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I. Background

Since 2001, the MSH Center for Pharmaceutical Management has worked with Tanzania
Food and Drugs Authority (TFDA) to establish the Accredited Drug Dispensing Outlet
(ADDO) program in Tanzania.® The program aims to improve access to quality essential
medicines and pharmaceutical services to underserved communities. The government of
Tanzania has now rolled out the ADDO program in all 21 mainland regions with over 4000
ADDOs established and 9000 dispensers trained.

A number of assessments and routine monitoring visits have been conducted to monitor
medicines use practices in the ADDOs.*® These assessments have tended to look at
individual components of medicines use, such as dispensing or care seeking behavior. None
has taken a holistic view of the interrelationship between medicines and their sources in
Tanzanian communities, combining consumer care-seeking and medicines use, public health
facility prescribing and dispensing practices, ADDO dispensing practices, and stakeholder
knowledge and attitudes about key issues related to medicines access and use.

The goal of the current activity is to conduct a holistic assessment of health care seeking
behavior, medicines availability, medicines use, and stakeholder perceptions in communities
served by ADDOs in Tanzania. This activity was described under Objective 3 in the SDSI
proposal to the Gates Foundation as follows:

Objective 3. Define and characterize data elements related to consumer access to
and use of medicines, quality of products and services provided by drug sellers, and
government officials’ and health care providers’ and users’ perception and
knowledge regarding medicine use and AMR for use in developing public health
policy, regulatory standards, and treatment guidelines.

After discussions during a July 2012 meeting between the MSH and technical advisors from
Harvard, the original SDSI objective has been proposed for revision into three sub-objectives
as follows:

3.1 Design and conduct an in-depth assessment of community access and use of
medicines and knowledge and perceptions of key stakeholders regarding medicine use
and antimicrobial resistance (AMR).

3.2 Develop and demonstrate use of a cost-efficient strategy for ongoing monitoring of
the quality of products and services provided in the ADDOs.

3.3 Build capacity of Tanzanian organizations to continue data collection, analysis, and
use for ongoing policy development and regulatory purposes.

This document outlines the components of a proposed two-stage approach to achieve the
third objective of the Sustainable Drug Seller Initiative (SDSI). The initial draft was written
in preparation for the September 2012 stakeholder meeting that brought together the SDSI
partners to discuss and agree upon the Objective 3 work plan. This revision incorporates
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changes in methods that were agreed upon during the stakeholder discussions. Additional
changes will be incorporated as the implementing partners finalize methods for individual
assessment components.

Il. Evaluation and Monitoring Approach

The in-depth cross-sectional assessment will combine four linked surveys:

e A multi-component survey of medicines prescribing, availability, and dispensing in
public and private health facilities, pharmacies, and ADDOs;

e A survey of medicines access and use by households and AMR knowledge and
perceptions among survey respondents;

e Asurvey of perceptions, knowledge, and attitudes of ADDO dispensers and
government stakeholders at central, district, and ward levels, regarding ADDOs,
medicines access/use, health insurance, and AMR;

e A characterization of the quality of products available during the surveys in ADDOs
and pharmacies.

The overall design and specific methodologies used in this assessment take into account the
potential for cost-efficient longer-term monitoring of practices in ADDOs. Wherever
possible, the components of the assessment will be linked to programmatic activities of the
collaborating government partners who are working with SDSI: the Tanzania Pharmacy
Council (PC), Tanzania Food and Drugs Authority (TFDA), and the Pharmaceutical Services
Section (PSS) of the Ministry of Health and Social Welfare, as well as the implementing
partners, which include Management Sciences for Health, Apotheker Consultancy Ltd.,
INRUD Tanzania, the Schools of Pharmacy and Public Health at the Muhimbili University of
Health and Allied Sciences (MUHAS), the Tanzania Consumer Advocacy Society (TCAS),
and the Invention and Technological Ideas Development Organization (ITIDO). The future
role in ongoing assessment and monitoring by other organizations such as ADDO
associations and community-level advocacy groups will be defined separately based on the
results of the cross-sectional assessment.

A strategy for future ADDO monitoring will be informed by the experience and lessons
learned from this cross-sectional assessment. Working with PC, TDFA, and PSS, the ADDO
monitoring strategy will be implemented, evaluated, and revised for handover to the
appropriate government organizations in SDSI project Year 3. Those activities will be
handled separately.

Ill. Cross-sectional Assessment

Survey components of the cross-sectional assessment are designed to collect information
about community access and use of medicines, as well as community and key stakeholder
knowledge and perceptions about medicines use and AMR. Proposed key questions to be
answered during the assessment are stated in terms of the four main evaluation targets
(ADDGOs, health care facilities, government stakeholders, and community) and listed in
Annex 1. Final questions will incorporate input from the collaborating partners and the
results of pilot testing of survey instruments.
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The cross-sectional assessment will be conducted in 12 districts that span a range of
geography, wealth, experience with ADDOs, and public health facility infrastructure.

1. Sample Selection

The facilities, households, and individuals included in this assessment will be sampled in 4
regions that were purposively selected based on their:

e Geographic location and accessibility;
e Socio-economic range;
e Experience with ADDOs (i.e., regions in which the ADDO program was implemented
prior to 2006, between 2006 and 2010, or after 2010).
The assessment regions will include:

1. Morogoro: eastern region, mature ADDO region

2. Tanga: northern region, ADDOs in operation for 2 years

3. Mbeya: southern highland region, ADDOs 2-3 years, relatively high SES;

4. Singida: central region, relatively poorer, 10-12% CHF penetration, with historical
data (site of previous household survey in 2009-2010)

Figure 1: Proposed Regions for Assessment of Medicines Access and Use
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The methods to sample districts, wards, health facilities, pharmacies, ADDOs, villages, and
households for the study are described below. Specific details and selection probabilities for
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the district and ward samples are listed in Annex 2. In each assessment region, the survey
sample will include the following:

3 districts selected per region (n=12) with probability proportional to district
population size

Wards in each sample district divided into 3 strata based on the number of
ADDO:s in the ward:

» High density wards with 5 or more ADDOs (except in Singida, where high density
wards were defined as 3 or more ADDOSs)

» Low density wards with 1-4 ADDOs (except Singida, where low density wards
have 1-2 ADDOs)

» Wards with no ADDOs

5 wards selected per assessment district (n=60), with probability proportional to
ward population size within the 3 ADDO density strata in each district:

» 2 wards from each high ADDO density stratum, except in Singida Rural which
has only 1 high density ward (n=23)

» 2 wards from each low ADDO density stratum (n=24)

» 1 ward without ADDOs, except in Singida Rural where 2 wards without ADDOs
were selected (n=13);

24 ADDOs per district will be randomly selected in the field (n=96) from up-to-
date lists of ADDOs functioning at the time of the survey, as follows:

» 3 ADDOs randomly selected in each high ADDO density ward (n=69)
» 1 ADDO randomly selected in each low ADDO density ward (n=24)

» 3 additional ADDOs selected in low density wards in Singida Rural (whether part
of the ward sample or not) in order to bring total in the Singida to 24 ADDOs.

Up to 2 private pharmacies per district (n=up to 24), chosen randomly from all
pharmacies present in the assessment districts

1-2 public health care facilities per ward (n=84) plus up to 12 additional district
hospitals if they are not otherwise selected, chosen randomly as follows:

» 2 health facilities per ward in high ADDO density wards (total n=48)
i) 1 public hospital (if any public hospital is present in the ward)

i) Up to 2 primary health care centers (if a public hospital is not present but 1+
primary health care centers are present)

iii) Up to 2 dispensaries (if no public hospitals or <2 primary health care centers
are present in the ward)

» 1 health facility per ward in low ADDQO density and no ADDO wards (n=36)
i) 1 public hospital (if any public hospital is present in the ward)

i) 1 primary health care center (if a public hospital is not present but 1+ primary
health care centers are present)
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iii) 1 dispensary (if no public hospitals or primary health care centers are present
in the ward)

> If the district hospital has not been selected for the sample by this process, then it

will be included in the sample as an additional health facility

Up to 1 faith-based facility per district (n=up to 12), chosen randomly from all
mission facilities present in the assessment districts

20 households per ward (total n=1200, with 720 located close to an ADDO and 480
located far from any ADDO), selected by methods described in the MUHAS School
of Public Health field manual that will be implemented during the survey:

» High density and low ADDO density wards (total n~720 households located close

to an ADDO and n~240 households located far from any ADDO):

i) All villages in the ward will be grouped into two strata located: (1) close to an
ADDO (within 5 km) and (2) far from an ADDO (>5 km)*

i) Villages within each stratum selected with probability proportional to village
population size, if possible, or alternatively, selected with equal probability

iii) 5 households selected randomly in each of 3 villages chosen in the close-to-
ADDO stratum (n=15 per ward)

iv) 5 households selected randomly in one village located far from any ADDO
stratum (n=5 per ward)

No ADDO wards (total n=240 located far from any ADDO)

i) All villages in the ward will be grouped into two strata containing those
located (1) close to the ward population center (within 5 km) and (2) far from
the ward population center (>5 km)?

i) 5 households selected randomly in each of three villages chosen in the close to
the ward population center stratum (n=15 per ward)

iii) 5 households selected randomly in one village located far from the ward
population center (n=5 per ward)

Criteria for selecting the individual households in each village included in the

sample will be specified in the MUHAS School of Public Health field manual

using a procedure designed to minimize within-village clustering

The respondents in each health facility, ADDO, and household, and the focus of the survey in
each location, are summarized in Table 1.

L If no villages in the ward lie more than 5 km from an ADDO, such as in a ward in a densely populated urban
area, the criterion for far from an ADDO should be adjusted to identify a stratum containing roughly 20%-25%
of the ward population living as far as possible from any ADDO

2 If no villages in the ward lie more than 5 km from the population center, the criterion for far from the
population center should be adjusted to identify a stratum containing roughly 20%-25% of the ward population
living as far as possible from the population center
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Sample
Domain

ADDOs

Private
pharmacies

Public health
facilities

Faith-based
facilities

Households

Central
administration

District
administration

Medicines Access and Use in ADDO Districts of Tanzania

TABLE 1: SUMMARY OF SAMPLES AND RESPONDENTS

Number Included
e 8 ADDO:s per district

e 1-2 key respondents per ADDO (shop
owner and shop dispenser, if these are
different people)

e Up to 2 pharmacies per district (if
available in district)

e 1 key respondent; Pharmacist

e 7-8 public health facilities per district,
including one public health facility per
assessment ward plus the district hospital
if not otherwise selected

e Up to 3 respondents per facility: Medical
Officer in-charge, Pharmacist in-charge,
and Accountant

e Up to 30 patients presenting for care at
each facility on the day of the survey

e Upto 1 faith-based facility per district (if
available in district)

e 1 key respondent per facility: Medical
Officer in-charge

e 100 households per district

e 1 respondent per household selected
according to WHO criteria®

e 2 respondents from TFDA: Director
General and Director of Medicines and
Cosmetics

e 2 respondents from PC: Registrar, Head
of Pharmacy Practice

e 2 respondents from PSS: Chief
Pharmacist, Officer in charge of rational
use of medicines

e 4 respondents from NHIF: Director
General, NHIF pharmacist, CHF
Coordinator, person in charge of ADDO
reimbursement

e 4 respondents from district office:
Executive Director, Council Chairman,
Treasurer, and NHIF/CHF Coordinator

e 3 respondents from the district health
team: Medical Officer, Pharmacist, and
Health Secretary

~-8--

Survey Topics

ADDO utilization; quality of services;
medicines availability and price; sources and
quality of products; antibiotic prescribing and
dispensing; knowledge about AMR; interactions
with local health facilities; experience with
NHIF reimbursements

Roles of pharmacy and ADDOs in the
community; interactions with district authorities
and CHEF (if applicable in the district); sources
and quality of products; medicines availability
and price; antibiotic prescribing and dispensing;
knowledge about AMR; experience with NHIF
reimbursements

Utilization of health services and quality of
services provided; medicines availability and
price; antibiotics prescribing and dispensing;
interactions with and perceptions about ADDOs;
training on rational use and infection control and
prevention; knowledge about AMR,;
management of NHIF/CHF patients

Utilization of health services and quality of
services provided; medicines availability and
price; antibiotics prescribing and dispensing;
interactions with and perceptions about ADDOs;
training on rational use of medicines and
infection control; knowledge about AMR,;
management of NHIF/CHF patients

Care seeking; recent use of medicines and
locations obtained; medicines at home; opinions
and experiences in accessing care and medicines
in ADDOs and health facilities; practices that
impact AMR; perspectives about CHF

Role in ADDO administration and management;
medicines financing and supply with focus on
antibiotics; perceptions about AMR; existing
AMR activities, coordination, training programs;
monitoring of antimicrobial use; membership,
structure and functioning of NHIF/CHF;
perceptions about NHIF-ADDO linkage and
potential for CHF linkage.

Key issues about community health services;
perceptions about role and quality of services at
health facilities, pharmacies, and ADDOs;
budget for medicines and ADDO activities;
existence of STGs; monitoring of antibiotic
prescribing and dispensing; AMR surveillance.
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2. Data Sources and Tools

The information about community access and use of medicines and about community and
stakeholder perceptions and knowledge about medicines use and AMR will be collected
using a variety of survey tools. Annex 3 provides overviews of the locations, methods,
respondents, types of data to be collected, and responsible partners for the four linked surveys
comprising the cross-sectional assessment.

ADDOs
Simulated customer visits

Prior to the ADDO visits by the Apotheker/INRUD teams, TCAS will select a sample of 25
ADDO:s in each of the 12 districts to receive mystery shopper visits. In Singida Region,
where there are currently only 59 ADDO:s listed, all ADDOs will be included, and the sample
in Morogoro District expanded so that a total of 300 ADDOs receive mystery shopper
visits. We will try to choose 300 ADDOs for the study—one per visit—but based on the
number of ADDOs available in the study districts, mystery shoppers may have to make two
visits to the same shop to achieve 300 visits total (e.g., if we 200 shops are available for the
study, shoppers will visit 100 shops two times). These ADDOs will be identified by location
and name so Apotheker can use the same selected pool to choose 96 ADDOs for the survey
data collection; this will enable linkage between the two sets of data—simulated customer
and survey. Each mystery shopper will simulate a different respiratory illness scenario
occurring in a child: (1) a severe case of ARI, (2) a mild case of ARI, or (3) a customer
requesting antibiotics for a respiratory infection. There will be 100 visits planned for each
scenario. TCAS will extensively train the mystery shoppers, and the ADDO visit and data
recording processes will be pilot tested prior to actual data collection. TCAS and
Apotheker/INRUD will work together to ensure coordination in the field and to streamline
the logistics for the mystery shoppers.

TCAS will work with MSH to produce detailed descriptions of each scenario, the field
protocol for the simulated visits, and a mystery customer training plan. Existing ADDO Data
Collection Forms will be adapted to capture key details about the simulated encounters.**
Data from the visits will be collected on paper forms, then entered into computers, cleaned,
and analyzed by TCAS. The mystery clients will be extensively trained, and the ADDO visit
and data recording processes will be thoroughly pilot tested before actual data collection to
ensure fidelity to the study scenarios, consistency across data collectors, and completeness of
recording. No more than one simulated visit will be made to an ADDO in a given week.

Referrals

The second type of data collected in the ADDO survey will be retrospective data on referrals.
Data collectors will first determine and document if the referral register is regularly used in
the ADDO; if the register or an equivalent system is not used, data collectors should record
the reasons why. In that case, the dispenser should be asked to estimate how many customers
were referred in the previous month.

—-9--


javascript:HandleLink('cpe_1426_0','CPNEWWIN:NewWindow%5Etop=10,left=10,width=500,height=400,toolbar=1,location=1,directories=0,status=1,menubar=1,scrollbars=1,resizable=1@CP___PAGEID=1844,/DSI-Word-Documents/upload/43-ADDO-Endline-Data-Collection-Forms.doc');
javascript:HandleLink('cpe_1426_0','CPNEWWIN:NewWindow%5Etop=10,left=10,width=500,height=400,toolbar=1,location=1,directories=0,status=1,menubar=1,scrollbars=1,resizable=1@CP___PAGEID=1844,/DSI-Word-Documents/upload/43-ADDO-Endline-Data-Collection-Forms.doc');

Medicines Access and Use in ADDO Districts of Tanzania

If some type of referral register is in use, data collectors should record the total number of
referrals over the past 3 months. In addition, they should record dates, demographics,
symptoms, and place of referral for the last 10 customers referred, if available.

Data on the number and types of referrals will be collected on tablet computers. The layout of
the data collection forms will be developed by Apotheker /INRUD in collaboration with
MSH and ITIDO.

Dispensing record review and general facility information

An additional component of the ADDO survey will be extraction of data from customer
dispensing registers (Annex 4). The primary purpose of this data collection is to characterize
the extent that dispensers collect data and what data they collect. Our objective is to provide
information to enable the Pharmacy Council to revise the ADDO recordkeeping requirements
to make it an exercise that is both feasible and useful. We are also interested to survey which
and how many antibiotics are being dispensed for which particular condition. This will give
us some idea of community drug use.

Data collectors will first determine and document if dispensing registers are available and in
regular use in the ADDO. If not, they will record the reasons why registers are not used as
reported by the dispenser, and also determine whether the ADDO uses another record system
to collect dispensing data. If no suitable method for retrospective sampling of dispensing is
available in a given ADDO, this survey component will be skipped in that ADDO. If the
field supervisor determines that dispensing records are available in other ADDOs in the ward,
one additional ADDO will be selected at random and added to the sample; all of the different
types of ADDO data in the survey except the simulated customer visits will be collected in
the additional ADDO. If dispensing records are not available in other ADDOs in the ward,
no additional ADDO will be included in the sample.

If suitable dispensing records are available, data collectors will sample retrospective data on
40 ADDO customers treated with any antibiotic during the previous 3 months, as described in
the study manual; if fewer than 40 customers treated with an antibiotic are identified in that
time period, data collectors should continue to look back in the registers for up to one year
prior to the survey. Sampling will be based on the WHO Level Il methodology for sampling
medical records™® or another explicit sampling approach described by Apotheker/INRUD in
their field manual. If available in the register, data will be recorded on whether the customer
presented a prescription or not.

In addition to recording details of the 40 cases, data will be collected on the completeness of
the registers. For the first customer data recorded on each of the 10 last completed pages of
the current register, data collectors will document which fields have been filled out for each
record: date, customer name, customer address, age, sex, illness/symptoms, generic name
dispensed, dosage, and quantity dispensed of dispensed medicine. Each field will be recorded
separately. This will give us an idea of which fields are easiest for the dispenser to routinely
record.
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In addition, the data collector will have a checklist of items regarding the store operation
including: Is the ADDO open at the time of the visit? Is there a trained dispenser on duty? Is
she wearing her white coat? Has the annual fee been paid?

Data for the dispensing record review and general information will be collected on tablet
computers. The layout of the data collection forms for recording availability of dispensing
registers, completeness of data in the registers, and the retrospective dispensing survey will
be developed by Apotheker /INRUD in collaboration with MSH and ITIDO.

Availability and price of tracer medicines

Data collectors will enter data on availability, price, and volume of a set of tracer
antimicrobials authorized to be sold in ADDOs, as well as a shorter list of antimicrobials that
are not authorized to be sold. MSH has made a preliminary selection of 15 authorized
antimicrobials and developed a draft data collection form (Annex 5); they will develop the
list of unauthorized products in collaboration with assessment partners.

Data collectors will ask to see all of the products in stock for each medicine listed. The
number of products in stock for each medicine will be defined as the number of products for
which at least one full course of therapy is available. For the product with the greatest amount
of stock available, data collectors will record information on brand name, manufacturer,
registration status, expiry status, package size and price, and unit price.

Data on availability and price of tracer medicines will be collected on tablet computers. The
final layout of the data collection forms will be developed by Apotheker /INRUD in
collaboration with MSH and ITIDO.

Focus group discussions with ADDO owners and ADDO dispensers

Apotheker will work with a subcontractor to conduct focus group discussions in all 12
districts, inviting participants from the 96 study ADDOs to participate in groups of 6-10. We
will also invite 2-4 additional ADDO owners/proprietors from the district center to assure a
reasonable quorum. That should be a reasonable number of groups to elicit the range of
opinion, and to be able to compare opinion to a certain extent across regions and across
population density. The focus group facilitator and note-taker will work to elicit positive and
negative feedback.

Topics will include monthly ADDO utilization; monthly revenues; knowledge about
antibiotics and AMR; previous experience with supervision and inspections; experience with
NHIF reimbursement process (if applicable); and training history and needs. In addition, the
discussions will aim to get at dispensers’ perceptions about prescribing and dispensing
practices and what drives their behavior in this area. The preliminary set of topics to be
discussed in the focus-group discussions can be found in Annex 6. The final list of topics and
field protocol for the structured interviews will be developed by Apotheker and INRUD, in
collaboration with MSH, TFDA, PC, and PSC, with input from the Gates Foundation.

—-11 -
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Survey on medicines quality

For a small number of medicines, data collectors will purchase a predetermined number of
units (minimum of 26 units). Products will be selected to represent first-line therapies on
treatment guidelines for common conditions (e.g., adult and pediatric pneumonia, malaria,
hypertension) or those with known quality problems.

MUHAS School of Pharmacy will develop a detailed protocol for the quality study in
collaboration with TFDA and MSH. Data collectors will purchase specific products
according to protocol (e.g., most commonly used, lowest price, specific manufacturers, etc.).
The purchased products will be bagged, labeled, and stored in in accordance with established
protocols, and then tested for specific quality parameters after the survey teams return to Dar
es Salaam. Data identifying the date, ADDO, drug names, manufacturers, lot numbers,
amounts, and cost of all products purchased will be recorded on paper forms developed by
MUHAS School of Pharmacy, TFDA, and MSH.

Private Pharmacies

The assessment of private pharmacies will be limited to dispensing record review, survey on
availability and price of tracer medicines, survey on medicines quality, and structured
interviews of pharmacy owner and dispensers. The same data sources and tools used in the
ADDO survey will be used to carry out these activities.

Public Health Care Facilities

Prescribing and dispensing record review

The retrospective review of prescribing and dispensing records in public health facilities will
follow a similar protocol and sampling approach as the review of dispensing records in
ADDOs. The health facility study will include 40 patients of any age treated for respiratory
infections (ARI, URT]I) in the previous 3 months; if fewer than 40 patients with respiratory
illness are able to be identified during that time period, data collectors should continue to
look back in the registers for up to one year prior to the survey. For each patient, data
collected will include age, gender, insurance status, diagnosed health problem, name of
medicines prescribed; and amounts of each medicine dispensed and their cost. Data will be
collected on tablet computers. The layout of the data collection form will be developed by
Apotheker /INRUD in collaboration with MSH.

Data will usually be extracted from primary care prescribing and dispensing registers in use
in the respective facilities. Examples of these registers can be found in Annex 7 and Annex 8.
The highest priority will be to know which medicines were prescribed for respiratory
infections, with second priority to determine which of these prescribed medicines were
actually dispensed in the facility. Similar primary care prescribing and dispensing registers
may not be available in the outpatient departments of hospitals, although that would be the
first choice for sampling; data may need to be extracted from prescriptions stored in the
pharmacy, as long as they contain the necessary data to determine what type of respiratory
infection was being treated.
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The field supervisor will need to determine the best method for sampling in each health
facility when on site, depending on the records available, completeness, and ability to link
prescribing and dispensing. Apotheker/INRUD will describe the likely options and preferred
approaches in their field manual.

Data for the prescribing and dispensing record review will be collected on tablet computers.
The final layout of the data collection forms will be developed by Apotheker /INRUD in
collaboration with MSH and ITIDO.

Availability of tracer medicines

The health facility study team will record data on the availability and price on the day of the
survey of the same set of tracer antibiotics used in the ADDO survey (Annex 5). As in the
ADDO, availability will be determined by visual inspection. Data on stock-outs of the same
list of tracer medicines will also be collected retrospectively from pharmacy stock records in
the health facilities, if those data are available. Data will be collected as the number of days
during the previous 6 calendar months when the health facility had none of the tracer
antibiotics in stock (Annex 9).

Data on availability and price of tracer medicines and stock-outs will be collected on tablet
computers. The final layout of the data collection forms will be developed by Apotheker
/INRUD in collaboration with MSH and ITIDO.

Patient exit interviews

The patient exit interviews will target up to 30 patients presenting for care at each facility on
the day of the survey. Patients will be sampled according to the methodology described in the
WHO Level Il Facility Survey Manual.™

The interviewer will use an adapted version of the WHO Level Il Facility Survey Form to
collect age, gender, insurance status, symptoms, tests ordered and performed, medicines
prescribed and dispensed, cost of dispensed medicines (if any were dispensed), plans to
obtain prescribed medicines that were prescribed and not dispensed during the visit,
knowledge about how and how long to take prescribed medicines.

Exit interview data will be collected on tablet computers. The layout of the exit interview
data collection form will be developed by Apotheker /INRUD in collaboration with MSH and
ITIDO.

Referral tracking

The survey teams will explore gathering data at health facilities on referrals to health
facilities from ADDOs. If there is a register of referrals from ADDOs, it may possible to
gather data on the volume and types of cases referred. The feasibility of gathering this type
of information will need to be determined by pilot visits during the development of the
survey by SDSI partners.

If data on referral from ADDQOs appear to be available in registers in some health facilities,
Apotheker/INRUD will need to develop a paper data collection form to record information on
number of referrals and source and reason for 10 recent referrals.
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Structured interviews with medical in-charge

These interviews of health facility in-charges will focus on: general attitude towards ADDOs;
perceived responsibility for quality of care in ADDOS; current referral experience to and
from ADDOs; knowledge and perceptions about antibiotics and AMR; experience with NHIF
and CHF and perceptions about drug shortages for NHIF and CHF members; and rational
medicine use training history and needs. The preliminary set of topics to be discussed in the
semi-structured interviews can be found in Annex 6.

The final list of topics and field protocol for the structured interviews of health facility in-
charges will be developed by Apotheker and INRUD, in collaboration with MSH, TFDA, PC,
and PSC. It is expected that two survey staff will participate in each interview, one to guide
the conversation and the other to take notes on paper forms. The practical and feasibility of
entering interview notes directly on tablet computers will be explored in early pilot tests.

Households
Household survey

Household surveys are the best method for collecting data on medicines access and actual
medicines use, two key components of the cross-sectional assessment. SDSI partners have
agreed to adapt the validated WHO/MeTA household survey instrument for use in the
assessment (Annex 10).'? In addition, the AMR Module for the Demographic and Health
Survey (DHS) will be used as a resource to develop questions specifically related to AMR.*
Questionnaires will be administered in Swabhili.

The field protocol for household data collection and the final contents of the instrument will
be developed by MUHAS School of Public Health, in consultation with MSH and other SDSI
partners. One of the challenges in household surveys is ensuring representativeness and
adequate response rate. The probability-based survey design offers the potential for
population-based estimation of key medicines access and use parameters in the four regions
in which the assessment is taking place. MUHAS and the field teams will track ward and
village sampling probabilities and household response rates as part of the field protocol.

Household survey data will be collected on tablet computers. The tablet-based household
survey application developed by ITIDO will need to be tested in the field by MUHAS School
of Public Health prior to the actual field work in order to ensure that it works under actual
survey conditions.

Community stakeholders

Structured Interviews

Structured interviews will be conducted with both central-level and district-level
administrative and health sector officials. A draft outline of the topic areas for structured
interviews identified by the SDSI stakeholders is provided in Annex 6. The final topics and
leading questions will be agreed upon by TFDA, PC, PSC, and MSH.

Structured interviews of government and health sector stakeholders at the central and district
levels will be conducted by two-person teams comprised of staff from TFDA, PC, and MSH.
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Stakeholder interviews in ADDOs, pharmacies, and health facilities at the ward level will be
carried out by staff from Apotheker/INRUD.

3. Study Team Composition and Training

The assessment will be conducted by four main field teams:

e Staff members from the TFDA, PC, and MSH will conduct stakeholder interviews at
central and district levels. These will be conducted in advance of other field work in
the districts. During these visits, the interview teams will carry out the needed
political and logistical preparation for field work at the ward level.

e Apotheker/INRUD will assemble and manage the teams carrying out field work in
ADDOs, pharmacies, and health facilities. Necessary skills for data collectors will
include familiarity with pharmaceutical names and basic medical terminology. This
team will also have responsibility for collecting samples of medicines for quality
testing by MUHAS School of Pharmacy.

e MUHAS School of Public Health will assemble teams of data collectors to conduct
the household surveys. Knowledge of pharmaceutical data will be less important for
these data collectors, although some familiarity with medical terms will be helpful.

e TCAS will recruit, train, and manage data collectors to carry out the simulated
customer surveys in ADDOs. These will be completed in each ADDO at least 2
weeks prior to the arrival of the health facility survey teams.

The structure of personnel for the two main field teams will be determined by
Apotheker/INRUD and MUHAS School of Public Health for the health facility and
household surveys respectively, and described in their field manuals. Each field team should
have a designated field supervisor responsible for implementing the study methods according
to plan and available for communication with the study coordinating center at MSH.

Individual team members will specialize in collecting the different types of data included in
each assessment. Because of the nature of the data to be collected, team members for the
health facility survey are likely to be pharmacists, clinical officers, or nurses since they would
be familiar with the types of data to be collected. For the household survey, general
knowledge about health issues and the structure of the health system would be preferable,
although the overall level of training could be lower. ldentifying the two individuals in each
health facility survey team responsible for the structured interviews will be especially
important to meeting the goals of the assessment; special attention should be paid to their
training and the consistency of their interviewing and data recording.

The health facility survey and household survey teams will be independent in the field,
although coordination will be needed to ensure that they do not arrive in a ward at the same
time since they are likely to use the same local contacts. Overall, data collection in the field
should not take more than two months in order to meet the overall study timeline of holding a
dissemination meeting in June 2013. The implementing partners should staff the field teams
in a way that allows work in each district (5 wards and any additional central level facilities)
to be completed within a week, and work in each region within about 3 weeks. Data
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collection for both the health facility and household components could thus be completed in
about 2 months with 2 field teams, and within 1 month with 4 teams. For consistency of field
methods, the former may be the preferred approach. The time for data collection in the field
will depend on the final number and composition of study teams.

Ideally, the teams would be trained together in a two-day training session to become familiar
with the overall goals and methods of the survey. Specialized training in individual study
methods for the surveys may take additional time. It would again be optimal for the teams to
participate in a two-day pilot test of the data collection process using reduced sample sizes in
districts and wards close to Dar es Salaam. Based on the experiences in the pilot test, the
assessment protocol and data collection forms would be revised before the actual field work.

4. Proposed Work Plan

The timing of proposed assessment-related activities through June 2014 is summarized in the
following table.

TABLE 2: PROPOSED SCHEDULE OF ACTIVITIES

Period Activity

Sept 2012 Stakeholders review components of the cross-sectional assessment
and suggest revisions
Discuss which aspects are feasible for routine monitoring

Oct - Nov 2012 Finalize assessment strategy and instruments
Prepare application for ethical clearance

Jan 2013 Ethical review and clearance
Data collector training and pilot test

Jan — Apr 2013 Assessment field work; data entry and cleaning

Mar — May 2013 Data analysis and reporting

Jun 2013 Stakeholder meeting to interpret the results, make recommendations,
and develop monitoring strategy

Jul 2013 — Jun 2014 Finalize and test monitoring strategy
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Annex 1 Cross-Sectional Assessment Questions

Survey components will include information about community access and use of medicines,
as well as community and key stakeholder perceptions and knowledge about medicines use
and AMR. From a draft list of possible assessment questions that could be addressed in such
a cross-sectional assessment, SDSI stakeholders have focused on the reduced list of questions
below. They will need to agree on a final list before the survey and adjust the survey tools
accordingly.

ADDOs and Pharmacies [as Applicable](NB: ADDOQO data collection will be through focus

group discussions, while pharmacies will be through a structured survey)

What is the quality of ADDO services (prescribing, counseling, and referral)?

a. Do ADDOs stock medicines approved by TDFA to be sold in ADDOs and
suitable for treating pediatric pneumonia (amoxicillin and co-trimoxazole in
adult and pediatric formulation, procaine penicillin, and erythromycin)?

b. Do ADDOs prescribe antibiotic in appropriate quantities when they suspect
pneumonia?

c. Do ADDOs prescribe antibiotics when then know that the patient has a non-
pneumonia respiratory complaint?

d. Do ADDOs do anything to differentiate between different kinds of respiratory
illness?

How frequent are referrals and for which conditions? What are the outcomes of
referrals?

What is the estimated total volume of customers and revenues per month in ADDOs?
What percentage of revenues is related to sale of antibiotics?

What is the quality of key medicines sold in ADDOs, including antibiotics suitable for
treating pneumonia?

What has been the recent history of supervisory visits and inspections (by staff at the
national, district, and ward level)?

What is the stock situation and prices for a tracer list of key antimicrobials observed
during survey?

What has been the experience in local ADDOs of being reimbursed by NHIF (overall
satisfaction, common problems, length of time to be reimbursed)?

Are NHIF reimbursement prices to the ADDOs sufficient to recover medicine costs
and make a fair profit?

Health Care Facilities

What is the quality of prescribing and dispensing services provided by health care
facilities for respiratory infections?

How do health care facility personnel perceive the quality of services provided by the
local ADDO? What do they see as their responsibility for assuring quality of care and
medicines to their community members?

Are there separate systems used for capturing utilization by NHIF/CHF members?

What is the stock situation for key essential medicines (observed during survey and
over time if retrospective data are available)?
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Is prescribing (number of medicines, types of medicines overall and for key
diagnoses) the same or different by insurance type (NHIF, CHF, out of pocket,
exempt)?

What proportion of medicines prescribed is dispensed at the health facility? Which
medicines are most commonly unable to be dispensed?

How is the CHF funding process administered in health facilities at different levels?

Households and Community

Where do community members go to seek care (public facilities, mission facilities,
ADDOs, pharmacies, traditional healers)?

Where do community members go to access medicines?
Which medicines do they receive for common acute and chronic illnesses?

Which medicines are stored at home? Do community members keep antibiotics at
home for future use?

What are the opinions about the quality of care and medicines available in the public
and private sector?

How convenient is access to care in the public facility (opening hours, waiting time,
approachable staff, and cost)?

Is quality of care in public facilities perceived to be satisfactory (competence of
providers, availability of medicines and tests)?

How convenient is access to care in ADDOs (opening hours, waiting time,
approachable staff, and cost)?

Is quality of care in ADDOs perceived to be satisfactory (competence of shop
attendant, availability and affordability of medicines)?

What are experiences with ADDO referral to public facility?

Community Stakeholders

What are the opinions of district officials about the quality of services provided by the
ADDOs?

What are the key health services issues in the community identified by district
officials (financing and quality of care, financing and quality of medicines)?

What are the opinions of district officials about the controls (or lack of) applied to the
sale of antibiotics, and about the actual consumption of antibiotics in the community?

Do district officials understand what AMR is and perceive it to be a priority issue in
their community?

What are the experiences, expectations, and knowledge about NHIF and CHF?
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Annex 2 Selection of Districts and Wards

1 — District and Ward Sample

Region District ADDO density Ward Population (2002) census ~ Number of ADDOs
Mbeya 345297 57
Mbarali 1363590 15
High 60112 10
Madibira 28319 5
Ubaruku 31793 5
Lo 49203 5
lgurusi 23384 2
Utengule/Usangu 25819 3
No ADDO 27075 o
Mawindi 27075 0
Mbeya Urban 78595 16
High 36815 11
lyela 22358 5
Mzowvwe 14457 b
Low 21872 5
Itezi 8140 3
Mwakibete 13732 2
No ADDO 19508 o
Ruanda 19508 o
Mbozi 130312 26
High 72015 21
Tunduma 34316 12
Vwawa 37659 9
Lo 42719 5
Ihanda 25243 2
Mlowa 17476 3
Mo ADDO 15578 o
Ruanda 15578 o
Morogoro 266889 86
Kilombero 91198 32
High 47681 5
Idete 14882 T
Miimba 32799 18
Low 25165 T
Chita 16768 4
Mkula 8397 3
Mo ADDO 18352 1]
Lumelo 18352 o
Kilasa 86671 35
High 49347 30
Kibedya 15652 5
Kidodi 33695 25
Low 30189 5
Lumurma 10302 3
Mabwerebwere 19887 2
Mo ADDO 7135 o
Kilangali 7135 o
Maorogoro Urban 829020 19
High B47EL 15
Kihonda 12381 &
Mazimbu 52400 9
Low 20014 4
Boma 8937 1
Uwanja wa ndege 11077 3
Mo ADDO 4225 1]
Kingo 4235 o
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Region District
Singida
Iramba
Singida Rural
Singida Urban
Tanga
Handeni
Muheza
Tanga
Grand Total

ADDO density

High

Low

No ADDO

High

Low

No ADDO

High

Low

No ADDO

High

Low

No ADDO

High

Low

No ADDO

High

Low

No ADDO

Ward

lgugunao
Shelui

llunda
Nkinto

Mtekente

Mtinka

Puma
Sepuka

Maghajoa
Mudida
kindai

Utemini

Mandewa
Mitunduruni

Unyambwa

Chanika
Kabuku

Mkata
Segera

Kang'ata
Majengo
Masuguru

Mtindira
Mgomeni

Misalai
Mabawa
Makorora

Mwanzange
Usagara

Mabokweni

Values
Population (2002) census  Number of ADDOs

237359 26
93963 13
445948
21558
233390
32759
19429
13330
16256
16256
95799
25186
25186
40391
16121
24270
30222
17938
12284
47597
16908
9181
FFFy
23374
14517
8857
7315
7315
158492
84508
39453
29570
9883
36373
21425
14548
8682
Be82
45303 19
17002 17
409
7593
16451
9217
1234
11850
11850
GE6EL 35
44189 29
26508 21
17681
20206
rry
12479
4286
4286
1048037 243

=
(=T = L U - e e i e = e L

[ |
[T -

(=0 = e L L= = L A o

L= = A
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w

687,776  0.21159

145,525
833,301
1,521,077

w

584,454 0.35686

208,567
793,021
1,377,475

Mbeya Mbozi 17 46 513,600 513,600 e 4] &

Mbeya Rungwe 18 32 306,380 819,980

Mbeya Mbeya Urban 17 42 265,586 1,085,566 Ea3 )l

Mbeya Mbeya Rural 10 24 254,069 1,339,635

Mbeya Mbarali 9 33 234,101 1,573,736 53 g 3

Mbeya Chunya 8 26 205,915 1,779,651

Mbeya Kyela 12 51 173,830 1,953,481

Mbeya lleje 3 5 109,847 2,063,328

Morogoro Kilosa 28 158 488,191 488,191 L

Morogoro Kilombero 16 138 321,611 809,802 il

Morogoro Morogoro Rural 16 80 263,012 1,072,814

Morogoro Mwvomero 15 122 259,347 1,332,161

Morogoro Morogoro Urban 10 85! 227,921 1,560,082 Y g

Morogoro Ulanga 11 55 193,280 1,753,362

Singida Singida Rural 28 8 400,377 400,377 il No high density ward
Singida Iramba 16 34 367,036 767,413 w2

Singida Manyoni 16 26 204,482 971,895

Singida Singida Urban 15 17 114,853 1,086,748 rk 3wk No high density ward
Tanga Lushoto ? ? 0 0 No ADDO list
Tanga Muheza 27 31 278,405 278405 ol Bl

Tanga Korogwe 33 72 260,238 538643 No ward population data
Tanga Handeni 10 27 248,633 787276 Gl

Tanga Tanga 13 76 242,640 1029916 €3 gy el

Tanga Kilindi 15 41 143,792 1173708

Tanga Pangani 6 14 43,920 1217628 Only 1 high density ward

w

362,249 0.85422

309,441
671,690
1,033,940

w

405,876  0.39240

159,267
565,143
971,019
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3 — Ward Sample Selection

Values
Sum of
Population (2002 Population Number
Region District ADDO density District/ward census) 2002 census of ADDOs Selected
Mbeya Mbarali High MbaralifUbaruku 31793 31793 5 *
Mbarali/Madibira 28319 60112 5 b A
Mbaralif/Rujewa 2740 #7513 7
Mbarali/Chimala 23273 110786 B
High Total 110786 23
Low MbaralifUtengule/Usangu 25819 25819 3 1+ [ | 397125] 01705695 6774 [ 1|
Mbaralifigurusi 23384 49203 2 2t [ | | | asams | 2 |
Mbarali/Mapogoro 15768 54971 2
Mbarali/Mahongole 14454 72425 3
Low Total 73425 10
Mo ADDO Mbarali/Mawindi 27075 27075 o *1* 1 43890 0.1125471 4340 1
Mbarali/Ruiwa 10386 T4l o
Mbarali/Mszngaji 6429 43830 o
Mo ADDO Total 43830 o
Mbarali Total 234101 33
Mbeya Urban  High Mbeya Urban/lyela 22358 22358 5  *1* 7] 28539] 0.5259534] 15221 [ 1 |
Mbeya Urban/llomba 21063 43421 5 [ [ [ ams0 [ 2 ]
Mbeya Urban/Nzovwe 14457 57878 6 b A
High Total 57878 16
Low Mbeya Urban/llemi 16709 16709 3 Fi 58920.5| 0.3838225| 22615 1
Mbeya Urban/Mwakibete 13732 30441 2 * 81536 2
Mbeya Urban/lgawilo 10489 40910 2
Mbeya Urban/lyunga 9858 L0308 4
Mbeya Urban/lwambi 162 59970 2
Mbeya Urban/Msalaga 8959 &8929 1
Mbeya Urban/lsanga Be03 77532 1
Mbeya Urban/Itezi £140 85672 3 2
Mbeya Urban/lganzo B016 93688 1
Mbeya Urban/Mabatini 6579 100267 1
Mbeya Urban/Uyole 6184 106451 1
Mbeya Urban/lganjo 5106 111557 2
Mbeya Urban/lduda 3436 114993 1
Mbeya Urban/lsyesye 2848 117841 2
Low Total 117841 26
Mo ADDO Mbeya Urban/Ruanda 12908 19908 o *1* 1 89867| 0.0439306 4397 1
Mbeya Urban/Ealobe 9626 29534 o
Mbeya Urban/Maanga 7263 36797 o
Mbeya Urban/Forest 7181 43578 o
Mbeya Urban/Mbalizi Road G988 50966 o
Mbeya Urban/Sinde 5512 56478 i}
Mbeya Urban/Sisimba 4663 61141 o
Mbeya Urban/Itiji 4245 65386 o
Mbeya Urban/Ghana 3961 59347 o
Mbeya Urban/Maendeleo 3689 73036 o
Mbeya Urban/Majengo 3489 T6505 o
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Values
Sum of
Population (2002 Population Number
Region District ADDO density District/ward census) 2002 census of ADDOs Selected
Mbeya Urban Mo ADDOD Mbeya Urban/lziwa 2924 Ta429 o
Mbeya Urban/Itende 2697 82126 ]
Mbeya Urban/Monde 2140 24266 i]
Mbeya Urban/Msoho 1505 85771 i]
Mbeya Urban/Mwansenkwa 1349 87120 i
Mbeya Urban/ltagano 1219 88339 o
Mbeya Urban/Tembela 988 89327 i
Mbeya Urban/Mwasanga 540 89867 o
Mo ADDO Total 89867 o
Mbeya Urban Total 265586 42
Mbozi High MbozifVwawa 37699 37699 9 Lt 2 47358 0.2004869 9495 1
Mbozi/ Tunduma 34316 F2015 12 b 56853 2
MbozifHalungu 2270 94716 5
High Total 94716 26
Low MbozifItaka 33254 33254 2 2| 1250235 0.5445929) BB0ET 1
Mboziflgamba 29541 62795 1 193110 2
Mbozi/lhanda 25243 28038 2 Lafd
Mbozi/Msia 249865 113003 2
Mbaoziflyula 24487 137490 1
Mbaoziflvuna 21630 159120 2
Mbaozif Nambizo 18724 177844 1
Mbozi/Mlowao 17476 195320 3 b
Mbozi/Kamsamba 15307 210627 1
Mbozi/ Myovizi 13442 224069 1
Mbozif Chilumo 13360 237429 1
Mbozif Chiwezi 12618 250047 3
Low Total 250047 20
Mo ADDO Mbaozi/lsansa 35402 35402 o 1 168837 0.6218409 104950 1
Mbaozif Nyimbili 21249 56651 o
Mbozi/ Myunga 16584 73235 o
Mbozif Mlangali 16232 29467 o
Mbozi/Ruanda 15578 105045 o Lot
Mboziflsandula 13743 118788 o
Mbozi/Chitete 13080 131868 o
Mbozi/Msangano 11784 143652 ]
Mbaozi/Ndalambo a007 152659 o
Mbaozi/Nkangamo B058 160757 o
Mbaozi/Kapele 8080 168837 o
Mo ADDO Total 168837 o
Mbozi Total 513600 46
Mbeya Total 1013287 121
Maorogoro  Kilombero High Kilombero/lfzkara 45518 45518 20 2 123499 0.8071805 9686 1
Kilombero/Kidatu 35209 20727 17 223185 2
Kilombero/Mlimba 32799 113526 18 Lt
ﬁlombem}'Mang’ula 28302 142328 20
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Values
Sum of
Population (2002 Population Number
Region District ADDO density District/ward census) 2002 census of ADDDs Selected
Morogoro  Kilombero High Kilomberg/Mchombe 27207 168535 12
Kilombero/Kibaoni 20872 150407 ]
Kilombero/Kiberege 18459 208866 12
Kilombero/ldete 14882 223748 7 -2z
Kilombero/Mbingu 13541 237289
Kilomberoy/Sanje a70a 2469498 5
High Total 246993 123
Low Kilombero,/Chita 16768 16768 4 Lo b 2| 24227 0.1829251 4432 1
Kilombero/Kisawasawa Q0D 25828 3 2E654 2
Kilombero,/Mkulz 8397 34225 3 -2z
Iﬁlomhern}UtenguIE 6231 40456 2
Kilombera/Mofu 4886 45342 2
Kilomberg/Chisano 3112 48454 1
Low Total 48454 15
Mo ADDO Kilombero/Lumelo 18352 18352 o *1* 1] 26159 0.5168774) 13521 1
Kilombero/Masagati 5210 24182 o
Kilombero/Uchindile 1957 261549 o
Mo ADDO Total 26159 o
Kilombero Total 321611 133
Kilasa High Kilosa/Gairo 35565 35565 13 2 120462| 0.5458911 65759 1
Kilosa/Kidodi 33695 69260 25 Lo b 186221 2
Kilosa/Chakwale 29072 58332 5
Kilosa/Dumila 20289 118621 14
Kilosa/Magole 17522 136143 5
Kilosa/lyogwe 17363 153506 5
Kilosa,/Msowero 16742 170248 5
Kilosa,/Mikumi 15705 185953 13
Kilosa/Kibedya 15652 201605 5 -2z
Kilosa/Ruhembe 15102 216707 11
Kilasa/Chanzuru 13555 230302 &
Kilosa/Kasiki 5736 236038 5
Kilosa/Kimamba "B’ 4886 240924 7
High Total 240924 124
Low Kilasa/Mamboya 20654 20654 2 2| 92601| 0.2864874 26529 1
Kilosa/Mabwerebwere 19237 40541 2 L 115130 2
Kilosa/Rubeha 16975 57516 3
Kilosa/Berega 14986 T2502 2
Kilosa/Magubike 14221 86723 2
Kilosa/Rudewa 13860 100583 3
Kilosa,/Ulaya 13086 113669 3
Kilasa/Lumuma 10302 123871 3 w2z
Kilosa/Kisanga 10284 134255 4
Kilosa/Kidete 9655 143910 1
Kilosa/Malolo 8935 152845 2
Kilosa/Zombo 8747 161592 3
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Values
Sum of
Population (2002 Population Number
Region District ADDO density District/ward census) 2002 census of ADDDs Selected
Low Kilosa/Magomeni 8381 169973 2
Kilosa/Mekwatani 7903 177876 1
Kilosa/Chagongwe 7326 185202 1
Low Total 185202 34
Mo ADDO Kilosa/Chanjale 12819 12819 o 1 62065 0.5631916) 34954 1
Kilosa/Vidunda 9781 22600 o
Kilosa/Mandege 7235 29835 o
Kilosa/Kilangali 7135 36970 o *1*
Kilosa/Masanze 63TE 43348 ]
Kilosa/Lubuji 5727 49075 o
Kilosa/Kimamba "A' 5651 54726 o
Kilosa/Mbumi 4040 LETEE o
Kilosa/Uleling'ombe 3299 62065 ]
Mo ADDO Total 62065 o
Kilosa Total 488191 158
Morogoro Urban High Morogoro Urban/Mazimbu 52400 52400 g LI 2 A6454.5 0.5736713 45231 1
Morogoro Urban/Mwembesongo 28128 20528 & 91686 2
Morogoro Urban/Kihonda 12381 S2909 [ e
High Tatal 92909 21
Low Morogoro Urban/Mafiga 14056 14056 2 2 37392| 0.7933447) 29665 1
Morogoro Urban/Kichangani 13259 27315 2 67057 2
Morogoro Urban/Uwanja wa ndege 11077 38392 3 Ll
Morogora Urban/Kingohwira 10653 49045 2
Morogoro Urban/Mji Mpya 10191 58236 2
Morogoro Urban/Boma 8937 68173 1 i
Morogora Urban/Bigwa 6611 Ta784 2
Low Total 74784 14
Mo ADDO Morogoro Urban/Kilakala 13709 13709 o 1 60228 0.8922237 53737 1
Morogoro Urban/Mbuyuni B854 22563 o
Morogoro Urban/Mzinga 7558 30121 o
Morogoro Urban/Uwanja wa Taifa 7101 37222 o
Morogora Urban/Miimani 6520 43742 ]
Morogoro Urban/Mji mkuu 6157 49339 o
Morogora Urban/Kingo 4225 54124 o Lol
Morogoro Urban/Sultan Area 3102 57226 ]
Morogora Urban/Sabasaba 3002 &0228 ]
Mo ADDO Total 60228 o
Morogoro Urban Total 227921 35
Morogoro Total 1037723 331
Singida Iramba High Iramba/Shelui 23390 23390 B " 2 57136.5] U.].d-Z,EE»iE| 8163 1
Iramba/Kiomboi 22213 45603 d 65299 2
Iramiba/flgugunc 21558 67161 3 L
Iramba/Kinyangili 18787 35948 3
Iramba/Ulemo 14671 100619 5
Iramba/Kinampanda 13654 114273 q
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Values
Sum of
Population (2002 Population Number
Region District ADDO density District/ward census) 2002 census of ADDOs Selected
Simgida Iramba High Total 114273 27
Low Iramba/llunda 19429 19429 1 L 2| 38081.5| 0.2234862 8701 1
Iramba/Ntwike 14195 33624 1 46783 2
Iramba/Nkinto 13330 46954 1 2>
Iramba/Ndaga 12307 58261 2
Iramba/Ibaga 106438 &9909 1
IrambaTulya 6254 TE163 1
Low Total 76163 7
Mo ADDO Iramba/Mwanga 21420 21420 o 1] 176600 0.40435865 71409 1
Iramba/Mtoa 17597 39017 o
Iramba/Kaselya 16555 55572 o
Iramba/Mtekente 16256 71828 o *1*
Iramba/Nduguti 15921 87749 o
Iramba/Mwangeza 12414 100163 ]
Iramba/Urughu 11451 111614 o
Iramba/Mpambala 10857 122471 o
Iramba,/Kidaru 10433 132904 o
Iramba/Mbelekese 10241 143145 o
Iramba/Kisiriri 10174 153319 o
Iramba/Gumanga 9851 163170 ]
Iramba/Kyengege 6957 170167 o
Iramba/Msingi 6433 176600 o
Mo ADDO Total 176600 o
Iramba Total 367036 34
Singida Rural  High Singida Rural/Mtinko 25186 25186 3 L 1] 25186 1
High Total 25186 3
Low Singida Rural/Sepuka 24270 24270 1 Lk
Singida Rural/lkhanoda 20797 45067 1 2| 55241 0.2234862 12622 1
Singida Rural/lkungu 18550 63657 1 67863 2
Singida Rural/Puma 16121 T9778 1 2
Singida Rural/Mungaa 15761 95539 1
Singida Rural/Mgimu 14943 110482 1
Low Total 110482 &
Mo ADDO Singida Rural/Kinyeto 19259 19259 o 2| 1323545 0.2348437 31083 1
Singida Rural/Maghojoa 17938 37197 o *1* 163437 2
Singida Rural/Mwaru 17776 54973 o
Singida Rural/Muhintiri 16512 71485 o
Singida Rural/llongera 16366 87851 o
Simgida Rural/Merya 15809 103660 o
Singida Rural/Makuro 15453 119113 o
Singida Rural/Ughandi 14564 133677 o
Singida Rural/Mtuntu 13950 147627 o
Singida Rural/lhanja 13547 161174 o
Singida Rural/Mudida 12284 173458 o 2
Simgida Rural/lssuna 11267 184725 ]
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Values
Sum of
Population (2002 Population Number
Region District ADDO density District/ward Census) 2002 census of ADDOs Selected
Singida Rural Mo ADDO Singida Rural/Minyughe 11149 155874 o
Singida Rural/Mgori 10762 206636 o
Singida Rural/Dumgunyi 10711 217347 o
Singida Rural/Mangonyi 10191 227538 o
Singida Rural/Siuyu 8553 236131 ]
Singida Rural/Misughaa 8452 244593 o
Singida Rural/Mgungira 5133 252726 o
Singida Rural/Msisi 7108 259834 o
Singida Rural/lrisya 4875 264709 o
Mo ADDO Total 264709 o
Singida Rural Total 400377 9
Singida Urban  High Singida Urban/kindai 9181 9181 3 LAk 2| 9873 0.142,EE-J-E| 1410 1
Singida Urban/Utemini 77 16908 3 b | 11283 2
Singida Urban/lpembe 2838 19746 4
High Tatal 19746 10
Low Singida Urban/Majengo 17979 17979 2 2| 26337.5| 0.BB45327| 23296 1
Singida Urban/Mandewsa 14517 32496 1 LAk 49634 2
Singida Urban/Mughanga 11322 43818 2
Singida Urban/Mitunduruni BA57 52675 1 b
Low Total 52675 &
Mo ADDO Singida Urban/Unyamikumbi 10451 10451 o 1] 42432 05439472 23081 1
Singida Urban/Mwankoko 8707 19158 1]
Singida Urban/Unyambwa 7315 26473 o *1*
Singida Urban/Mtipa 6478 32951 o
Singida Urban/Mtamaa 6230 39181 o
Singida Urban/Mungumaji 3251 42432 o
Mo ADDO Total 42432 o
Singida Urban Total 114853 16
Singida Total 882266 59
Tanga Handeni High Handeni/Chanika 29570 29570 9 Lakt 2| 19726.5] 1
Handeni/Kabuku 9383 39453 6  *2* 2
High Total 39453 15
Low Handeni/Mkata 21425 21425 3 LAk
Handeni/Vibaoni 18707 40132 2 2| 39583 D.1?419?8| 6965 1
Handeni/5egera 14948 55080 2 b 46948 2
Handeni/Sindeni 13076 68156 3
Handeni/Mazingara 11810 79966 2
Low Total 79966 12
Mo ADDO Handeni/Ndohwa 16070 16070 o 1] 129214| 0.8381839) 108306 1
Handeni/Kwankonje 16019 32089 o
Handeni/Mgambo 13550 45679 o
Handeni/Misima 13292 58971 o
Handeni/Kwedizinga 114238 70399 o
Handeni/Komkonga 11391 81790 o
Handeni/Kwaluguru 10768 92559 1]
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Values
Sum of
Population (2002 Population Number
District ADDO density District/ward census) 2002 census of ADDOs Selected
Handeni Mo ADDO Handeni/Kwamisisi 8757 101316 o
Handeni/Kang'ata B682 109998 o 1*
Handeni/Kwamatuku 6922 116920 ]
Handeni/Kiva 6207 123727 o
Handeni/Kwasunga 5487 129214 ]
Mo ADDO Total 129214 o
Handeni Total 248633 27
Muheza High Muheza/Majengo 9409 2409 3 == ) 8501 1
Muheza/Masuguru 7593 17002 a 2 2
High Total 17002 17
Low Muheza/Mtindiro 9217 9217 1 Lok 2 34166 0.1366952 4670 1
Muheza/Lusanga 9201 18418 3 IBB3I6 2
Muheza/Songa B636 27054 2
Muheza/Pande 7670 34724 1
Muheza/Ngomeni 7234 41958 1 e
Muheza/Magila 5693 47651 1
Muheza/Mbaramo L602 53253 1
Muheza/Kicheba 5254 L8547 1
Muheza/Potwe 5037 63584 2
Muheza/Misozwe 4748 &R332 1
Low Total 68332 14
Mo ADDO Muheza/Maramba 253592 253592 o 1 193071 0.348189 67225 1
Muheza/Mhinduro 13153 3B545 o
Muheza/Kisiwani 12847 L1392 o
Muheza/Duga 11946 63338 o
Muheza/Misalai 11850 J5188 o 1*
Muheza/Gombera 11367 BEL5S o
Muheza/Nkumba 10629 57184 o
Muheza/Kwafungo a056 106240 o
Muheza/Mkinga 7851 114091 o
Muheza/Mhkuzi 7458 121549 o
Muheza/Kilulu 7122 128671 o
Muheza/Zirai 7022 1356893 o
Muheza/Moa 7015 142708 o
Muheza/Kigongoi 6322 143030 o
Muheza/Manza LREL 154595 o
Muheza/Kigombe 5607 180302 o
Muheza/Daluni 5459 165761 o
Muheza/Tingeni S054 170815 o
Muheza/Magoroto 5051 175866 o
Muheza/Bwembwera 4538 180404 o
Muheza/Mwakijembe 4413 184817 o
Muheza/Mtimbwani 4302 189119 o
Muheza/Kwale 3952 153071 o
Mo ADDO Total 193071 o
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Region

Tanga Total
Grand Total

Values

Population (2002

Sum of
Population Number
2002 census of ADDOs Selected

District ADDO density District/ward census)
Buheza Total 278405 Exl
Tanga High Tanga/Mabawa 26508 26508 21
Tanga/Mzingani 23287 49795 9
Tanga/Makorora 17681 &7476 a8
Tanga/Duga 13185 80661 7
Tanga/Pongwe 9932 90593 5
High Total 90593 50
Lows Tanga/Nguvumnali 17117 17117 3
Tanga/Chumbageni 15106 32223 4
Tanga/Usagara 12479 44702 4
Tanga/Tangasisi 11142 SL8a4q 4
Tanga/Msambweni 10651 66495 q
Tanga/Maweni 9B42 76137 q
Tanga/Mzizima 9254 85391 1
Tanga/Mwanzange 7727 93118 2
Low Total 53118 26
Mo ADDO Tanga/Majengo 8830 8830 o
Tanga/Mgamiani Kusini 8662 17452 o
Tanga/Kiomoni 6230 23722 o
Tanga/Central 6038 29820 o
Tanga/Ngamiani Kati 5853 35713 o
Tanga/MNgamiani Kaskazini 4467 40180 o
Tanga/Mabokweni 4286 A4d66 o
Tanga/Kirare 4146 48612 o
Tanga/Chongoleani 4052 52704 o
Tanga/Tongoni 4013 56717 o
Tanga/Marungu 2212 58929 o
Mo ADDO Total 58929 o
Tanga Total 242640 76
769678 134
3702954 645

=q®

g

=q®

=q®

2 45296.5 0.255498|

11573

56870

f| 46559 0.89923]

41867

88426

1 58925| 0.6879527

40540
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Annex 3 Methods, Sources, and Responsible Partners for Assessment

Record review Observe availability and price for tracer medicines Tablet + GIS*  Apotheker INRUD  Q1a, Q1b, Qlc,
and general Observe if dispensing register is available and if so, sample Q2, 03, Q6
observation retrospective data on dispensing for customers with prescribed
antibiotics over past 3 months
Observe if referral register is available and if so, record referral
volume over the past 3 months
Volume and types of prescriptions reimbursed by NHIF during last 3
months (if applicable)
General shop operations including the qualifications of the dispenser
Focus group Conduct focus group discussions in all 12 districts: Paper (or Apotheker, Q2, Q3, Q5, Q7,
discussions o Monthly utilization, overall and for antibiotics tablet) + GIS*  INRUD + Q8
o  KAP regarding antimicrobial use and AMR subcontractor
o Any experience with NHIF reimbursement
o  Perceptions of prescribing and dispensing practices
Simulated Prior to the survey, 3 separate mystery shoppers will assess Paper* TCAS Q1b, Qlc, Q1d, Q2
customers dispensing for 3 scenarios in different shops: severe ARI (fast-
breathing); mild ARI; request for antibiotics
Survey on For a limited number of tracer antibiotics (commonly used or known  pyrchase and MUHAS School of Q4
quality of quality problems), test quality of: analyze Pharmacy
medicines o  Lowest price generic
o  Most dispensed product
Record review Observe availability and price for tracer medicines Tablet + GIS*  Apotheker INRUD  Qla, Q1b, Qlc,
and observation Observe if dispensing register is available and if so, sample Q2, Q3, Q6
retrospective data on dispensing (and whether medicine was
prescribed) for customers with respiratory illness (ARI/URTI) over
past 3 months
Volume and types of prescriptions reimbursed by NHIF during last 3
months (if applicable)
Structured Interview Pharmacy owner and dispenser on: Paper (or Apotheker, Q2, Q3, Q5, Q7,
interview o  Monthly utilization, overall and for antibiotics tablet) + GIS*  INRUD Q8
o  KAP regarding antimicrobial use and AMR
Any experience with NHIF reimbursement
Survey on For a limited number of tracer antibiotics (commonly used or known  pyrchase and MUHAS School of Q4
quality of quality problems), test quality of: analyze Pharmacy
medicines o  Lowest price generic

Most dispensed product
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Record review
and observation

Patient exit
interviews

Structured
interviews

Review sample of prescribing records, dispensing records, or
prescriptions for patients with respiratory illness (ARI/URTI) over
past 3 months to obtain

o  Prescribing and dispensing for tracer conditions

o NHIF or CHF insurance status

Observe if there is a source of data on ADDO referrals and if so,

collect data on referrals in last 3 months

Observe current pharmacy stock levels and patient prices for a basket

of tracer antibiotics

For up to 30 patients exiting facility after receiving care on the day of

the survey, record:

o Details of prescription and dispensing, including plans to obtain
medicines (if not dispensed)

o KAP (care, access, insurance, how to take medicines)

o  Socioeconomic status, insurance status

Interview health facility staff on:

o KAP (STGs, rational use, antibiotic use, AMR)
o Rolein relation to ADDOs and referrals
o Care for CHF patients

Tablets +GIS*

Tablet (or
paper)*

Paper*

Apotheker INRUD

Apotheker,
INRUD,

Apotheker,
INRUD

Q9, Q11, Q12,
Q13, Q14

Q9, Q14

Q10, Q11, Q13
Q14, Q15

Survey

Conduct population-based survey of households on:

o Illness prevalence, care seeking, medicine use (acute & chronic),
medicines at home, referral

o  Socioeconomic status, insurance status

o Attitudes on ADDOs, care, medicines, referrals, AMR, insurance

Validate 2-wk recall against family medical care book

Tablet +GIS*

MUHAS School of
Public Health

Q16 to Q25

Structured
interviews

Interview central level and district stakeholders concerning activities,
knowledge, and opinions about ADDOs, health care, access to
medicines, NHIF/CHF insurance, and AMR

Paper*

MSH, TFDA, PC

Q26 to Q30

* Data collection tools to be finalized with implementing partners, who will identify and manage data collectors.
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Annex 4 ADDO Patient Drug Register

Ministry of Health and Social Welfare
Tanzania Food and Drugs Authority

Register for Patients’ Medicines

Name of ADDO Page No.
Date | Name of Address | Sex | Age | Type of | Genernc Dosage | Quantity of Name of Price for each | Signature of
Patient (M/F) disease | name of medicines health facility: | medicine sold | dispenser
medicine for the Hospital,
whole Health Center,
course Dispensary

Source: Drug Seller Initiative ToolKit @ http://www.drugsellerinitiatives.org/Toolkit/Full-
Toolkit.cfm
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Annex 5 Model Stock Availability and Price Data Collection Form

Name & location of ADDO/pharmacy/facility:

Data collector:

Medicine * Enter data for the specific product with the largest amount available in stock:
Total # Product Product # units
products registered? expired? per Price of
Generic name, dosage form, strength available Brand name Manufacturer Y/N/DK Y/N/DK pack** pack Unit price

Artemether-Lumefantrine (ALu-paediatric)
Quinine 300mg tablets

Quinine 600mg2ml injection (as dihydrochloride)
Amoxycillin trihydrate capsules 250mg
Amoxycillin trihydrate oral suspension 125mg/5ml
Cotrimoxazole 480mg tablets

Cotrimoxazle 240mg/5ml suspension
Doxycycline 100mg capsules/tablets
Erythromycin 125mg/5ml oral suspension
Erythromycin 250mg tablets

Metronidazole 200mg tablets

Metronidazole 200mg/5ml oral suspension

Phenoxymethylpenicillin 250mg tablets
Procaine Penicillin Fortified 4MU

Benzyl Penicillin powder for injection 5 MU

* List will be finalized by SDSI partners

** If product is sold by individual units (e.g., tablet) rather than packs, note unit price and mark "1" for number of units per pack.
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Annex 6 Outlines for Structured Interviews

Structured interviews will be used to gather information from respondents to: (1) complement and explain
the empirical data gathered during the survey; (2) explore perceptions about access and use of medicines in
the community; and (3) understand the key issues about delivery of medicines that need to be monitored.

Interviews at central and district level will be carried out by staff from MSH, TFDA, and PC. Interviews at
ward level will be conducted by Apotheker/INRUD data collectors. The stakeholders have narrowed a list
of possible issues that could be addressed during these interviews to the ones outlined below. The final list
of topics and the leading questions to be used to begin discussion on these topics will need to be agreed upon
prior to the application for ethical approval and initiation of field work.

ADDO owner and dispenser

ADDO management

e What is the volume of customers in the last month?

e What is the percentage of customers demanding a particular antibiotic?

e What is the volume of antibiotics purchased in the last month? What percentage of customers are
dispensed antibiotics? What are the most popular antibiotics prescribed?

e What were the sources of the antibiotics purchased? (check available documents for sources)

e What are key issues related to interacting with ADDO associations, local government, local health
facilities, pharmacies, and the community?

e What has been the recent history of supervisory visits and inspections (national, district, ward level)?

ADDO and NHIF

e Has the ADDO ever tried to be accredited by NHIF? What were the challenges? Would they be
interested in NHIF accreditation?

e |f the ADDO has decided to discontinue NHIF reimbursement, what were the reasons?

e Are NHIF prices sufficient to recover medicine costs and make fair profit?

e What are positive and negative aspects of the NHIF reimbursement process?

Opinions about AMR and training needs

e Use the ADDO dispensers training course related to use of antibiotics (duration, full dose, etc.) and
the DHS AMR module to formulate specific questions testing knowledge about AMR and training
needs such as:

e Have they heard about any possible dangers with using antibiotics? Do they know about antibiotic
resistance? Can they describe what causes resistance? What types of training has the dispenser had
since the initial ADDO training? What do they perceive as training needs?

Health facility in-charge
Opinions about ADDOs

e Where do patients obtain medicines when they are out of stock at the health facility? Do you
recommend that they go to ADDOs?

e What are the potential benefits and risks of allowing CHF patients to obtain prescribed medicines at
the ADDQOs?

e Do you ever receive referrals from ADDOs? How many per month? Re they usually appropriate?

e How do you know if an ADDO is doing a good job?

e Do you have any role to play in relation to ADDOs (e.g., training, supervision)?

NHIF/CHF
e \What percentage of patients are NHIF or CHF members?

- 35 -




Medicines Access and Use in ADDO Districts of Tanzania

e Are NHIF/CHF patients managed separately in the clinic process (registration, clinical services,
pharmacy)?

e What proportion of medicines prescribed for CHF members is actually dispensed at the health
facility?
Opinions about AMR
e Is antimicrobial use monitored in the facility? If yes, by whom and how?
e Isthe HTC doing anything related to antibiotic use? What are they doing? Has it been successful?
e Has the staff received training on rational use of antimicrobials?
e Has the staff received training on infection prevention and control?

District administrators (Executive Director, Health Secretary Treasurer, Chairman)

Budget utilization

e How are decisions made about budgeting for health activities?

e Are any district funds used for purchasing medicines?

e If applicable: What is the percentage of CHF funds allocated to medicines?

e Are any funds allocated for activities related to ADDOs (training, supervision)?

Opinions about ADDOs

What is the role of ADDOs in the health system?

Is the ADDO beneficial to the community? In what ways?

Do you ever receive complaints about ADDOs from customers? What are the issues raised?
How do you know if ADDOs are doing a good job in their role?

District NHIF/CHF Coordinator
CHF membership and utilization
e What is the current CHF membership? Has it been increasing or decreasing?
e Are data available on utilization by CHF members (overall and medicines)?
e Would utilization increase if CHF members could receive medicines in the ADDOs when they are
out of stock in health facilities?
CHF and ADDOs
e What are the perceptions of NHIF and CHF members about ADDOs?
e What is the role of the district in linking ADDOs and CHF members? What would be the benefits

and risks for ADDOs and for CHF members?
e Are any CHF funds disbursed for ADDO-related activities? Are funds used to purchase medicines?

District medical officials (District Medical Officer, District Pharmacist)
Opinions about AMR

e Is there a team in charge of surveillance of antimicrobial use in the district? Are data on
antimicrobial use collected in the district?

e Are there district regulations to restrict antimicrobial prescriptions?

What things are being done to enforce regulations regarding sales of antibiotics?

e \What is being done to restrict prescriptions of antibiotics?
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Central level administrative officials

(TFDA: Director General, Director of Medicines and Cosmetics; PSC: Chief Pharmacist, person responsible
for rational use; PC: Registrar, Head of Pharmacy Practice; NHIF/CHF: Director General, CHF Coordinator,
person in charge of ADDO reimbursement, NHIF Pharmacist)
Opinions about AMR

e Who is in control of AMR issues in the organization?

e \What structures are in place to monitor antimicrobial use?

e \What things are being done to control AMR in public health facilities, private health facilities and

ADDOs (surveillance, supervision, inspection)?
e Is AMR a topic in training programs?

Relationship to ADDOs

e \What is the perceived role of the organization in improving quality of care in ADDOs?
e Are any funds allocated to for training and supervision in ADDOs?
e How could routine monitoring of practices in ADDOs be included in their monitoring system?

NHIF/CHF
e What would be the advantages and disadvantages of allowing CHF members to be receive medicines
in ADDOs when they are out of stock at health facilities?

e What would be the best structure for processing reimbursements if such a linkage could be put in
place? Would it be possible to use cell phone-based reimbursement (e.g., M-Pesa)?
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Annex 7 Example of Public Health Facility Prescribing Register

FREQUENTLY USED MEDICINES AND SUPPLIES

Note: Each Prescriber has hisfher own book. Prescriber *1° starts senal numbering with: INFREGUENTLY USED FINANCES
No. 1.0001 on first day of each month. Prescriber *2* stas with no. 2.0001, etc. MEDICINES AND SUPPLIES
WRITE NAMES OF ADDITIONAL MEDICAL L8O
g MEDICINES AND RELATED SERVICES RATORY TESTS WRITE CLEAR FIGURES FROM RIGHT SIDE OF
Aftendance by patient, registered this year by HC/Disp, visiting with new health E " SUPPUEO?UIQAWCH PEA%EE?UENCE COLUMN
A problem =
A7 Attendance by patient for the first time in this year ﬁ g | -
R Re-attendance =repeated visit far the same health prablam within two wieks a % || = w @
S £
: 2|8 :| |2 2 g
e | B : olm 8 & = = o
o | @ i = - F = B =z ] o
£ 1g 5 VILLAGE OR A ERES Sl=|£|2 e | = =
s | @ 2| PATENTS NAME DIAGNOSIS = | & 2|E|l5 |8 o £ | % u
= w ; HAMLET 3 K HHEEE = & S |2 >
4 ° = S5 |E z2lol= |3 @ £ 5] w | w w
plz|g| & wl AELE HHHHBBH IR R ERE 3
= £ S22
&1 8 | = 5 2|8 2|25 HEHHEEHHEARE R EERE B
* White CH - for CHF member Jumila ya kila dawa walizoandikwia wagorwa katika ukurasa huu: HEEEEEEEEEEEEEEE | Jeatotonai
NH - for NHIF member Total of units of prescnibed drugs on this page: Close the record per day by drawing a line udner the last patient’s data
Add up the value of diugs dispensed per day. If day contineus on next page, put sub-totals in the sub-total box and
cany over to the next page
UF - for user fee
Jumlisha thamani ya dawa zilizoandikwa kila sika ya kazi. Kama siku bade inaendelea andika jumla ndogo fsub-
EX - Exempled total) katika kisanduku kisha ihamishe katika ukurasa unaofuata

Piga mstari chini ya mgonjwa wa mwisho
wa kila siku ya kazi
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Annex 8 Example of Public Health Facility Dispensing Register

PAGE
NO.
INFREQUENT MEDICINES
LY USED DISPENSED
FREQUENTLY USED MEDICINES MEDICINES
o ST %[ 3 & |2
= S| 38| = | &I
S = = =
g | 8| = 3 5 o
[} = — =) o LS5
: [=a) o o = = 1787 v | &=
(@) — (=] = D w D D D
= o (] S = <5 = = =%
Q o = (2 |2 |2 |2 (2 P = 3 B8 |©
E | R |8 |5 |2 [ |8 |8 = | 2| = =
=] = = === =] < S S
o LL =T = D D D D = s
(&5 o A N=xE e | [ | - =2 =N
DY El2 | ||z | = = =
LLI o i) = = e = (= < = =
o > [=) = = = = = =
DATE o — = = O O O O
sh sh sh sh
s s s s
Jumla ya Kila
dawa
iliyotolewa
katika
ukurasa huu
Su Su Su Su
. b- b- b- b-
Total Units tot tot tot tot
Dispensed al al al al

Piga mstari chini ya mgonjwa
wa mwisho wa kila siku

Draw a line under the last patient
for each day
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Annex 9 Model Pharmacy Stock-out Data Collection Form

Name & location of facility: Date: Data collector:
Medicine * Enter month/year and days during that month the medicine was out of stock:
Generic name, dosage form, strength / / / / / /

Artemether-Lumefantrine (ALu-paediatric)
Quinine 300mg tablets

Quinine 600mg2ml injection (as dihydrochloride)
Amoxycillin trihydrate capsules 250mg
Amoxycillin trihydrate oral suspension 125mg/5ml
Cotrimoxazole 480mg tablets

Cotrimoxazle 240mg/5ml suspension
Doxycycline 100mg capsules/tablets
Erythromycin 125mg/5ml oral suspension
Erythromycin 250mg tablets

Metronidazole 200mg tablets

Metronidazole 200mg/5ml oral suspension

Phenoxymethylpenicillin 250mg tablets
Procaine Penicillin Fortified 4MU

Benzyl Penicillin powder for injection 5 MU

* List will be finalized by SDSI partners
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Annex 10 Modified WHO/MeTA Household Medicines Survey Instrument

Survey Record Number | 000 | Fadility | Houzehold Number | || | Survey Record Number | 000 | Facility Houzehold Number |_ || |
The "Houzehold Informant” should be the person in the household who iz the msin heslth care decizion malker. This is Country | Region | Investizator Date _ | ___ ‘o
wzually the person who is the most lmovledzesble sbout the heslth, health care expenditures, and heslth care wtilization of Rocter Number of B <5km | 5-10 km T =10 km
members of the houzsehold. The survey should not be cnmp]eted if thiz perzon, or sppropriste substitute, is abzent. " P N e B ol
ﬂe;e"axﬂia makes decitions abaut health cars in this Rowshoid, a-appm;nau.w Subsgne, is avatinhis 10 answer: Dixtance of Household from Reference Public Health Facility (fick one) 0 | 0 l :a
1L Yer 3 if Yes, Contin No 3 if No, Stop h - .
s e e 0 > 1170, Stop here. Accessto and Use of Medicines - Part Two: Health Services Access & Ilinesses
Access to and Use of Medicines - Part One: Household Roster 2.  Howmuch tima doaz it tdke tossach the following health care facilitiss of providars that ar closast tovour
cusshold? ic B - s i
1. Plassa give the name, sax and age, relationship to hesd of housshold, aducation, cocupation, and marital starus of bousshold? Read respons and’mk_ans .fx:,l'\':v sach ons of ths catsgoriss. I
=ach of the housshold members who live bere. Let me sssws vou that sny information vou provids will be kept :_: hl:" =1hr ;1_: %:1‘; =1hr
confidantial. Write one perion per row and use codes provided in cach coluwm to complere each row.
A B ¢ D E 3 G 2 Public hospital 10 20 0 e ADDO 1o 0 :0O
Name Sar Aze b 1\'{3{! af.‘.[i;;ianha;ph'?] 10 0 k| f  Private pharmacy o 20 3
©. Public health center or dispensary 100 20 30 2 Dmgselle g 20 El |
B 4. Private hospital, clinic orphysician 10 20 Em|
o
% 3. Ha: anvons in thiz housshold besn ill in the past two wesk: with am aouts illness? An aouts illness iz a condition
I=irele Frite mmbar of that sppears suddenly: the parson did ot kave it immedistsly before becoming i1l
E S
R | Frasen=m ey in ths Fear 10 va: 00 ¥o - If No, Skip to Question 5
stk mambis . .
N | “:f:f;"aw . 4. Twill now ask you a series of questions sbout sach person who had am acute illness in the past two wasks First,
L I-Femak «can vou give the nams of sach person who had an ante illness over the past two wesks? Transcribe name and
lﬁ[ the Rousehold rostar.
T 5 in roster) Fozter ni Acute illness module completed
i { Yez No
Teers  Mewsks ke fspeh) - LI 10 |
01 e = (|| 10 od
02 LEnifLml - L j{m| od
03 —— - LI jim| [im]
04 Ll - L 10 ilm|
o8 —— - LI 10 |
gf Ll - LI 10 od
0 o - LI 1D o0
b Ll - LIl 10 fij |
10 — = = (| jim| od
1 A Complate one acute module for sach person with an acute iliness, ons sick person per pape. After collecting compiste
1 - informarion abowt ons parsen, check Tes "wndsr "Acute ilinsss moduls complatad” in the corrasponding row. When aouts
13 S fiiness modules are conmplated and checked for il members listed above, continue on 1o Ouestion J balow. The numbaer qff
11 —— complared acure fiiness module pager must aqual the number gf mambars azure finess over the past nes weslks.
15 — 8  Ha: anyons in thiz housshold ever been told by a doctor or other heslth cars provider that they have a chronic
1; —— dizeaza? A chronic dizsass iz an illp=s: that will not o away or tdkes a long tims to 2o sway, sven when treated.
17 11 10 Yas 00 ¥o = If No, Skip to Question 22
%g =L 6. Foreach perzon with a chronic dizsass, [ will now ask vou @ seriss of questions sbout this dissass. First, can vou
20 —— Eiva the nams of sach person with a chronic dizsass? Travwcribs name and rester numbsr from the housshald
== FOSTEr.
11 0| A (83 0 rOster) Foster number
2 LE BifLm
13 HEEEE = (|
24 L BIjLel - LIl
3 LI = (|
26 LEl - [ | -
2"' - E LI
i} Ll
19 HEEg. N Complare one chronic module for each personwith achronic diseass, one sick ps.r:orz per page. After collecring complete
30 L BljLal infbrmartion abowut ons persen, check TFes " wadsr i " inthe corresponding row above.
Whan chronic dissase modulss ars complered '&9’.23\713 continue on fo Question 21, The
numbar gf complated ‘Chronfs disears moduls” ;\2_5&7 ML‘:'&GL.?J' the numbser gf membars w Fronic dissases.
Draft WHOVADDO Homebeld Survey om Acce: Drft WHVADDO Hewebold Survey o Accessio and Uz of
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Survey Fecord Number | 000 | Facility | Houzehold Number

Survey Record Number | Facility | Houzehold Number

m | Sick Person Mame: | Roster Number

7. What typs of haslth problems/symptoms did ﬁ&rﬂ ramef heve duering thiz illness? Do norread  Tick one box for
No ¥ No

ach Eroup of nimptoms mantionad: (-]
a  Cough, ronny nos=, sar=throat, ear ache 1E| 2 Thirst. swesting 10 jm |
b, Difficolty bresthing, fast bresthing 10 b Pain,achss 10 a
¢ Fever hesdache hotbady 10 i Blesding bum, sccident 100 fijm|
4 Convulsions, fits 10 j- Donotknaw 10 o
2 Could notslesp 10 k. Otherplezsa specify): 10 o
f  DHarrhes vemiting nzussz, could not sar 10
8. How zerious do vou think this illness was? Read the oh: Tick one bow
10 Varr Satious 200 Somswhat Saerious 30 Mot Saricus
8. Atany peint, did (firse momel {or anybody sls= on hiz'her behalf) sesk cars for this illnss: outsids the homs?
10 vae 00 ¥eo = if No, Skip to Question 11

10. From which of the following souross of care did (fErse mamsg) mosive care at any time during the illnsss?
Raad responses and tick ons box for aach qfths catspories:

Yes No Yes No
2 Puoblichaspitzl 10 fijm | e ADDO 10 od
b. Mission or NGO hospital 10 g f  Privats phasmacy 10 g
©  Publichszlth canter or dispensary 10 fim | z  Dmugssller 10 od
d Privatz hospitzl, clinic or physician 10 od b Friend orneishbar 10 o8
11. Didhe'zhs tsks any madicine during the aons illness, including medicines taken during hospitslization?
10 Ya= 00 ¥o —» if No, Skip to Question 16

12. Which madicines wore tsken during this {llnass?
Writs ons madicing per row, and use codes provided ineach column 1o collact informarion about each medicing.
A B

“ | Sick Person Name: | Roster Number

17. Which chronic dissasss doos (first mame) hava? Read respowses.  Tick one box for sach disaase mentionsd

Do ot Do mat
Yes  No  Emw Ye: No  Hoew
2 Hypertension, hizh blood pressur= 10 o0 =220 i Eoksecomszguemez 10 0O 220
b Haartdissase, heart atfzck consequence 10 o0 =20 j.  High cholsstaral 10 o0 =20
c. Dizbates, high blood suzar 1O o0 =0 k. Camcer 0 o0 =220
4 Asthma wheering cheonic difficnlty br=athing 10 0O 220 1 Taberculosis 10 oO =20
e HIV infection, AID3 10 o0 =20 @ Liverdiseass 10 oO =20
£ Astheitis, chronic bady pain 10 «O0 =0 1 Dieprassion 10 «O =20
£ Epilepsy, seimses, fits 1O o0 =20 0. Ofherigieasspeciiye 10 00O 220
b Ulear, cheonic stomach pain 10 «0O =220
18, Has= (firsr mame) bean told by 2 doctor of other health care provider that he'she should be taking madicine: to

treat this dizsasa?
10 Ya= 00 ¥o - if No, thiz one-page chronic module iz now complete, go back to Question 6.

18, Which medicinas has (first mame) bean told to take for thiz cwonic dizsass and for any other condition?
Wrire one medicing per rovw, and use codes prmfdsgd in sach columm to colfecy Dyformarion abour each medicine
A C D E

Awy amomtof ot month|
PR LI —
amid addrd

1=k Tz

Medicing Romre
TIE mEmE O] MESE I, T ==l
2 - igaie
IF vt & rlt ke PP - st
£ (apask

WA T
Medl
Med2
Medd
Med=
Med§
MedT

13. How much did your housshold pay for medicines usad to treat this illness?

7 Jocal currency

14. Was this cost covarad by baslth insueanca? 10 Yas, antisaly 20 Part of itwas coverad 00No

15 Did (firsc mams) taks dll medicine: that wers secommandad  of prascribed?
10 Yz - if Yeu, this one-page acute module is now complete, go back to Question 4 o0 e

e D O O L L L == = | O 7= | 0%
meazf | \ZZZZZ_ 1O Yes | OO
Medsl ey 0 ve: | O
medd|l | |ZZZZZC 1O ves | 0ONe
Meds| | UL I0¥es | oO¥s
Measf oY | oONs
Med?l ey 0 ve: | O
meas| | |ZTZZZZCZ O ves | 0ONe
Meas|] 0y Ove: | oOXs

16. Jf aunwer fo Questiones 1] or 15 is No, ask rthe foliowing guestion: 1 am going to give vou zoma possibls r2azons
why (firs nomas) not taks madicines. Can vou t2ll ms whather thess wars ason: why?

Read srarewens, and tick one box for sach sraromeont Yes Ko
2  Symptoms have sotten hetter 10 i m|
b Somsonsin the honsshold decided medicines wers notnesded 10 fjm|
¢ Somesonsadvised not to zke medicines 10 fm}
d Sick person had bad resctions to medicinas in the past 10 [ m}
= Somsonein the honsshold chose 2 differsnt trestment 10 [ m}
f  Theplace whers medicines czn be abtzined was tog far 2w 10 i m|
£ Medicines wese nat availableat the public health care facility 10 ad
b Medicines wersnot available at private phammecy, ARG, or dmgseller 10 o0
i Naoonsin the honsshald conld taks tims to obmin medicines 10 fm]
j.- Ourhousehald conld not affosd the medicines 10 i m|
k  Oiher{plezse specify): 10 ad

AT Mleditines dsk o the iun] co of madisinas amby §f the cott f dack madicing & met knime L T T I ICI0]

20. Somstimas paopls camnot taks &l medicines a: disectad. Doss (Brsr mamig) wsually taks 2]l medicines az
racommandad?
10 Ya: - if Yes, thizone-page chronic module iz now complete, go back to Question § o0 ¥e

21 [ awswar fo Question 10 is No, ask the feilowing question: 1 am going to give wou soms possibla rassons why
{ffrst mams) may not slways taks madicines a2 recommendsd. Can you tell me whether thess are the rassons why
haizhe doss not take madicinas?

Road stavements, and tick ons bax for each staremanr Ye Ko
2 Symptoms have gotten better 10 [ m}
b. Someonein the housshold decided medicines wers not nesdsd 10 0
¢ Someoneadvisad not to fake medicines 10 [ m}
4 Bick parson had bad rzzctions to medicines in the past 10 od
& Someonein the housshold chose 2 differsnt tre=anment 10 fm|
f  Theplace whers medicines can be obtzined is too far zway 10 od
£ Medicines zoanat available at the public heslth cars facility 10 od
1 Mledizines aznot avzilable 2 privars pharmacy, ADDO, for drog ssller 10 i m|
i. Nooneinths housshold can take tims to obtzin medicines 10 fm}
j. Ourhousshold cannot zfford the madicines 10 [ m}
k. Other (plssss specify) 10 [ m}

= Thiz one-page chronic medule i= now complete. Go badk to Question 6.

Fhledicims

Dirsft WHOVADTHY Howe beld Sorvey om Accesstoand U o
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Survey Record Number | 000 | Facility | Houzehold Number |_ | |_ | Survey Record Number | L 00| | Facility | Houzehold Number
Accessto and Use of Medicines - Part Five: Experiences about Care and Medicines
Access to and Use of Medicines - Part Three: Household Medicines I am going to resd you & seriss of opimions shout thres topics related to care and medicines: access, affordshility, and
That= ar= no cofrect answers. For asch opinion, pleass tall me whather vou azt-“ of dizamms Do nor read the
22. Doyou have any medicine: availsble at boma today? opr'n "D not bwow . Tick it §f the respondent does Wl fo GHNFEF OF L choose beneesn “agres” and
10 Yee 00 Mo * if No, Skip to Question 24 isagree”. Read statements, and tick ong box for sach siarement
. Th= first s2t of opinions iz sbout aocess to care and medicinas. Azree Dizagree Do oot lamr
23. Canlplaass za= all of them? Wit ons madicing par row, and wse codes provided in sach column to collect 2 Thewsitingtime at my public hezlth care facility is too long. | 20 0
ingformation about each medici b. My public heslth care fecility usually has the madicines wanaad 10 0 iO
A E c o E ©  Themost convenient place to sesk care in my neishborhood is the ADDO. o 0 30
Medicins 4. The ADDO clossst ta my household usually has the medicines my housshald needs 10 20 |
T —————— 26. The sacond st of opinions is shout affordahility of madici Agree Disagree Do pet know
I mmm & e i i e et e tmiled a2 Myhouschold can =t frez medicines at the public heslth case fac 10 20 io
gy a-'-===_=~_0"7‘-é"—é_ bisse L b Madicines are more snpensive 3t ADDOs than 2t the public hezlth ¢ 10 20 ki |
! By seprmendas et dtenan oy ¢ My household can usually get credit fom the ADDQ if we nesd to. 0 20 30
= gl d. Ay houschold can usually afford to buy the medicines wenesd 10 0 O
PP s et ] Clrrming ok s | Cthrming sk 2 2 Inthepast, my houschald had to bamaw mansy ar sell things to pay for medicines 10 20 Eim|
Med1 10Ves [ 0O ¥e | I0Ves | 0O Ko 27. The last 22t of opiniens is sbout guality of care snd medicinas. Aszree Dizagree Demet knor
Med? I0Ves | 00 ¥e | 10Ves | 000 Ha 2 Thequality of car= and services deliversd 3t ADDOs in my neizhborhood is zo0d. jim| 20 0
Med3 10ve: | 00 ¥ | 1O0ve: | 0O e b.  Thequality of services deliversd by my public health car= facility is good jim| | 3
Medd I0Ve: | 00 ¥e | 10Ve: | 000 Ha ¢ Itrostthe ADDHO artendant to give the right advice for trestment | 0 3
Med S 10ve: | 00 % | 107e: | 00 %0 d Ican slways obtzin antibiotics at the ADDO when Insed them. 10 20 0
Med$ 10¥e: | OO/Ne | 1OYe=s | OO N2 Access to and Use of Medicines - Part Sbc: Assets and Medicines Expenditures
Med T I0Ves | OO ¥o | I0Ves | 0O Ko - I — R B — P - I — R
Med3 IOves | 00 | 10ves | oo He }'1]:5]._1} I would liks to ask a_fev- ;_1_=_=_mur_-; ahout T}TE possaszions that &2 in your home and how much your housshold
Med® 10ves | 00 %s | 10ves | 00 ws spands. Flemembar that any information you provide will be kept confidential.
B B 5 - 28. Canvyoun pleass tall me how many rooms (bedrooms:, dining room, kitchen ) a2 in your bome? | ||__|Fooms
Med W IOVes | 0O Xo | IOVes | 0O Ko
Med Tl 10%Ve: | 00 %e | 10ve: | 00 3 2%, Doss anyons invour hovsshold have: (fawr are cowntrn-greciffn,. These ftams showld be fdanrfffed and lisred
-, . - = bafors the sugy By rgforring 1o Secrion 4.3 gf rhe mawal)
Med 12 IOVes | OO No | IOVes | 0O Ko Te o Ye: No Ye: No
- R . . . 2 Iteml 10 o0 ¢ Iltem3 0 O 2 Ttem3 10 oO
Access and Use of Medicines - Part Four: Opinions about Obtaining Medicines P 0 O i Dece O o0  f Texs o oo
24 ls=m going tosesd you aseriss of opinions sbout price and quality of madicines. For sach opinion, plesss tell ma 3. Dess vour housshold hava: ~ )
whather vou agres or disazres. Do ot read the option "De not Iuow ™. Tid the respondant doss not want o 2 Tap/muoninzwaterinsidehounsa: 10 ¥es 00N o Electricpowsrnstwork: 10 Y o0 M
ansser or i unably to choose banrsen "agres” and “disggres”. Read statemsns & tick ong box for sach b Toiler 100 Yes.itsown 200 Yes.shered 0LNo ~>1fno electric power network, Skap to Question 32
STANSHLEL . 31. Dos= anyvon= in vour housshold have: (Elsgiricig-dependan frems are cowur-gpecif, These items should be
Agree Dijzagres. Dy net lam ideneified and listed bafows the swevey By referring 1o Section 4.3 of the manual)
2 Inmy public facility, health pravidess take inta acconntons ability tapay when they decide 0 a0 0 Ye: No Ye: No Ye: No
L 2 Hemy 10 o0 ¢ meme 10 o0 = Iemil 10 o0
h I:ardl.l‘e_‘.;DIT:;:l Hh].a atrendant tkes into acoount our 2bility to pay when they decide which O O O b Ttem® O o0 4 Ttem10 1O oo
cinss 10 54l . ; p—— -~ P P—
€ When Irecsive a prescription, I am comfostable askinzhaw much the medicines will cast. 10 0 30 32. Infhe last wesk, how much did vour housshold spend on food? Include the vilne of auy food produced and
4 Ttis ezsy forme to find out how much medicines cast 0 O O comsumad by the housshold: excluda aloohol, tobacco, and rastawrant masls: | (L1 i locd curreney
e  Two identical medicines may be sold 2t diferant pricss. 10 20 Eim| 33. Iwill now give you five differsnt levels of spending. Pleass chooss the l=val that iz closast to what your
f Ikmow where to find medicines at the lowest price in my neishbarhaad. o 0 Elm| Bousshold spant in totsl over the past 4 wasks, (Read ranger of egpenditures corvsgponding 1o the sizs of this
2 WhenIbuy 2 madicine Tzsk for the lazst axpensive product 0 0 0 household: A B, C. D, E are sxpressed inlocal currency, and can be found in dnnax 3 of the manual)
b When the ADDO staff recomemends 2 madicine, I can be suse that it is tha best valua for s O o 10a 0 E s0c¢ 40D OE
monay. - : 34. Canyou provids the achesl total amownt? 100 ¥es, || J0_JI_J1J inioeal cwreney 0O Ko
i When the ADDO staff recommends 2 medicine, I by that it is of 200d quality.
! epn maﬂ;q;‘:d - ;m"‘_fe' e ) ig fg fg 35, Inthe last 4 wesks, how much did your housshold spend en:
j. Me=dicines & zlity ar= mors sive 2 El - - — 3 o .
(Care that r=d stzying, sht hospitzl or hezlth facility
k. Thers are places in my neishborhood whese I wronld never buy medicines becanse they s211 O o o = L r_eqm SiEyimzavEmSn 2 dnspusier == T T T T T T I-JlJ.OCaJ.Ch!.'B.Iqu.
dicines of poas quality. 1] 2 3 b, Medicinss i lasal currency
1 My houschold would obtzinmedicines at the ADDO if insuencs reimbursad their cast 10 20 Elm| © Anyotherhealth coes products of senvices that wass not included sbove: o
m  Different names may beused for the same medicine. 0 a0 10 {nparant visits, lab tests, x-ravs, dentist, ezr & oy y e in local currency
o Ihzveheard the wosd “zeneric” befos 1o deseribe 2 medicine 0 'O O Voluntzry heslth insurancs preminms amth.eiprenmdhealthphm in Jocal currancy
—If respondent has not heard about zenerics or does not kmow, Sldp to Question 15 36. Doss anyone in your housshold ssm momey? 10 v 000 Mo 31X, Stop.
0. A generic medicine is nsnally lower in quality than a brand medicine. 10 20 Elm| 37. If y=s, who iz the main ssmer in the howsshold? Write his/Tsr roster numbsr here:
P A genaric madicine is usually lower in prics than 2 brand medicing o 0 3 Thank the interviewed person and reassure about the confidentialiy ofh:s.fhar AHSWErS.
Dot WHOADDO Homebeld Survey en Dot WHOADDO Howeheld Sury and Uz of & i
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Access and Use of Medicines - Part Four: Opinions about Obtaining Medicines

24. Tam going to read you a series of opinions about price and quality of medicines. For each opinion, please tell me
whether you agree or disagree. Do not read the option “Do not know ”. Tick it if the respondent does not want to
answer or is unable to choose between “agree” and “disagree”. Read statements & tick one box for each

Statenient.
Agree Disagree Donotknow

a. Inmy public facility, health providers take into account our ability to pay when they decide 1] o] 3]

which medicines to prescribe. -
b. Inthe ADDO, the attendant takes into account our ability to pay when they decide which

£l 10 20 3]

medicinesto sell.
c. Whenl receive a prescription, I am comfortable asking how much the medicines will cost. 1[] 2[ ] 3]
d. Itis easy forme to find out how much medicines cost. 1] 2] 3]
e. Two identical medicines may be sold at different prices. 1] 2[ ] 3]
f.  Tknow where to find medicines at the lowest price in my neighborhood. 1] 2] 3l ]
g. Whenl buy a medicine, I ask for the least expensive product. 1[] 2[ ] 3]
h. ;1?;:: \;[he ADDO staff recommends amedicine, [ can be sure that it is the best value for 10 o] 3]
i.  Whenthe ADDO staffrecommends amedicine, I can be sure that itis of good quality. 1[] 2[ ] 3]
j.  Medicines of better quality are more expensive. 1] 2 3]
k. There are places in my neighborhood where I would never buy medicines because they sell -

e : 1] 2[] 301

medicines of poor quality.
l. My household would obtain medicines at the ADDO if insurance reimbursed their cost. 1] 2 3]
m. Differentnames may be used for the same medicine. 1] 2[ ] 3]
n. Thave heard the word “generic” before to describe amedicine. 1] 2] 3]

—Ifrespondent has not heard about generics or does not know, Skip to Question 25

0. A genericmedicine is usually lower in quality than a brand medicine. 1[] 2[ ] 3]
p- A generic medicine isusually lower in price than a brand medicine. 1[] 2[ ] 3]

Draft WHO/ADDO Household Survey on Access to and Use of Medicines
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Access to and Use of Medicines - Part Five: Experiences about Care and Medicines

I am going to read you a series of opinions about three topics related to care and medicines: access, affordability, and
quality. There are no correct answers. For each opinion, please tell me whether you agree or disagree. Do not read the
option “Do not know ”. Tick it if the respondent does not want to answer or is unable to choose between “agree” and
“disagree”. Read statements, and tick one box for each statement.

25. The first set of opinions is about access to care and medicines. Agree Disagree Do notknow
a. Thewaitingtime at my public health care facilityis too long. 1[] 2[ ] 3]
b. My publichealth care facility usually has the medicines we need. 1] 2[] 3]
¢. Themostconvenient place to seek care in my neighborhood is the ADDO. 1[] 2[ ] 3]
d. The ADDO closest to my household usually has the medicines my household needs. 1[] 2] 3L
26. The second set of opinions is about affordability of medicines. Agree Disagree Donotknow
a. Myhousehold can get free medicines at the public health care facility. 1[] 2 3]
b. Medicines are more expensive at ADDOs than at the public health care facility. 1] 2 3]
¢. Myhousehold can usually get credit from the ADDO if we need to. 1] 2 3]
d. Myhousehold can usually afford to buy the medicines we need. 1[ ] 2 3]
e. Inthe past, my household had to borrow money or sell things to pay for medicines. 1[] 2 3]
27. The last set of opinions is about quality of care and medicines. Agree Disagree Do notknow
a. The quality of care and services deliveredat ADDOs in my neighborhood is good. 1[] y 3]
b. The quality of services delivered by my public health care facility is good. 1] y 3]
c. Itrustthe ADDO attendant to give the right advice for treatment. 1] 2] 3]
d. Tcan always obtain antibioticsatthe ADDO when I need them. 1] 2] 3]
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Annex 11 lllustrative Data Flow for ADDO Phone Monitoring

First screen:
Generic name, dosage form, strength: (prefilled)

1. Any product available: Y/N
2. Comments (optional): End

Second screen if answer to question 1 on the first screen is “Y”:

Generic name, dosage form, strength: (prefilled)

1. Most dispensed product during past month®

2. Manufacturer:

3. Unit* retail price: xxxx/xx TZS

4. How many units did you purchase from (prefilled date) to (prefilled date)®:

% A drop-down menu should be used for entering the name of each tracer. The menu will list all products registered in
Tanzania for a given tracer medicine. The menu will also include an option “other”. If “other” is selected, the option “Enter
name: ” will be displayed.

* NHIF unit definition will be used for price reporting and analysis. For price data collection, the wording of the question
will be tailored to the dosage form of the tracer medicine. The price of non-liquid forms will be displayed as “tab price” or
“cap price”. For liquid formulations, the question will be split in two parts (i.e., “bottle price” and “bottle volume”).

® Dates to cover the past month
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