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ABSTRACT
[bookmark: _Toc242374562]This study is premised on the contribution of the prime vendor model on availability of essential medicines in Tanzania. The main focus of the study was to assess the contribution of PVM in improving availability of essential medicines and medical supplies through private-public mix system. Specific objectives were centered on the contribution of Prime Vendor model in curbing drug stock outs at the health facilities, finding out the number of orders fulfilled at the health facilities through Prime Vendor model and assessing the effectiveness of prime vendor model in minimizing essential medicine order turnaround time in Tanzania.The study methodology employed both quantitative and qualitative approaches. The sample covered a total of 8 vendors in Dar es Salaam and involved a regression analysis approach, where the dependent variable was drug and medical supply, while the independent variables were; information sharing, delivery time and order fulfilment. The analysis wa done using SPSS package, a regression analysis was done to arrive at the findings. The study analysis indicated that, first; the contribution of prime vendor model in curbing drugs and medicines stock-out is fairly small; respondents with (57.1%) indicate that the model was not performing well in reducing stock outs. Second; sourcing commodities through PVM has an average performance in general. Third; Contrary to the previous general supply of drugs and medicines, the model seems to be successful in dealing with minimization of essential medicine order turnaround time. Despite the model’s moderate performance the findings indicate that other factors need to be taken on board when judging the performance of a particular model, but as well a holistic view of the problem need to be employed in analysing the problem.
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[bookmark: _Toc436378175]CHAPTER ONE

[bookmark: _Toc435087562][bookmark: _Toc436378176]1.0  introduction

1.1. [bookmark: _Toc177615527][bookmark: _Toc177800643][bookmark: _Toc178675720][bookmark: _Toc179264011][bookmark: _Toc414077682][bookmark: _Toc436378177]Background of the Study
This chapter provides a synopsis of the study detailing the introduction, background of the study area, statement of the problem, outlining the objectives, significance, scope, and limitations of the study. Several studies in Africa like those conducted in Cameroon, both pre- and post-1989, found that there were few essential drugs available at the public health facility level, and stock-outs were a key reason for people turning to the private sector (Cornell et al., 1991; Essomba et al., 1993). By 2001, stock-out frequency had decreased significantly, although problems remain at a number of customers (European Union study 2001). This study found zero to 5 percent stock-out rates in six of eight CENAME clients visited, but 20 to 40 percent stock-out rates in two general hospitals, with some items out of stock for 10 days. In Burkina, under SONAPHARM, public health facilities frequently ran out of supplies just a few days after they were received.
In Tanzania, availability of medicine and medical equipment is a major indicator of quality in health care for most people living in the country (Alba et al. 2010) However, shortages and /or stock-outs of medicines are a persistent problem in the delivery of health services. The Tanzanian German Programme to Support Health (TGPSH) aims to support the Ministry of Health and social Welfare (MoHSW) in its efforts to improve the Tanzanian population’s access to quality health services (GIZ, TGPSH, 2011).
For many years Tanzania has faced the huge challenge of ensuring that adequate essential medicines and supplies are available at public health facilities. The resolution for this challenge calls for not only technical solutions but also changes in behaviour and incentives along with mapping of some of the political dynamics that explain why stock-outs of essential medicines in Tanzania persist and identifying potential strategies and entry points that should be pursued to address the situation.
MSD is the parastatal nationwide medical supply system based in Dar es Salaam with eight (8) zonal Stores around the country including Dar es Salaam. It is the main procuring agent for medicine for public and private non-profit health facilities. SD which was created in 1993, acts as a semi-autonomous unit under the Ministry of Health and Social Welfare (MoHSW, 2008c). The Danish International Development Agency (DANIDA) and World Bank have supported this development. Corresponding to the augmented national spending on medicines, turnover increased from 38.4 million USD in 2004 to 87.0 million in 2006 (MoHSW, 2008c). 
Regulation in the pharmaceutical sector is mainly under the responsibility of Tanzania Food and drugs Authority (TFDA), which was established in 2003 through the Tanzania Food and Drugs and Cosmetics Act with the mandate to ensure quality, safety, and efficacy of distributed drugs in the country.Public Private Partnership (PPP) in the health sector has been promoted by the government since the colonial period. This is because the government realized that it could not provide all needed health and social welfare services without complementary input in the private sector. 
Apart from the MSD other systems have emerged as complements to MSD. For 40 years Action Medeor International Health Care has procured and distributed the over 300 essential medicines and medical supplies, almost exclusively for non-profit health organizations, on cash-and-carry basis.Mission for Essential Medical supplies (MEMS) - a prime vendor based approach by Evangelical Lutheran Church in Tanzania (ELCT) established in 2001 and launched in 2004. The Minister of Health welcomed action medeor’s initiative since it complements public supply channels and therefore increases access to medicines in the country(Abdallah, 2004). In its complementary role, AMT intends to fill the gap of MSD, trying to avoid weakening of the public systems as was seen with the dominant donor-funded parallel structures (Biesmaet al., 2009).
Over 185 commercial wholesalers, importers, and pharmaceutical retailers approved by the Tanzania Food and Drug Authority supply for-profit sector (including private pharmacies and private medicine retailers) with medicine and medical commodities. Concentrated many of these companies also serve an alternative source of supply for non-profit facilities in and around Dar esSalaam, many of these companies also serve as alternative source of supplies for non-profit facilities. Although they are perceived to have a more reliable supply chain, they are often expensive than alternatives. However, stock availability has continued to be a consistent challenge which is further compounded by lack of shared information on stock requirement, weak contract management, inadequate financing and stock management. A recommended strategy is to use multidisciplinary approach towards better and commonly shared information. This will be achieved through failure-cause-analyses initiative.  
The prime vendor process takes full advantage of private sector distribution where a single vendor (the prime vendor) buys inventory from a variety of suppliers and the inventory is stored in commercial warehouses. The customer orders supplies from the prime vendor, using electronic ordering systems. The supplier then ships directly to the DOD component, as needed, within a specific geographic area. This process reduces delivery time to the customer and, by using the private sector's storage and distribution system, reduces the Department's inventories and associated warehousing and redistribution costs. 
1.2. [bookmark: _Toc414077685][bookmark: _Toc436378178]Problem Statement
There are several major problems with the medical supply system to health facilities. Even though MSD has improved its management and efficiency considerably in the recent past, the health facilities do regard MSD as not always reliable in terms of stock availability, quality assurance and service. This included out of stock, poor quality, short expiry of dates, poor communications, limited availability of laboratory supplies, lack of credit facilities, inability to make refunds and over bureaucratic purchasing processes. For example, money received by MSD cannot be refunded, whether payment has been made for goods, which are out of stock-out or for goods received which were returned for various reasons, for instance expiry of drugs. Although this money is held on an account for hospital, this poses a major problem for hospitals with limited resources, as funds cannot be released for the purchase of medical supplies from other sources. The Ministry of Health has recognized this problem and is currently exploring alternative funding mechanism.
Further, there have beenincentives in the health sector that have created a strong focus on delivering highly visible inputs, chiefly centred on construction and expansion of health facilities, while distracting attention from addressing some of the less visible, more complex issues underlying the health system that contribute to problems such as stock-outs. The political move to build a medicine dispensary in every village, a health centre in every ward and a hospital in every district to bridge the existing gap of stock-outs and appears to have been driven in part by short –term motivations as it does not seem to have taken into account existing limitations to health budget and human resources for health, or the long term system improvements needed to support their functioning. The existing gap is suggestive of a more appropriate alternative   mechanism to be put in place to address the problem of drug and medicine stock-outs in public facilities

1.3. [bookmark: _Toc414077686][bookmark: _Toc436378179]Overall Objective
The main objective of the study is to assess the contribution of Prime Vendor Model on availability of essential medicines and medical supplies through private-public mix system.
1.4. [bookmark: _Toc414077687][bookmark: _Toc436378180]Specific Objectives
i. To assess the impact of Prime Vendor Model in curbing drug stock outs at health facilities.
ii. To find out the number of order fulfilled at health facilities through Prime Vendor model.
iii. To assess the effectiveness of prime vendor model in minimising essential medicine order turnaround time at health facilities

1.5. [bookmark: _Toc414077688][bookmark: _Toc436378181]Study Questions
1. How has the PV model enabled availability of medicines and medical supplies in the health facilities in Tanzania?
2. What is the number of order fulfilment inthe Prime VendorModel?
3. What contribution do the newly established PV models have in minimising the order turnaround time?
1.6. [bookmark: _Toc414077689][bookmark: _Toc436378182]Significance of the Study
This study aims to assess the contribution of established PV model as a complementary alternative to MSD in increasing availability of essential medicines and medical supplies in the public sector or rather decreasing stock-outs in Tanzania. The activities undertaken by various stakeholders in the availability of essential medicines in the in- country health supply chain system in Tanzania since 2005 was  evaluated by getting the views from stakeholders – beneficiaries, vendors, health facilities, partners and health policy makers. Contributions and activities by other national and international players have been considered in a review of literature in order to provide a picture of the overall contribution of the public-private mix in the medicine and medical supply system in mitigating the impact of stock-outs. 
To the government, this study has a lot of meaningful implications which include but not limited to reduction of complaints among the members of the public regarding the menace caused by drugs and medicine stock-outs since availability of drugs and medicine through this model will be enhanced. Medicines availability surveys, by nature, act as a monitoring tool for the functioning of the pharmaceutical procurement and distribution system, and hence need to be done periodically and systematically. In general, most of the previous surveys highlight the poor availability of essential medicines and medical supplies in public health facilities, and some try to highlight some of the causes. 
To the members of the public this study is paramount as it enlightens the understanding of the key actors/stakeholders in curbing medicine stock outs and ensuring the availability of drugs and medicine that in return guarantees improved health services to the public members at the facilities countrywide and ultimately good health which stimulates economic growth as people are well taken care of and have good health to do their work.
As an individual, the researcher stands a better chance to gain wider knowledge from the findings of this study for extension of knowledge frontiers and for the sake of personal achievement. 
Recommendations derived from this study can be applied for replication of the PV model elsewhere in the country thus enhancing availability of medicines and medical supplies in the health supply chain system countrywide. Moreover, this study augments on the previous findings by other researchers and other future researches to advocate for improvements on availability of essential medicines and medical supplies at the in-country health facilities by capitalizing on the use of alternative sources as new entrants who will create competitiveness.
1.7. [bookmark: _Toc436378183]Limitations of the Study
The study was limited by some participants who were unwilling to give the information on the grounds that they were occupied with other personal responsibilities. This hindered the study as some relevant pieces information sought were either delayed or not provided. To overcome the limitations the researcher had to use extra effort and time in waiting for the participants to conduct an interview with them and respond to his questionnaires in order to acquire information.
1.8. [bookmark: _Toc414077690][bookmark: _Toc436378184]Delimitations of the Study
This study is delimited by the questionnaires and interviews used to collect the information as the target sample was completely purposively selected, as per the restrictions to our initial contact list and additional contacts given by respondents. The way the contact list was developed was likely to create a geographical bias as the sample size of 8 selected public health facilities could not realistically be a true representative of the entire universe.
[bookmark: _Toc414077691][bookmark: _Toc436378185]
CHAPTER TWO

[bookmark: _Toc414077692][bookmark: _Toc435087574][bookmark: _Toc436378186]2.0  LITERATURE REVIEW
[bookmark: _Toc436378187]2.1	Over View

The chapter  introduces some important terms and concepts confined to the topic of the impact of alternative source in increasing availability of essential medicines and medical supplies in Public Sector that, if understood clearly, will facilitate on general understanding of the reliable and effective mechanism to enhance the availability of medicines and medical supplies through public-private mix. Furthermore, it establishes a simple defined conceptual framework that will guide the discussion throughout this work.

2.2 [bookmark: _Toc414077693][bookmark: _Toc436378188]Conceptual Definitions
Public/ Private Partnership (PPP)
There are many ways of defining the terms public and private (Wang 2000). In general, however, the public sector includes organizations or institutions that are financed by state revenue and that function under government budgets or control. The private sector comprises those organizations and individuals working outside the direct control of the state (Bennet 1991). Broadly the private sector includes all non-state actors, some explicitly seeking profits (for-profit) and others operating on a not-for-profit (NFP) basis. When this two sectors collaboratively work together to provide services to the public in a defined scope of work, this is referred to as PPP.
In recent years the government has been working towards creating a good institutional environment to facilitate public-private collaboration. This is because the government realized that it could not provide all needed health and social welfare services without complementary input in the private sector. There are various ways of collaboration between the public and private sectors, and the scope of collaboration also varies. Indeed all ministries and the government institutions have been collaborating with the private sector in various ways for many years.
Essential Medicine Concept
Essential medicines are those that satisfy priority health care needs of a population focusing on public health relevance and taking into account quality, safety, efficacy and cost effectiveness (WHO, 2003a). The objective of WHO essential medicine concept is to standardize and rationalize treatment especially within the context of constrained health systems lacking sufficient qualified human resources. Furthermore, it facilitates drug procurement and distribution which are often hindered by weak and inefficient supply systems (Quick, 2003).

Prime Vendor Model
The definition of a prime vendor is a contracting service that provides commercial products at a contracted price to federal and military customers who are grouped into a region.
Prime Vendor is concept of support whereby a single commercial distributor serves as the major provider of products to various customers within a geographical region or zone. An example of a prime vendor is a military hospital getting medical supplies at a pre-determined, pre-contracted price.


Order Fulfillment
An order fulfillment process (OFP) starts with receiving orders from the customers and ends with having the finished goods delivered. The order fulfillment cycle time is defined as the period from the time order is received to product delivery. The OFP is complex because it is composed of several activities, executed by different functional entities, and heavily interdependent among the tasks, resources, and agents involved in the process. This process involves the coordination of diverse activities such as sales commitment, credit checking, manufacturing, logistics, accounts receivable, and relationships with external suppliers for purchasing or shipping, which normally take place in several different business units (Davenport, 1993).

Cycle time improvement (Order turnaround)

While time is a basic business performance variable, management seldom monitors its consumption with the same precision accorded to throughput and cost of processes. The order fulfillment cycle time is defined as the period from order receipt to product delivery. Time-based competition has increased the importance of accomplishing service processes efficiently. A common challenge in logistics these days is to find methodologies that improve the ratio between value added time and cost-added time (Christopher, 2005, 159). 

Stakeholders
This term will be used interchangeably with actors to refer to individuals, households, communities, firms, governments, and other public, non-governmental and private organizations that finance, produce, regulate, or consume services.


2.3 Empirical Review of Relevant Studies
In  the  United  States to start with,  mixed  firms  are  uncommon  but  mixed  contracting is common and  grew  dramatically  in  2002. A  study  of  mixed  delivery  from  1992 to  2002  in the US  found  that mixed  contracting was  used both  to  maintain  competition  in  the  market  and to ensure attention  to  citizen  satisfaction (Warner and Heifetz  2008). Mixing internal and external delivery of publicservices creates a middle way between market and public approaches. More  recent  work  explores  the  private  sector  experience  with  mixed  contracts and recognizes  the  limits  of  transaction  costs  in  explaining  the  mixed  ‘make  and buy’ alternative and provides more comprehensive theoretical  grounds  for  concurrent  sourcing (Mols  2010;Mols,Hansen  and  Villadsen2011). We explore  these  theoretical  grounds  and  their  relevance in  understanding  mixed  delivery  in  public procurement.
In Africa availability of essential drugs from the Central Medical Systems at the level of the direct customer has improved with reforms in Cameroon and Burkina, while there is a lack of quantitative evidence of change in Senegal. On the whole, stock-outs for essential drugs have declined considerably with reform in Cameroon and Burkina. Several studies in Cameroon, both pre- and post-1989, found few essential drugs available at facility level, and stock-outs were a key reason for people turning to the private sector (Cornell et al., 1991; Essomba et al., 1993). By 2001, stock-out frequency had decreased significantly, although problems remain at a number of customers (European Union study 2001). This study found zero to 5 percent stock-out rates in six of eight CENAME clients visited, but 20 to 40 percent stock-out rates in two general hospitals, with some items out of stock for 120 days. In Burkina, under SONAPHARM, public health facilities frequently ran out of supplies just a few days after they were received.
A recent study found that the availability of drugs at public sector facilities had improved considerably, although some customers occasionally report stock-outs of some items (Mensch 2002). Customer interviews conducted for this study confirmed this finding. While severe stock-outs were common in Senegal prior to reforms (World Bank 1982), the PNA today claims to have significantly ―eradicated the stock-out problems at the customer level, although severe stock-outs of essential drugs were found at several of the facilities visited. Studies in Senegal in 2002 and 2003 found availability of tracer drugs at the PRAs of 62 percent and 87 percent respectively, and at the health centres/posts of 58/59 percent and 80 percent respectively (WHO 2003).
Organizational reform, coupled with essential drugs lists, is key in improving the availability of drugs at the CMS customer level. But global support for vertical health programs is also important. The reduction in stock-outs until about 2003 can be explained to a large extent by improvement in the quality of service provided by the CMS, together with the fact that the CMSs now procure drugs based on the essential drugs list. Since that period, the recent steep expansion of global support for some of the major vertical health programs has played an important role in financing medicines and this growth in fully subsidized supply has improved aggregate the availability of some medicines in recent years.
Stock-outs may point to existing weaknesses in service quality but may also be due to problems at the facility level, such as budget bottlenecks, limited budgets at the facility to purchase drugs, or weak capacity in facility-level forecasting. Continuing weaknesses in some aspects of service quality—such as inaccurate inventory record keeping, inadequate monitoring of suppliers and inadequate quantification activity in Cameroon—may partially explain the persistent stock-outs at facility levels. 
Despite good research findings from the West African researchers about what could be hampering the availability of essential medicines and medical supplies by indicating continuing weaknesses in some aspects of service quality—such as inaccurate inventory record keeping, inadequate monitoring of suppliers and inadequate quantification, no concrete step like use of Prime Vendor model has been suggested to address the anomalies.
In the 1970s, Uganda could be described as having a traditional CMS-supported supply system. The CMS was directly under the Ministry of Health management. The CMS was responsible for procurement, storage, and distribution of all health commodities in the public health system in the country. In 1993, by an act of parliament, the government granted the CMS semi-autonomous status and renamed the National Medical Stores (NMS); however, its mandate did not change. Okiror, (2009) reveals that symptoms of CMS dysfunction included frequent and prolonged stock outs of essential medicines at the national level. Most medicines had to be procured from international manufacturers because local manufacturers could not supply the needed commodities; and the CMS team lacked international procurement skills. In addition, there were delays in distributing medicines to SDPs. 
The main impetus for change was the NMS’ unreliable service. Also, following the Uganda-Tanzania war in 1978–1979, the country had a general infrastructure breakdown. Instead of depending on the NMS as the sole source of medicines for the non-profit sector, two faith-based organizations— Uganda Catholic Medical Bureau (UCMB) and Uganda Protestant Medical Bureau (UPMB)— formed the Joint Medical Store (JMS ) in 1979 to procure and distribute health commodities to their SDPs. Although, initially, the JMS was only intended to supply health units belonging to the two bureaus, it evolved into an institution that supplies all SDPs in the country because of the unreliable service from the NMS. The JMS, over the years, gradually developed into a not-for-profit wholesale enterprise that procures, stores, and sells more than 2,000 products; including pharmaceuticals, medical and surgical sundries, equipment, and instruments, as well as laboratory supplies.
Using its own procurement and distribution processes instead of the CMS’s has enabled the JMS to have higher availability of commodities than the CMS. The JMS, now the leading provider of commodities for faith-based SDPs in the country, has expanded its services to cover international and local NGOs, schools, and health centres in neighbouring countries, building new regional distribution centres to support its service offerings.
A country assessment on access to medicines in Tanzania (CPM, 2003b), which was conducted in 2001 concluded that MSD, though it contributes significantly to provision of medicines in Tanzania, would come to its capacity limit in the near future. Whereas MSD procedures medicines at highly competitive prices and has good distribution capacity, inventory management appears to be insufficient with frequent under and overstocking leading to out-of–stock situations as well as expiry of medicines. 
The authors found that MSD could supply less than 80% of requested supplies, more figures (URT, 2005) show that availability of tracer medicines was 72% (even though this later list included non-medicines which were not expected to be stored by MSD). This partly explains the low availability in public facility, public health facilities, since, unlike NGO facilities, public facilities are not free to procure from alternative suppliers due to budget allocations with MSD.NGO facilities are eligible to procure from MSD: however, they often complement their MSD purchases with medicine from alternative sources. Median availability of 44 surveyed medicines in health facilities in 2004 was found to be only 23.4% at public facilities, 42.9% at NGO facilities and 47.0% at private outlets.  However, these figures need to be taken with caution, since only 30 out of 44 medicines were listed on the NEML (URT, 2005).
In 2007, the MOHSW Tanzania conducted another in-depth assessment of its public medicines supply system.  The Study found out that availability of medicines at MSD central and zonal stores as well as health facilities was low (e.g. 79% at zonal stores) with stock-out times ranging 1 to 183 days for 20 tracer medicines of the NEML.  Low availability at upper levels of the supply chain automatically affects lower levels.  Specific reasons for stock-outs were seen in delayed delivery and errors in forecasting (all levels), quantities delivered do not conform to quantities ordered (zonal and health facility level), and missing funds (health facility level).  The tendering system, even though it shows advantages regarding pricing, transparency and accountability, leads to long lead times of 3 to 8 months, depending on the mode of shipment.  The majority of essential medicines were procured from local manufactures in 2006, whereas most HIV/AIDS, malaria and Tuberculosis (TB) medicines came from international manufacturers and suppliers, since donor funding allows sourcing from WHO prequalified manufactures only.
On the hand in order to increase availability of essential medicines at all levels, more flexible procurement should be allowed.  The recommendation was made to entitle public health facilities to use 20-30% of their medicines budget to procure medicines from any alternative source, in addition to their budget allocated at MSD (MOHSW, 2008c).  In 2007, 33% of surveyed facilities stated that they used MSD as only source so far (MOHSW, 2008c).  Stock management and storage facilities also needed improvement.  Only 22% of health facilities indicated to have adequate storage equipment, and only 52% of health facilities indicated to have adequate storage equipment, and only 52% had cold chain storage available.  However, like it is Uganda, no serious studies have been conducted in Tanzania on Prime Vendor model to determine its role in enabling higher availability of essential medicines and medical commodities and more so its impact in curbing stock-outs.
The private sector has been involved in healthcare delivery and medicine supply in Tanzania since the 1990, after the end of the socialistic era (URT, 2005).  There are 197 registered private wholesalers, 352 retail pharmacies (concentrated in the urban areas) and about 6,000 small drug shops (“Duka la DawaBaridi”) all over the country.  The latter are officially allowed selling non-prescription medicines only (EHG, 2007).  
According to a study conducted in 2001 (CPM, 2003b) commercial wholesalers imported most of their products from China, Egypt, Europe, India, Kenya and Malaysia.  They chose their suppliers’ consideration cost, service, reliability, credit terms and “some historical indication of products quality”.  Quality was apparently assessed by inspection of labels and reports from clients.  None of the wholesalers and established quality control procedures; this was however, before TFDA started to enforce registration of products and stricter regulations on wholesale premises (CPM, 2003b).  
All major commercial wholesalers are located in Dar es Salaam.  They use private transport companies, including bus and rail, to ship their products to sub-wholesalers and pharmacies which further distribute the medicines to smaller shops in the regions.  Major wholesalers and/or importers represent exclusively one or several manufacturers.  They supply primarily the private health care sector, selling generics, branded generics and branded generics and brand (innovator) products in smaller pack sizes compared to MSD.  A comparison of prices revealed that undiscounted wholesalers, prices were about 30% higher than MSD prices; however, price discounts up to 10% are common.  In order to increase availability, wholesalers’ purchase products from one another if need arises (CPM, 2003b).  
The National Drug Policy emphasizes the need for a better coordination of the public and private sector, at the same time controlling misuse like counterfeits – and setting standards for ethical drug promotion and advertisement (MOH, 1993). 

2.3.1 [bookmark: _Toc414077696][bookmark: _Toc420591188][bookmark: _Toc242374615][bookmark: _Toc414077699][bookmark: _Toc242374611][bookmark: _Toc436378189][bookmark: _Toc414077697][bookmark: _Toc420591189]Critical Review of Supporting Theories
2.3.2 [bookmark: _Toc436378190]Porter’s Five Forces Model
The conceptualization of the study was pegged on this theory. There are, of course, a number of well-known models of competition, developed for the business sector. None has been more influential than Porter’s (1979) Five Forces model for predicting industry profitability. While it is not our intention to review that work in detail, the essence of Porter’s idea is that the competitive intensity of a product-market is determined by five broad influences: (1) threat of new entrants; (2) bargaining power of customers; (3) bargaining power of suppliers; (4) threat of substitute products or services, and; (5) jockeying for position among current competitors (Porter 1979). As competitive intensity increases, industry profitability is presumed to decline. It is thus the firm’s task to find a position within its industry from which it can defend itself against these forces or, alternatively, to shift the balance of power in its favour.
Attempts have been made to apply the Five Forces model to the non-profit sector (e.g. Tuckman1998, Boehm 1996), demonstrating how these forces can also influence competition among these organizations. 
While all the forces in Porter’s model can be made to apply in many industrial settings in order to increase competitive intensity that ultimately lead to high productivity, however   in this study forces of threat of substitute products or services, and jockeying for position among current competitors have been side lined due to lack of  substitute products in procurement of medicines  and as regards to current competitors there are no competitors trying to take advantage over one another since Medical Stores Department (MSD) remains the main source of medicine for public and private non-profit health facilities hence monopolizing the business of  medicine and medical supplies. Nevertheless, other factors such as threat of new entrants and bargaining power of customers are relevantly applicable in this study as new entrants in the market will increase a wide range of choice of essential medicine and medical supplies and competitive prices hence enhancing availability of medicine and drugs for both public and private health facilities and minimising irksome stock-outs.  
The conceptualization of the study is also based on thetheorythat the core business ofgovernment ispublic service. The services can be provided either on the Government’s ownaccord or as a result of demands for their provision placed by the citizens (Alila, 2007). Theprovision of services to the public is not confined to the government only. The private sector, either on their own or in partnership with the government, can also provide services. In thecourse of the provision of the public services, interactions occur in various forms/nature andscope between the government, the privatesector (business), and thepublic through any or a combination of the following parameters: market liberalization, privatization, governance, public goods and services, development capital and policy implementation. The government, as a facilitator, a regulator and/or an implementer, still remains key to the provision of public services, especially public goods like water, electricity, education and health. It is in this respect, that the quality, nature and scope of the provision of a public service is bound to be influenced by the nature of interaction between the government, the private sector, other service providers, and consumers of the services and in this manner improving accessibility and availability of medicine and medical supplies in the health facilities.
Governance Theory
The World Bank (1991) defines governanceas the exercise of political authority and the use of institutional resources to manage society's problems and affairs. As a theory, Governanceis concerned with steering actions of political authorities as they deliberately attempt to shapesocio-economicstructures and processes (Myantz, 2003). 
It can also be viewedas acooperative mode where the state and non-state actors participate inmixedpublic and private networks. Accordingto Harris, J. (1990), Governance signals howthe informalauthority of networks supplements and supplants the formal authority of thegovernment by exploring the changing boundary between the state and the society. There arevarious types of governance including: Political, Corporate, Project, Islamic, Participatory, Global and Non-Profit, and Information Technology. Our focus is political governance.
The major assumption under Political Governance theory is that, the state even if it receives resistance or competition from non-state actorsis still the control centre of thesociety. Governability however, varies considerably between different policy sectors. In generalterms,governance occurs in three broad ways: First, through networks involving Public Private Partnerships(PPP) or with the collaboration ofcommunity organizations; Secondly, through the use of marketmechanisms whereby market principles of competition serve toallocate resources while operating under government regulation and finally, through top-down methods that primarily involve governments andstate bureaucracy, and mainly manifested in either one or a combination of policy, legal, and institutional frameworks. Our study employed the institutional framework in cementing the role played by non-state actors in availing commodities and services to its people.
Governance as a theory has roots in various disciplines including: Public Administration,PoliticalScience, Institutional Economics, Organizational Studies, InternationalRelations, and Development Studies. Its precursors include: Corporatism, Policy communities and arange of economic analysis concerned with analysis of economic systems (Jessop, 1995). Itprovides a framework for understanding challenges of governing (Stoker, 1998). 
According to Stoker (1998: 18) governance theory tackles the following critical concerns: First, it refers to institutionsandactors from within and beyond government.In our case, government institutionsarelike WRMA, WSPs, WSTF,and WSRB and the independentwater service providers including NGOs, CBOs. Secondly, it identifiesthe blurring ofboundaries and responsibilities for tackling social and economic issues. This shift inresponsibility goes beyond the public-private dimension toinclude notions ofcommunitarianism and social capital.Thirdly, Governance identifies the power dependenceinvolved in the relationships between institutions involved in collective action. Organizationsare dependent upon each other for the achievement of collective action, and thus mustexchange resources and negotiate shared understanding of ultimate program goals. Fourth,Governanceis about autonomous self-governing networks of actors. Finally, Governance recognizes the capacity to get things done which does not rest on the power of government tocommandor use its 
authority. It is characterized by a move away from centralization todecentralization; fromredistribution to regulation;and from public services management tomanagement through marketprinciples (Merrien, 1998).
The theory assumes that the government should focus on the formulation of public policy andleave theimplementation to other bodies, private organisations or non-profitorganisations,(Osborne and Gaebler, 1992) hence encouraging privatization, outsourcing, gentrification and astronger emphasis on marketmechanism (Hood, 1991; Kickert, 1997). Public actors shouldcontrol the implementation by performance indicators or market mechanisms. The assumption isthat the more the separation of policyimplementation from the policy formulation, the more theparticipation by public actors in theimplementation process, and the more the realization ofefficiency on the process outcomes.
The theory further assumes that co-production between public and private actors result inexchangingmore information and the usage of each other’s knowledge and so generate moreinnovative and better products and policy outputs for complex societal problems. The assumptionis that network management may lead to: a combination of knowledge, and information and skills (Kickert, 1997; Sorensen andTorfing, 2007); organizational structure and form (Mandell, 2001); institutional and managerial characteristics as decisive for achieving good outcomes (Gage/Mandell, 1992; Koppenjan/Klijn, 2004).
Public Choice Theory
Public choice theory seeks to explain and predict the behaviour of politicians and bureaucrats in the polity byusinganalytical tools developed from economics, based on the principle ofrational choice. In public choice, individuals, interest groups, bureaucrats, and politicians areassumed to seek their own self-interest as in the market place. Decisions made depend on thecosts and benefits of an action takenwhereby each group attempts tomaximize their own net benefits. Benefits can take the form of monetary or non-monetary rewards andmayinclude ideologies, goals, and cultural values. 

Publicchoicetheory originatedfrom economic theory of public/rational choice of publicgoods asadvanced by Mueller, D.C. (1979).However the original use of public choicetheory wasin 1962 when James Buchanan and Gordon Tullock co-authored a book onpolitical organization of a free society usinga method and conceptual apparatus of theeconomic organization of such a society. 

Public choicetheoryexamines the provision ofpublic goods. A public good is anything that is at least partly rival and/or non-excludable in the sense that addition of new beneficiaries neither increases norreduces the value of thegood to the originalbeneficiaries.Examples of public goods includewater, air,security,and good government. It is just as difficult to charge people for its use, as it is difficult to exclude non-payers from its use. Public goods may be naturally available; produced by the government; produced by private individuals and firms, by non-state collective action, or they may not be produced at all. The need for public provision becomes necessary because of the difficulty in identifying the extent of need by an individual and how much each should be charged. In essence the private sectorfaces serious challenges in providing sociallydesirable levels of the public good.

Public choice theory is often used to explain how political decision-making results in outcomes that conflict with the preferences of the general public. It attempts to look at governments from the perspective of the bureaucrats and politicians who compose them, and makes the assumption that they act based on budget maximizing model in a self –interested way for the purpose of maximizing their own economic benefits. The theory applies economic analysis, usually decision theory and game theory, to the political decision-making process in order to reveal certain systematic trends towards inefficient government policies. 

Water also bears the characteristics of natural monopolies in that the costs of production in termsof infrastructure involved are higher than the variable costs and the production subject to economies of scale, hence rendering the construction of competing systems impractical. The government therefore regulates the monopolies to avoid public/consumers’ exploitation throughoverpricing. Water is also considered to be a merit or social good that everyone ought to have in the interest of equity or social justice. Every society wants its members to have water irrespective of its members’ ability to pay. The United Nations Committee on Economic, Cultural and Social Rights declared that water should be treated as a ”social and cultural good” and that everyone should have “sufficient , affordable, physically accessible, safeand acceptable water for personal and domestic uses”(UNESCO, 2003).
Water is a finite environmental resource that is prone to overuse (Budds and McGranahan, 2003). This therefore calls for the government to regulate its abstraction and its sources for both sustainability and safety. The environmental protection calls for additional costs. These characteristics of water have resulted ingovernmentassumingoversight role so as to ensure that markets provide water and sanitation at optimal and sustainable levels (Migai, 2009).
Once privatized, water and sanitation are deemedto be economic or private goods, while at the same time considered social goodstowhich everyone should have a right of access. This meansthat whatever mode of private sector participation is adopted, government will need to perform the tasks of allocating monopoly rights, regulating prices, monitoring performanceandinvestments in infrastructure (Triche, 1990)



Table 1: Summary of Empirical Literature Review

A study conducted in USA where qualitative design was employed, findings revealed that mixed contracting could be suitably used to maintain competitions whereas mixing internal and external delivery of public services creates a middle way between markets and public approaches (Warner &Heifetz, 2008)
Elsewhere in Europe studies where both qualitative and quantitative strategies were used, (Mols et al, 2011) recognized that the limits of transaction costs in explaining the mixed ‘make and buy’ alternative and provides more comprehensive theoretical grounds for concurrent sourcing.
Studies on Stock out and delivery reforms found out that essential drugs available at the facility level and stock-out were key reasons for people turning into to private sector. While employing both qualitative and quantitative research methodologies (Cornell et al, 1993) argue that stock-out frequency in Cameroon and Burkina had decreased significantly, although problems remain with a number of customers.
According to European Union study in 2001, it was found that zero to 5 percent stock-out rates in 6 out of 8 European countries. Incidentally, severe stock outs of essential drugs were found at several facilities visited in Senegal (World Bank, 1982). 
In Tanzania, both qualitative and quantitative studies by (WHO, 2003) on the availability of drugs and organizational reforms found that availability of tracer drugs at PRAs of  62 percent and 87 percent respectively and at the health facility whereas organizational reform , coupled with essential drugs lists is key in improving the availability of drugs at CMS customer level.  
Okirir, 2009 revealed that symptoms of CMS dysfunction included frequent and prolonged stock outs of essential medicines at the national level and most medicines had to be procured from international manufacturers because local manufacturers could not supply the needed commodities; and the CMS team lacked international procurement skills. In addition, there were delays in distributing medicines to SDPs.
In the same vein, (MOHSW, 2008c) found out that availability of medicines at MSD central and zonal stores as well as health facilities was low (e.g. 79% at zonal stores) with stock-out times ranging 1 to 183 days for 20 tracer medicines of the NEML.
Only 22% of health facilities indicated to have adequate storage equipment, and only 52% of health facilities indicated to have adequate storage equipment, and only 52% had cold chain storage available.
Regarding drug supply in Tanzania, various authors found that MSD could supply less than 80 percent of requested supplies, more figures. Median availability of 44 surveyed medicines in health facilities in 2004 was found to be only 23.4% at public facilities, 42.9% at NGO facilities and 47.0% at private outlets (URT, 2005).
A comparison of prices revealed that undiscounted wholesalers, prices were about 30% higher than MSD prices; however, price discounts up to 10% are common.  In order to increase availability, wholesalers’ purchase products from one another if need arises.
In all studies conducted in various parts of the world, there has been a thread of commonality which indicates that  drugs and medicine stock-outs have been major challenge and there have been concerted efforts by governments and private institution to find alternative sourcing mitigate these challenges. The pertinent question is how effective these mechanism have been. 

2.4 [bookmark: _Toc420591190][bookmark: _Toc436378191]Conceptual Framework
[bookmark: _Toc241327108][bookmark: _Toc241330323][bookmark: _Toc241643975][bookmark: _Toc242374617]Availability of drugs and medical supplies is the dependent variable to be considered by the researcher in this study in order to establish the effect created on it by independent variables such as information sharing, delivery time and order fulfilment resulting from competition necessitated sourcing.

 (
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Order turn-around time (Delivery Time)
Order 
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)
Figure 2.5: Conceptual model for alternative source increasing the availability of drugs and medical supplies in health facilities.
Source: Developed by researcher from literature review (2015)

Order fulfillment rate, order turn-around time and information sharing are three crucial aspects in procurement which automatically are attributable to availability of drugs and medical supplies since the high the rate at which orders are fulfilled and the more the information circulates among suppliers /vendors, the quicker the order turn-around time which eventually results into availability of drugs medical supplies.
Increase in potential entrants as suppliers in providing public services to the leads to confidence of supplier to the government which indicate that there is good governance. The level of participation of suppliers in provision of services is used to describe the level of Competitiveness which ultimately leads to availability of medicines and medical commodities.
2.5 [bookmark: _Toc436378192]Discussion of the conceptual Framework
Based on reviewed literature it shows that although much have been reported on the concept Prime Vendor Model as well as on procurement reforms in the country and their impact; this might have a positive impact on curbing irksome stock-outs facing both public and private health facilities in the country.  There is scant information and research that have focused on suppliers’ and consumers’ perception and knowledge in the application of PVM to decrease stock-outs in health facilities. In view of that; this research has narrowed down to the suppliers’ and users’ perception in the impact Public private mix to minimize stock-outs which is premised on sharing of information among the vendors helps to widen their knowledge and that of other stakeholders about the type of drugs and medicine available. 

On the other hand, Order fulfillment as already pointed out, starts with receiving orders from the customers and ends with having the finished goods delivered. This is an important aspect as it ensures that the quantity of items ordered is made available for instance, if one orders 100 pieces of a particular product, he or she will receive that same quantity. Order turnaround is yet another crucial aspect that can significantly help to curb stock-outs in the country. Knowledge about order turnaround helps customers to determine the appropriate time to order for drugs and also to speculate when stock-outs are likely to occur and thereby plan for it accordingly.

[bookmark: _Toc414077701][bookmark: _Toc436378193]
CHAPTER THREE
[bookmark: _Toc177800665][bookmark: _Toc178675739][bookmark: _Toc179264030][bookmark: _Toc414077702][bookmark: _Toc435087581][bookmark: _Toc436378194]3.0 RESEARCH METHODOLOGY
[bookmark: _Toc436378195]3.1	Chapter Overview
This chapter gives an in-depth look into the research. It gives a definition of research design, type of research design, justification for the choice of research design, the identification of the population and target population, sampling frame, sampling technique, research instrument, data collection procedure and data processing and analysis.
3.2 [bookmark: _Toc177800667][bookmark: _Toc178675740][bookmark: _Toc179264031][bookmark: _Toc414077704][bookmark: _Toc436378196]Research Design
The study follows both quantitative and qualitative research techniques, which are based on deductive research paradigm and philosophy.Kothari (2006:31); defines research design as the arrangement of conditions for collection and analysis of data in a manner that aims to combine relevance to the research purpose with economy in procedures. The research design is the conceptual structure within which research is conducted; it constitutes the blueprint for the collection, measurement and analysis of data.
[bookmark: _Toc177800669]The research was a case study. A case study refers to the collection and presentation of detailed information about a particular participant or small group, frequently including the accounts of subjects themselves. The case study was employed because it places more emphasis on a full contextual analysis of few elements and conditions and their interrelations which relied on qualitative data. The case study was chosen for the study because it enabled the researcher to get more detailed information about the users’ views on the contribution of the alternative sources in mitigating stock-outs of medicine and medical supplies at the health facilities in the country. The research used survey type research design, whereby the answers to the research questions raised earlier was obtained through Interviews, Questionnaires and Documentation. 
3.3 [bookmark: _Toc177800672][bookmark: _Toc178675745][bookmark: _Toc179264036][bookmark: _Toc414077705][bookmark: _Toc436378197]Study Population
Population is the entire group of individuals, firms, plants or things that have one or more characteristics in common that are of interest of study (Bryman, 2004).
The study population comprised a total of 47 health facilities located in Dar es Salaam region, out of which there are 22 hospitals and 25 health centers. Three (3) district hospitals and five (5) health centers are owned by the government while the rest of the health facilities are run by voluntary, parastatal and private organizations. In this process, only government owned health facilities were purposively sampled by virtue of their eligibility to order drugs directly from MSD and were using PVM. 

[bookmark: _Toc436378198]3.3.1 	Sample and Sampling techniques
The quality of a piece of research stands or falls not only by the appropriateness of methodology and instrumentation but also by the suitability of the sampling strategy that has been adopted (Cohen, Manion, &Marrison, 2007).
As it was not possible to study the whole target population, a sample size of 8 health facilities which are government owned in Dar es Salaam region werepurposively sampled and drawn from a population of 47 health facilities and put under study.These were considered appropriate and adequate in this study because qualitative studies seek to provide in-depth insights on understanding of the problem under study rather than simply generalize the data collected.
Kumar argues that in determining the size of a sample the following have to be taken into considerations; first, at what level of confidence do we want to test our results, findings or hypothesis; second, with which degree of accuracy do we want to estimate the parameters; third, what is the level of variations, in term of standard deviations that is available from comparable studies. Sample size was calculated based on the following formular (Kumar, 1999):

Where; : is the sample size to be estimated,  is the desired t-values for confidence levels to be used as read from the statistical tables, for example 10% (1.645),5% (1.96), 1% (2.576) etc.  : is the sandard deviation from previous studies, thus it is decided a prior, : is the torerance error, in this case the error of 70% is allowed in the study. Thus the study sample size was;
Firms were included in the study.
A total 37 products that are vital and key essential medicines that are frequently out stock in public facilities, purposively selected through their knowledge and current experience in sourcing through the Prime Vendor model as an alternative source in filling the gap were inquired. 
This research employed purposive sampling method as an appropriate method for the study. Purposive sampling iswhere the items are selected by the researcher and selection remains supreme (Kothari, 2004).
The researcher was concerned with both qualitative and quantitative technique during the study. The researcher used qualitative to a greater extent since the problem under investigation is more qualitative by nature. Although quantitative might be used if necessary. Data is presented in description and tabular form.
3.4 [bookmark: _Toc175549743][bookmark: _Toc175551687][bookmark: _Toc176233381][bookmark: _Toc414077707][bookmark: _Toc436378199]Area of the Study
The study was conducted in Dar es Salaam region in the health facilities run by the government. The researcher has chosen this area simply because all these are public facilities characterised by similar modalities and common functions much like those applied by the MSD, that is, procuring, storage and distribution and experience the same need to fill the gap arising from stock-outs through PV model.
[bookmark: _Toc436378200]3.5	Data validity
Validity of Data refers to the extent to which differences in the observed measurement scores reflect a true differences in the characteristic being measured (Churchill, p.367), i.e., the degree to which an instrument measures what it is supposed to measure.In order to make sure thatdatacollected were valid; the following aspects were strictly adhered to;rapport, a relationship between researcher and respondents were well figured out and maintained during the interview, that is friendly and informal.
Questionnaires were well administered, that is it will not be varied all over the study also the researcher will be the same throughout the research.Questionnaires were unambiguous, simple, clear, well phrased and planned in advance.Questionnaires were neatly presented and possessed big spaces for recording responses, in order to reduce biasness.The mathematical methods could not be used because the data that the study use is from a small sample, as such the calculation of validity coefficient was not possible, so the methods identified above were used to save the same purpose.
[bookmark: _Toc436378201]3.5.1	Reliability
Reliability indicates how consistently a test measures whatever it does measure (Ary et al., (2010). In qualitative studies reliability issues are concerned with meaningfulness of the data collected and consistency of the approach being used across different researchers (Cohen et al., 2000). In this study, the researcher ensured reliability in the following ways. First, the language used, Kiswahili in that case was appropriate and understood by the participants. The use of Kiswahili increased the participants’ confidence to share the information. Second, during data analysis, for critical analysis of concepts the researcher clarified and interpreted the unclear concepts from the participants to clear ambiguities. Third, the researcher discussed step by step the design of the study and the methods used in collecting and analysing data. The study did not use crochban’s alpha because, the sample size was small. Crochban requires that the sample be large for it to be able to calculate the alpha coefficient. So the study used other methods as indicated above.

[bookmark: _Toc414077712][bookmark: _Toc436378202]3.6 	Methods Of Data Collection
[bookmark: _Toc177800674][bookmark: _Toc178675748][bookmark: _Toc179264039]Primary data was collected through questioning of respondents in order to secure the desired information using questionnaires as data collection instruments. Questions were both in oral and written forms; the questioning was done by the researcher using the sample size obtained through purposivesampling. Whereby, data was collected through interviewing and the described responses recorded. However, apart from describing the situation, respondents can read the questionnaires that were sent by mail and react to the raised issues.
[bookmark: _Toc414077714][bookmark: _Toc436378203]3.6.1	Data Collection Instruments
Data was collected using forms (questionnaires) as described above. The questionnaires have been opted, since the Research involved a big/large set of enquiries. In order to counter-check on the suitability of the formulated instrument, a pilot study was conducted. The responses to both closed and open-ended questions led into arriving at drawing conclusions.
[bookmark: _Toc414077716][bookmark: _Toc436378204]3.7	Information Processing
Immediately, after data had been collected and the questionnaires received back the involved data was summarised and organised in such a way that they can answer the research questions. After data entry, the information was analysed by usingSPSS and EXCEL which are user-friendly. Hence, the following processes were conducted in that order; Editing, Coding, Classification and then Tabulation of the raw data into homogeneous groups.

[bookmark: _Toc436378205]3.8	Ethical Considerations
Informed consent:The researcher explained the purpose of the study to the participants. The researcher clarified the research problem, purpose of the study, the short term and long term benefits and loss due to their participation in this study. The researcher asked for the participants’ consent whenever the researcher wanted to note and make copies. Again, the researcher informed the participants that their participation was free, and they had the right to withdraw at any time with no repercussions.
[bookmark: _Toc324882486]Assurance of confidentiality:The researcher ensured the confidentiality by maintaining the information from the respondents. The respondents’ names were not mentioned in the report. Instead artificial names were used to represent the respondents. The information collected was safely stored so that no any unauthorized individual was able to access them.  Thus, the researcher clarified to the respondents that the information sought was used for research purposes only.
[bookmark: _Toc325377665][bookmark: _Toc325378072][bookmark: _Toc325403341][bookmark: _Toc325450315][bookmark: _Toc326958691][bookmark: _Toc422909199][bookmark: _Toc422909869][bookmark: _Toc436378206]3.9	Conclusion
This chapter has presented the methodological procedures of the study that led to the collection and analysis of data on the study at hand. The chapter has presented the research approach and design, the study area, the study population, sample and sampling techniques. It has also highlighted the data types and methods of data collection to be used, validity and reliability of the study, data analysis procedures as well as ethical issues relevant in conducting this study.



[bookmark: _Toc436378207]CHAPTER FOUR
[bookmark: _Toc435087593][bookmark: _Toc436378208]4.0	  DATA ANALYSIS, PRESENTATION AND DISCUSSION
[bookmark: _Toc436378209]4.1	      Over View
This chapter presents analyses and discussion on the findings on the assessment of the availability of drugs and medical supplies through Prime vendor Model. The chapter focuses on data generated through documentary reviews, semi-structured and unstructured interviews, as well as questionnaires. The chapter begins with the summary statistics, correlation analysis, and regression analysis before presenting, analyzing and discussing the findings with the research objectives and questions that guided the study. The findings are presented based on the following three specific research objectives: How the PV model has enabled availability of medicines and medical supplies in the health facilities in Tanzania, the rate of orders fulfilled in the PV model and the contribution of the newly established PV models in minimising the order turn around.
4.0 [bookmark: _Toc436377339][bookmark: _Toc436378210]Summary Statistics
The study was conducted in Dar es Salaam. The total sample as indicated was 8. The size of the health facilities that were assessed is indicated in the table 1 below; small ones were 37.5%, the large were 62.5%.
[bookmark: _Toc420591209][bookmark: _Toc422909204][bookmark: _Toc422909874][bookmark: _Toc423097426][bookmark: _Toc428351820][bookmark: _Toc435082864][bookmark: _Toc435087595][bookmark: _Toc436377340][bookmark: _Toc436378211]Table 1: Size of health facility
	
	
	Frequency
	Valid Percent
	Cumulative Percent
	

	Valid
	Small
	3
	37.5
	37.5
	

	
	Large
	5
	62.5
	100.0
	

	
	Total
	8
	100.0
	
	


Source: Data analysis (2015).
Main sources of drugs and medical supplies:
The main sources of drugs and medical supplies that were cited as the most utilised by the health facilities are medical stores department (MSD), private pharmacies and donations.
Alternative sources of drugs and medical supplies distributions:
Alternative sources of drugs and medical supplies distributions that are used by health facilities are Bahari pharmacy, Prime vendor, Action medeor international health care and Pyramid pharmacy.
4.1 [bookmark: _Toc436378212]Correlation Analysis
Table 2, indicates the correlations for the five items in the study, to indicate the relationship between the variables. The first second column is a dependent variable that is aimed at measuring supply availability of drugs and medicines through the prime vendor model. The last three columns are the independents variables that are under study; they capture the measures of information sharing, delivery time and order fulfilment respectively. The following symbols are used to represent these independent variables respectively: IS DT and OF.
[bookmark: _Toc420591211][bookmark: _Toc422909206][bookmark: _Toc422909876][bookmark: _Toc423097428][bookmark: _Toc428351822][bookmark: _Toc435082866][bookmark: _Toc435087597][bookmark: _Toc436377342][bookmark: _Toc436378213]Table 2: Correlations
	
	Sourcing PVM
	SA
	DT
	IS
	OF

	Sourcing PVM
	1.000
	
	
	

	

	
	-.559
	1.000
	
	
	

	DT
	.221
	-.496
	1.000
	
	

	IS
	.110
	.283
	-.091
	1.000
	

	OF
	.244
	.768
	-.221
	.156
	1.000


Source: Data analysis (2015).
From table 2 the study found a negative correlation between Prime vendor model influence on drug and medical supply availability (SA) and Sourcing commodities through prime vendor model (r = -0.559). The study also found a strong positive correlation between SA and Future prospects in sourcing through Prime Vendor ModelOF (r = 0.768), indicating that PVM influence and PVM sourcing are positively related. And lastly we take notice of the fact that Order-time taken through prime vendor model (DT) and Prime vendor model influence on drug and medical supply availability (SA) are negatively related (r = -0.496) indicating probably that order time taken through PVM is one of the major limiting factor when it comes to the  processing of orders through PVM.
4.2 [bookmark: _Toc436378214]Outcomes for Specific Objectives:
4.2.1 [bookmark: _Toc436378215]Objective One
Contribution of Prime Vendor model in curbing drug stock outs at the health facilities
The analysis indicates (table.3) that the contribution of prime vendor model in curbing drugs and medicines stock-out is fairly small, respondents with (57.1%) indicate that the model was not performing well in reducing stock outs. That can be better explained by the negative relationship between drugs and medicine supply (SA) and delivery time (DT).
[bookmark: _Toc420591217][bookmark: _Toc422909213][bookmark: _Toc422909883][bookmark: _Toc423097435][bookmark: _Toc428351829][bookmark: _Toc435082873]

[bookmark: _Toc435087600][bookmark: _Toc436377345][bookmark: _Toc436378216]Table 3: Prime vendor model influence on drug and medical supply availability
	
	
	Frequency
	Valid Percent
	Cumulative Percent
	

	Valid
	Fairly small
	4
	57.1
	57.1
	

	
	Large
	2
	28.6
	85.7
	

	
	Extremely large
	1
	14.3
	100.0
	

	
	Total
	7
	100.0
	
	


Source: Data analysis (2015).
This finding confirms the evidences by Baumgarten, (2011) studying a total of 87 health facilities in 4 regions in Tanzania who finds that, primary care public health facilities (dispensaries and health centres) features extreme stock-outs of vital medicines and medical equipment. Essential medicines such as Oxytocin and supplies such as the Rapid Diagnosis Test for malaria (RDT) were not obtainable in nearly all visited health facilities in Lindi and Mtwara (75% stock-out of RDT and 50-70% stock-out of Oxytocin). Major bottlenecks observed were two-fold: firstly, deficient supply by MSD of medicine requests from health facilities with average MSD order fulfillment rates of 65% in Tanga and Mbeya regions. Secondly health facilities’ lack of capability to order medicines appropriately, together with, predicting medicine demand and managing stock-keeping.
Sikika (2011) in studying 71 districts and 30 health facilities in mainland Tanzania found that, absorbent gauze was unavailable at 48% of all the districts interviewed and it  persisted for the period ranging from 3 to 6 months, only 8% of the districts had sufficient quantities,  37% of facilities had no gauze and only 10% had sufficient quantities. Orders had to wait for an average of 2 months from MSD. Most of the facilities did not order exactly what was needed, so this may have contributed to the failure rate of both PVM and MSD in curbing stock outs.
So, despite the fact that PVM contributed a little to curbing this problem of stock out due to inadequacies that are observed on relying only to MSD, given this scenario some suggestions to help the PVM and MSD are setting alternative procurement systems at regional levels and should be mandated to a prime vendor. Ordering procedures need to be revised and training need to be offered to practitioners at lower levels to enhance their ordering and management skills in the procurement process.
4.2.2 [bookmark: _Toc436378217]Objective Two
Number of order fulfilled at the health facilities through Prime Vendor model
The analysis indicates that sourcing commodities through PVM has an average performance in general, as indicated by the lack of high scores on one or the other in the scale. So there is a win-win situation in order fulfilment through this model.
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	Frequency
	Valid Percent
	Cumulative Percent
	

	Valid
	Always
	2
	33.3
	33.3
	

	
	Sometimes
	2
	33.3
	66.7
	

	
	Rarely
	1
	16.7
	83.3
	

	
	very rarely
	1
	16.7
	100.0
	

	
	Total
	6
	100.0
	
	

	Missing
	System
	1
	
	

	Total
	
	7
	
	
	


Source: Data analysis (2015).
However, Wales et al. (2014) cites that the major contributors to stock-outs include a complete scarcity of funds; human resources for health issues, as well as complete shortages, skill shortfalls and urban focus; and inefficiencies and unprofessional conduct in the supply chain aggravated by a lack of trustworthy information on medicine requirements and usage.
Looking at the stock out problem critically would indicate that, it’s not only the question of the model involved or its complementary roles in curbing the stock out problem that matters, but also there are other human resources related issues, such as training of the procurement personnel, their skills, accuracy in planning stock outs and availability of the medicine and equipment at the source that count. Thus, when measuring the ability of a model to reduce stock out, such other factors need to be taken on board.
On that note, Sikika (2011) advocates that: the ordering cycle be abridged from the current three months to one month; the order, order amendment procedure, and order forms employed be simplified so that even staff who are not skilled pharmacy technicians or pharmacists are competent to recognize and employ the ordering procedure and forms successfully; the allotment and payout of centrally accessible funds as well as right to use to close by obtainable funds be appraised; and the Central Medical Store and supporting institutions should be better structured and run.
4.2.3 [bookmark: _Toc436378219]Objective Three
Contrary to the previous general supply of drugs and medicines, the model seems to be successful in dealing with minimization of essential medicine order turnaround time. As the analysis indicates (71.4%) respondents agree that it takes a short time to accomplish an order, (table 5).
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	Frequency
	Valid Percent
	Cumulative Percent
	

	Valid
	short time
	5
	71.4
	71.4
	

	
	too short
	2
	28.6
	100.0
	

	
	Total
	7
	100.0
	
	


Source: Data analysis (2015).
The analysis indicates that frequency is sharing information is on average considered well-articulated, as the customers sometimes and always receive information on time (42.9%, 57.1%) from table 6.
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	Frequency
	Valid Percent
	Cumulative Percent
	

	Valid
	Always
	3
	42.9
	42.9
	

	
	Sometimes
	4
	57.1
	100.0
	

	
	Total
	7
	100.0
	
	


Source: Data analysis (2015).
Consistent to this finding, Wales et al. (2014) find that, there are high levels of public consciousness of medicine stock-outs as a predicament, even though citizens were often not alert about the accessibility of specific drugs at local health facilities. On the whole, medicine stock-outs appeared to be a problem which people were conscious of and which worried them. This implies that information-based solutions have to be cautiously thought if they are to have impact.
The analysis indicates that when it comes to future prospects of the model, the model (PVM) is thought to be certain (50%) table 7 and thus there are potentials in using this model than it would be thought otherwise. More effort need to be invested to improve on the applicability of the model as there is more confidence from the customers to using this model.
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	Frequency
	Valid Percent
	Cumulative Percent

	Valid
	Certain
	3
	50.0
	50.0

	
	Uncertain
	2
	33.3
	83.3

	
	most certain
	1
	16.7
	100.0

	
	Total
	6
	100.0
	

	Missing
	System
	1
	
	

	Total
	
	7
	
	


Source: Data analysis (2015).

Wales et al. (2014) Based on their analysis have formulated four major strategies with which our analysis as well concede to, that have the potential to commence making an atmosphere in which medicine stock-outs may be dealt with: begin campaigns to perk up transparency of data on medicine supply and allocation at the facility-level, improve the ease of access of obtainable data and confirm it separately, use the media to draw attention to success and comparative performance as well as positive deviance, look for, join and promote positive deviance from a variety of actors. Thus the study argues that, the solution to addressing Tanzania's unremitting stock-out problem is less likely to rest upon any exacting set of solutions, but more with molding the conditions in which a coalition and alliance of actors can labor jointly on these issues. 

















[bookmark: _Toc436378223]CHAPTER FIVE
[bookmark: _Toc436378224]5.0 CONCLUSIONS AND RECOMMENDATIONS

5.1      	Chapter Overview
This chapter presents a summary, conclusions and recommendations of the study on in the contribution of Prime Vendor Model in improving availability of essential medicines and medical supplies through private-public mix system in Tanzania. The chapter is divided into four major sections. The first section is the summary of the study which includes the purpose of the study, objectives of the study, the review of the related literature and the research methods. The second section presents the summary of the major findings, the third section provide conclusions of the major findings and the fourth section presents the recommendations for action and further studies.
5.1   	Summary of the study
The purpose of the study was to assess the the contribution of Prime Vendor Model in improving availability of essential medicines and medical supplies through private-public mix system in Tanzania. Three objectives that guided the study were embedded on assessing the contribution of Prime Vendor model in curbing drug stock outs at the health facilities in the country and finding out the number of orders fulfilled at the health facilities through Prime Vendor model which depicts the ability vendors to meet order requirement of their customers.  
Another objective was to assess the effectiveness of prime vendor model in minimising essential medicine order turnaround time in Tanzania. The objective sought to come up with effective mechanisms that minimise the time taken for the orders of drugs and medicines to be delivered. 
[bookmark: _Toc436378225]5.1	Recommendations and Challenges in Applying PV Model
From the analysis, the data point to the fact that the model is performing averagely well especially when it comes to factors that positively influence the supply of drugs and medicines, factors such as information sharing and order fulfilment. The special factor that needs to be guarded is delivery time, as it seems that, the length of time taken to deliver an order affects the availability of the medicines, measures need to be taken to reverse that trend into a short time span that will ensure drugs and medicines availability to customers.
Some of the recommendations advanced by the respondents were such as; If possible it is advisable to be enrolled throughout the country, increase the budget range, should improve and maintain performance of the model.
In case some of the products are not available within the PV model, the implementing partner should be allowed to buy the products from other suppliers locally provided they meet the required quality standards.
Some more items should be added in the essential list drugs for instanceanti-pain injections for example diclofenac and tramadol to manage severe to moderate pains and steroid injections for instance hydrocortisone to control severe allergic drug reactions.
The process of product quality testing is very important but it takes so long time in such a way that it results into long lead time hence a delay in delivery of the products at the right time to the implementing partners, so the time taken for the whole procedure should be minimized.
The main challenges is that once the patient has been prescribed the drugs which are not in the list of essential drugs most of them cannot afford to buy the drugs hence felt their diseases and symptoms untreated. Another is the shortage of the budget set by the ministry of health. This is important because once the product is not available in one supplier it can be available on the other side provided the product meets the required quality standards. The mix of public private drug suppliers is a very good model of chain supply for medicines.
Suggestions for further research
The study could not address the following and so there is a need to look at the following issues as they related to this study:
1) The assessment of factors that contributes to medicines stock outs in Tanzania.
2) The role of education and procurement skills in reducing medicine stock outs in Tanzania.
3) The role of procurement costs in reducing or increasing stock outs of medicines in Tanzania.
4) The role of medicines stock holding costs in reducing or increasing stock outs of medicines in Tanzania.
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QUESTIONNARES

INTERVIEW GUIDE FOR HEALTH FACILITIES


What could be the appropriate description of the size of your health facility?
a. Small
b. Fairly small
c. Large
d. Extremely large

Which are your main sources of drugs and medical supplies? (Ranking most important first)……………………………………………………………………..……...………
………………………………………………………………………………………….
………………………………………………………………………………………….
………………………………………………………………………………………….

Do you know about any alternative source(s) or drug distribution center(s) in your region apart from MSD?  YES/NO (Underline your answer)

If Yes, Mention the source(s) ………………………………………………………….

How often do you source commodities using Prime Vendor model?
a. Always
b. Sometimes
c. Rarely
d. Very rarely

How has the PV model influenced your facility regarding availability ofdrugs/ medical supplies? POSITIVELY/NEGATIVELY (Underline your answer)If Positive, to what extent?
a. Small
b. Fairly
c. Large
d. Extremely Large 

How long does it take for you to fulfill your order through alternative sources / PV model?
a. Short time
b. Too short
c. Long time
d. Absolutely long time

How often do you share information with your customers?
a. Always
b. Sometimes
c. Rarely
d. Very rarely

What is your level of satisfaction with the services from the alternative source apart from the Central Medical Store regarding?
a. 	range and availability of drugs/medical supplies,
b. 	quality of products,
c. 	price,
d. 	delivery/transport,
e. 	communication/assistance?

What are your future prospects in sourcing commodities through PV MODEL?
a. Certain
b. Uncertain
c. Most uncertain
d. Most certain


Which recommendations do you have in applying PV Model? 
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Is there any other issue you want to raise?

What do you think are the main challenges for patients in your area to get access todrugs?
....................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

3. What are the main challenges experienced in your facility regarding access to drugs and also in general provision of healthcare.
a) Long lead time
b) Order turnaround
c) Order fulfillment
d) All of the above

How do you appreciate the mix of public and private (non-profit and profit) drug Suppliers?..........................................................................................................................................................................................................................................................................................................................................................................................................


