried out the same procedures (exercises 7A and 7B of the manual) with guidance, as
required, by facilitators. The calculations use the total numbers of TEs, standard treatment
schedules, aggregation of quantides of the same drug, and conversion into number of pack
sizes. Information on essential drug prices was provided {(e.g. UNIPAC price lists) and total
drug costs were calculated. In the next session participants utilized ABC and VEN principles
to achieve cost reductions in the drug budget.

11. ABC & VEN ANALYSIS

Once the total quantities of essential drugs have been estimated it is sometimes
necessary to reconcile the budget required for their purchase with a lesser amount of funds
which will be allocated for the procurement of drugs for the health care system. Module 7
in the morbidity methodology section of the manual deals, in part, with the questions of
budget reconciliation.

Two useful tools to help with budget reconciliation are the ABC value analysis and
the VEN system. Since it is well-recognized that quite a small number of drugs account for
a large proportion of total drug expenditure, drugs can be classified according to their shares
of the total cost: "A" drugs account for a high percentage of the cost; "B" drugs account for
a medium percentage of the costs; and, C" drugs account for a low percentage of total costs.

The categorization of the list of essential drugs into Vital (V), Essential (E), and non -
or less - essential (N) can be used together with the ABC analysis to help to reconcile
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esumated costs with available budget, in the case of necessity. The characterization of a iist
of drugs by VEN may present numbers of locally relevant problems which may require a
multi-disciplinary approach.

Participants undertook an individual exercise of preparing an ABC analysis of the data
figuring in Table 7.7 of the manual (Appendix 3); all participants were able to carry out the
procedure and to correctly graph the results.

11.1 SYSTEMATIC COST REDUCTION

In Indonesia, ABC and VEN analyses are incorporated into the regular planning
process for the annual drug orders. Dr. Bimo presented the Indonesian experience on
introducing cost reduction.

Drug quantification for annual planning is done at the regency level and systematic
cost reduction techniques vsing ABC and VEN analyses have been applied since 1985 to help
decision-makers assign appropriate priorities to drugs consuming the largest proportions of
the budget. A planning team is convened for this task for which the regency health officer
serves as decision-tnaker and the pharmacisi is responsible for preparation of the detailed
plan. In principle, a review of the drugs should be undertaken before the detailed plan is
approved and signed.

Several examples of regency-level systematic cost reduction were demonstrated and
discussed. In one planning session, injectable diazepam was found in first place in the ABC
analysis. On additional checking, this proved 1o be an error in pack/unit size illustrating ‘the
further utility of the procedure, Because of the wide variability within this large country,
each regency is encouraged to develop its own regency-specific VEN system,

12, INTRODUCTION TO CONSUMPTION METHODOLOGY

The principles of the consumption methodology are found in module 8 of the manual.
They include the selection of "standard” - or sentinel - facilities whose drug consumption will
serve as the norm for all facilities of the same type in the area or country and the estimation
of the rotal numbers of patient contacts at all facilities covered by the quantification. Average
drug use per 1 000 patient contacts is established and the quantities required of each of thc
drugs are calculated.

Demonstration and interpretation of tally cards in the selected facilities formed an
important part of the session on consumption methodology.

The problematic question was raised concerning “selection” of facilities or use of a
random (larger) sample. Use of a random sample, while having statistically attractive
features, includes the hazard that rational drug use and record-keeping may not be uniformty
good. Thus, there is a risk that the estimates will follow drug use and not drug needs.
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13, SMALL GROUP WORK ON QUANTIFICATION OF DRUG REQUIREMENTS
Participants were divided into four working groups as follows:

Group 1 Nepal; Myanmar; Thailand
Group 11 Bhutan; Sri Lanka

Group I1I Indonesia; Philippines
Group IV Vietnam; Thailand

At least one member in each working group had country morbidity data available
and/or standard wreatment schedules which could be used in group work on quantification of
drug requirements using the morbidity methodology.

The following plan of work was selected:

(1) choice of primary health care level as type of facility;

(2) selection of at least 20 health problems;

(3 development of a standard treatment schedule for each health problem or
selection of existing national ones;

(4)  use of country morbidity data to estimate drug requirements for 1 000
treatment episodes and to apply ABC and VEN analyses;

(3)  a short presentation in plenary of the work of each group with results of the
quantification calculations, problems encountered and solutions found.

Each country was also asked to prepare an outline for an Action Plan on Drug
Quantification as described in module 3 of the manual.

13.1 PROBLEMS ENCOUNTERED IN (GROUP WORK ON QUANTIFICATION

Each group prepared a drug procurement estimation using the morbidity methodology.
The country data emanated from the primary health care level of facilities and the standard
treatment regimens selected were either actual national regimens or were the model standard
treatment schedules included in the manual.

Most groups used the International Classification of Diseases (from the manual) and
each group’s report was based on 1 000 treatment episodes for which the required quantities
of drugs were calculated. Some groups had calculated costs, made ABC and VEN analyses
and plotied the results graphically.

In the "Quantification of Essential Drugs for RHC/PHC" for their "new" countries -
Bulanka, Thainam, Myarland and Philando - the various problems encountered were presented

and solutions offered. The problems most often cited included:

1) lack of adequate morbidity data;

2) inadequate training in data collection techniques;
3) pack size;
4) irrational use of drugs (i.e. large quantities of cloxacillin used to treat

furunculosis);
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5) calculations for long-term treatments, 1.e. streptomycin for TH:
6) reaching agreement on standard treatment schedules;
3) spread sheets and computations;

9 disease categories;
10) standard reporting forms;
11}  morbidity patterns used in group work were not country-representative,

The group work was well accomplished and the presentations were of good quality.

At the same time, each country presented an abbreviated Action Plan for a quantification
eXErcise.

14. COUNTRY PRESENTATIQNS

Each participant gave a brief description of the drug supply situation in their respective
countries with a focus on procurement, distribution and drug quantfication procedures.

BHUTAN has established a National Drug Committee and a list of essential drugs for
different levels of health care facilities. Standard diagnostic guidelines have been formulated
and a training programme for health workers has been completed. o

Quantification of drug needs uses the morbidity methodology and is focussed mainly
on basic health units (BHUs). Logistics of drug distribution is 2 major problem in a country
with very difficult travel conditions. A systemn has been developed for buffer stocks at drug
stores and district hospitals.

MYANMAR has initiated activities under an essential drugs programme: a natio;jal
formulary has been updated, drug information sheets compiled and standard weatment
schedules formulated for four levels of health care. In a pilot project area morbidity data has
been collected for a quantification exercise which has beeen completed for four rownships.
The ICD has been found 100 cumbersome for use at the primary health care level facilities.

INDONESIA’s pharmaceutical supply system was described at several points in the
workshop so that the participants were given a comprehensive view of it. An adjusted
consumption methodology is mainly used for drug estimation and the ABC and VEN analyses
have been introduced into routine use in some regencies.

NEPAL has several problems concerning supply of essential drugs. an essential drugs
list has been prepared and standard treatment schedules formnlated but there has been little
implementation.

PHILIPPINES has a national drug policy and has had a Generic Drugs Act since 1988.
It was mentioned that 60-70% of the health budget is expended on drugs. Drugs are now
prescribed and marketed under generic names. Irrational prescribing has contributed to
excessive use of antibiotic and vitamin preparations. A high level of dependency. on
importation of drugs was noted.

A study (situation analysis) of the entire procurement system, at central and regional
levels, has been carried out and a design developed for a monitoring system. Drug




12

quantification trials have been done and these will be further reviewed in the light of
experience gained at the workshop.

THAILAND gave an overview of its drug programme with details of past and present
activities and those planned for the future. Standard meatment schedules were prepared in
1986 and weatment guidelines for primary health care have been formulated and are now
being implemented. Orientation semninars have been conducted and in 1990 a re-evaluation
of marketed drugs will be carried out.

VIETNAM described the details of its Action Programme on Essential Drugs which
has been accepted as one of the country’s priority programmes. An essential drugs list has
been prepared and standard treatment schedules formulated. Quantification of drug needs is
being done on the basis of morbidity data collected by regional health units.

15. COMPUTER USE IN DRUG QUANTIFICATION

The excellent computer facilities, allowing demonstratien directly from computer to
a large screen, at the Faculty of Pharmaceutcal Sciences of Chulalongkorn University were
used to illustrate the utility of computerized drug quantification procedures. Dr H. Hogerzeil,
DAP, and Dr Bimo, Indonesia, introduced the use of computers to the participants.

Since some of the participants had not previously worked with computers, "how" and
"why" computers are used in drug quantification was briefly explained and slides were used
to demonstrate the QUANTED spreadsheet programme of drug quantifiction, developed for
the Action Programme on Essential Drugs. Small groups also had the opportunity to
participate in a hands-on computer demonstration of quantification procedures using portable
COMPpULETS.

Dr Pavich Tongroach, Dean of the Faculty of Pharmaceutical Sciences, explained and
gave a computer demonstration of their programme for inventory control developed for
provincial hospitals in Thailand.

Dr Bimo demonstrated another computer programme for quantification developed by
Management Sciences for Health, Boston, USA, and adapted to the Indonesia context.

All participants showed a keen interest in the use of computers for drug quantification.
16,  COMPARISON OF THE CONSUMPTION AND THE MORBIDITY METHODOLOGIES

The discussions on advantages and disadvantages of the two methodologies were led
by Ms 8. Harvie who described the experience with using both of them in Bhutan.

Most participants expressed the view that the consumption methodology was easier
in terms of data collection and calculations and is less time consuming; it is also possible to
monitor drug demand. Major disadvantages are the lack of precise quantification in relation
to the health problem profile and rational drug uvse.
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On the other hand, the participants saw the morbidity methodology as having the
advantage of being more "scientific” and having the potental for precision. It encourages
rational drug use, through the use of standard treatment schedules, and is more cost-effective.

The morbidity methodology can also be useful to demonstrate to administrators and
policy makers the real drug needs and for use as an instrument of persuasion when requesting
increases in budget allocations for drug procurement. The major disadvantage is that it is
more time consuming and requires a high level of cooperation among health staff e5pecially
for obtaining appropriate morbidity data and in adhering to use of the standard trc:atment
schedules for the common health problems,

There was lively discussion on this session with all participants expressing their own
views and experience. It was generally seen that, since both methods have advantages and
disadvantages, it could be useful to combine both., After having done a drug quantification
cycle using the morbidity methodology, at least several of the following procurement cycles
can utilize the consumption methodology to be again followed by a procurement cycle using
the morbidity methodology. The interval of interspersing the two methodologies must be
decided by the situation analysis of the drug supply management system and its impact on
the health care systemn,

Consumption methodology data can be used to monitor stock levels. If standard
treatment schedules are introduced and adhered to, at least in the lower levels of health care
facilities throughout the country, it is possible to make quite precise estimations of drug
requirements using the consumption methodology.

17. FOLLOW-UPr ACTION

A résumé of the gmidelines for preparing a workplan for the task of quantification of
drug requirements at the national level was given by Mme G. De Visscher, Short-term
Consultant, EDV/SEARO, followed by a brief presentation by a participant from each country
of an overview of follow-up action anticipated at a national level.

MYANMAR is weak in pharmacy human resources and must develop a curriculum
for the training of this category of health staff. There will be a continuation of revision of
the recently-published standard treatment regimens. Plans are underway to collect and
monitor morbidity data from a pilot area in which an essential drugs programme is bemg
implemented. Plans are also under preparation for training of township-level health care staff
and for a workshop on quantification of essential drug requirements.

INDONESIA has started at the central level a research project on drug consumption
patterns. they will also explore extending the study to peripheral health facilities in order to
obtain a view from bottom-up as well as top-down. A plan will be made for an action
programme and data will be collected on consumption and on morbidities. At an appropriate
time, a training course on quantification will be carried out.

THAILAND will identify weaknesses in the essential drugs programme and the

rational use of drugs. There will be a review of the morbidity collection system and
morbidities will be reviewed together with the essentia! drugs list. Drug quantification
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methodologies will be further developed and there are plans for a drug quantification exercise,
including collection of morbidity data, stimulation of implementation of standard treatment
schedules and a revision of the essential drugs list.

SRI LANKA plans to extend encouragement of use of standard treatment schedules
for the primary health care facilities, Based on their experience with the study on morbidity
and drug consumption, it was determined that nearly all (99%) of those attending outpatient
departments can be treated with about 37 drugs. After a study of attitudes among doctors a
list of 40 to 45 essential drugs for use at outpatient level will be drawn up for use at that
level of health care. There are also plans to hold an orientation course for health care staff
in each of the provinces.

BHUTAN was of the opinion that although standard treatment schedules and rational
drug use have been introduced into the health care system, there is still a need to get
commitment and involvernent by prescribers. With the experience gained in this workshop,
they plan to organize a re-orientation course during annual district, zonal and national
meetings during this vear.

VIETNAM will continue to apply principles of essential drug quantification at primary
health care level and this is considered 1o be a first priority. Training in diagnosis and
rational drug use will be continued and a pilot district study will be completed. This will be
followed by an endeavour in five provinces emphasizing rational use of drugs and
quantification of drug requirements. In future it is possible that the private sector may play
a role in the drug supply system in the country.

NEPAL noted that it is very difficult to obtain information on morbidities in that
country. A committee will be convened to design a new standard recording form for the
district level. Tt will be tried out in a pilot study at the same time as training of health staff
in record-keeping, especially on morbidities. It is also hoped to hold a training course on
quantification of drug requirements, including cost reduction systems,

In the PHILIPPINES the Essential Drugs Programme has only recently commenced.
The participants from the Philippines fully expect that the workshop will be useful for their
next round of estimation of drug requirements. A research project estimating drug
requirements will start with the morbidity methodology followed by the consumption
methodology which, it is hoped, will give a more realistic estimate of drug requirements. The
national formulary is to become a part of the teaching curriculum to help promote rational
drug use. The therapeutic committee in each hospital will establish the hospital formulary,
based on the national formulary. Insofar as possible, consumers (patients) will be included
in the discussions of the therapeutic committees.

18. PARTICIPANTS’ EVALUATION OF THE TRAINING COURSE

In brief, the evaluations by participants indicated that 1) the area of morbidity data is
still problematic and nceds to be dealt with in @ more comprehensive way in the training
course. More use of "model” recording forms throughout the training course will also be
useful; 2) approaches to cost reduction - ABC and VEN - also deserve a more thorough
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discussion by course facilitators; and, 3) participants would appreciate more time on computer
applications to quantification of drug requirements.

Participants completed a questionnaire designed to assess their perceptions of the
content of the training course with special comments sought on time allotted to specific
topics; level of discussions; exercises; "Estimating Drug Requirements" manual, and the
expected utility of the training course on return to their own national systems. v

Participants in general felt that the length of time of the training course was sufficient.
As to individual topics, some participants wanted more time given to discussions of the
morbidity methodology and to data collection.

All participants felt that the time devoted to computer applications was inadequate.

While all participants found the manual generally satisfactory, some suggestions were
made for improvements, e.g. simplifying its contents and making it suitable as reference
material for health care workers as well as staff from the drug supply system. In a revision
of the present edition the drug code number appearing in the tables can be eliminated since
they are not used in the presentation of the training materials. '

It would be useful in future training courses to include a case study as a waining tool.

County presentations were found useful to introduce participants to different
approaches or adaptations used in other health care settings and also on problems encountered.

The small group work served its purpose of helping participants to learn the various
calculations needed to quantify drug requirements as well as to perform the work as a group
effort. While the exercises were found to be helpful in the learning process, some participants
wished to have more detailed presentation on statistical methods.

In conclusion, the aining course was considered to be a success. Participants - some
of whom had previous exposure to the methodologies - kept a high level of interest
throughout the entire course. The discussions were stimulating and everyone took part in
posing questions and making observations on the topics being considered.




Sunday, 4 March
17.00 to 18.00

Monday, 5 March
08.30 - 09.30

09.30 - 10.00
10.00 - 10.30

10.30 - 11.00

11.00 - 11.30

11.30 - 12.00

12,00 - 12.30

12.30 - 14.00

14.00 - 14.30

14,30 - 15.00

15.00 - 16.00

Tuegday, 6 March

08.30 - 09.15

09.15 - 10.30

10.00 - 10.30

10.30 - 12.30
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Training Course on Drug Quantification Methodologies
Bangkok, Thailand, 5 - 9 March 1990

PROGRAMME
Welcome Reception hosted by Govermnment of Thailand

Registration
Opening Session
Coffee/Tea

Course Introduction
(Dr. H. Hogerzeil, DAP/HQ)

Drug Management: an Overview, Practical Problems and
Experiences (DR. H. Hogerzeil, DAP/HQ)

WHO Regional Essential Drugs Programme
(Mme G. De Visscher, 5TC, EDV/SEARO) -

Thailand Essential Drugs Programme
(Dr Pakdee Pothisiri, Deputy Sec.Gencral, FDA)

Lunch Break

Estimating Drug Requirements: an Overview (Module 1)
(Dr. H. Hogerzeil, DAP/HQ)

Need for Better Quantification (Module 2)
{Dr. B.B. Gaitondé, WHQ/STC)

Past Consumption Methodology (Model 8)
(Dr. H. Hogerzeil, DAP/HQ)

ESsenLial Drugs List by Type Facility (Module 4)
(Dr. George Fernando, WHO/T.A))

Standard Treatment Guidelines (Module 5)

(Dr.B.B, Gaitondé, WHO/STC; Dr. Bimo, WHO/T.A;
Ms 8. Harvie, WHO/T.A)

Coffee/Tea

Data Collection (modulc 6)
(Dr. . Fernando,WHO/T.A.; Mrs R, Lunt, DAP/HQ)

Annex 1




12.30 - 14.00

14.00 - 16.00

Wednesday, 7 March

08.30 - 10.00

10.60 - 10.30
10.30 - 12.30
12,30 - 14.00
14.00 - 16.00

Evening

Thursday, 8 March

08.30 - 10.00

10.00 - 10.30

10.30 - 12.30

12.30 - 14.00

14.00 - 15.00

15.00 - 17.00

Friday, 8 March

08.30 - 10.00

10.00 - 10.30

1030 - 12,30

12.30 - 14.00

14.00 - 14.30

14.30 - 1500

15.00 - 16.00
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Lunch Break

Calculations: Morbidity Methodology (Module 7)
(Dr. Bimo, WHO/STC)

Systematic Cost Reduction (Module 7)
(Dr. H. Hogerzeil,DAP/H(Q; Dr. Bimo, WHO/T.A,

Coffee/Tea

Country Presentations
Lunch Break

Group Work

Dinncr - hosted by Governiment of Thailand

Group Work (continued)
Coffec/Tea
Group Work (continued)
Lunch
Group Work (continued)
Group Presentations and Flenary Discussions
Use of Computer in Drug Quantification
(Dr. H. Hogerzeil DAP/H(Q; Dr. Bimo, WHO/T.A)
Coffee/Tea
Use of Computers (continued)
Lunch

Choice: Morbidity or Past Consumption?
(Ms. S. Harvie, WHO/T.A)

Making an Action Plan
{Mme G, De Visscher, WHO/STC)

Course Evaluation
CLOSURE
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Dr, Madeleine Valera
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Department of Health

Sta. Cruz

Manila

Ms, Aida R. Azana
Management & Audit Analyst IIT

DPepariment of Health San Lazaro Compund
Manila

SRI LANKA

Dr. J.N. Wickramasinghe

Director

Colombo North (Teaching) Hospital
Ragama

Dr. MLA.LR. Perera

Deputy Director General of Health Services
Ministry of Health and Women's Affairs
P.O. Box 513

Colornbo

THATLAND

Dr. Suwat Lertsukprasent
Deputy Director

Khon Kacn Regional Hospital
Khon Kaen
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Dr. Chavance Tongroach

Food and Drug Technical Officer
Drug Control Division

Food and Drug Administration
Mintstry of Public Heaith
Bangkok

Dr. Sirinan Vasanawathana

Food and Drug Technical Officer
Technical Division

Food and Drug Administration
Ministry of Public Health
Bangkok

Ms. Paithip Luangruangrong
Medical Supply Officer
Provincial Hospital

Ministry of Public Health
Bangkok

VIETNAM

Mr, Ta Ngoc Dung

Department of Pharmacy & Medical Equipment
Ministry of Health

Hanoi

Mr, Nguyen Ba Dinh

Dircctor of District Pharmaceutical Company
Ha Ngcu Niug

Nam Ninh Province

LOCAL RESQURCE PERSONS/ORGANIZING COMMITTEE

Ms Siriphan Eamrungroj

Food and Drug Administration
Ministry of Public Health
Bangkok 10200

Ms Chantana Jutiteparak
Dircctor, Technical Division
Food and Drug Adminisiration
Ministry of Public Health
Samscn Road

Bangkok 10200
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Prof. Dr. Pakdce Pothisirt
Deputy Secretary General
Food and Drug Administration
Ministry of Public Health
Samsen Road

Bangkok 10200

Dr. Yuthana Suksrmati

Consultant

The Government Pharmaceutical Organization
Rama VI Road, Phyathai

Bangkok 10400

Associate Prof, Dr. Pavich Tongroach
Dean, Faculty of Pharmaceutical Sciences
Chulalongkormn University

Bangkok 10330

WHO TRAINING COURSE FACILITORS

Dr. Bimo

Indonesia Sejahtera Foundation (YIS)
J. Kramat 6/11

Jakarta 10430

Indoncsia

Dr. George Fernando

Deputy Director General of Health Services
Ministry of Health

Inland Revernue Building

P.O. Box 513

Colombe

51 Lanka

Dr. B.B. Gaitondé

Banda, District Sindhudurg
Maharashtra State

India

Ms, 8, Harvie

Essential Drugs Programme
P.O. Box 175

Thimpu

Bhutan



WHO STAFF

Mme G. De Vigscher

STC

Essential Drugs & Vaccines
Regional Office for Southeast Asia

Dr. H.V. Hogerzeil
Action Programme on Essential Drugs
WHO, Geneva

Mrs R. Lunt
Action Programme on Essential Dhugs
WHO, Geneva
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ESTIMATING DRUG REQUIREMENTS (WHO/DAP/88.2) Appendix 1
Table 4.2
Ilustrative health problem listing for surveying drug requirements for the first
level (community health worker) and the middle level (health centre)
mnt.Clas oL Aoi o o
Diswns o =jith. VW Lawval
1G5 el JCHEWY {H.Cantra)
KEY
b4 Health problens with deud requirements 24 at
| Chronic healh prooleme, i Prachbeldy
WTH BUEBRPVIRIGN Troem NPT level . a
=] Repaxt visit for aarfe health problem L) 5
5 HuAlth Services proviced 5 .
MNEC Mot sisswhears classifisd
I, INFECTIOUS AND PARASITIC DIGSEARES
Bacterial infections and roonosas
G601 Cihasla i o
0Qz.0 Typhoid x
[+1=¥1 Bacillary dyisdtery *
Qoo 2 Aucute dimrrboan * »
ot Pulmonary tubsrcuiosis [+
O30 Legroay [ =
Criner bacterial infections and zoonoaes
Virml arna chiarwydial intections
o3z Chickenpox =
o555 Mipnnles [
QFe Trachoma b4
Cnner viral and chianvwdial infections
LR AT T
o4 Mainns b4 =
VEraraal disdabbs
@07 Syphilia *
Q98 . O GO Rormobh =
[»]-1: 3 Ophthalmia neonatorum b3
Oy vanersdl dindases
Fungal intections
110 Furngal ekt infechone o
1121 Coandidiskeis, vaginal x
Othet tunigal intections
Hatrminthic intectdone
T20.0 Bohistosomiasis Masmatobia »
1201 Bohimosdmiasie Mansoni k4
202 Schistosomiasis Japonica »
123.3 Tasniansll (UhrHworm) »w
1253 Conchocarciasia (river olindness) x
125 COtvar filmria o
126 ARcyioMoraile (RoSKWar™M) x
127.0 Asnarianis {(rouncworm) x o
Crthar hrtmitnties infactions
Crfret parasitic intections
1310 Trichomoniasis, vaginal o
132 Pediculosin {(How) = *
133.0 Scabive - x
Otner parasitic intections
1. ENDOCGRINE, NUTRITIOMNAL AMC
METADBOLIC DISORDERS
=540 CHabartes mwellitue [
260-2 MMatnurtrition *
264 Vithirin A deficiensy, xerophthaimin x
N0 Othar vitarmin deficiancy b4
Cnhes sndocr. nutr. and metab. disorcars
v, DISEASES OF SLOOD ANG
BLOODFORMING ORGANS
280 fron gdaticiency aRsemin x X
282 .5 Siokle coll disoano »
Crler dissnbws & blood and bif.organs
continusd

4.4
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MODULE 4
Table 4.2 (continted)
TR Somm. A
=P T TE ] [alio B Lmvad
& code (- {H.Cantra)
V. MENTAL DISORDERS
290-0 Paychosis <
3000 Anxisty neurosis x
aoo.a Dlepraasive ASUrosts x
Lriar mantal dimdrdar's
V. DISEABES OF THE NERVOLIG SvETEM
AND SEMSE ORGANSG
aas Epilepby =
ar72.0 Coanjunciivitie x x
BA0.1 Oiitis oxternn X
281-2 CHithe rreie x
ther dinsasoes of NS YD aeNAR Organs
Vvil. DISEASES OF THE CIRCULATORY BYITEM
I50-8 Aheurrmtic hean dissass [
401-5 o
410-4 jaghasmic hear! diseass x
ASS Had e rnocs x
ASQO Shock =
Other dissasos &f SircUHaory aystam
Vi CHSEASES OF THE RESFIRATORY SYSTEM
EY. Corfwreery cokd x x
a3 Tonadlitis ]
485 Aoute bronchitie *
4080 Prisurrsnik x
403 Amthme x
Crthvey digaapsss of tho reapraiory aystesm
X, MEEASES OF THE DIGESTIVE SY3TEM
%218 Caries, taothice x x
Ly=4-5. Dental sbesceas x
520 Mauth aores x
sAS-4 CGantritia, haartburn, indigeation o »
S840 CaPatpAtan X x
Criher cissases of the digestive systern
. ISEASER OF THE GEMNITO-URIMARY SYSETEM
595 Cyatitin = x
LT ) Paivic inflarmmatory diseansw x
CHRSr digdhhas & QaA, -UFAARAFY AYaTEM
X1, COMPLICATIONS OF PREGMAMCY,
CHILDBIRTH AND PLUERFPERIUM
534.8 Abortion x
Go0 Forrmal dalivary *
GAD-5 Agrvrrnial o delivary .
688 Fostparturm hasmaorrnage x
&70 PGS Didder prderld s fedan >
575 Maantitin, croast acacesss x
Qthar compheations
. ISEASES OF THE SKIN AND
SUBCUTANMECUS TISSUE
8802 Bol, abowss x X
S04 Iraatigs. BActerint ki infestian b3 x
&41.8 Ecrsma x
GRE Skir aileray x
[=1=T1 nening *
yor.o Chrono uicer, Tropical uicer =]
Crther dissasss ot the skin
i, DISEASES OF THE MUSCULOSHELETAL
SYSETEM aMND CONNECTIVE TISSUE
F14-8 Amnritia and anhiosia 4 .4
724 Backpain, lumbago w x
YIH.O Pyomyositis x
Diher ciasasass of tha ME ayateam comtinued
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ESTIMATING DRUG REQUIREMENTS

Table 4.2 (continiied)

nt.CHss L= MAicdie
Diaanas Hith, W, Levei
1D code {SHW (L Catvtrw)

EWL SYMITOME, BIGMNS AND LL-DEFINED

COMDITROMNS

780.3 Convulsions, tabrils =
TEOD .S naomnia o
780.8 vl MEC o F
Fao.r7 Majaise, tatipus NEC o 4
Fa4a.o Headnohe HEC b4 o
788.2 Cough NEC x X
TaT O Yomiting o
raa.o RAanal colic s
7a89.0 Aluzirvicull ity NEC x o
780.5 Ancitan

KWL INJLIRY AMD POQISONING
a00-29 Fractures -
BAO-O Disioeajions »
B40-8 Spraine and Sraine 4 o
B50=-a Intracranial injury, conauasion
B7FO-90 Croseny wWiotiyd, lacaPation, major cut b 4
g279.0 Compioatad Soen wWourd, Rl oF Rurmen Bite o
S10-10 Supaerticial injury, brueise, menor cut 4 £
Q30 Foramgn ooy in ays ke
@00 Burna 3
QE0-7a Foieanitig ¥
e85 Sake Bite, Other s1Nos and bites E
we%. 0 Anaphylactic mshock =

COriner injury or poiaoning

REFPEAT VISITE FOR ZAME HEALTH PROBLEMS

Injectona = "

Dradeirge R 2

Loral macieathon 2] R

Follow-up visit =] A

OTHER HEALTH SERVICE CONTACTS
VO3.08 Vacoinations 5 o
V20 Undwar-five praventives cars 5 =
Vaz.3 ANtErALR SR 5 s
vIS Family planmng, caniracsption = =
VTO Madioal sxasmination, no lineses = =

4.6




26
ESTIMATING DRUG REQUIREMENTS  (WHO/DAP/88. 2) Appendix 2

Table 5.1A
Iustrative standard treatment for quentification of drug requirements based on
average doses

Lenl INDICAYION DRSS DXEE TMES NO.OF  AMDUNT PER COURSE
PERDAY DAYS  OF TREATMENT

. NFECTIOUS AND PARATITY DESEASES
Bacuwial inloctons wd foonilos
ool Choler
Adut Teranycdine 250 mg Zcmh 4 L] b
Cral Fabmp, skt 1 i Hivuin o) it 4 iR
Children SuitwmaihJim 400ED my 11ab 2 rl B
Orall Rerrydr. Sadwh { Wrind tqulrad Iianvh 3 Abhil
020 Typhok
Aduts Gty stnpariced 250 mg 3cma Y 143 144 capt
Chddren Chicrsmpranicd 250 mg 5 cop i 12 Ticaa

NB: Canam of yphaokd mheidd Eab Faviawed 1 regquiar intenvals

W4 Bachiary dysamory
Aty

Seitame/im a0 my %tk 12 15 0 tabe
Childran Sl fmmadnirim ADON my 1 ub j ¥4 15 10 tabs
008 Amcabins
Adulty W oridmle 250wy Ataha 53 15 45 takn
Childran Mewonidarcie Z0mg 1 ks 12 Xl & taka
7 Clardiass
Aty Maronidarcie Zi myg 1 b LR ' 15 ntm
Chikran Merondarce Z0mg 112 23 X5 T.5
05.2  Acxin diarrhesa, Qaincan ivits
Savarity 1 (no cidtnpdraticn) .
Adults Oval Ratryde, Salw | W ripaktad T L ke
Chidran Cral Rayce. Sati 1 e recparad e ) sachat
Srvacity 3 {acma cahydrationt
Aduis (ol Raiyie. Sl 1 e raquinsd aamnma B sacheis
Chiran Cral Fstwyor, Sl 1 Brm reuirndd e 2 sl
Sverily 3 (maivo dihydralon)
Adulth Fiirsgrs i oviesty 506 il a8 mirad it E000 mi
Chidrn Ringara inkuision 500 mi Tt awrne 1906 m

Ioawed by ORS s in Sweirity 2 deyamaling oh stai of 1he pabent

o Pulmihanry fubifvloit
Ml Saapiomyon i 1 g il ¥ B viely
ThiouostromaiNK 1 50300 mg 1 L3 L3 e
Chidron 1224 kg Seapicemyey X040 Mk mmme 05 g x1 2 17 vialt
ThicskaexrorINH 150706 mg 142 b x1 L28 14 e

NB: Syaplofyekn i usiislly comired for o montte ind Thiossticrani/INH o biaive monthe
NE: Winin s Scvares renciicns 0 ThioacmixniswiNH s high, whombnirl ok be sbeitied

NEB; Akl of paants Wi Browen matsance 1o INH shoukd Cus anie tikirs Dy apsciakead, sl
ik Canrol parceL. Fraquanty sl wnd ribempkin wil ek e ior Sudh CaLE

124} Lty

Siaring doss
Adults Dhinfaiwarad 100 Mg 14 Wb once swmky Kz 4wt
han 172 tab onem weskdy Ko7 KF aeaki,
o slcawly i mire) 1o TN Dol
ki ot Joss
Adults Dupacne 100mg ¥ty ety Yo il (inppomusice Wprory)
172 tibs daldy T minimal fve yeurs
{Eordering v wieaickd igraky)
WE: in swvars Bndior resisiant copm, provision of itiicsn sndcor colkrmine
shik i corvldarad,
Yienl and chiamydtal iniscions
Chickanpoyx Chisrplercrhing 4 Mg 12 by 13 K6 0 b
Cabimin kot e mwame 40 mi
il
Saverity § Parcwtamal 500 mg w2 ab 14 12 4 bs
Saveity 2 Priviirvd b yipanicilin 3 W Inf 0.3 M) inj M stat 010 vial
Pras'wriytsarioanicllin 250 mg 142 b . ] LR 10 ki
Fiwacsdamel 500 mg 12 e EE] x4 Biabs
Trachama Taracyciine: ayb cirdment 1% =y LR X 60 3T LY

continued
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MODULE 5
Table 5.IA (continued)
[l=:] INCICATION DRUGE COaE TIVES NCOL.CF  AMCIINT
PERDAY  DaAvE PERCOURBE.
CF TREATHENT
Malmng
(11 Malany
Savamy 4
Adutts Chioromeine 150 mg boss: 4 talwk mtat, then
2 etk Ui G inms, thaeh
2 vk =1 az 10 iy
Chidren Chioronuine 150 mg bess 1 tabr mint, then
/2 tab sl @ ours, Twn
12 LS| 2.8t
NE: Ity iy cxuntrios tablets of 134 tg (100 11y bese) sre ussd, |n'hd|_hduqomﬂnldh-ldﬂﬂ
HEY; Iy chibraets the propei chiob O dhucuridl Db ubaind o Eaindy wanght (25 M)
NB: It sreas where thars & known 10 be & ugrdicam frequancy ol ¢ P. {mlciparam
bty approprvice dhugs houid b inckded.
Sevarty 2
Aculth Chaining o0 meyml 7 mi ghew |V inhuminn
= Inydrochionde) {roamt atmr & and 18 o), than am
w0 my 2 labs 3 ik KLY -
Chidren Chsnine 300 rmyymi .5 mp show TV iviasen
(mm ydrochionde) {rapaat afir & and 18 heurs), then 15m
Casnine 300 mg 112 ta xd 8 Q wos
Yeneresl dusnms
o007 Syphim Baitt uth Genzyipeniall 2.4 MU 2.4 MU g IM atmi 1 vk
COAG  GirnThims (mrwms wih £1% Proomine bearypeniciin 3 M 45 MU i M wat 1.5 vl
pariaiin rastanee) Prrclaterviad S} iy 2w atat FI™ 5
Somdthins (areas wih =1% Spachnormyan 2 gram 2oram i IM uiat 1va
PEBCORI FARLILENCE)
HB: Alremncs shoid DE macks ke Sruon 1 TR Conice
o884  Cphthaimia neonsisnim Tetracydine wyw antment 1% apply LR %1
ihan LE ) %1
. ¥ tham 14 ul 2wkt g
Prosine bercyineniolin 3 MU HAnoa i) in) (M x2 EE | anmnne 1/2 vial
Fuhgal infecicns
119 Furga skin infections Banzok: & Sakcykc wad ontm =y rd %10 ke 0 gram
1121 Candidianis, vagina My RN Gy 100 000 1U 1 peas xt %14 14 [bmares
Hlmentiwa inkections
1200 Schismeoimans haamatoku
Aguhia Muwikniite YOO my 4.4 tmha xtak, than
ropeat ailer 2 anc 4 washa 135 tabw
Children Mairiinpe 100 mg 1 tab W, Uiy
. Fapaml mhmr 3 g 4 dhpion 3 i
NB. Prasiquanisl may be used as an SHArREING. i K ivetigl domd & hor 5. Ml
1201 Shiialomians manaoni
Aduita Pritiquaniml 80( mg 4 taba atat 4 tekat
Childran Prachopannnel B0 mg 1172 vk wiat 11/2 taba
1202 Schislomomaasis [epomece
Adhulth Praziquanial 800 mg 3 ik 52 LR} & tuim
Chidran Pragiguiiel 654 e 2tk K1l 2 4 taim
153 Toaniass (tapasorm)
Adyiy Nidosamids 300 mg 4 tabs atar + Uhka
Chikdran Hichobamide 500 ey 2w wtat 2 tnim
o Aguia Praiquanis 600 mg 1 taly aing 1tk
Childran Prazigusisisl 600 ing 0.2 b siat 0.2% taly
1253 Oneh (vw blindrwes)
Savamty 1 (hght (naciond wiioLR devire e comphoations
B oy I caxes with severe fohing ancéor darmsieg)
Aduits Diathylomrhamarine 50 my 1 taby i L
than 2 tebm, 1 LS
han & tab LR | EE] 23 tabm
Ghidnm Diwthyicarbamanans 50 mg 172 tab x1 1
et | ey =1 a1
thin 2t 1 3 11.5 b
Sﬂmﬂrzﬂugh ik individyualy writy vy Sl ricrohilanial lond):
Surmmin sodium 1 gram wk1:02g91Vin
wEOA g IVin
w308 g1V
w08 glVin
witSAE: 1 g1V in & wikly
Children Soramin dodum 1 grem clpphie e U I vise
N8 Trextmmt with suramin should slwsys be precascded by trasmant with
NE; Trummhmmnmmwﬂwhmmdcumm .
conlinued
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ESTIMATING DRUG REQUIREMENTS

Taoble 5.1A (comtinpid}

wh INDICATION braxis DOSE TIMES NOOF  AMOLNT
PERDAY  DAYS FER GOURSE
OF TREATWENT

12% Othar Basial WiscaonE

Adults Datwcaamenne X mg 12 wb %2 1
hah 1 wh 12 Xt
Than 2 iabs 2 %1
than 3 laba 3 i 108 10k
126 o skmeim Matariat ol 100 /g 1l 2 132 & wbe

NE. Many of thags palants wil have Fon deltaney AVGRTIA, Which may nesd adciional Feaiment

1270 Ascaniash {roundworm) abariazos 100 mg 1k iz r? 8 tahs
NB- Fyranisl ciuld b wbid k3 &0 Wnmeiv

Qi padasiie indsoliona

1310 Todwimonan, vhginal Whamahich 3ok 250 mg 10 fhs (10} 10 mbs
132 Portizadonly (o) Lircand 1% hodlon wpply, tuhikl b Ok Weak 100 mi
1330 Sahlsy Barcytwzoae olon 25'% PRy | 31 17 & m

2. ENDCCRNE NUNTITIONAL ANDH MET ABOLIC DISORDE RS

50 Enabalak Wi
Sivwtily 1 (non-rule dapanciant)

A et
Glarciamice 4 my 13 tabm a1 2 ARSI Th LS
Sawrily 7 (vanile onest anc¥or Wiy SipanORT)
Adulin Comp Inelr 2 Samp 2080 U (uv.60) %1 L] 4.5 vinis 400 1)
Chikran Caarngy it s Sl 10-50 1L (avi0} ri [ 3. 2.1 wals 406 U

260-3  Malnuiniven
Numions suppismanis jo be deoiden boklly

264 Vitamin A caficiency, xerophihaimiy

A & Chidran =t y Vimmin A (rsinol} 200000 1U 1 oaps 4,
rapuil ke ) day Wl 20 wabka 1o
2659-9 G MM dalckncy Food o vilame vupOients 10 e dediced! iKesly,

4. DEEASES. OF BLOCD AND BLITIFFMMG ORGAE

280 IFOn cBANDY ARAMTLA
Adulte forom witule (60 ty iren) 1w 13 2 M uin
Civiiran Foittuns wdtite (80 wy on) 1 iah 11 %28 ot
HE: iron dazirsn mpackon ookt G AR I B Dbk

ZBLS  Sicke oMl ko

Adulty Follc: aikd 1 iy 5 inhp wply % utr
Chikkan -5 y Fobo aoid t mg 2 (bt Wy 8 lnhs
Chilkkar <1 § Folio ank? 1 mg 13l Wy 4 e

5 MENTAL DISORDERS

290.9  Payohous

Aduite Chiapromizne 10 mg 1tk 13 z? 21 b
Chldian Cricrpromazine 100 g 14 b | 27 35 bt
0.0 Anxaty Meurdan thazspam § my [/ ] i3 17 Fil -1
3004 Dabrebbve Malott : mpramne 25 m 1 lab 13 r? 1 oubs
NE Trasimanl wih anboerkban! Srift Lok De condoued o0 &) RS one monin
conlinued
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MODULE 5
Table 5.1A (continued)
o] INDNGATHON DRUGS DOSE TIMER NOOF  AMCUNT
FEADAY DAYS  PEACDURSE
OF TREATMENT
6 [ASEASES OF THE NERVOUS SYSTEM AND SENSE CHOANS
MEQ  Pottt-ved egliay
Adults Phancinartital 50 mg 1ty x3 2 B4 tmbm
Chikinan Phanchartel 50 mg 58 moMgiey
AMA 177t x3 h¢ ] 42 e
3451  Grand-mal eplepey
Aduits Phenote—lial 50 g 1 LR 28 B4 tatw
of Phisnyiain 100 mg 172 tah L ¥ ] ) 42 tabm
Chikdran Phanobaroim 50 mg 54 mgMgiday
aaaume 172 b xi ¥ i) 42 tma
o Phanyicin 100 mg 5-8 mghgidey
e 14 Wh 3 13- 21 tw
53 Staius splepicus Dl 10 mgy/i vl 10-20 riwg wiow |V by et
ITEs  Conjuncivits Tomacy e d U 1% oty 13 X7 ARt 1.Y]
3821 CHits exema
Adults Aminkum acetse 13% drops 34 dnapo 14 1] 0m
Acutywaicylc s 300 mg 2 tae 14 k1 8 taba
Chidran Ahsminkum acaisis 13% drops 4 dropa x4 x5 W0m
Parmowtamal 500 g 1 taly L) LA 2 i
W13 v mawils
Aduis Sultarmmthirim a0 my 2 s 2 33 0
ot 500 2t xd x2 16 tube
Chilmn SidtamahArim J00/80 mg 1 taly x2 15 10 tmba
Parmcwiemal 500 my 112 by Ed x2 4 tkw
7. DREASER ©F THE CIRCULATCRY SYSTEM
I0E  Fieimarued; b chiibis
Acul & Ciltran Beoruth tad pmnicll 24 MU 12 W I ool pa et 12 viad
NG Trommanm o ba contnid ot pabat it 18 yeant of 08, of o5 5 yaara i hid i ongar
4015 Hyparisnsion Salvires dat
Hydmchiro rios 50O mg 12tk ' £ 28 46 taba
AW Inchaemic heart dasme Glyceryl virirale 0.5 mg 2t Pt Wk ol 4 Lk
NE: Patinrri with st afacks Tl do ot resond o ghyoinyl Sivems Shoukd D ek,
L) Hamrmariwicly. Hrydizxtbsons 1% qlirirpnt Oy ek ey s T e 15g
A5 Shiach, Dqiean 79 - il XML 1
A DIGEASES OF THE RESFIRATCHY SYSTEM
4l Commn coid, cotwr—h, sors {lromt
Aduits Parmcwiamal 500 mg 2 talm 4 LA Atk
Chrikirwn Sexpypca v rrommmarem {nchockeag fiuicht el faguUARE Fioviin
Pttt 500 g 112 g id X2 4 aba
=] Tormllity fuachial, with scit)
Adults Frocaite banryipsnicilin 3§ MU 1 MU Inj 1A siat 13 viad
Phandy Myl in 250 my 2t id 5 40 nn
Faracatamal 500 mg 2 tabw x4 X A T
Chiliran Py Ml byl i 250 M 1tab 14 x5 20 wn
Faracetameat 500 my 172 tab x4 x2 4 talm
465 Aoss bronchils
Aduits Parscatamal 500 mg 2 e x4 3] & e
Childran Faracatamal 500 mg 112 tay x4 1 ¥] A vw

NE: Most cazes of aata bronchits e weat and of 8 milkt nahie; usudily no antmicroblas e NRCREEMY

condinued
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ESTIMATING DRUG REQUIREMENTS

Table 5.1A (continued)

flecs) INDICATION DRUGS DOEE TIMES NODF  AMCUNT
PERDAY DAYS  PERCOURSE
OF TREATMEN

4805 Prsgmonia
sa-ﬂyunwd-mtm-mpwmtﬂm-m“h st bramrhing but e chsd fciieing):

Attt Procairs tenryipcnidiin 3 M) 114 inf B4 iat 173 visd
Prenaaymatiyipani in 250 mg 2inks ud 11 40 ke
Parmasamal 500 my 2 tiv id it B taim
Chiidran Sultarrthvaim 40080 e 1 tab x2 113 10 b
Farscetaiel 500 Mg W2 xd 2 4 e
Sovartty 2 (Mrs lowsr HEpirEiony tract thiacion with cagh. text braathing and chast indremiig):
Adults Sartturmathirim 40080 mg L - 2 3] 20t
Parsmtamal 500 mg 2miv a4 il & tobe
Chiliren Barzyl puenicilin HA) 0.5 MU L) s 5 vials
or: Chitrmmphenkool 250 mg Y- ] x4 x5 20 o
Parscetma 00 mg 12 b 24 x2 4 kg

NB: Chcramphnicol o armpicilin coukd i SUEIAR] B3 sMemaives W Rifkmathirim

412 Cheonke oonchiis i mpiwsoma '
Akt Tyt 250 mg 1wk 14 LE 20tk

Parcwtarned 500 mg 2 24 %1 B e
L) Agthma
Savertty |
Adutts Salfurmamct 4 mg 1 tabr %3 14 12 tim
Chilrn Sttt 4 1g) 14 b L L] 3 i
Bavaiity 2 {acut kixhmatic sinck);
Adutts Eginapirine 1 mgiml 0.5 my =W 5C Iy st 1w
Ghlitren Epirayshring 1 mgim 0.5 e showe 52 I WEM 1ap
. YSEASES OF THE DIGESTIVE SYSTEM
5210 Canes, tootldbe
Aduliz Acciyeaicyle acid X0 mg 14 ] ud L¥ 10 tabw
C:hikdran Parmowtenl 500 mg Veuh nd 12 4 taba
5225  Dental sbecess
Adult Phanorymettyioeilin 20 mg Tab L1 x4 20 tmiw
cxryanieyle mebd 200 Mg 2 tmin T4 17 16 taka
Chiiran PrwneniymistisytpenkaR 260 mg 12 b 4 15 10 bk
Patacatamal 500 gy 12t x4 X2 A i
528 BAouth i Garian vl pain =y %3 | 1] masure 10 m
§355  Qusifitie, hakrtarn, InSQmion
Aghdln Muminim iy 500 g 2 win 4 3 4 i
5840  Contipyiicn
Aduta Senha 75 M) 2t wtat 2 oia
Chriteinen Sanns 75 mg 172 simt 12 b

10. IMSEASES OF THE GENITO-URINARY SYSTEM

585 Coystitis
Severtty | (uolitad apiacds in sditt).
Adutis 40000 Mg i atat 4 wix
Farscwamct 500 g 2 14 L ¥] 18 e
mmztmumwm-mm ﬂmﬂulhwm)
S dtamathArim 40080 mg 2 ain Y] 10 A0 be
Farirtumeal £00 mg 2 twmin x4 x2 16 tabe
Chiltiren Battwmathirim A00E0 i) 1 b xZ EH 10 e
Paaostarix 500 my 112 tab xd ¥ 4 Tk

NB: Amgiciin o pitpoburknohn could b kbiiixad for wultemethurim in Severty 2

30 Peivic inkamematory dils
Adahis

Prozmine tarrypaniaiin 3 M) &5 MU iy I i3t 18 wixle

Proberickd SO0 Mg 2 i 2t

Tamacyoine 2 mg 1t td th 2 in

Mo orsdizola 260 My 2 it 1 3 30 taim
conlinied




31

MODULE 5
Table 5.1A (continued)
1cD INDICATION DRUGS fre-J TIMES NOGF  AMCLNT
PERDAY DOAYS  PERACOURSE
COF TREATMENT
71, COMPLICATIONS OF PREGNANCY, CHILDEIRTH AND PUERPERIUM
B34-8  Abarian Erpmauing 0.2 momi 0.2 g (M i} {rory o e BARETS 2 AT
Ergormiitn 0.2 m) 1 L] 3 9 tabn
650 Kormal delivery Ergomairing 0.2 mgrml 0.2 fig M iy L 1=
6505 Abnormw delvery Ergomainires 0.2 mg'ml 0.5 e M iy L) 25 amp
NB: For atnorrmal deltvary rebere 10 2 hospitet mill ya oy b ekt ary
665 Powtparien bimxing Ergomadrine 0.2 mgimi 05 ] Miny L2 )
(g, H NEGMEErY) e b arp
Dowmiram 70 indnion B Tapirad ioRa T v
670 Mgy pusTird inkechon Arrpiciin 250 gy 2 o ki X8 «) copm
75 Masitis, broast aosoms Procir twnzyirsnicilin 3 MU 1M M "t 1A vid
Phancmymatiryionnicilln 250 thy £ ok 14 x2 14 taba
Prrkoramol 500 mg ? s 14 £y Bt
12 DISEASES OF THE SKIN AND SUBCUTANESHS TISSUE
680-2  Dull, e
Aty Phreatiirl Cabrcryipnanicifin 1 ML 1M 1M mt 173 vist
260 mg 2tahw i 26 40 bk
Parcwtail 500 mg 2 tma x4 L] Btatn
Children Proceire taniyioaniclin 3 ML) LEL M) [ 10 viel
Platstay abthvyipanioll 50 mg 129k 14 13 10 tau
Parscetamol 500 i) 12 b x4 | 3] i
NE: in some cosss ngicsl opening of tee dixmis andior disinfeciion of the: akin may b rGRLSyY
884 Bactarial skin Imection Hoomycn & Bariy acin ointmen Ry x4 b4 ] Twim X g
891.B  Ecrema Hydrecortisone cintment 1% Ky %3 7 Twbe15g
82 Sin alargy
Adults Chicrphanamine 4 mg 1 by [ 3] x4 12 wtn
Children Ghicaywrmrvire 4 me} 172 b L] x4 &t
[} lighing Calamine lotkon uE bl e 50 m
TOTS  Chmekomopies uew
Adults Procaine bentyiumiciin 3 MU 1ML 1M [\ 113 viad
n 256 ing Tt 14 1 3] A0 k.
Gantian vioket paint aply 13 16 W 10
13 GIEEASES OF THE MUSCULOSKELETAL SYSTEM AND CONNECTIVE TISSLE
VI4-6  Arhrity and artteosiy
Adult Acntylsmicyiic add 300 myg 2 b 4 1) )
T4 Rackpain, kimbage
Adults Acutylsaicylic acid 300 my 2 taba xd L6 40 ka
728 Pytpimnitiy '
Achgts Chioumphanicd 1 gram © o 1gIMin Stat 1vid
Chiaramphanicd 50 mg 2 L T4 x7 48 cupe
Actybualicyie ackd 300 mp 2 tum LT x2 ALY-"-
Chiidran Chioramphanienl 1 gram 025 g M in} stat . Vi vid
Chicramphanica 250 g K- %3 k7 g
Faracatamol 500 mg 172 o x4 x2 A by
15. SYMPTOME, SIGNS AND-(LL-DEFINED CONDITIONS
780.3  Comdsions, lebrie
Adultz Chazwpmm ) a2 m 10-20 mg Vin st AT 2 amp
Chadran Gz 1) )2 m 10 my IV stat LT R ]
contimusd

5.13
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ESTIMATING DRUG RECUIREMENTS

Table 5.1A (continued)
oo INGICATION DRGE DOsE TIMES NOOF  AMOUNT
FERDAY DAYS  PERCOURSE
OF THEATWENT
TBO.5  IrmkoMnla
Adhdty Diazepam & my 1tab ki ntd 14 tabn
T80 Faver NEC
Adhitx Parscwtamol 500 mg 2 inte LT X1 LRl
Childran Farbotann 500 ty ol 14 LR 21ma
TRO.?  MEAS,
NE: Lextal danditions i b ken on whather oruge s 1o be providod
for Bl group of BYITEIOTS
7.0 Hapdscho
Aty Acmtylantieyliss dedd 200 my 2 i 4 11 8 tab
Crhibdirany Parsostamal 500 my 12 ot xd R 2 tabe
7852 CouhNEC
Adults Chiomhermrmine 4 mg 1k 3 52 # vl
Chilrpn Cromhanaming 4 mg 172 mb 3 L 3] 3 tabs
o Frosthanne syrup & mg/s mi 6m 3 L ¥] Hm
THr.0  Vomting
Adegtta Prometharire 2 mg 11imb L] X2 [ -]
Childrad Frosmattction syrup & mgf mi em X3 13 xm
7880  Fana colic
Aduts Puthicik 100 mg/2 mi 10 g M iy wat 1.
TBH.0  Abcdomina pan NEC
Adulty Acmyiasticylic ackd 300 mg F4 xd LA -3 )
Chikdren Paacetzmol 500 my W b xd 1 2 b
17, INJUFY AND POISONING
B00-20  Fractfis
i Aowtytenlicyic sokd Sl g 2 ulw 14 12 16 e
Chlidran Parscaamed 50 mg 172 taly xd 32 4 tabe
NE: CRing wiskTmabm andicr ralarmal for furthar rasimant will (siially be MCAERErY
oy Didicions
Aduie Feowtylualiopic acld 300 mg 2 i 14 i1 &t
Ciiidren Paorsnms ol 500 iy 12w T4 xi 2 tabs
NB: Ot SbTTalaT 2fvcher Tl Tl for nthily Wiktrrabnt solll Lisochily Bl PaOlekikt ary
M-8 Sorans and wrmng '
Aty Arhtylaalioglc ackd 300 my 2 i Xd ®1 [ -]
Chilckwn Parsonmrml 500 my 172 by T4 z1 2 1t
B604 Inrnczanial ifury, conowon
Aduitn Acutynalicyhc sdd 300 mg 7 itxta xA T 15 b
Crhildren Pararaamel 500 my 12 taly xd X2 & tabg
HE: Ol &1EPOFIYE MOLIUTSS oF el Wil Ususly b rbnasEEry
B70-00  Opsdhs woLin, Listarasion, malor cix
Aduin Chicrhaxidne conc sd 5% [T Y T adaivma 1 mi
Licocming 1% 50 m a1 ranuirad akaiima 10 m
Aowtvisalicyic add 300 mg 2 tmin 4 2 18 ke
Children Chicartaintiching oo wil 5% Clluatepr] dop oy it e 1 mi
Lickocmires 1% 50 mi & racuivad akama 5 mi
Patiiarivd 506} g 2w id X2 4 tabs
NB: Allcariivias Shoud be mads o setam toxokd 1o o8 given 1o pallents with wounds
8749 Compicmed opsn woun, sirl of fummn b
Ach itk Chiorhaxddine conc 3d 5% cliumd B regquined acaume 1 mi
Prroeaite Demryicamiciin 3 ML 1 Mdint 1M tim 12 vid
Prraberay b ryipuaricilin 254 g 2 it rd 13 Al) talw
Acwtylusicye acid 300 g Ziabk x4 13 Pabe
Childran Chierichiu cong 008 S0 ik i e P noee 1 ok
Prodin CuanZylmlcitn 3 L) 0.3 MUY in IM stat 1710 via!
in 260 my 172 b x4 kb 10 vt
Farscemmol 500 mg 172 mh a4 %1 37 ]
NB:; Alcance shadd B raide K7 Wtenis ki %) be ghmn &) plsentl with onimal bitss
continued
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MODULE 5
Table 5.1A (continued)
(s3] INDHCATION DRUGS DOSE TIMES NOOF  AMOUNT
PEACAY DAYS  PERCOURSE
OF TREATMENT
91018 Superfcis Inhey, brubte. mince ark
Achdin B chiddren Chicxtwimidin conc 8dl 5% dituted mm regquined asnume ) mi
NB: Alcwarcs should b made for et kixokd 10 b gvan ko palents with wounces
530 Foraign bexdy It ape
fof chagroma’ Pl dyd anaps 1% oy & one drop in The sy
for trewtreat; Teiracycine sye cinkimie 1% appty x3 2 tadmbg
S8 Burne, sl cegres
Adulls Chicrhaxtcine conc dl 5% ok et . e o 1 il
Aty sbevie acid X0 mg 2 takn 4 xi & tabes
Children Chioraadding conc ua 5% dubed = tpinkg =wane |
Partropbiyed 500 mg 12 tmby 14 1 2 taba
B60-7%  Polsoning
Aduls ipacacumnha 0.14% 30 mi atmt B
Chikioan ipacacumni G, 14% sy 15 mi atet by |
S Sneke e ol singt and Ees
Soublih by Anlivenom swa 3-100 mi wlow IV inj e 50 it
NE: Ralaral i 5 spacisisl comier Wil b rRCRkEMY
s oot e Wi
At Chicrtwoiclng conc vl 5% b e ke § mil
Chinrphanaiming 4 mg 1wb 4 12 B tab
Childan Chiorhakd el eonc sal 5% cllulnd = required ST Y M
Chiorphasiumin 4 mg 172 by L] x2 3 taba
PE0  Anaphylscic shock
Al Epinaphrine 1 mg/mi 0.5 riwg whowr wizin| BAMNTS | AT
Children Eleaphrirs 1 mgiml 0.25 mg slow scin| M 1 AR
RO: Ts romtrvmmnt rrmy Do siuiniiaiel, 1 febCiary
CITHER HEALTH SEFVICE CONTACTS
V0306 Vacdnaions St v parwhierl Prsgrasimas of (mimuniz sbon (EF1)
vaI Undar-Ive piaveniive clre Do) S M, N ek iRy, 1 Bl chisCicinnd bocally
VELZY  Anbistiisl chre Famous suphale 3 mg ron
with Foe aok 0.25 mg 1 b 2 ¥ 55 tuba par MOnt
e Family planning, eonfracapsion See Famiy Planning Programme
N7l Madcal Examination,
no degesa Fiacaba rastmant, #f necesLEry, 0 D deokded loculy
KEY
baizith Danzypemicl badnzathins tanzyipaniatin
tapt APt}
cane consenTEie
INH cniaria
dnth ikt
oral rahydr sars oral rehydration sale, ORS
w0l salztion
stat stulirn, bnmkclidely
st amehtirim auifamathaxaTols 2nd rimsthapim
EIET.) ELERRON

£.1%
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(WHO/DAR/B8.2)

Appendix 3

Table 7.7

Calculation sheet for total gquantities of each drug, number of order packs, and

cost (completed)

1 2 : 3 | o5 6 217 b8 10
Dngeode Oy ganaric name, dosage fom D e : Tetd ;Told Omer  Membarol o Price : Tol Pecant
mumbe and sramgh : ofheith : ey Douanily cpack cpaks  copr et oof

- D od Dicidng s corequrd  :opack : old
; lorwhich tendrd o oadwae C - Cfnded 0 (9 -
Dindeldl  C bedmes D I Dimber D he :
] Dlecoming  cowastge cof  ; pemes!
Dlamegay o) tdlms s owhok
: : Dipadk) : rumbar)
acetylsaicylc add kb 300 mg B0 600 ; ; !
: TH4EA 19000 : : :
D TAA 96000 : : :
: TRAQA 105800 ‘ ; : :
: TBA L] : : ;
: BG8A 200 : ; :
D MbSA o ! : : : ;
: TOIAL psaoomh ;o EPESED: 1000 Br7o 084 M, 28
auminium hyereido bab 500 mg : SEE ML AsooRh . BED: 0N s R . 1%
beniryt benzoat it 25% (4) s 1330 ML 504000 50200 1000 ; E9: 157 BMS:: 265
thioehexidine sol cone 5% (mi) L GG 1400 : :
T So5A 4600 : :
: Wac A ; : : : !
: TOIA 21600 m 5. 0 zr: 09 A e
thinogana tab 150 my base : STA 5200 : : : ;
: 5 69000 : : : : :
: TOTAL 240 wh TOR0: 1000 : Te0: B95: &2 W
ciaphanami b 4 mg T TE2A 0 :
: TRE2C 2 : : : : 1
: TOTAL et ;1200 1000 182 088 16X 0N
ermous suitata tah B0 mp iron C A 1Y : : :
11 B : : : : !
: TOTAR 25m0b ; MG0: 000 47: 082: X@5:  0ES
ndane ream 1% 254 D IR 18000 1800 108 189: 3 Ly R A
Mebartzio b 100my; 12784 TI0wb : AMMO:  100: B4 DE1:  ASERNA: 15ED
neaciyevbacivacin oin{uba 20 g) D BAMG 300 Wwhe I . 1 I 016 6. 13
ori rehydvaion ats phi1 live) D WA2SEA 0400
25 C 18000
OR282A 64800
0250 ) : : ; : ;
; TOTAL 162000 AT . 170400 1 1m0 004 B AN
continyed

7.20
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MODULE 7

Table 7.7 continued

Qrdor Mmbordf c Priee ;T Paremt
vpaks  opw oot o
ren crapnd opak o - ]
: Dronded : (§) ! cost
Dlumber cohe : ;

Drog oo Drury generic naime, chsage fan : D eode Totd

b andsrengh . olhedh . quansty

: probin Ded
sandard
Toaimens

ppise
‘ EE

: frwhich
T indieaiod &
D bapgmp o unils) Dkl s whae
: : : o {pak) : number

paraceiama kb 500 my ;A R MY 1
L e :
; B1aC
T H551A
T 554
; G02A
. 0L
C TRGA

L THE
: T0G

T 08C

- TOTAL 00 W 26 (M4 1

phancxymetryinenialin &b 250 mg ; B0
. BH2A : : : : : : :
: TOTAL Toloaoth 300 1000 13 75 &3 n

g
58| SexszgizsBENE

procime hareyipanicfin i 3 MU T GED2A : i
;i : 1. I : : : : :
; TOTAL : 912 vial; 9575 : 1 ®5: 0N T 0n.

sanna b 75 my services T SOA C 1w
C B0 - | B : : : : :
T TOTAL . e0kb . e 1w 2. 25 e 1

sufiamatherarmia § rimathoprim ta : H5A o 1900
A0my & 8 mg : SsC . - . B : : : : :
: TOTAL TooNsM0mb o D0 10 2 i o7 17

tatacycine aye oint 1% 5. rbe D MG 1800 kbe © 20160 I: D0 007 42 45

TOTALCOST G

7.21




