Session 2 -
Undertaking a Medicine Use Indicators Study

Welcome to this session on medicine use indicators studies. The purpose of this session is to teach you how to describe the medicine use situation in a particular setting. As you learned in the previous session, experience from many countries has encouraged the development of a standard method of measuring medicine use practices, based on medicine use indicators.  This session will expose you to the process of implementing a medicine use indicators study. Activities 1 and 5 will help you to gain experience in carrying out the basic steps of a real study through simulation exercises. You will be asked to submit your work from these two activities to the convenor of this session, who will give you feedback and lead a discussion on the topics in the Discussion Forum. Look at your Course Schedule to find the dates for this.
Session Contents
Session 3 will cover the following topics:

1. Introducing medicines use indicator studies
2. Types of Indicators
3. Designing  Medicine Use Indicators Study
4. Preparation for a survey
5. Undertaking an Indicator Survey

6. Analysing the Data

7. Session summary
8. References and further reading
Learning Outcomes

	By the end of the session you should be able to:

· Know about types of medicine use indicators and how they are used

· Identify the importance of medicine use indicators.

· Know the steps and be able to implement a medicine use indicators study.

· Understand the strengths and weaknesses of different methods of sampling and data collection.

· Understand how to analyze medicine use practice in a given setting using the medicine use indicators.

· Present the results of an indicators study. 



Readings
In addition to reading the session notes, you will be referred to the following texts:
WHO Manual (1993) How to Investigate Medicine Use in Health Facilities. (WHO/DAP 93.1). Available at http://apps.who.int/medicinedocs/pdf/s2289e/s2289e.pdf 
WHO (2004) Sampling to Study Medicine Use. Study session. Available at: http://archives.who.int/PRDUC2004/RDUCD/INRUD_2000_CDROM/PRDU_Course/Session_Guides/6_smplsg.doc 
Additional Resource

In addition to the notes for this session, you can watch a Powerpoint presentation by 

Prof Richard Laing, which covers the topics of the session. You will find this in your 

course resources.
[image: image1.wmf]0

2

4

6

8

10

12

Under 20%

20% - 40%

40% - 60%

Over 60%

Percent Antibiotic Use

No. of Facilities

1
 introducING MEDICINE USE INDICATORS 
Researchers, managers, service providers, and practitioners need to understand medicine use problems so that they can work to improve performance. Refer to the introduction of the WHO manual: How to Investigate Medicine Use in Health Facilities
http://apps.who.int/medicinedocs/pdf/s2289e/s2289e.pdf 
The cover of the manual is illustrated on the right. We will be referring you to this manual often in the session.
The contents covered by this session are also available in a Powerpoint presentation by Prof. Richard Laing. You can look at this by clicking on ‘Course Resources’ on iKamva and looking for the presentation entitled, ‘Understanding Medicine Use Problems in Health Facilities’ in the Session 3 folder.
"Medicine use" involves not only the actual prescribing of medicines but also a wide range of behaviors that occur during the medicine use encounter, the interaction between the prescriber (provider) and the patient.  These behaviors include the processes of making a diagnosis, prescribing, dispensing, and using of medicines by the patient.

Medicine use indicator studies can be used for four main purposes.  (See Table 4, p26 of the WHO Manual you have just referred to). These purposes are:

1.
Measure medicine use in a representative group of facilities - descriptive cross-sectional study
2.
Compare facilities, providers, or groups at a single time - comparative cross-sectional study:
3.
Supervision (monitoring): to identify whether a facility is above or below a set norm of practice.

4.
Evaluation: to assess the impact of an intervention in an intervention group and a control group, by measuring indicators before and after.

For each purpose, different sampling methods may be required.

In assessing medicine use, you would ideally want to know about the whole process of care, but unfortunately this is not always possible.  A set of limited indicators, namely the Medicine Use Study Indicators, has been developed to assist in such an assessment. These indicators have been selected through a process of discussion, field testing, and revision, involving a wide range of people coordinated by the International Network for the Rational Use of Drugs (INRUD), with support from WHO.  Other indicators may be used when different needs arise. INRUD was established in 1990 to foster research and interventions to improve the use of medicines in developing countries. See http://www.inrud.org/ 
2
 Types of Indicators 
The WHO/INRUD indicators are divided into three groups: Prescribing Indicators; Patient Care Indicators; and Facility Indicators. In addition, there are Complementary Indicators that can be considered. The list of the indicators follows.
[Note all the pictures illustrating this section are taken from WHO open source material at: http://archives.who.int/PRDUC2004/RDUCD/TOC.htm]
2.1 Prescribing Indicators (See Page 13 of the WHO manual) 
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2.2 Patient Care Indicators (See Page 17)
6.
Average consultation time

7.
Average dispensing time 

8.
Percentage of medicines actually dispensed

9.
Percentage of medicines adequately 

labeled

10. 
Patient’s knowledge of correct dosage

2.3 Facility Indicators (See Page 22)
11.
Availability of Copy of Essential Medicines List or Formulary

12.
Availability of key medicines
2.4 Complementary Indicators (See Page 82)
13. Percentage of patients treated without medicines
14. Average Medicine cost per encounter
15. Percentage of medicine costs spent on antibiotics
16. Percentage of Medicine Cost spent on injections
17. Prescription in accordance with national guidelines
18. Percentage of patients satisfied with the care they have received
19. Percentage of health facilities with access to impartial medicine information
These complementary indicators are often not collected but when they can be collected this is very useful particularly when people are interested in costs and in adherence to guidelines
3
 DESIGNING A MEDICINE USE INDICATORS STUDY 
The design of a medicine use indicators study will vary from setting to setting.  The nature and scope will depend on many factors, such as:

· Information needs of health managers 

· Capabilities of the record systems

· Types of providers whose behaviour is to be described

· The resources available to carry out the work

The purpose of the study will determine which indicators to use and how the study should be designed.  Possible purposes of medicine use indicators studies include the following:

· Describe current treatment practices

Useful for problem identification or collection of baseline information at the beginning of a project. Usually more general/basic indicators are used to describe the situation.

· Compare performance among health facilities or regions

More specific indicators usually are used; the choice of which indicators to use is made on the basis of previous findings or knowledge of the practices in an area.

· Assess the impact of an intervention

In this case, certain key outcome indicators have been determined at the beginning of an intervention project. This study is meant to measure whether the objectives of the intervention have been met by measuring changes in these indicators.

· Periodic monitoring of medicine use.

Supervisors can select important performance indicators to monitor over time in a set of health facilities, so that their supervision can be more focused and targeted at specific improvements.
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3.1 Sampling Issues 
A great deal of work has been done to determine the optimum sampling arrangement to assess a medicine use situation, which we can use to help us undertake studies. (See examples in Folder of Forms for Assessing Medicine Use on the Course Resources page. These forms are taken from the WHO manual How to Investigate Medicine Use in Health Facilities which we have been referring to throughout the session.)
Key Sampling Messages for undertaking a Medicine Use Survey 

Whenever you prepare to undertake a survey which involves sampling, you should pay attention to the following key messages:

· Principles of sampling should be understood by everyone involved in medicine use studies
· Enumerators and supervisors should understand that any facility, any prescription, or any patient should have a chance to be included
· Every effort should be made to avoid bias in selecting units for study
Indicator sampling methods (see page 27 of the WHO manual)

· Selection of Facilities
· Simple Random: This is the lottery method in which every facility or prescription could be selected. This method is useful when you have a small number of facilities or prescriptions to select.
· Systematic Random: This method is more suitable for use when you have a large number of potential facilities such as in a register when you would start with a randomly selected facility and then use a sampling interval to select the next facility so that all facilities have an equal chance of being selected.
· Stratified Random: In this method you divide the population so that when you sample you ensure that multiple characteristics such as rural and urban are selected. / / Mission
· Retrospective Prescribing Data
· Systematic: This method is more suitable for use when you have a large number of potential prescriptions such as in a prescribing register when you would start with a randomly selected prescription and then use a sampling interval to select the next prescription so that all facilities have an equal chance of being selected.
· Stratified by prescriber: Here you may divide prescriptions by whether they were written by a specialist, a general doctor or a nurse practitioner 

· Prospective Patient Encounters
· Systematic: Here you would start with a randomly selected patient and then using a sampling interval you would observe each systematically sampled episode
· Convenience: This method is often used when you do not know how many patients will come and so you sample whichever episodes you can
· Quota: In this method when you know approximately how many patients come in per day (say 300) and you want to sample 30 patients, you would observe every 10th episode to get your sample of observations.
It may be necessary to combine methods using multistage methods.
Sample size

When an assessment of the medicine use situation in a region or a set of health facilities is required, a sample of 30 prescriptions from each of 20 sites is the optimal arrangement. If possible, the number of sites should be increased. It is better to increase the number of sites than to reduce the number of sites and increase the number of prescriptions observed.
The optimal sample size is often a compromise between what is statistically desirable and what is practically feasible. In general, a minimum sample size is 30.
When a survey is undertaken to measure impact of an intervention or to assess practices in individual facilities, at least 100 prescriptions per site should be studied.

The basic design of an indicators study carried out to characterize medicine use practices in a region would call for a sample of at least 20 health facilities, with at least 30 encounters being recorded in each facility.  Studying 20 facilities, or more if possible, will increase the reliability and generalizability of indicators.

If you have identified fewer that 20 health facilities of interest, clearly all facilities should be included; the number of encounters studied in each facility should be increased to ensure that 600 observations or prescriptions are included.  However in this case, because the number of facilities studied is low, conclusions about practices in other facilities that were not studied should be advanced cautiously.

If there are more than 20 facilities in the study areas that will be included in the prescribing survey, it may be necessary to draw a sample of facilities from the larger population.  There is danger of introducing error into the results of the prescribing analysis at this step by selecting facilities for the sample that share a certain bias that might influence their prescribing patterns.  One example would be only selecting and collecting data from facilities that are easier to reach; because they are more accessible, such facilities might also have more reliable medicine supply and because of this, their prescribing practices might be different.
Sample size: Confidence intervals if the real figure is 50%

	Sample size

 50

100

200

500
        1000
	Range of Confidence

   36 - 64%

   40 - 60%

   43 - 57%

   45 - 55%


   47 - 53%


What this table shows is that as you increase the sample size your confidence increases but what it also shows is that increasing the sample size only increases confidence in your results slowly. Doubling your sample size from 500 to 100 only reduces your confidence from approximately 5% to approximately 3%.
There are different sample sizes which are appropriate for different purposes:

· Surveys describing current practice - 600 encounters (30 prescriptions from 20 facilities)
· Comparisons between facilities or prescribers - 100 encounters per facility or prescriber
· Periodic Monitoring - 30 encounters per facility or use the Lot Quality Assurance System described in the manual
· Intervention Studies - minimum number of intervention facilities is 10 with 10 control facilities and ideally at least 100 prescriptions for each but if more facilities are included in the intervention or control group you could reduce to as few as 30 prescriptions or observations. Wherever possible you should try to match the facilities before randomization into intervention and control facilities.
For more information on Sampling read the session guide ‘Sampling to Study Medicine Use’ available at: http://archives.who.int/PRDUC2004/RDUCD/INRUD_2000_CDROM/PRDU_Course/Session_Guides/6_smplsg.doc 
4
 Preparing for a Survey 
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4.1 Prescribing Indicators
You should use the first five indicators to record information about how many and what type of medicines are prescribed: 

· Average number of medicines prescribed

· Percent prescribed by generic name

· Percent of patients receiving antibiotics

· Percent of patients receiving injections

· Percent of medicines prescribed on the EDL

Two forms for collecting these indicators (the Simple Prescribing Indictors Form and Detailed Prescribing Indicators Form) are included in the folder of Forms in the Module Resources. 
Now read about the four steps that describe the process to measure the prescribing indicators. 
a. Decide on source of data for prescribing encounters. 
One of the basic decisions in designing an indicators study is whether to use retrospective data extracted from historical records or prospective data collected from current patients as they are treated.  There are advantages and disadvantages to both types of data collection.

Retrospective treatment records exist in many facilities, although often in different forms.  These records are typically kept as part of the normal morbidity or medicine consumption recording and reporting systems, or else as part of a facility-based system of medical or pharmacy records.

Retrospective data are usually easier to collect than prospective data and they suffer fewer potential biases.  If they are well-maintained, it is often possible to define a retrospective study period of a year or longer and spread cases throughout this period. This serves to minimize any possible bias due to seasonal variations in health problems.  It also means that treatment is observed at many points in the medicine supply cycle.  If practices tend to change during periods of medicine shortage, this will be reflected in the data sampled from these different periods. The major weakness of retrospective data is that they are often incomplete.  Individual or entire series of records can be missing, either because they were misplaced or because they were simply not recorded in the first place.  The validity of retrospective data is often difficult to verify.  Since retrospective records are usually kept for a different purpose than prescription analysis, key data elements such as an exact identification of the pharmaceutical prescribed, health problem, or even whether a medicine was dispensed as prescribed can be consistently missing or of uncertain accuracy.

Prospective data have the advantage that they are usually complete.  However, since prospective treatment data are often collected over a very short period of time, they can suffer biases due to seasonality, peculiarities in staffing, inconsistencies in the supply cycle, or most importantly, the fact that providers are aware that their behavior is being observed.  Of course, in the absence of retrospective sources of data, study planners have little choice but to collect data prospectively and try to guard against these possible sources of bias.  Both sources of data have been validated in INRUD studies.

The principal question to answer in deciding to use retrospective or prospective data is whether adequate sources of retrospective data exist.  The useful elements for designing a retrospective sample that these historical data provide include:

· The ability to link specific health problems diagnosed with specific medicines prescribed for individual patient encounters

· A method of selecting a random sample of patient encounters that took place within a defined period of time.

Whenever possible, use retrospective data spread over the past year.  A sample of records can be drawn using one of the techniques described in the module entitled Sampling to Study Medicine Use (usually systematic or multistage sampling). See http://archives.who.int/PRDUC2004/RDUCD/INRUD_2000_CDROM/PRDU_Course/Session_Guides/6_smplsg.doc
b. Define types of encounters to be included 
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There are many different types of prescribing encounters that take place in an outpatient health facility.  There are sometimes separate clinics for adult and pediatric cases. Even when these cases are mixed in the same clinic, prescribing practices for them will be quite different.  New patients are frequently separated from re-attendances for an existing health problem, both in a record-keeping system and also in the type of care they receive.  Similarly, cases presenting for curative care are managed differently from those who attend to receive preventive services such as vaccinations, prenatal or postnatal care, or child health services.  The usual indicator study includes new patients attending for curative complaints.  In defining the types of encounters to include, exclude repeat attendances and preventive or promotive cases.

c. Define medicines to be included as antibiotics

There are a number of different ways in which antimicrobial agents are classified in different settings.  Sometimes medicines such as antiprotozoals, antihelminthics, or antituberculosis agents are placed in a separate category than other antibiotics, while other systems organize all of these products under a single category of antiinfectives or antimicrobials.  The indicators of antibiotic use are quite sensitive to whether or not certain groups of medicines are included as antibiotics, especially in environments where problems such as parasitic infestation or tuberculosis are common.

Another issue in the definition of antibiotics for an indicators study is whether to include antibiotic topical preparations, such as skin creams, ophthalmic ointments, or ophthalmic drops. In areas where trachoma, bacterial conjunctivitis, or bacterial skin infections are common, these products may be widely used.

Metronidazole is another problem to classify.  At primary level it is used as an antiparasitic agent, though it can be effective against anaerobic bacteria.  For purposes of indicators studies, we recommend that metronidazole NOT be classified as an antibiotic.  See page 15 of the WHO Manual for further explanation and for the recommended list of medicine groups to include as antibiotics.

d. List medicines to be classed as generic

Data collectors and coders will need to have specific lists of medicines to class as generic in order to compute the proportion of medicines prescribed as generic products.  Often an Essential Medicine List or national Formulary will be written in generic terms and can be used as the basis for such a list of generic products supplied in a health system.

Certain medicines are difficult to class as generic or branded.  For some products, such as aspirin, it makes sense to include all generic and branded forms as generic, since they are used interchangeably and tend to have similar costs.  Although most combination medicines would not be classed as generic, some combinations in common use would qualify, such as co-trimoxazole (trimethoprim-sulfamethoxazole).  Panadol is often thought to be a generic name though it is not.  Abbreviations (e.g., CQ as chloroquin or HCT as hydrochlorthiazide) may be counted as generics.
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PATIENT CARE FORM


4.2 Patient Care Indicators
The second category of INRUD indicators measures the adequacy of the patient care process according to minimum standards of performance.  These indicators include:

· Average consultation time

· Average dispensing time 

· Percentage of medicines actually dispensed

· Percentage of medicines adequately labeled

· Patient’s knowledge of correct dosage

The length of time that a health worker spends with a patient and the type of examination performed set important limits to the adequacy of diagnosis and treatment from both a clinical and social perspective.  Patients who emerge from the clinical process with prescribed pharmaceuticals should, at a minimum, understand the timing and amount of each oral and topical medication.

The following four steps are recommended to plan data collection for patient care indicators.
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a. Observe the logistics of the patient care process                   
To determine how and when the data required to measure the indicators of patient care will be collected, you should become familiar with the organization of services at sample health facilities.  In particular, you should collect data about both the clinical examination and medicine dispensing procedures.  In addition, you should try to find a nondisruptive way to intercept and interview patients at some convenient point after their medicines have been dispensed.

It may be impractical to observe in advance the clinic activities in all facilities in the sample.  However, health facilities in a region are often organized in a similar way, so observations in a few facilities should be sufficient for designing efficient data collection processes for the patient care indicators.  However, if different types of facilities are to be studied (for example, large multi-provider polyclinics and smaller, single-provider health centers), a few facilities of each type should be observed to ensure that data collection can be organized in all circumstances.  Training of data collectors should prepare them for different situations.

b. Determine how consultation and dispensing times will be measured       

To measure the length of time patients are seen in the treatment and dispensing process, you would need to develop a method for observing the starting and ending times of these processes for individual patients. To smooth some of the variations in time that occur with different diagnoses, it is recommended that the patient care process be timed for at least ten individual patients.
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Based on the logistics of care at health facilities, the procedures to record times for ten patients should be described, using one of these two alternatives:

· Record beginning and ending times for ten individual consultations between patients and health workers, then follow the same patients to the dispensary. Record the beginning and ending times of their interactions with pharmacists or dispensers. 
Use this method if it is possible to observe these interactions on an individual patient basis or if only a few cases are awaiting treatment.

· Record the beginning time of an index patient, and keep a cumulative record of the time it takes for health workers to see ten consecutive patients. Repeat this process as these ten patients see medicine dispensers. Use this method if it is impossible to observe individual episodes, or if many patients are awaiting treatment.

The folder of Forms on the Module Resources page includes an example of a form which could be used to enter this information (Patient Care Form).
Whichever method you select, begin observations at a random point in the middle of a clinic day.  This way, the results will not be overly influenced by the rush to see patients at the beginning or end of a clinic, or by freshness or fatigue on the part of health workers.

c. Define criteria for adequate patient knowledge about medicines                    
At some point during the examination or dispensing process, medications prescribed for a patient should be explained.  Ideally, this explanation includes the reasons why each medication is being given, how each medicine should be taken, and any precautions or possible side effects.  At a minimum, patients should be able to describe when and in what quantity each self-administered medicine is to be used.

Because of the difficulty in reliably evaluating other factors, it is recommended that the minimum criteria of timing of administration and dose be used.  These criteria should be evaluated for each oral or topical medication received by the patient during the visit. Failure to know about any of the medicines prescribed should result in patient knowledge being scored as inadequate.
d. Describe the procedures for evaluating patient knowledge about medications 

You need to identify a procedure for intercepting and interviewing patients after they have received their medications from the dispensary.  Because such a process can disrupt patient flow and intimidate health workers, you should make an effort to find an area to do this that is removed from the main clinic area.

The method for recording results will differ depending on the pharmaceutical knowledge of data collectors.  If data are being collected by pharmacists or physicians who are familiar with each medicine, they can evaluate adequacy of knowledge in the field and simply record each patient interviewed as having adequate or inadequate knowledge.  If this system is used, the proper dosing of all major medications should be reviewed during the training of data collectors, and the data collectors should be provided with a medicine list containing this information to refer to in the field.

If data collectors are less experienced, they may simply record the information on each medicine and the patient's knowledge about it during the interview. Later, a single experienced person on the study team can evaluate these records.  If this method is chosen, the data collector should record, for each oral and topical medicine prescribed to the patient, the medicine name, strength, number of units (pills, tubes, etc) dispensed, and the patient's explanation of how and when to take the medicine.

As with the other two patient care indicators, it is best to sample patients from the middle of a clinic day.
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4.3 Facility Indicators
The ability of prescribers to use medicines rationally is influenced by many features of their practice environment.  These include access to relevant, impartial pharmaceutical information; adequate supply of products needed to treat common health problems; and a regulatory climate that encourages the proper use of medicines in the private sector.

Two core medicine use indicators that measure factors at the facility level:

· Availability of Copy of Essential Medicines List/ Standard Treatment Guidelines or Formulary (such as the one illustrated here)
· Availability of key medicines

The two steps to plan for measuring these indicators are described below.

a. Determine if there is a national Essential Medicine List/ Standard Treatment Guidelines or formulary 

One sign of the acceptance of the concept of essential medicines by national authorities and the basis for rational medicine use in the public sector is the development of a national essential medicine list.  To be most effective, the list should be disseminated to all health facilities at the local level to guide decisions about the purchase and therapeutic use of medicines.  Before the study, determine whether there is a national essential medicine list, when the list underwent its most recent revision, and in what form the list has been distributed to health facilities.  While in the field, data collectors should ask prescribers in each facility to show them a copy of the list.  The list must be in the facility.

b. List the key pharmaceuticals recommended

For prescribers to treat effectively, the recommended products must be available in facilities on a regular basis.  Identify key products (name and formulation) to survey for availability in facility stores. It is important for data collectors to know all common proprietary and generic names for these medicines, since from a therapeutic perspective branded and generic medicines are equivalent.  Choose between 10 and 15 medicines.  (See page 23 of WHO/DAP manual.)

On a summary form for each facility, data collectors should check the products on each list that are found in any amount in health facility stores. An example of such a form appears in the folder in Course Resources (Facility Summary Form).

5
 UNDERTAKING an indicator SURVEY 
In this section we outline the steps to be taken when undertaking a survey in the field. The folder of forms in the Course Resources at the end of this session contains real examples of the forms that can be used in the various steps of the survey. We advise you to look at them carefully when they are introduced.
5.1. Preparation
Careful preparation for the survey is essential.  After carrying out the steps listed above for prescribing, patient care, and /or facility indicators, you need to go on to the next stages:

a. Select and train personnel and conduct pilot tests. Try to recruit people who know medicine names.
b. Conduct pilot tests often as part of the training.
c. Select and inform sample sites.  You may need permission letters from local authorities.

d. Plan the schedule of data collection visits. In general, expect two data collectors to survey one facility per day.

5.2
Data Collection 
When collecting data in the field, the following steps should be taken:

a. Select a sample of encounters to record.  If adequate records exist, use these records, or retrospective data collection.  If the data are inadequate, use direct observation, or prospective data collection.

b. Fill in a prescribing encounter form in the folder on the Module Resources page.  If the field workers are skilled and you do not require diagnosis-specific data, the short Simple Prescribing Indicator Form can be used. Where possible the diagnosis should be included in the Simple Form as you can then analyse by diagnosis for the most common diagnoses. If the field workers are unskilled, or you want detailed information such as cost data, the Detailed Indicators Encounter Form should be used. If the detailed form is used, the survey manager will have to transfer the data to the simple form and then enter that data consolidation form directly.
c. Patient care indicators for at least 30 patients should be observed if possible. Observe different patients for consultation and dispensing indicators. A Patient Care Indicators Form, should be used to fill in the data.
d. Finally a Health Facility Summary Form should be completed to present results to the staff of the facility.
It is most important that the quality of data collection is supervised in the field. 

Activity 2 – Medicines use indicator survey - Data collection and entry 

In this activity you will process the data collected from a prescribing study and do calculations and tabulations.  If you do not have health training please consult a doctor or pharmacist to help you with this activity. 
1.
Fill in the Simple Prescribing Indicator Form in the folder which you will find in the Course Resources, using the data presented in the six prescriptions. You will also find ‘Session 3 Activity 2: Prescriptions’ under Course Resources. If you are not medically trained please try to get assistance from a pharmacist or a doctor. These are all retrospective data. Use 0 for No and 1 for Yes. 
2.
Complete the calculation of the indicators by filling in the appropriate cells in the form. For this exercise we only use six prescriptions but in a real survey at least 30 prescriptions would be reviewed.
 3.   Share the completed form with Session 3 convenor in ‘File Sharing’ before the Discussion Forum (see the Course Schedule for dates). You will be given feedback. This exercise will assist you with Assignment 1.

6
 ANALYsING THE DATA 
Data must be analysed on two levels.  First, prepare a report for the staff of each facility surveyed.  Second, aggregate the data for the twenty facilities surveyed to produce a combined result.

6.1 Presenting at the Health Facility 
At the end of the survey activities in each facility, the percentage or average results are added up and calculated.

The staff involved, including the registration clerk, the dispenser, and the dispensary assistant, are asked to sit down to review the results. Feedback to staff should always start off positively by identifying something good that has been observed.  The completed Facility Indicator Reporting Form should be left with the staff.

The following should be discussed:

a. Prescribing indicators and how their average medicines per consultation, percentage antibiotics, injections, and generics compare with the ideal, what occurs in other facilities in their country, and what occurs in other countries.

b. Patient care form – starting with the diagnostic process, including history, examination, diagnosis, prescription, dispensing, and patient education.  Point out how each of these activities takes time, and how important physical examination is, both for a diagnosis and patient satisfaction.  
c. The facility’s results and how these results compare with other studies.  A table of results from different studies is available in the WHO Manual.

d. The facility form, including examining the availability of medicines and the presence or absence of the Essential Medicines List.

6.2 Aggregating Facility Results
As each facility is studied, the summary results should be put into the Medicine Use Indicators Consolidation Form. Add up and average these results, which will then be the summary results for the survey.

It is always interesting to look at individual facilities, but it is not possible to make accurate comparisons with a small sample of size of prescriptions.  Differences may be interesting, but are not conclusive and would need to be followed up with further studies 

The data from the consolidation form can be graphed, as shown in the sample figures below. The chart below shows the range of antibiotic use observed during the survey. How would these results compare to your country?

Sample-wide Distribution of Antibiotic Use
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The chart below presents data about consulting times. You will see that consultations in most of the facilities take less than 3-4 minutes. What is it possible to do in 3-4 minutes? Can you take a history, examine, diagnose, prescribe and explain the situation to the patient in this time period? If not what is likely to be neglected?
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Sample-wide Distribution of Consulting Times
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The bar chart below shows the same antibiotic use data in a different way; this time by facility. What could be going on at U9, R1 and R9 facilities? What about U3, could they be under prescribing? These were all public sector facilities. How different would the chart be for private sector facilities? 
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Facility-Specific Antibiotic Use 
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The next chart presents data on consulting times for specific facilities. All but facility U0 are less than 4 minutes. U3 and R0 are less than 2minutes. Do you think there should be a minimum standard? What might be a reasonable time?
Facility-Specific Consultation Times
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In the above sections we have looked at the steps in an indicators study. They can be summarised as follows:

· Select geographic area

· Select sample of facilities

· Check if relevant retrospective data is available

· Decide whether to use a simple or detailed data form

· Define criteria for core indicators

· Define complementary indicators

· Describe study procedures

· Select and train personnel

· Pilot test and revise procedures

· Collect data

· Analyse data

· Provide feedback to facilities and managers

· Decide on follow-up studies

Activity 5 – Data Presentation  
In this activity you will review the results shown on Worksheet 5.1 (below). Imagine the results were compiled from a medicines indicator study conducted in six facilities in your district. You should imagine you are the facility manager and prepare to present the results of your facility to the facility staff (You will be allocated one of the facilities by the session convenor).

1. Review the results of the facility allocated to you.

2. Identify the good and bad results compared to other facilities and to other countries (see page 74 of the WHO Manual for data from other countries).

3. Start off by noting the positive—the "good" results; then identify the problem areas—the "bad" results.

4. List the possible reasons for the results which you would discuss with the facility members.  

5. Design a short Powerpoint presentation with the results you would present to the facility.  Share this with the session convenor on ‘File Sharing’ on iKamva before the Discussion Forum online (see the Course Schedule for dates). Your presentations will be shared and discussed with the convenor and the whole group.

Worksheet 5.1
EXAMPLES OF INDICATOR RESULTS FROM DIFFERENT FACILITIES
	
INDICATOR
	FACILITIES
	AVERAGES

	
	# 1
	# 2
	# 3
	# 4
	# 5
	# 6
	

	
# Medicines
	1.5
	1.9
	4.7
	2.7
	3.5
	2.1
	2.7

	
% 


Antibiotics
	32
	64
	47
	37
	100
	24
	51

	
%


Injectables
	6
	44
	95
	54
	89
	14
	50

	
%


Generics
	94
	61
	47
	15
	100
	92
	68

	
%


EDL
	100
	77
	84
	43
	89
	86
	80

	
Consultation


Time (mins.)
	2:30
	3:24
	1:40
	1:25
	4:53
	8:12
	3:41

	
Dispensing


Time (secs.)
	75
	42
	135
	34
	185
	26
	83

	
%


Correct


Labeling
	62
	68
	61
	35
	28
	21
	46

	
% Patient


Knowledge
	  62
	41
	74
	16
	32
	31
	43

	
% Medicines


in Stock
	60
	100
	80
	70
	60
	90
	77

	
EDL Present
	Yes
	Yes
	Yes
	No
	Yes
	No
	Yes

	
Impartial


Information
	No
	Yes
	No
	No
	No
	No
	No


7
 SESSION SUMMARY
In this session we have looked at many aspects of Medicines Use Indicators Studies - types of indicators, sampling issues, and the designing of a Medicine Use Indicators Study, including preparation, collecting data and analyzing data for an Indicators Survey.
It is possible to undertake a Medicine Use Indicators study in nearly all possible environments. Members of the INRUD network have done a great deal of work with support from WHO to standardize the methods and make the process as easy as possible.

When undertaking such a survey, the more attention paid to detail, the greater the value and accuracy of the survey. Once reliable data are available, it is often possible to identify priority problems and to decide which problem to address first with an intervention.
Some key points to take away from this session are:

· There are many methods available to measure and investigate medicine use in all environments; it is valuable to triangulate data by using more than one method
· Always combine quantitative and qualitative methods before developing an intervention
· Compare your results with others and publish what you do find and learn
In the next two sessions, you will learn about the use of qualitative methods to understand the reasons for the problems identified in a facility survey and how to undertake Medicine Use Evaluation to focus in on problem medicines usage identified in the facility survey.
8
 references and further reading

 Hogerzeil H.V., et al. (Dec 1993) Field tests for rational medicine use in twelve developing countries.The Lancet. 4: 1408-1410. Available at http://apps.who.int/medicinedocs/documents/s19605en/s19605en.pdf 

Management Sciences for Health. 2012 MDS-3: Managing Access to Medicines and Health Technologies. Arlington VA: Management Sciences for Health Chapter 28 Investigating Medicine Use Pages 28.1 to 28.23 Available at http://apps.who.int/medicinedocs/documents/s19605en/s19605en.pdf 

FOLDER OF Forms

a. Simple Prescribing Indicators Form

b. Detailed Prescribing Indicators Encounter Form

c. Patient Care Form

d. Facility Summary Form

e. Facility Indicators Reporting Form

f. Medicine Use Indicators Consolidation Form
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Activity 1: Which type of study and which indicators do you think would be helpful in your setting for monitoring medicines use? 
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Activity 3: Think about your own experience with regard to consulting times. What are the challenges in your setting?





� EMBED MSGraph.Chart.8 \s ���





 Activity 4: Think about these questions in relation to the chart below, and your own experience. 
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