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Abstract
Background
Insurances in high-income countries (HIC) often contract with private community pharmacies to dispense medicines to outpatients. In contrast, dispensing of medicines in low- and middle-income countries (LMICs) often lacks such contractual arrangements. Furthermore, many LMICs lack sufficient investment in supply chains and financial and human resources to guarantee stock levels and services at public medicine-dispensing institutions. Countries striving to achieve universal health coverage (UHC) can, in principle, incorporate retail pharmacies into their supply chains to expand access to essential medicines (EMs). The objectives of this paper are (a) to identify and analyze key considerations, opportunities and challenges for public payers when contracting out the supply and dispensing of medicines to retail pharmacies and (b) to provide examples of strategies and policies to address these challenges.

Methods
A targeted literature strategy was used to conduct this scoping review. We created an analytical framework of key dimensions: (1) governance (including medicine and pharmacy regulation); (2) contracting (3) reimbursement; (4) medicine affordability (5) equitable access; and (6) quality of care (including ‘patient-centered’ pharmaceutical care). Using this framework, we selected a mix of three HIC and four LMIC case studies and analyzed the opportunities and challenges encountered when contracting retail pharmacies.

Results
From this analysis, we identified a set of opportunities and challenges that should be considered by public payers considering public–private contracting: (1) balancing business viability with medicine affordability; (2) incentivizing equitable access to medicines; (3) ensuring quality of care and delivery of services; (4) ensuring product quality; (5) task-sharing from primary care providers to pharmacies and (6) securing human resources and related capacity constraints to ensure sustainability of the contract.

Conclusion
Public–private partnerships offer opportunities to improve access to EMs. Nonetheless, managing these agreements is complex and is influenced by a variety of factors. For effective contractual partnerships, a systems approach is needed in which business, industry and regulatory contexts are considered in tandem with the health system. Special attention should be devoted to rapidly changing health contexts and systems, such as changes in patient preferences and market developments brought about by the COVID-19 pandemic.
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Background
It is common for retail pharmacies in high-income countries (HIC) to have a contract or an agreement with public or private insurances to dispense essential medicines (EM) to outpatients [1]. This is in stark contrast to many low- and middle-income countries (LMICs), where such contracting or outsourcing often does not exist [2]. The WHO has recognized retail pharmacies as important partners for LMICs to expand the services traditionally provided by the public sector. This is partly because private sector pharmacies offer client service delivery advantages (e.g., more convenient locations and more consistent stock) which may translate into financial savings and improved retention in care [3, 4]. Furthermore, public sector-operated supply chains continue to face challenges in ensuring continuous availability of EM and other health products [5, 6]. For instance, the limited availability of FP as essential health supply in the public sector is one reason for the unmet need for FP; about 25% of women in their reproductive years in Sub-Saharan Africa are estimated to have unmet FP needs [7]. Incorporating retail pharmacies as an integral part of the public health system supply chain thus presents itself as a unique opportunity for countries striving to achieve universal health coverage (UHC) and implement insurance and other medicine benefits schemes.
The objective of this paper is to describe the key considerations, challenges, and opportunities for LMIC public payers when contracting retail pharmacies to provide essential health supplies to public sector clients.

Methods
This study was part of a larger USAID Medicines, Technologies, and Pharmaceutical Services (MTaPS) program project on strengthening pharmaceutical management (contract no. 7200AA18C00074).
Case study selection
We identified and reviewed documents related to public payers in HIC and LMICs contracting with retail pharmacies to serve public sector clients for the receipt of EMs, FP, and other essential health care products. Informed by this initial review, we selected seven country cases based on the following criteria: (1) evidence of a formal contract or agreement between retail pharmacies and the public payer; (2) an agreement on the provision of EMs or reimbursed medicines including FP; (3) a mix of high, middle and, wherever possible, low-income countries with single or multiple public payers. In addition, each case study’s contract or agreement with the private sector (4) must have been in place longer than 1 year and (5) must have the documentation of the contents of the contract or agreement in the public domain. We used the 2021 World Bank country income classification to define HICs and LMICs [8].
We selected Brazil and Argentina as upper-middle-income countries, Ghana and Namibia as lower-middle-income countries, and Spain, Sweden, and the United Kingdom (mainly England) as our high-income countries. We note that despite Sweden not meeting the first inclusion criteria of having a formal public–private contract, it was included because of its relevant history and experience in changing from a public-owned pharmacy model to one that allows private ownership [9].

Literature review
We employed a targeted literature strategy to conduct a scoping review. The question we sought to answer was: What are the promising policies and strategies for outsourcing the delivery of EM for public sector clients to retail pharmacies? What are key considerations, challenges, and opportunities for public payers when contracting-out the dispensing of Ems including FP to retail pharmacies?
The search criteria included literature in English, Portuguese and Spanish and we limited the search to the last 12 years (2010–2021). See Appendix 1 (Fig. 1) for a more detailed search strategy, data extraction and analysis, a description of keywords used, and a list of references for each case study.
We identified several policy domains in the literature [10] and disaggregated them into an analytical framework consisting of six key dimensions: (1) governance (including medicine and pharmacy regulation); (2) contracting (3) reimbursement; (4) medicine affordability; (5) equitable access; and (6) quality of care including those related to ‘patient-centered’ pharmaceutical care. This framework summarizes the key considerations for public payers when contracting the private sector to deliver FP products but is also very relevant to EMs more broadly. We extracted information according to the domains in our analytical framework.
We compared and contrasted the findings of each case study, and, based on our framework, we drew conclusions and recommendations for those public payers thinking of contracting with retail pharmacies. We considered contextual factors, such as the wholesaler and distributor market, business regulations, and incentive structures.


Results
Table 1 summarizes the key dimensions that were considered in our analytical framework and the related key opportunities and challenges for the public sector contracting of retail pharmacies.Table 1Key dimensions, related challenges, and opportunities with regard to public-sector contracting of retail pharmacies


	Key dimensions
	Key challenges
	Opportunities to address challenges

	Governance and regulation of the contract
	Balancing business viability with affordability of goods and services
	Contract-based business incentives, e.g.:
• Unit responsible for setting reimbursement prices;
• Participation of pharmacies in public procurement;
• Support from Pharmacy Services Administrative Organizations (PSAO)
• Digital tools to support retail pharmacy management, etc.

	Accessibility
	Incentivizing geographically equitable access to medicines
	•Procurement and health insurance policies that support local supply chains and pharmaceutical markets;
• Provisions for stock financing to grow accessibility

	Quality of Care
	Ensuring quality of products, care, and delivery of services
	• Supervisions, audit, and inspection of private sector quality of products and care

	Patient-centered pharmaceutical care
	Task-sharing from primary care providers to pharmacies
	• Financial incentives to retain qualified personnel
• Training and continuous professional education for pharmacy staff

	Human resource and capacity constraints




With respect to opportunities, contract-based partnerships between public payers and the private sector offer a pathway for increasing access to medicines. For example, financial incentives have been provided to retail pharmacies to obtain medicines inexpensively and some countries have even managed to provide reimbursement prices at a level sufficient to incentivize the private sector to have a viable business model. For example, in Spain, all outpatient medicines are included in a regressive margin system [11].
These types of incentives can also promote access to medicines in rural communities. Parts of the UK provide funds for this purpose and providing criteria for new pharmacies based on distance between pharmacies or number of people served [12]. Spain creates a market for new retail pharmacies/licenses and has created specific criteria to open up new establishments in rural areas [13].
Product and service quality can be successfully supported via the appropriate use of information technology (IT) systems, as is the case in Argentina, or accreditation, as is the case in Brazil [14, 15].
Improving the affordability and availability of medicines also plays a critical role in increasing access to medicines. Since 1999, the dispensing of generic medicines has been prioritized in Brazil, meaning that providers, including private retail pharmacies, are required to first dispense these products if possible [16]. This strategy has encouraged the use of quality-assured medicines at lower costs and has contributed to a significant increase in the availability of certain medicines, particularly those for hypertension, diabetes, and asthma [17].
Ghana introduced a single National Health Insurance Scheme (NHIS) benefit package covering 95% of disease conditions and placed few limits on NHIS members (e.g., no cost sharing beyond premiums and no annual or lifetime limits). NHIS allows contracting with retail pharmacies to deliver some of the benefits and this has improved affordability, adherence, and quality of care [18].
Task-sharing and the need for pharmacies to have more primary care responsibilities are being recognized, and Sweden has created a pilot program to investigate this. In the UK, there is strong economic evidence to suggest that for people with or at risk of acute illness and medical emergencies, community pharmacy-based enhanced services are cost-effective. The most recent NHS contract in the UK considers the need for pharmacies to engage with local Primary Care Networks. These interventions reflect certain advanced services currently provided at community pharmacies in England, such as community pharmacist consultation, flu vaccination, hypertension case finding, etc. [19]. These pathways, discussed in more detail below, are not without challenges.
Challenge 1: balancing business viability with affordability
Our review highlights the difficulty in balancing public and private sector financial viability with the affordability of products offered to patients by retail pharmacies. The Ghana and Brazil case studies illustrate that when public sector reimbursement to private sector retail pharmacies is lower than the pharmacy acquisition price—private pharmacies take a loss and are thus less attracted to enroll in the public–private contract [20-22]. In the Ghanaian case, this was due to retail pharmacies incurring additional recurrent and capital expenses, whereas public pharmacies’ expenses were paid by the government. Moreover, public facilities benefit from lower prices of medicines made possible by competitive tender purchasing provided by the central and regional stores, which private Ghanaian pharmacies were unable to participate in [20]. On one hand, if the reimbursement margin is low, private sector providers may incentivize users to increase the consumption of their products and services, which, in turn, can have a negative effect on health or result in a waste of resources. On the other hand, private pharmacy providers may decide to stop providing services under the public system altogether. In some instances, private pharmacies may even act outside the contracts by requesting patients to pay the difference between the current market prices and reimbursement prices.
In Brazil, under the Farmácia Popular Program (FPP), the Ministry of Health (MoH) sets reimbursement prices for a limited list of medicines to be offered at accredited private pharmacies contracted under the program. Specifically, the government agreed to pay up to 90% of the reimbursement price [23]. If the selling price is higher than the reimbursement price, the rest of the cost is the responsibility of the patient. Nonetheless, an audit report pointed a significantly higher price of 13 medicines in the retail pharmacies portion of the program compared to the public sector. For example, in 2018 insulin was 2.5 times more expensive in the AFP than in the public sector. Because of the financial risks this posed to patient affordability and access, 5% of private pharmacies were removed from the program [23]. The Brazilian government also decided to make a restricted number of chronic disease medicines (for hypertension, diabetes, and asthma) free of charge in retail pharmacies. [24].
Sweden introduced a substitution policy (i.e., pharmacies being allowed to exchange medicines for less expensive alternatives; this procedure is commonly called “Products of the Period”). Briefly, under this program, the government determines which generics are exchangeable. Such exchange groups are selected monthly. To be able to participate in this pricing and purchasing mechanism, the company with market authorization of a “selected product” is required to enter a contract in which it attests to specific stipulations regarding its financial and logistical capacity. The final selection mechanism uses a reverse auction approach in which the company with the lowest bid is selected [25, 26]. This exchange/auction system has its own advantages and disadvantages. The system provides lower prices and more affordable medicines. Each month, new forecasts must be made, and stocks filled with the newly selected generic medicines that will be exchanged. Managing all of this is considered time-consuming and inefficient because of the logistical support needed to cover several deliveries of potentially new products each month. There is also a perception that some pharmacy chains are prioritized more than others by the wholesalers, resulting in backorders at some specific pharmacies [25].
Providing financial incentives for retail pharmacies to obtain medicines inexpensively faces many challenges. Public payers typically use reimbursement prices as a measure of cost containment. Some countries have successfully set these reimbursement prices at such a level that it incentivizes businesses to obtain medicines at a low price, but still be able to remain financially viable. This system is not fool-proof; for example, in the United Kingdom (UK), pharmacies are incentivized to obtain generic medicines inexpensively as they keep any difference between their procurement price and the National Health Service (NHS) reimbursement price [27]. For smaller, independent pharmacies, however, this ‘margin’ tends to make up most of their income and if these margins decrease, their very existence may be threatened. Furthermore, the challenge for UK pharmacies has been that an increase or introduction of fees for pharmaceutical services has been linked to a reduction in dispensing fees.
In Sweden, the pharmacy margin is similarly regressive; therefore, pharmacies receive higher compensation for higher priced products, but only up to a ceiling [28]. In Spain, although there is also a statutory regressive margin scheme for all outpatient medicines, community pharmacies have to make “claw back” payments to the national governmental health service based on their annual sales [11]. Case studies from Europe show that even in countries with comparatively high investments in health, offering sufficient remuneration not only for medicines but also for any related and additional clinical service is still a hard balance to strike [29].

Challenge 2: incentivizing equitable access to medicines
Strategies to incentivize the use of retail pharmacies in less wealthy or less populated areas are one way to allow sufficient equitable access. Yet, Brazil’s FPP provides an important lesson: the inclusion of more retail pharmacies does not necessarily result in the desired level of equity in geographical access. Although the FPP first used public pharmacies to dispense a list of subsidized medicines that were purchased by the federal government, the program was broadened by contracting accredited, retail pharmacies to allow for greater expansion and geographical coverage. Including accredited private pharmacy outlets in the FPP led to a considerable increase in the number of pharmacies, but the geographical distribution was still skewed towards the wealthier South and Southeast areas of the country, and thus equity concerns remained [30].
Sweden makes funds available to support rural pharmacies, and Scotland, Northern Ireland and Wales guarantee minimum monthly pharmacy incomes [12]. In Spain, access to new licenses for retail pharmacies entails public tendering. However, once the pharmacist has won the license for a specific location, the license becomes a commodity and this sets up a market for pharmacies/licenses, though only another pharmacist can buy a retail pharmacy [13].
The evidence suggests that arrangements for retail pharmacy funding that rely solely on distance from one pharmacy to another as the means of determining funding allocation are ill-advised, because this could penalize community pharmacies in the most deprived communities and potentially have a negative effect on other healthcare providers, such as general practitioners, accidents and emergency services [31]. In Spain, equity and access to pharmacies seem to be better achieved by establishing demographic or needs-based criteria to open new pharmacies including “farmacia-botiquin” (pharmacy outlets) in rural areas, i.e., where pharmaceutical services are provided by one of the pharmacies in the nearer towns or villages [12, 32, 33]. Amongst those nearby pharmacies, one of them is designated as the only one eligible to cater to that portion of the population that is geographically isolated [32, 33].

Challenge 3: ensuring quality of care and delivery of services
Scaling up the delivery of services and products by contracting retail pharmacies also requires enhanced supervision and inspection capabilities. There are opportunities to use digital technology to lower the costs of in-person inspections and supervisions. However, there is much room for development, and current systems in many LMICs are underfunded in this regard. LMICs considering contracting retail pharmacies should have supervision and inspection efforts specified in the pharmacy contracts themselves. These efforts should include the presence of technically responsible staff on-site and infrastructure for monitoring, such as computerized systems. However, this is often not enforced effectively. For instance, Brazil’s inclusion of a broad and consistent information system was comparable with those found in HICs and enabled the regulation of maximum dispensing amounts. However, the system has some transparency problems, notably information only becoming available recently, and important measures, such as the proportion of prescriptions originating in the public system, are not being reported. [24, 34]. Argentina does not have a framework for collaboration between regulatory entities and pharmaceutical organizations—seriously hampering the ability to enforce private pharmacy quality standards [35]. Ghana and Namibia also face challenges, mainly due to the scarcity of financial and human resource (HR) capacity and of sophisticated information systems [20, 36-38].
The accreditation process for pharmacies should also form part of a contract or agreement with the public payer [39]. The accreditation process often focuses on checking for inputs, such as facility size, supplies, and equipment. The process often oversees the assessment of the skills required to deliver services beyond initial professional licensure [40, 41]. For example, accreditation requirements were created when the Brazilian FPP was extended to the private pharmacy sector [24].These included a Health Surveillance Functioning Authorization, compliance with commercial regulations, the presence of a certified technically responsible pharmacist, fiscal capability, and infrastructure for a computerized system to issue invoices and receipts registration with the MoH. Despite its achievements in improving access, the FPP has been audited a number of times due to issues that compromise service quality, such as weak internal and administrative controls and lack of monitoring [30].

Challenge 4: task-sharing from primary care providers to pharmacies
Dispensing and administering EMs may require special training. For instance, injectable contraceptives that must be administered intramuscularly are often provided in health facilities, whereas many client-initiated forms of contraception such as emergency contraception, combination oral contraceptives, progestin-only contraceptives, diaphragms or cycle beads tend to be provided at retail pharmacies [42, 43]. Task-sharing policies may allow trained community health extension workers and pharmacy staff to administer injectable products. This task sharing with lower-level trained providers presents an opportunity to expand access points to pharmacies [10]. However, it should be noted that such task sharing programs are not trivial to implement, because they would require significant regulatory reforms, extensive training programs and the establishment of supervision and inspection systems [44].
In HICs, there seems to be growing recognition that moving towards patient-centered pharmacy services may improve access to services [46-49]. Perhaps the best example of this is Sweden’s pilot program in developing clinical counseling by community pharmacies [48]. Those in favor point to increased competition between retail pharmacies and primary care points, leading, in principle, to better service to the public and more financial sustainability by attracting and keeping patients [28]. However, if pharmacy customers only know about the pharmacy's medicine-dispensing services, and no other healthcare services, it may well be difficult to build a pharmacy brand on this basis. Furthermore, determining the appropriate level and providing adequate remuneration for such services has been challenging [49, 50].

Challenge 5: human resource and capacity constraints
Studies have shown that many pharmacy staff have poor knowledge of medicines and associated practices, especially for FP, including contraceptives [52-54]. In Ghana, fewer than 50% of pharmacy staff attend courses on appropriate medicine use, management, and Standard Treatment Guidelines (STGs) [38]. A 2016 systematic review of the performance of pharmacies across Asia’s LMICs found discrepancies between knowledge and actual practice, suggesting that these gaps cause the mismanagement of patients [54]. Similar issues were observed in Namibia, where development partners have been supporting the government with long-range planning of pharmaceutical HR and building capacity of training institutions for pre-service and in-service pharmaceutical management training [36].
One way to support a more efficient use of existing HR capacity is to leverage digital tools. One example is Maisha Meds, which, among other aspects of expanding access to medicines, offers digital tools that help providers better manage their pharmacies, pharmacy staff support in the supply chain, and pharmacy management topics [55]. For instance, pharmacies can order medicines through the Maisha Meds platform, which leverages sales data to design “smart” order packages based on prior sales volumes. In addition, Maisha Meds improves medicine access by leveraging the pharmacy point-of-sale (POS) system as a digital reimbursement platform to help global health funders and pharmaceutical companies subsidize products for high-risk or low-income patients. This latter capacity is especially noteworthy for the provision of medicines, such as FP, which are often understocked by retail pharmacies [55].


Discussion
The findings from the case studies describe the key considerations, opportunities, and challenges for public payers related to contracting retail pharmacies. We provide examples of strategies and policies to best address these challenges. While public payers must ensure that contracted retail pharmacies have the capability to provide safe, quality-assured medicine and pharmaceutical services, they must have the capacity to develop, implement, and enforce these contracts. In some cases, this will require changes to the legal framework that underpins the operations of both public payers and retail pharmacies [56, 57]. Strategic policies may also require professional associations to change the way they oversee pharmacies and individual professional standards [57].
With respect to the specific challenges mentioned herein, any public–private sector contractual relationship must be able to continually balance how responsibility for service delivery can be shared between the public payer and the retail pharmacies, so that the retail pharmacies as businesses remain a profitable or attractive option. Yet the public payer must also remain financially viable and accountable for safeguarding a comprehensive UHC service delivery system that ensures equitable access to affordable EMs.
In addition to case studies, other literature describes strategies to attract pharmacies and enable them to purchase medicines at a lower price than those purchased from manufacturers’ distributors [59-61]. In some countries, private retail pharmacies have successfully participated in the national public procurement and supply chain, enabling pharmacies to benefit from lower purchasing prices—resulting in a higher pharmacy profit margin (reimbursement price minus pharmacy purchasing price) [61]. Other methods to enable lower pharmacy operating costs include improving inventory management, having wholesalers largely finance medicine stocks, and/or enabling private sector group purchasing organizations (GPOs) [60, 61, 63, 64].
The case studies further demonstrate that public payers planning to contract retail pharmacies will need to take the local supply chain structure into consideration. To do this effectively, a thorough market study of a country’s supply chain maturity is essential to help determine the public sector’s capabilities and performance weaknesses. For instance, Ghana’s national health supply chain system was assessed in 2019 in a joint effort by the Ministry of Health (MOH), Ghana Health Service, and USAID. Although the focus was on the public sector, the assessment provided details on the current state of Ghana’s health supply chain in terms of its capability, functionality and performance [64]. Although not systematically used across the globe, such situational analyses recognize the importance of the country context in determining which new contracting models are to be implemented and how they would interact with the entire supply chain [65].
It is equally important to keep in mind the specific stakeholders who are likely to benefit from extending medicine provisions via retail pharmacies. Public payers could add questions to routine household surveys such as the National Demographic and Health Survey (DHS) to identify unmet household needs in terms of access to medicines. The results can be informative in allowing the tailoring of private retail pharmacy services to such unmet medical needs.
These findings also have implications for contracting retail pharmacies during pandemics. For instance, one implication of this rethinking may be a shift away from in-person consultation services to telehealth services that providers plan to maintain in the coming years [66]. In addition, contracted pharmacies may need to offer delivery services or come to an agreement with third parties to have their medicines and other delivered/couriered products delivered to their customers’ homes or close to their homes [67].
Ensuring product quality requires an appropriate legal foundation to regulate both pharmaceutical products (to prevent falsification and substandard quality) and pharmacy practices (to ensure a minimum standard of pharmacy service). Furthermore, effective tools are needed to enact oversight, monitoring, and reporting strategies and allow the public payer to verify compliance with the contractual arrangements and reimbursement for services. The lack of such systems may lead to discrepancies in health system management performance and, consequently, to inequalities in population health outcomes.
The need to potentially task share from primary care providers to pharmacies will also require significant legal reforms, extensive training programs, and the establishment of supervision and inspection systems if they decide, for example, to provide permission and allow retail pharmacies to administer drugs, such as long-acting contraceptives. The implementation of such programmes is not trivial [44].
Public payers contracting retail pharmacies will need to rigorously evaluate existing relevant contracts, as it is critical to learn from their achievements to make the necessary adjustments to improve their performance. Effective oversight, monitoring, and reporting strategies are required to manage and evaluate the contracts. While HICs have contracted private pharmacies for decades and IT systems have had decades to mature, many governments in LMICs have not yet contracted with third parties for the provision of services at a large scale and do not necessarily have IT capacity to enable efficient dispensing verification, invoicing, and payment, all of which are critical to efficiently contracting these services. The examples of Brazil and Ghana show the need for constant policy readjustments to optimize their performance. Tapping into these IT platforms brings important benefits but also requires governments to rapidly scale up their applications. Many mobile phone applications already allow pharmacies to maintain constant communication to exchange information. It is important to note that although a step in the right direction, not all functionality is able to get onto a mobile application, and not all LMICs have access to good network coverage. Moreover, there is a need for more HR in health IT and a necessary legal framework for such systems.
The present work is not without its limitations. This is primarily a desk review with few in-person contacts and no qualitative work using focus groups, which would have provided some nuanced interpretations. We performed a scoping review and had no access to unpublished administrative reports. However, all case studies were reviewed by country experts for factual accuracy and the completed report was reviewed by three external reviewers. For this reason, we believe the views expressed herein should be able to serve as a framework within which to initiate a conversation among the relevant public and private stakeholders. We also believe that there is a need to support the implementation—on a pilot basis—of these contracting models in interested LMICs that are currently rolling out UHC programs to provide first-hand evidence and learnings for the future.

Conclusions
The case studies and the complementary literature show that public sector contracting of retail pharmacies—when facilitated by IT—could offer significant opportunities to increase access to medicines. It is essential that donors and governments alike invest in evaluating these new business models, e.g., financing of medicine stock by wholesalers and decoupling of dispensing from service provisions, and in bringing them to scale if they successfully want to meet their objectives.
Not everything can be “resolved by contract.” The relationship between public payers and retail pharmacies must be specific to the context and evolve over time. Brazil and Ghana had to make a series of adjustments over more than a decade to carefully calibrate strategies that were appropriate for both the large health system and the market sector context. This balancing is, in our view, the key to understanding how public payers can effectively enter sustainable contractual partnerships with retail pharmacies.
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Appendix 1: Literature search and review strategy
Figure 1 illustrates the methodology employed for this work.[image: ]
Fig. 1Methodology flowchart


Databases and search terms
The literature search was conducted on PubMed, Google Scholar, and CINAHL and consisted of several topics related to retail pharmacies and public payers using a combination of medical subject headings (MeSH) and free text searches. For the Google Scholar search, we primarily used free-text searches based on the key concepts of interest. The search included the following limits: publication date from 2010 to present, English, Portuguese, and Spanish Language.
The following search terms were applied:	1.
Google and Google Scholar Search: first 50 cites/then ‘cited by”, then ‘related references”	a.
Search terms = public private partnership/family planning public sector/payer/private pharmacy AND (Argentina, Brazil, Ghana, Namibia, Spain Sweden, United Kingdom)

 





 

	2.
PubMed	a)
((cooperation, public private sector [MeSH Terms]) AND (medicine [MeSH Terms])) AND (family planning [MeSH Terms] AND (Argentina, Brazil, Ghana, Namibia, Spain Sweden, United Kingdom)

 

	b)
((cooperation, public private sector) [Title/Abstract] AND (medicine)) [Title/Abstract] AND (family planning) [Title/Abstract] AND (Argentina, Brazil, Ghana, Namibia, Spain Sweden, United Kingdom)

 





 

	3.
CINAHL	a)
AB (public AND private AND (cooperation OR partnership)) AND AB pharmaceutical AND (Argentina, Brazil, Ghana, Namibia, Spain Sweden, United Kingdom) AB= Abstract

 





 




In some instances, country experts and the MTaPS/USAID team members provided additional references that were not included in the original literature search. We carefully reviewed each of these references and added or updated information where relevant to enrich this paper.

Data extraction and analysis
Once the relevant literature was identified, all authors reviewed the data to develop seven country-specific case studies. Each case study was divided into two parts. The first part was a brief description of the four aspects of the countries’ retail pharmacies, followed by the questions:	How are retail pharmacies chosen by the public payer?

	What services are retail pharmacies contracted to offer?

	How are retail pharmacies paid for their services? Are there any incentives to offer high-quality services?

	How are retail pharmacies accredited, regulated, monitored, and audited?




The second part of the case study was a synthesis of the documents that assessed, monitored, and evaluated the impact of policies and strategies on contracting private pharmacies’ performance of the pharmaceutical series related to geographical accessibility, quality of pharmaceutical services, affordability, and access to family planning.
To verify factual accuracy, each country case study was reviewed by country-specific experts, all of whom provided feedback to be incorporated into the final version of each case study.
Once the case studies were reviewed by country experts and finalized, we extracted the advantages and disadvantages of contracting retail pharmacies to dispense medicines to public sector clients. For this purpose, we focused on the advantages and disadvantages of such contracting arrangements for the public payer, clients, and the private sector.
This was followed by a thorough analysis of the key considerations that must be made when deciding whether and how to contract retail pharmacies. To guide this analysis, we developed a framework which merged the general considerations needed by PPPs when contracting the private sector (2012 Work conducted by Barbara O’Hanlon as Principal Investigator and funded by USAID/SHOPS), with the specific considerations identified by the World Health Organization in its 2017 “Partnering with the private sector to strengthen provision of contraception” document [10]. Six key dimensions were identified: (1) governance, including regulation; (2) contracting and reimbursement; (3) affordability; (4) quality of care; (5) accessibility; (and 6) patient-centered pharmaceutical care). Table 2 describes our reasoning behind why each dimension is relevant in the context of contracting the private sector. We assessed each dimension for each of the seven country cases selected. The question that we asked was ‘how does the public sector payer in our case studies incorporate provisions and use strategies to achieve its goals with regard to each dimension?
Table 2Key dimensions of contracting the private sector to deliver EMs


	Dimensions
	Explanation of why each dimension is relevant in the context of contracting the private sector

	Governance including regulation
	To ensure that governance and associated regulations support private sector provision of EMs/FP and that the private sector complies with public sector health standards and private sector business standards
To facilitate effective governance, regulations, and reimbursement via transfer of electronic data between contractor and provider

	Contracting and reimbursement
	To guarantee timely and efficient service provision by the private sector and the transfer of funds by the public sector payer partner(s)

	Affordability
	To protect against financial hardship by the end user and the sustainability of the public payer

	Quality of care
	To maximize health benefits and use resource efficiently through support for patient-centered pharmaceutical service standards, medicine use reviews, and accreditation schemes for private sector pharmaceutical outlets

	Accessibility
	To promote equity in accessing retail pharmacies

	Patient centered pharmaceutical care
	To increase availability of services and greater provider choice and to improve patient satisfaction, adherence, and outcomes through better patient–provider communication techniques to reduce barriers to information access for pharmacies and patients
To support private sector pharmacies, professional associations, consumer/patient advocacy groups, and civil societies to develop/adapt standards, guidelines, and tools to institutionalize pharmaceutical care as part of essential packages of health services to optimize patient use of medicines



Finally, we compared and contrasted the findings of the case studies and drew conclusions and recommendations for the public payer contracting of retail pharmacies. More specifically, we described a series of promising policies and strategies that the public payers in the cases studied have used and discussed how they have addressed the related challenges with complimentary policies and strategies. Contextual factors were considered, such as the wholesaler and distributor market, business regulations, and incentive structures, and the most recent developments stemming from the emergence of COVID-19 and other new and existing infectious diseases on the ability of public payers to contract retail pharmacies.



References
	1.
Garcia MM, Azevedo PS, Mirelman A, Safatle LP, Iunes R, Bennie MC, Godman B, Guerra Junior AA. Funding and service organization to achieve universal health coverage for medicines: an economic evaluation of the best investment and service organization for the brazilian scenario. Front Pharmacol. 2020;11:370. https://​doi.​org/​10.​3389/​fphar.​2020.​00370.CrossrefPubMedPubMedCentral

	2.
Rankin J, Gremillion M, Eghan K. Management of medicines benefit programs in low-and middle- income settings-adapting approaches from high-income countries [Internet]. Management Sciences for Health, Accenture; 2015 [cited October 2022]. Available from: https://​marketbookshelf.​com/​wp-content/​uploads/​2017/​12/​pbm_​manual_​complete.​pdf

	3.
Agrawal P, Barton I, Bianco RD, Hovig D, Sarley D, Yadav P. Moving medicine, moving minds: helping developing countries overcome barriers to outsourcing health commodity distribution to boost supply chain performance and strengthen health systems. Glob Health Sci Pract. 2016;4(3):359.CrossrefPubMedPubMedCentral

	4.
Gonsalves L, Martin Hilber A, Wyss K, Say L. Potentials and pitfalls of including pharmacies as youth-friendly contraception providers in low- and middle-income countries. BMJ Sex Reprod Health. 2021;47(1):6.CrossrefPubMed

	5.
USAID Global Health Supply Chain Program. 2019 Contraceptive Security Indicators Report. USAID Global Health Supply Chain Program; 2020.

	6.
Muhoza P, Koffi AK, Anglewicz P, Gichangi P, Guiella G, OlaOlorun F, et al. Modern contraceptive availability and stockouts: a multi-country analysis of trends in supply and consumption. Health Policy Plan. 2021;36(3):273–87.CrossrefPubMedPubMedCentral

	7.
Duminy J, Cleland J, Harpham T, Montgomery MR, Parnell S, Speizer IS. Urban family planning in low- and middle-income countries: a critical scoping review. Front Glob Womens Health. 2021;2:749636. https://​doi.​org/​10.​3389/​fgwh.​2021.​749636CrossrefPubMedPubMedCentral

	8.
World Bank. World Bank Country and Lending Groups Washington, DC: World Bank; 2021. https://​datahelpdesk.​worldbank.​org/​knowledgebase/​articles/​906519-world-bank-country-and-lending-groups.

	9.
Yadav P. Transition from state monopoly to managed markets for delivering pharmaceutical products in Sweden, a case study [Case Study]. Managing Markets Health; 2015 [Cited April 2020].

	10.
Hardee K, Wofford D, Thatte N, editors. Partnering with the private sector to strengthen provision of contraception. July 2017 [cited 2021 December]. Geneva: World Health Organization. 2017. 

	11.
Vogler S. PPRI Pharma Brief: Spain 2020. Gesundheit Österreich GmbH (GÖG / Austrian National Public Health Institute); 2020.

	12.
World Health Organization Regional Office for Europe. The legal and regulatory framework for community pharmacies in the WHO European Region. Copenhagen: WHO Euro; 2019. Report No.: CC BY-NC-SA 3.0 IGO.

	13.
García-Armesto S, Begoña Abadía-Taira M, Durán A, Hernández-Quevedo C, Bernal-Delgado E. Spain: health system review. Health Syst Transit. 2010;12(4):1–295, xix–xx.

	14.
GS1 Argentina. Successful cases of traceability in the healthcare sector in Argentina. [Internet]. Fraga: GS1 Argentina, 2014 [cited 2022 Jan]. Available from: https://​www.​gs1.​org/​docs/​healthcare/​Healthcare_​local_​cases_​GS1_​Argentina.​pdf.

	15.
Emmerick IC, do Nascimento JM Jr, Pereira MA, Luiza VL, Ross-Degnan D, ISAUM-Br Collaborative Group. Farmácia Popular Program: changes in geographic accessibility of medicines during ten years of a medicine subsidy policy in Brazil. J Pharm Policy Pract. 2015;8(1):10. https://​doi.​org/​10.​1186/​s40545-015-0030-x.CrossrefPubMedPubMedCentral

	16.
da Fonseca EM, Shadlen KC. Promoting and regulating generic medicines: Brazil in comparative perspective. Rev Panam Salud Publica. 2017;41: e5.CrossrefPubMedPubMedCentral

	17.
Bradley SEK, Shiras T. Where women access contraception in 36 low- and middle-income countries and why it matters. Glob Health Sci Pract. 2022;10(3): e2100525.CrossrefPubMedPubMedCentral

	18.
Blanchet NJ, Fink G, Osei-Akoto I. The effect of Ghana’s National Health Insurance Scheme on health care utilisation. Ghana Med J. 2012;46(2):76–84.PubMedPubMedCentral

	19.
Pharmaceutical Services Negotiating Committee. Advanced Services [Internet]. London: Pharmaceutical Services Negotiating Committee; 2013 [Updated 3 April 2023; cited may 2022]. Available from: https://​psnc.​org.​uk/​national-pharmacy-services/​advanced-services/​.

	20.
Ashigbie PG, Azameti D, Wirtz VJ. Challenges of medicines management in the public and private sector under Ghana’s National Health Insurance Scheme—a qualitative study. J Pharm Policy Pract. 2016;9(1):6.CrossrefPubMedPubMedCentral

	21.
Honda A, Obse A. Payment arrangements for private healthcare purchasing under publicly funded systems in low- and middle-income countries: issues and implications. Appl Health Econ Health Policy. 2020;18(6):811–23.CrossrefPubMedPubMedCentral

	22.
Alencar TDOS, Araújo PS, Costa EA, Barros RD, Lima YOR, Paim JS. Programa Farmácia Popular do Brasil: uma análise política de sua origem, seus desdobramentos e inflexões. Saúde Debate. 2018;42(spe2):159–72.Crossref

	23.
da Silva RM, Caetano R. “Farmacia Popular do Brasil” Program: characterization and evolution between 2004 and 2012. Cien Saude Colet. 2015;20(10):2943–56.CrossrefPubMed

	24.
Emmerick I, Luiza V. Impact of consecutive subsidies policies on access to and use of medicines in Brazil—ISAUM-Br Final Report. Fundação Oswaldo Cruz; 2016.

	25.
Tandvårds och Läkemedlsförmånsverket (TLV). Pricing and reimbursement of medicines Stockholm, Sweden: TLV; 2020. https://​www.​tlv.​se/​lakemedel/​pris-och-subvention-av-lakemedel.​html. Accessed 16 Jun 2020.

	26.
Chivi G. Eploring the reasons to shortage of antibiotics in pharmacies—a case study on Sweden. Uppsala: Uppsala University; 2020.

	27.
Baird B, Beech J. Community pharmacy explained kingsfund.or.uk: King’s Fund; 2020. https://​www.​kingsfund.​org.​uk/​publications/​community-pharmacy-explained?​gclid=​CjwKCAjwmJeYBhAw​EiwAXlg0AYG6p1rS​eSt1aeGsce38rSi9​UDpMxMW_​vIfeUeP37Dr9M_​XxjCtncxoCDjAQAv​D_​BwE.

	28.
Westerlund T, Marklund B. Community pharmacy and primary health care in Sweden—at a crossroads. Pharm Pract (Granada). 2020;18(2):1927.CrossrefPubMed

	29.
Garattini L, Padula A, Freemantle N. Do European pharmacists really have to trespass on medicine? Eur J Health Econ. 2021;22(1):1–4.CrossrefPubMed

	30.
Emmerick I, Nascimento J, Pereira M, Luiza V, Ross-Degnan D. Farmácia Popular Program: changes in geographic accessibility of medicines during ten years of a medicine subsidy policy in Brazil. J Pharm Policy Pract. 2015;8:10.CrossrefPubMedPubMedCentral

	31.
Todd A, Thomson K, Kasim A, Bambra C. Cutting care clusters: the creation of an inverse pharmacy care law? An area-level analysis exploring the clustering of community pharmacies in England. BMJ Open. 2018;8(7): e022109.CrossrefPubMedPubMedCentral

	32.
Barbarisi I, Bruno G, Diglio A, Elizalde J, Piccolo C. A spatial analysis to evaluate the impact of deregulation policies in the pharmacy sector: evidence from the case of Navarre. Health Policy. 2019;123(11):1108–15.CrossrefPubMed

	33.
Lluch M, Kanavos P. Impact of regulation of Community Pharmacies on efficiency, access and equity. Evidence from the UK and Spain. Health Policy. 2010;95(2):245–54.CrossrefPubMed

	34.
Luiza VL, Chaves LA, Campos MR, Bertoldi AD, Silva RM, Bigdeli M, et al. Applying a health system perspective to the evolving Farmácia Popular medicines access programme in Brazil. BMJ Glob Health. 2018;2(Suppl 3): e000547.CrossrefPubMedPubMedCentral

	35.
Armando PD, Uema SA, Vega EM. Integration of Community pharmacy and pharmacists in primary health care policies in Argentina. Pharm Pract (Granada). 2020;18(4):2173.CrossrefPubMed

	36.
Eghan K, Sagwa E, Mazibuko G, Germillion M, Rankin J. Medicines Benefit Management in Health Insurance and Medical Aid Funds in Namibia. Submitted to the US Agency for International Development by the Systems for Improved Access to Pharmaceuticals and Services (SIAPS) Program. Arlington, VA: Management Sciences for Health (MSH) 2014.

	37.
Bare A, Ivey M, Kibuule D, Stevenson JG. An analysis of hospital pharmacy practice in Namibia, based on FIP’s Basel Statements. Int J Pharm Pract. 2021;29(4):350–5.CrossrefPubMed

	38.
Ghana Pharmacy Council. Assessment of Human Resources for Pharmaceutical Services in Ghana. World Health Organization; 2010.

	39.
Riley P. E-vouchers for family planning: advantages, challenges and trends. Rockville, MD: USAID; Sustaining Health Outcomes through the Private Sector Project; 2019.

	40.
Melo AC, Trindade GM, Freitas AR, Resende KA, Palhano TJ. Community pharmacies and pharmacists in Brazil: a missed opportunity. Pharm Pract (Granada). 2021;19(2):2467.CrossrefPubMed

	41.
Frempong BK, Amalba A, Donkor N, Akuffo KO. Regulatory compliance among over-the-counter medicine sellers facilities within the Upper East Region of Ghana. J Pharm Policy Pract. 2021;14(1):72.CrossrefPubMedPubMedCentral

	42.
Ghana Statistical Service, Ghana Health Service, ICF International. Ghana Demographic and Health Survey 2014. Rockville, Maryland, USA: GSS, GHS, and ICF International; 2015.

	43.
National Institute of Population Research and Training (NIPORT), Mitra and Associates, ICF International. Bangladesh Demographic and Health Survey 2014. Dhaka, Bangladesh, and Rockville, Maryland, USA: NIPORT, Mitra and Associates, ICF International; 2016.

	44.
Peterson J, Brunie A, Diop I, Diop S, Stanback J, Chin-Quee DS. Over the counter: the potential for easing pharmacy provision of family planning in urban Senegal. Gates Open Res. 2018;2:29.CrossrefPubMed

	45.
Marinkovic V, Odalovic M, Tadic I, Krajnovic D, Mandic I, Rogers HL. Person-centred care interventions in pharmaceutical care. In: Kriksciuniene D, Sakalauskas V, editors. Intelligent systems for sustainable person-centered healthcare. Cham: Springer International Publishing; 2022. p. 53–68.Crossref

	46.
Gyllensten H, Fuller JM, Östbring MJ. Commentary: how person-centred is pharmaceutical care? Int J Clin Pharm. 2022;44(1):270–5.CrossrefPubMed

	47.
Bawab N, Zuercher E, Carron T, Chinet L, Bugnon O, Berger J, et al. Interest in and use of person-centred pharmacy services—a Swiss study of people with diabetes. BMC Health Serv Res. 2021;21(1):216.CrossrefPubMedPubMedCentral

	48.
Dawoud DM, Haines A, Wonderling D, Ashe J, Hill J, Varia M, et al. Cost effectiveness of advanced pharmacy services provided in the community and primary care settings: a systematic review. Pharmacoeconomics. 2019;37(10):1241–60.CrossrefPubMed

	49.
Houle SK, Grindrod KA, Chatterley T, Tsuyuki RT. Paying pharmacists for patient care: a systematic review of remunerated pharmacy clinical care services. Can Pharm J (Ott). 2014;147(4):209–32.CrossrefPubMed

	50.
Martins SF, van Mil JWF, da Costa FA. The organizational framework of community pharmacies in Europe. Int J Clin Pharm. 2015;37(5):896–905.CrossrefPubMed

	51.
Smith F. Community pharmacy in Ghana: enhancing the contribution to primary health care. Health Policy Plan. 2004;19(4):234–41.CrossrefPubMed

	52.
Creanga AA, Schwandt HM, Danso KA, Tsui AO. Knowledge about emergency contraception among family-planning providers in urban Ghana. Int J Gynecol Obstet. 2011;114(1):64–8.Crossref

	53.
Smith F. The quality of private pharmacy services in low and middle-income countries: a systematic review. Pharm World Sci. 2009;31(3):351–61.CrossrefPubMed

	54.
Miller R, Goodman C. Cheaper medicines for the better off? A comparison of medicine prices and client socioeconomic status between chain and independent retail pharmacies in urban India. Int J Health Policy Manag. 2022;11(5):683–9.PubMed

	55.
Maisha Meds. About us: Maisha Meds; 2020. updated 2020. maishameds.org.

	56.
Lowe R, Montagu D. Legislation, regulation, and consolidation in the retail pharmacy sector in low-income countries. South Med Rev. 2009;2(2):4–8.

	57.
Riley P, Callahan S, Dalious M. Regulation of Drug Shops and Pharmacies Relevant to Family Planning: a scan of 32 developing countries. Bethesda, MD: Sustaining Health outcomes through the Private Sector (SHOPS) Plus Project, Abt Associates; 2017.

	58.
Countdown 2030 Europe. Contraceptive supplies financing: what role for donors? A guide for advocates. Countdown 2030 Europe; 2018.

	59.
McCabe A, Seiter A, Diack A, Herbst C, Dutta S, Saleh K. Private Sector Pharmaceutical Supply and Distribution Channels in Africa—a focus on Ghana, Malawi and Mali. Health, Nutrition and Population (HNP) discussion paper. Washington, DC: World Bank; 2011.

	60.
Estevez I, Griffith M. Innovative Financing Approaches for Increasing Pharmacy Inventory. Rockville, MD: Sustaining Health Outcomes through the Private Sector Plus (SHOPS) Project, Abt Associates; 2020.

	61.
Martens M, Carbonnelle N, Sagal I, Chloupek V, JOrgensen P, Mikkola E, et al. Public procurement of medicinal products—common legislation but divering implementation approaches throughout the EU [White Paper]. Date unknown.

	62.
Hansen Staples M, Eldridge C. Landscaping Innovations in Health Product Distribution in Sub-Saharan Africa. [Powerpoint Presentation]. Seattle (WA): Impact for Health; 2019.

	63.
MedSource reduces overall costs while promoting quality. Nairobi, Kenya [updated 2022]. medsource-group.com.

	64.
Ghana Health Service, Ghana Ministry of Health, USAID. Ghana National Supply Chain Assessment: Capability and Performance. USAID; 2020.

	65.
USAID Global Health Supply Chain Program Procurement and Supply Management (GHSC-PSM). Ghana National Supply Chain Assessment—Capability and Performance. 2020.

	66.
Hamid H, Masood RA, Tariq H, Khalid W, Rashid MA, Munir MU. Current pharmacy practices in low- and middle-income countries; recommendations in response to the COVID-19 pandemic. Drugs Ther Perspect. 2020;36(8):355–7.CrossrefPubMedPubMedCentral

	67.
Miller R, Wafula F, Onoka CA, Saligram P, Musiega A, Ogira D, Okpani I, Ejughemre U, Murthy S, Garimella S, Sanderson M, Ettelt S, Allen P, Nambiar D, Salam A, Kweyu E, Hanson K, Goodman C. When technology precedes regulation: the challenges and opportunities of e-pharmacy in low-income and middle-income countries. BMJ Glob Health. 2021;6(5):e005405. https://​doi.​org/​10.​1136/​bmjgh-2021-005405.CrossrefPubMedPubMedCentral



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Contracting retail pharmacies as a source of essential medicines for public sector clients in low- and middle-income countries: a scoping review of key considerations, challenges, and opportunities


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/images/40545_2023_557_Fig1_HTML.png
Case studies were selected in conjunction with the MTaPS and USAID teams, and based on the
following criteria: (1) evidence of a formal contract or agreement between retail pharmacies and the
public payer; (2) a mix of high, middle and, wherever, if possible, low-income countries with single
or multiple public payers; (3) each case study's contract or agreement with the private sector must
have been in place longer than one year and must have the documentation of the contents of the
contract or agreement; (4) each contract must include an agreement on the provision of EMs or
reimbursed medicines including FP.

External
expert reviews

Selection of
case studies

~ Targeted Databases searched included: PubMed, Google Scholar and CINAHL.

literature review Targeted literature review search inclusion criteria: literature in English, Portuguese and Spanish;
publication date between 2010 and 2021, literature pertinent to the selected case studies.
Additional literature suggested by external reviewers was taken into consideration and relevant
information was embedded as appropriate.

oMy, - How are retail pharmacies chosen by the public payer?
RERIEEIES - What services are retail pharmacies contracted to offer?
- How are retail pharmacies paid for their services? Are there any incentives to offer high quality
services?
- How are retail pharmacies accredited, regulated, monitored, and audited?
For the second part of the case studies write-up, we prioritized synthesizing documents that

assessed, monitored, or evaluated impact of policies and strategis related to the affordability,

Analysis of External Analysis of accessibility, and quality of products when contracting private pharmacies.
country expert reviews country
data/experiences data/experiences

Development of analysis framework was informed by two major works in this field, and yielded a
6-dimension framework:

(1) Governance including regulation, 2) Contracting and reimbursement, 3) Affordability, 4)
Quality of care, 5) Accessibility, 6) Patient-centered pharmaceutical care.

Analysis of For the first part of the case studies write-up, the guiding questions were:

Analysis of
country
data/experiences

We assessed each dimension for each of the seven country cases selected. The question that
we asked to guide our analysis was ?how does the public sector payer in our case studies
incorporate provisions and use strategies to achieve its goals with regards to each dimension?
We then drew on our findings from the seven example case studies to extract promising policies
and practices for other countries considering this type of contract.

Development of promising
policies and strategies
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