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Health care systems spend a relatively high percentage of their resources on
the purchase of medicines, and the poor spend a disproportionate amount of
their income on pharmaceuticals. There is ample evidence in the literature that
drugs are very poorly used. World Bank–led health reforms aim at improving
equity, efficiency, quality, and users’ satisfaction, and it will be difficult to
achieve these goals without making medicines accessible and affordable.
The purpose of this article is to examine the adequacy of World Bank
pharmaceutical policies, as recommended in various Bank documents, for
Latin America and to examine the implementation of the policy recommendations. The authors found that the World Bank identified and recommended a set of pharmaceutical policies that matched the needs of the region.
But, as revealed through fieldwork and a review of the literature, the recommended pharmaceutical interventions were left out of the health reforms, and
most of the loans that included pharmaceutical interventions allocated funds
only to the purchase of drugs. The authors formulate four hypotheses that
may explain the lack of congruence between the recommended policies and
the strategies financed by World Bank health reform loans to the Latin
American region.

For the past 20 years, World Bank–led health reforms, often referred to in the
literature as neoliberal reforms, have been an important component of reforming
the state in Latin America. In almost all countries of the region, the health reforms
included three basic policies: decentralization of services, downsizing of the
public sector through privatization and outsourcing, and the offering of minimum
health service packages to the indigent populations at no cost. According to the
framers of the reforms, these policies would make the health sectors more
equitable and efficient, and the quality of the services and users’ satisfaction would
increase.
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Other aspects of public health and medical care were given less consideration
or were left out of the reforms. We consider it useful to identify policies not
included in the reform blueprints that could have had a positive impact on its
stated objectives, and to understand the reasons that led to their exclusion.
Our field studies of Latin American health reforms (Bolivia, Colombia, Costa
Rica, Dominican Republic, El Salvador, Honduras, and Mexico) and a survey of
the literature in these and other countries indicate that among the policies left
out from the World Bank–led reforms were those related to pharmaceuticals.
This is not to say that in some countries policymakers have not approved
pharmaceutical-related policies, but when this has occurred, the policies were
not part of the health reforms. Some examples of country initiatives to improve
the accessibility, affordability, and use of medicines include the PROMESE
plan to import low-cost generic drugs and distribute them through community
pharmacies in the Dominican Republic; the free distribution of 46 essential drugs
in public clinics through Plan Remediar in Argentina; the program to treat and
reduce the transmission of HIV/AIDS in Brazil; and the enactment of laws
requiring prescribers to use international nonproprietary names in most countries
of the region.
It is difficult to explain the exclusion of pharmaceutical policies from health
reforms that aim at improving efficiency and equity. In 2003, worldwide drug
sales amounted to almost $500 billion (all dollar amounts in U.S. dollars) (1),
and three-fourths of the expenditures occurred in the private market. The poor
spend a large percentage of their income on medications, and a substantial percentage of public health sector expenditures is allocated to drugs. It is well established that the utilization of public primary care in developing countries (used
mostly by the poor) depends to some extent on the availability of affordable drugs.
In Latin America, total drug expenditures in 2003 amounted to about $19 billion
(1). Countries in the region spend between 7 and 16 percent of their public health
sector budgets on pharmaceuticals: 16 percent in Argentina, 7.7 percent in Costa
Rica, 8.3 percent in Honduras, 15.2 percent in Venezuela (2), and, excluding the
social security institute, 9.4 percent in the Dominican Republic (3). As in other
parts of the world, the cost of medicines is increasing at a faster rate than other
health services (4, 5), and pharmaceuticals are the highest out-of-pocket health
expenditure for the poor (6–10). The poor spend a disproportionate share of their
income on medications; the lowest income decile spends up to twice as much
as the highest (11). A survey of seven Latin American countries documented that
the lowest income quintile allocated 52 percent of all health expenditures to drugs;
for the highest income quintile, drugs represented 30 percent of their health
expenditures (12). In Argentina, the lowest income quintile spends 8 percent of
total income and 80 percent of health expenditures on medicines; for the highest
income quintile the percentages are 3 and 30 percent, respectively (13). In the
Dominican Republic, about 62 percent of all ambulatory care expenditures are
for the purchase of medicines (3).
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The utilization of public health services depends on the availability of medicines. The Latin American poor are not willing or are unable to pay the indirect
costs of accessing “free” health services (transportation costs, unpaid sick leave,
time) and co-payments, unless they know they can obtain free or affordable
medicines (13–15). Rightly or wrongly, they believe that the resolution of their
health problems depends on the medication. For these reasons, improving health
equity needs to start by enacting policies that provide free or affordable medicines
to low-income classes.
This article is organized in three sections. First, we analyze the adequacy of
World Bank pharmaceutical policies as presented in the 1993 World Development Report (16), prepared in part to support the rationale of its health reform
policies, and in subsequent documents. Second, we show that the World Bank’s
pharmaceutical policy recommendations were not supported and financed by
the loans that the Bank sold to Latin American countries. Finally, we advance four
hypotheses that attempt to explain why the World Bank failed to support the
implementation of its own pharmaceutical recommendations in Latin America.
THE ADEQUACY FOR LATIN AMERICA OF THE
WORLD BANK’S PHARMACEUTICAL POLICIES
The 1993 World Development Report (16) was critically analyzed soon after its
publication (17, 18), and our intention here is not to contribute to this discussion
but to examine the adequacy of its pharmaceutical recommendations in the Latin
American context and the support they received from World Bank loans to the
region. Subsequently, the Bank has published other pharmaceutical documents,
but the 1993 report continues to guide health policy interventions and has not
been superseded by more recent papers. In 1994, the World Bank published
two papers that reiterated all the key recommendations made the previous year
(19, 20). Surprisingly, three years later, an official strategy document for the
Health, Nutrition, and Population sector made no reference to the pharmaceutical
sector (21). Conversely, a more recent World Bank discussion paper (22)
encouraged the Bank to support the pharmaceutical reforms that had been voiced
earlier, such as strengthening the regulatory capabilities of developing countries
and encouraging the use of essential drug lists.
The inclusion of pharmaceutical policies in the 1993 report is well justified by
the large amount of resources spent on drugs. Except for a few references in the
overview section of the report, the pharmaceutical policy recommendations are
found in pages 144 through 148. According to the report, substantial reductions
in waste and inefficiency in public health programs could be obtained through
the implementation of better drug policies: “countries pay too much for drugs of
low efficacy, and drugs and supplies are stolen or go to waste in government
warehouses and hospitals” (16, p. 12). The report considered pharmaceutical
policies to be “the most promising area [in the health sector] for efficiency gains in
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the short run” (16, p. 159). Table 1 summarizes the report’s drug policy recommendations, and we examine their adequacy in the Latin American context.
Essential Drug Lists
Since 1977, the World Health Organization (WHO) has prepared and periodically
updated, with the technical assistance of a highly regarded group of experts, a
list of essential drugs. The WHO recommends that countries adapt the list to
their own health needs. The most recent revision (2003) included 310 drugs that
are considered sufficient to treat the vast majority of health problems. The World
Bank report, following the WHO’s advice, strongly recommended all countries to
issue a list of essential drugs to guide acquisitions, and acknowledged that
many countries do have a list but do not use it. The report went even further
than the WHO recommendations and suggested that the list be used to guide
the registration of drugs, and it offered the example of developing countries
(Bangladesh and Sudan) and Norway to show the benefits of such a policy. The
World Bank report mentions that international competitive bidding enables countries to purchase essential drugs at low prices and asserts that large savings can be
obtained through economies of scale if drug procurement is centralized.
On the advice of the WHO, all countries in Latin America have had an essential
drug list for some time, but, at best, only the ministries of health use them. Most
social security institutes use formularies that contain many more drugs than those

Table 1
Pharmaceutical policy recommendations included in the 1993 World Development
Report and their appropriateness for Latin America
Appropriateness for
Latin America
Policies
Use of essential drug lists
Use of generic drugsa
Improving procurement and distribution
Strengthening regulatory capabilities
Improving adequate use
Cost recovery fees and revolving funds
Discouraging national production of drugs
a

Yes
4
4
4
4
4

No

Incorporated in the
World Bank health
sector reforms
Yes

4
4
4

4

No
4
4
4
4
4

The recently approved (February 2004) World Bank procurement documents specify strategies that
countries can use to benefit from cheaper generic anti-retroviral drugs.
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in the essential drug lists, and the institutes spend much more on pharmaceuticals
than do the ministries of health. Within the health ministries, hospitals and health
centers purchase drugs not included on the list directly from wholesalers and
retailers. As a result, the benefits obtained from the use of these lists have been
limited.
Essential drug lists have not been used in Latin America for the registration
of drugs, and for this reason the pharmaceutical markets have more products
than needed. For example, in Chile the national formulary includes 326 active
principles and 426 products, but there are more than 1,200 different active
principles and more than 5,000 drugs on the market (23); Ecuador has 8,800
drugs (24); Colombia, 8,300 (25); Mexico, about 7,000 drugs available in 19,000
different forms (26); Bolivia, 8,293 legally registered drugs and 5,518 on the
market; Costa Rica, 5,000 drugs; the Dominican Republic, 14,182; Honduras,
15,000; Nicaragua, 12,000; and Peru, 11,241 (2). In 1998, Peru registered 1,672
new products; only 50 percent of them contained active ingredients included in
the WHO list of essential drugs, and only 49 new chemical entities were added
in 119 formulations (27). In Peru the drug proliferation speed is accelerating: in
the late 1980s it registered about 80 drugs per year; in the 1990s the number was
above 1,000; and one year it authorized 2,000 products (28).
Generic Drugs
The World Bank report considers that patents create monopolies that drive prices
up, and it indicates that large savings can be accrued by purchasing generic drugs.1
(In 1993 all drugs in the WHO’s essential drug list were off patent.) Cost effectiveness should guide the selection of generic drugs within the same therapeutic
group—that is, the selection between drugs that are therapeutically equivalent
should be based on cost.
The following are examples of the drastic reduction of prices that has been
attributed to the use of generic drugs in the region. In Mexico, as a result of the
introduction of generic drugs in 1999, there was a 30 percent decline in prices
(26). In Brazil, generic products cost on average 40 percent less than brand-name
products (2). In Chile, the average price per pharmaceutical unit is $3.4, while
the unit price of a generic drug is $0.88 (2). Within months of the approval of the
generic prescription law in Argentina, the prices of the most commonly prescribed
pharmaceuticals decreased by 8 percent, and some by 45 percent (29). Peru,
through the program PACFARM (Joint Pharmacy Administration Program), distributed generic drugs through its public health network, and their prices were
50 to 80 percent lower than the original drugs purchased in retail pharmacies (30).
1 The term generic is confusing; in this context we refer to multisource drugs, which include generic
drugs and copies (in Latin America frequently identified as “similar drugs”). See discussion by
Homedes and Ugalde (109).
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Brazil lowered the yearly cost of anti-retrovirals from $4,860 per person in 1997
to about $1,000 in 2003 by using generic drugs and threatening the multinational
industry with issuing compulsory licenses and beginning the local production
of generic versions of patented drugs if it did not lower its prices (31, 32).
Researchers in a public general hospital in Corrientes, Argentina, estimated that
the yearly savings of using the lower-priced drugs of the 67 most commonly
used medicines could add to about $150 million (33).
Unfortunately, countries that have enacted legislation requiring prescribers to
use the international nonproprietary names (INN) or other nonproprietary names
have faced the opposition of the innovative industry and other pressure groups,
and in most countries the policy is not enforced. In Argentina, the ministry of
health took a very strong position and mandated the use of generic names on all
prescriptions. Several months after enactment of the law, only 57.7 percent of
the prescriptions complied with the directive (34). Many physicians opposed the
requirement to use the INN; they considered that such an obligation was an
infringement of their professional autonomy and joined efforts with the pharmaceutical industry to oppose policies to promote the use of generic drugs (35).
In Costa Rica, Roche and the medical association maintained that the social
security fund’s replacement of a brand-name drug (Viracept [nelfinavir]) with a
less expensive generic produced by a national laboratory, which was compliant
with Good Manufacturing Practices (GMP) and was certified by the U.S. Food
and Drug Administration, placed the health of beneficiaries at risk, and Roche
sued the fund (36).
Procurement and Distribution
The World Bank report highlighted the benefits of centralized, competitive,
and transparent procurement practices and offered examples of savings through
adequate selection and good procurement: countries that prepared competitive
bids had savings ranging from 40 to 60 percent of pharmaceutical expenditures
(16, p. 12). We can add the cases of Chile and Guatemala. The Chilean hospitals
saved about $4 million by using an open electronic reverse auction bidding
system, a project developed in part with World Bank funds (37). It is estimated
that each hospital saved between 5 and 7 percent of the pharmaceutical budget.
In 1997, in Guatemala, the ministry of health, the social security institute, and
the armed forces centralized drug procurement, resulting in savings of 65 percent
for the ministry and 23 percent for the social security institute (2). The 1993
report also recommends, when feasible, the purchase of drugs through
international nonprofit organizations such as UNICEF and the International
Dispensary Association.
The World Bank has financed the purchase of pharmaceuticals in Latin America
and, to guarantee the transparency of the process and the quality of the drugs,
has developed drug procurement guides and conducted training workshops.
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For large purchases, the Bank recommends the use of international competitive
bidding. The Bank’s technical recommendations are easily available, in several
languages, on its website. The most recent document was approved in February
2004 for the purchase of anti-retrovirals. This document can be used by countries
that want to benefit fully from the flexibilities included in the TRIPS (Trade
Related Intellectual Property Rights) agreement to gain access to generic antiretrovirals (38).
The impact of technical assistance on drug procurement provided by the
World Bank has not been clearly established. Rovira (39) found that, between
1999 and 2002, 50 countries purchased 99 percent of their pharmaceuticals and
medical products from 22 countries. He also indicated that, in Nicaragua and a
few other countries outside Latin America, all such products were purchased
from one national supplier.
Appropriately, the 1993 World Bank report emphasizes the importance of
accurately estimating drug needs. Excess can lead to waste if consumption does
not take place before the expiration date, and shortages adversely affect quality
of care and the utilization of health services.
The report also points out the need for improving storage conditions and
distribution systems to reduce waste, and recognizes that something should be
done about custom agencies that in many countries are notorious for corruption,
delays, spoilage, and waste due to poor storage facilities. We have found very
few estimates of the value of losses due to drug wastage, but media reports
indicate that they could be very high. For example, in Paraguay, the National
Comptroller’s Office discovered in 2002 that medicines valued at approximately
$16,000 had expired and had to be withdrawn from public health clinics (40).
Strengthening Regulatory Capabilities
Prescribers and users cannot review all available information on pharmaceuticals,
the World Bank report argues, and thus the government has a role in regulating the
pharmaceutical market and ensuring that the information that reaches prescribers
and consumers is accurate. The authors of the pharmaceutical recommendations
added that “governments are also responsible for carrying out regulatory functions to ensure that all drugs on the market are of acceptable quality, safety and
efficacy.” They were well aware that “building up a national regulatory authority
requires the creation of a core group of trained staff, the enactment of supporting
legislation, and the establishment of quality assurance laboratories” (16, p. 145).
The limited capability of Latin American governments in this area is reflected
in the number of unsafe products on the market (41). It is claimed that as many
as 50 percent of the drugs sold in Argentina are useless, unsafe, or irrational
combinations of active principles (42, 43). In some Latin American countries
the consumer can purchase drugs that are banned in industrial nations, some of
which are produced by local subsidiaries of foreign companies headquartered
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in the industrial nations where the drugs have been banned (44, 45). The presence
of drugs of questionable safety on the Colombian market has been documented
(46, p. 299); and in Ecuador, international standards of GMP to assure safety are
not enforced, and only eight manufacturing plants are inspected per year. It is
well known that prescription-only drugs can be purchased over the counter in
many countries of the region, and a study of drug dispensing in Mexico and
Guatemala demonstrated that no mechanisms were in place to enforce pharmaceutical laws and regulations (47).
Equally important is that weak regulatory powers are unable to control the
behavior of interest groups. The pharmaceutical industry frequently violates
established ethical codes by providing gifts and other perks to physicians, providing inaccurate and even false information, and using questionable tactics to
derail efforts to use low-cost generic drugs.
The increasing availability of counterfeit drugs suggests the need to strengthen
regulatory and enforcement functions. In Peru, for example, the General
Directorate of Medicines, Supplies and Drugs has indicated that 80 percent of
the medicines distributed through the informal market in Lima do not have a
registration label, are falsified, or are spoiled (48). In Bolivia, the Pan American
Health Organization (PAHO) has estimated that 20 percent of the drugs are
smuggled (22). It has been estimated that, in Mexico, up to 13 percent of drugs
sold in pharmacies and open markets are counterfeit, and in the Dominican
Republic counterfeit drugs are imported from eastern countries and marketed
nationally with the knowledge of the customs authorities (49). Similar practices
have been reported in Central America.
Adequate Use
The World Bank report recommends interventions to improve the appropriate
use of drugs and proposes behavioral changes for patients, prescribers, dispensers,
and the industry. The interventions suggested are aimed at educating consumers,
reducing self-medication and unnecessary requests for injections (given the risks
of this form of administration), increasing the number of and strengthening
continuous education programs on clinical pharmacology for prescribers and
dispensers, and enforcing the use of formularies by physicians and pharmacists.
As in many other parts of the world, in Latin America physician prescription
patterns are often inadequate and poorly understood by patients, who frequently
do not adhere to the prescribed regimen (50–60). Physicians do not clearly explain
the various components of the administration of pharmaceutical therapies, and
patients fail to request clarifications. Written instructions are seldom provided,
either by the physician or at the pharmacy. The physician-patient contact lasts
only a few minutes, and patients rarely ask questions. In a study of 404 consultations in Costa Rica, Ugalde and Homedes (61) found that the average duration
of the encounter was 4 minutes and 45 seconds, and of 1,028 medications
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prescribed, the patients asked for clarification for just 10 of them. This study
also found that physicians very seldom discussed nonpharmaceutical therapies,
even when those would have been the most appropriate form of treatment.
Studies in Colombia identified high levels of irrational prescribing, and half
of the prescriptions for the treatment of high blood pressure and urinary infections and the ambulatory treatment of pneumonia were considered inappropriate
(62–65).
As noted above, prescription-only drugs are frequently sold over the counter,
leading to excessive self-medication, especially among the poor (66). According
to a recent study by the Ecuadorian Federation of Pharmacists, 85 percent of
the population self-medicates (67). It has been estimated that 9 percent of
antibiotics and 30 percent of other prescription-only drugs are self-prescribed
in Latin America (68). Even more troubling is the fact that those who dispense
drugs are pharmacy clerks with no professional or vocational training. The
Ecuadorian study found that only 12 percent of the pharmacies have professional pharmacists on duty (68), and in Mexico and Guatemala researchers
have found that most drug recommendations made at the pharmacies were
inappropriate (46), a finding similar to those reported in Peru (69), Colombia
(70), and Mexico (14).
A good part of the poor prescribing practices is due to the inadequate pharmacological training of physicians and the aggressive and costly marketing strategies
used by the industry. As acknowledged by the World Bank report, the promotional
and marketing tactics of the industry influence physicians’ prescribing behavior,
a reality that has been amply documented worldwide in recent years (71, 72).
Studies in Brazil (73), Argentina (74), Chile (75, 76), and Peru have shown
the unethical and frequently unlawful promotional tactics of the industry.
In Colombia, the industry is pressing to change the status of a number of
prescription-only drugs to over-the-counter (25), following the United States
and more recently the United Kingdom’s example. It is expected that this
change will increase sales and decrease the pharmaceutical expenditures of social
security schemes, which often do not cover the cost of over-the-counter medicines.
All of the above suggest that patients are at risk of inappropriately using very
powerful chemicals.
The processes of prescribing, dispensing, and using medicines are very deficient in Latin America, and improving them is a complex and challenging task.
Strong regulatory bodies and strengthened law-enforcement capabilities could
deter the pharmaceutical industry from continuing to commit abuses through the
drug promotion system.
Cost Recovery Fees and Revolving Funds
Based on the Bamako initiative, the World Bank recommended the use of
cost recovery fees to finance drugs in low-income countries. In spite of having
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expressed some reservations about the sustainability of the revolving funds, the
World Bank 1993 report claimed that the achievements of the Bamako initiative
were impressive and it wholeheartedly endorsed them. In Latin America, only
Haiti and Honduras are classified as low-income countries, and therefore this
recommendation is not generally applicable to the region. However, most countries were using recovery fees for many years before the World Bank–led reforms
were implemented. Today, there is ample evidence that recovery fees do not
engage the communities as previously expected, are inequitable, and do not
promote the rational use of drugs (77). Nevertheless, Bank loans to Ecuador
and Nicaragua required the organization of revolving funds.
Production of Pharmaceuticals
The authors of the pharmaceutical recommendations of the 1993 World Bank
report raised questions about the public and private production of pharmaceuticals
in most developing countries. In their judgment, the survival of local production
requires subsidies or import tariffs to protect the national industry. With the
exception of the very large countries (in Latin America, Brazil, Mexico, and
Argentina were singled out), the report argued—following literally the advice
published in a 1986 World Bank publication (78)—that local production would
drive up prices and it strongly discouraged it. We should note that the author of the
1986 publication did not have expertise in pharmaceuticals. In a recent document
available at the World Bank website (79, p. 49), the authors take a more cautious
position: “Can other, ‘smaller’ countries, repeat the success of India and Brazil?
That nobody has an answer to this question should . . . not be surprising.” In a
presentation at a conference on generic drugs sponsored by the World Bank,
Kaplan (80) identified important reasons for the interest of developing-country
industry in local drug manufacturing, and Barton (81) discusses the reasons
that the governments of these countries may want to manufacture drugs.
Chile offers a good example of why some advocate for the strengthening of
public production of drugs: the Chilean president authorized the ministry of
health to import drugs manufactured by the Brazilian government if private
industry would not lower anti-retroviral prices. The threat had the desired
results, and prices were lowered by 50 to 70 percent (82). The recent successful
intervention by the French government to avert the purchase of Aventis by
Swiss Novartis indicates that political action to protect local pharmaceutical
production is justified in the name of defending national interests, regardless of
the financial consequences.
Our data suggest that Latin America has a thriving private industry of generic
drugs, and large and small countries are producing a relatively large quantity of
pharmaceuticals at competitive prices. Brazil has shown that public production
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of drugs can have a strategic function within a global cost-contaimuent policy
(31). The capacity to produce its own drugs has also been the key factor in
making a credible threat of overcoming patent monopolies by issuing compulsory
licenses. Argentina has 280 laboratories and produces 85 percent of its national
consumption; Chile has 40 national laboratories, which supply 56 percent of the
market value and 79 percent of the pharmaceutical units; in the Dominican
Republic, 30 percent of the consumption is manufactured locally; Guatemala has
87 laboratories; Mexico’s 150 companies export and satisfy 95 percent of the
national needs; Peru has 46 laboratories; and the national production in Venezuela
covers 45 percent of the country’s total needs (2). Ecuador has 36 laboratories,
which satisfy 20 percent of the market; and Uruguay has 40 national laboratories and 20 multinational producers (83). Almost 80 percent of the drugs used
in Cuba are manufactured locally (84), and Cuba exports $70 million in
drugs (85), a quantity that suggests its pharmaceutical industry is competitive.
Argentina’s public sector has a relatively large and idle capacity to manufacture generic drugs, and it still supplies 7 percent of the country’s needs (13);
some public provincial and municipal laboratories are producing quality drugs
at very competitive prices. According to Cavallone (86), the Chilean pharmaceutical market is highly competitive and has relatively low prices. The
public production of vaccines in the region is very large, and Cuba is the
only country in the world that produces an effective vaccine against meningitis
B (84). One can infer that small Latin American countries can competitively
produce drugs from the disbursement of a $7 million loan from the International Finance Corporation, an affiliate of the World Bank Group, to Gutis, a
family-owned Costa Rican pharmaceutical company in 2003. Costa Rica is one
of the smallest countries in the region, with a small industrial base, and if the
World Bank had followed its own 1993 recommendations, Gutis would have
been unlikely to receive the loan.
Latin America has three regional markets that are in the process of consolidation: Mercosur, Andean, and the Central American market. From the information presented above, we can conclude that, as the regional markets integrate,
the Latin American pharmaceutical industry has the potential to become highly
competitive.
With the exceptions of the recommended use of recovery fees and the discouragement of local production, the policies advanced in the 1993 World Bank
report (16) and in the 1994 policy working paper (20) are quite appropriate for
Latin America (see Table 1). They comprise an ambitious package that would
have increased equity and efficiency and improved the quality of care in the health
systems—the defined goals of the health reforms. The recommendations advanced
in these two documents could have been included in the Latin American reforms
promoted, supported, and financed by the World Bank.
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WORLD BANK SUPPORT FOR CHANGES IN THE
PHARMACEUTICAL SECTOR

Gutiérrez Arriola’s review (87) of PAHO’s Health Sector Reform Observatory2
indicates that, with a few exceptions, the reforms do not include pharmaceutical
interventions. Her in-depth analysis of the Mexican health reform confirms the
absence of pharmaceutical policies. The only reference to pharmaceuticals is a
vague statement indicating that some resources should be directed to supply
medicines, meaning that health centers should be stocked.
Our review of the health reform documents of El Salvador yields similar
findings. The documents that outlined the health reform (88, 89) do not make
any reference to pharmaceutical policies. Programmatic goals included nutrition
and environmental interventions, but the words “drug,” “medicine,” and
“pharmaceutical” do not appear anywhere in the documents. The case of Colombia
offers a similar scenario; the only reference to pharmaceuticals is the number
of drugs to be included in the subsidized insurance plan (90).
It could be argued that some health reform policies or their implementation
contain pharmaceutical interventions or have consequences for the pharmaceutical
sector. In Mexico, three health reform policies have been implemented. The first is
decentralization from the federal health secretariat to the state health secretariats
and, in some states, to the next administrative level, or jurisdicciones. The second
policy is the delivery of a package of 14 basic interventions free of charge to
the entire indigent population. The third is the Seguro Popular, a federal health
insurance scheme for the poor that began in 2003.
Case studies of the decentralization of the Mexican health secretariat in several
states indicate that decentralization had some indirect positive and some negative
consequences for the pharmaceutical sector. On the one hand, transferring some
decision-making to the states and in some states to jurisdictions has improved
the stocks of medicines in the health centers and increased the utilization of the
centers (91), although in other states it has reduced the availability of drugs (92).
On the other hand, the fragmentation caused by decentralization has made the
procurement of medicines more expensive. The decentralized units cannot achieve
the economies of scale that a larger buyer authority could.

2 PAHO: Políticas nacionales sobre reform del sector salud en América Latina. Iniciativa de
Reforma del Sector Salud, Casos revisados de Bolivia (a octubre de 1997), Brasil (a marzo de 1998),
Colombia (a 10 de abril de 1998), Chile (a junio de 1998), Ecuador (a marzo de 1998), Guatemala (a 30
de marzo de 1998), Haití (a 30 de octubre de 1997), Honduras (a 30 de marzo de 1998), Jamaica (a 30 de
octubre de 1997), México (a 2 de abril de 1998), Nicaragua (a 30 de marzo de 1998), Panamá (a 30 de
abril de 1998), Paraguay (a 18 de marzo de 1988), Perú (a 30 de marzo de 1998), El Salvador (a 30 de
marzo de 1998), Internet, 1998a. PAHO: Informacíon de país sobre reformas del sector salud en
América Latina. Perfil de los sistemas de servicios de salud en 1998. Casos de Argentina, Brasil, Costa
Rica, Guatemala, El Salvador, México, Nicaragua, Panamá, Rep. Dominicana y Trinidad y Tobago.
Iniciativa de Reforma del Sector Salud, Internet, 1998b. Both cited by Gutiérrez Arriola (87).
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The states do not have the technical expertise to prepare international
or national tenders. Many buy medicines from wholesalers or retailers at
high prices. In the state of Nuevo Leon, one of the wealthiest states of the
federation and with one of the best health care systems in the country, the
purchases from wholesalers and retailers amount to 40 percent of all drug
expenditures (93).
The only pharmaceutical intervention included in a World Bank loan to
Mexico is the free distribution of the drugs needed to deliver the basic
package of health services to hard-to-reach areas, and continuation of this
program after the period covered by the loan is uncertain. One key feature
of the Seguro Popular is the provision of free medications to those insured.
If the Seguro were to be fully implemented to cover the 40 million or more
Mexicans entitled to the insurance, it would go a long way to meeting the
pharmaceutical needs of the population. Unfortunately, assessments of the
Seguro indicate that the federal government does not have the resources
to finance the scheme and that the logistic and organizational problems are
formidable.3
The decentralization of health services in other Latin American countries has
faced problems similar to those observed in Mexico: decentralized units are too
small to justify the preparation of complex national or international tenders,
and administrators do not have the training to make accurate estimates of need.
Even the solution found by some Colombian autonomous hospitals to organize
a cooperative to purchase drugs may not be sufficient to obtain full advantage
of the economies of scale. For this and other reasons, Colombian hospitals are
bankrupt and the quality of care has deteriorated to the point that the lives of
patients are at risk (94). In El Salvador, an experiment to privatize the primary
care clinics of the social security institute failed due to financial insolvency.
The autonomous directors of the clinics decided to purchase brand-name drugs
from wholesalers and retailers instead of generic drugs that they could have
purchased at a lower price from the social security institute (95). The additional
costs incurred in the purchase of medicines contributed to the inability of the
clinics to meet their financial obligations.
We do not have the space here to present data from health reform documents
in other Latin American countries that confirm how drug policies are, as suggested
by the information in PAHO’s Health Sector Reform Observatory, more the
exception than the rule. A complementary way to document the characteristics
of pharmaceutical interventions within the World Bank–led health reforms is
to examine the Bank’s health loans to Latin America.

3 Personal interviews with officers of Mexico’s Federal Health Secretariat and the National
Institute of Public Health (names withheld to maintain confidentiality), March 2001, September 2003,
February 2004.
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Latin American World Bank Health Loans with
Pharmaceutical Components
Three studies by World Bank staff or consultants have examined loans with
pharmaceutical components and analyzed their content and the amounts allocated
to pharmaceuticals for human use (96–98). The lending period and the methodologies of the three studies are different; the first study covers loans from 1989
to 1995; the second, 1983 to 1999; and the last, 1991 to 2002.
While their methodologies vary, the three studies examined loans of the
Health, Nutrition, and Population sector and reviewed related documents, mostly
staff appraisal reports, project appraisal documents, and, for projects already
completed, the implementation completion reports. Sabaté and coauthors (97)
also reviewed development loans from outside the sector that had pharmaceutical
components, and Tapalova and Rovira (98) included loans from the International
Finance Corporation, a member institution of the World Bank that lends to the
private sector. The authors of the three studies are aware of the limitations of
the data and state that the conclusions are tentative. Perhaps the most serious
constraint is that the standardized accounting system of the World Bank did not
allow the authors to break down expenditures in the categories needed for the
analysis. For instance, the data recorded at the Business Warehouse, the main
database for Bank projects and contracts, do not separate pharmaceuticals from
other medical products and cannot quantify the value of the drugs purchased by
the borrowing countries with World Bank loans. These limitations add difficulty
to the analysis. The differences in study methodologies do not allow for comparing
results, but as we will show, all three reached similar findings in our main area
of concern.
We decided to analyze in some detail the World Bank loans included in the most
recent study (98). The document identified 37 Health, Nutrition, and Population
projects that received funding for pharmaceutical interventions. In addition to
staff appraisal reports, this study reviewed memorandums and recommendation
reports and project information documents. As an analysis of these documents
showed, most projects were for maternal and child health care programs and for
the control of HIV/AIDS and other sexually transmitted diseases, and the funding
was to support the logistics of the interventions and the procurement of medicines. The medications financed by these projects were mostly oral rehydration
salts, vitamins for pregnant women, anti-retrovirals, antibiotics, vaccines, birth
control pills and condoms, and some anti-malaria and anti-TB drugs. A few loans
financed activities to improve drug management, such as improving procurement
processes, training personnel, estimating the costs of pharmaceutical treatments
in hospitals (in preparation for the privatization of hospitals in Colombia), and
improving the efficiency of managing pharmaceuticals (see Table 2). Two loans
required the organization of revolving funds, but the loan description did not
indicate how much, if any, of these funds would be allocated for the organization
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of the revolving funds. Table 2 provides a summary of World Bank loans with
pharmaceutical components by country and type of intervention.
Only the loan to Nicaragua can be considered to satisfy the requirements
of a comprehensive pharmaceutical program to improve access, utilization, and
efficiency. This loan allocates resources to conduct studies and provide technical
assistance in improving policy and regulation, financing medicines (including
operating a pilot private pharmacy within the ministry of health), procurement,
supply, distribution, inventory management, rehabilitation of storage areas, and
assessing the nature and level of irrational use of pharmaceuticals and starting
to reduce its incidence. Among the objectives of the loan were the completion
of studies that would facilitate the enactment of a new pharmaceutical law, and
improvement of the procurement system to better respond to the needs of the
decentralized entities.
As indicated above, the World Bank requires transparency and competitiveness in all procurement processes that require Bank financing. The Bank trains
nationals in the preparation of tenders, but the accounting system does not permit
us to estimate the amount of effort allocated to this end. Similarly, it is difficult
to assess the effectiveness and long-term impact of these efforts. Recent news
from Brazil, the country that has received by far the highest amount of World
Bank lending for pharmaceutical interventions, raises questions in this regard.
It has been alleged that, during the past decade, pharmaceutical companies,
lobbyists, and public health officials rigged government contracts and embezzled
funds in the amount of $637 million. The alleged crimes are currently under
investigation by the public prosecutor’s office, which has placed 14 suspects
under temporary detention (99).
Tapalova and Rovira’s estimates (98) of the allocation of World Bank loans
are as follows: about 44 percent of the funds are for drug procurement, including
vitamins and pharmacy materials; about 33 percent for condom procurement and
promotion; 14 percent for vaccinations; 8 percent for rational use of drugs, drug
regulation, and policy studies as part of health system reform; and 1 percent for
pharmaceutical waste management. In other words, 91 percent of the funds are
allocated to acquisitions. The authors do not cite the absolute amounts from which
these percentages were calculated.
Falkenberg and Tomson (96) calculated that 17 percent of the lending for
Health, Nutrition, and Population projects was dedicated to pharmaceuticals.
Using their data we have calculated that, for all regions of the world, the percentage allocated to what the authors call “hardware”—a category that includes
reconstruction/repair of warehouses and pharmacies, and purchase of drugs and
equipment—amounts to 93.3 percent ($972 million) of the pharmaceutical components of the loans for the fiscal years 1989 to 1995. The rest ($70 million)
was spent on “software,” a category that includes “education, information, legislation and regulation monitoring, continuing education . . . management training
and development, training of inspectors, quality control agents and pharmacists . . .
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technical assistance governing procurement . . . cost recovery, introduction of
the Essential Drugs concept and Rational Use of Drugs in medical curricula,
continuing education of providers, consumer information and pricing policy”
(96, p. 53). In sum, the percentage of funds allocated to improving the use of
drugs is almost negligible.
Sabaté and colleagues’ study (97) estimated that 82.12 percent of pharmaceutical expenditures were allocated to procurement, though they clarified that
this percentage could be lower because they generally classified expenses for
institutional strengthening under the “non-defined health category” that was not
included in this percentage. The report acknowledges that procurement takes
place without assessing the pharmaceutical systems and “in the absence of a
policy framework for pharmaceuticals, or without appropriate linkages with the
broader health care system in the country” (97, p. 7).
In sum, regardless of which of these estimates is closest to the correct allocation
of funds, we can conclude that they confirm our review of the literature and our
fieldwork: the reforms financed by the World Bank have not given sufficient
consideration and funds to the pharmaceutical policy recommendations advanced
in the 1993 World Bank report. The lack of support is surprising because, during
the 1990s and even earlier, the WHO detailed important pharmaceutical strategies
and invested a share of its meager resources in promoting the adequate use of
pharmaceuticals (100–103).
UNDERSTANDING THE WORLD BANK’S FAILURE
TO SUPPORT ITS OWN RECOMMENDATIONS
To advance an understanding of and ability to influence pharmaceutical policies,
it is useful to explore the reasons why the World Bank failed to support its
own pharmaceutical policy recommendations through its lending program. As
discussed previously, the Bank’s recommendations would have facilitated the
goals of the reforms: they would have increased equity and productivity, lowered
costs, improved quality of care, and increased user satisfaction. Here we present
four hypotheses to help foster debate and future research on this topic.
First Hypothesis: Lack of Pharmaceutical Experts
with Influence at the World Bank
As a first hypothesis we could suggest that the World Bank staff who prepared
the section on pharmaceutical policies for the 1993 World Development Report
had little influence within the upper echelons of the Bank. A similar comment
has been made about the World Bank environmental unit in an attempt to explain
this unit’s inability to stop the funding of projects with adverse environmental
effects (104). A comprehensive health report could not ignore that countries invest
a large amount of their health resources in drugs, and the 1993 report had to
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include some recommendations on this topic, even if the pharmaceutical sector,
like the environmental sector, is given a low priority at the World Bank. This
hypothesis also explains how few pharmaceutical experts are employed by the
Bank. Govindaraj and coauthors (22) were aware of the World Bank’s weakness
in the pharmaceutical field and recommended strengthening the professional
staff in this area. The study by Falkenberg and Tomson (96) also attributed
the high percentage of expenditures allocated to hardware areas to the lack
of pharmaceutical expertise. They found that 31 of the 56 projects analyzed
were prepared without the input of pharmaceutical experts. The situation today
is even worse. The World Bank has no staff specialized in clinical or social
pharmacology. It is clear that, if an institution does not have experts in a particular
area, it is most likely that programs in this area will not be developed. Experts
in other areas will seize the available funds to promote their own programs.
Second Hypothesis: The World Bank’s Tendency to Exclude
Interventions That Do Not Fall within the Hardware Category
The World Bank’s preference is to lend for capital investments such as infrastructure construction, institutional development, and the purchase of equipment.
In the health sector, the favored interventions are hospital and clinic construction,
the purchase of equipment and drugs, and some basic training to prepare personnel
for management of the newly decentralized/privatized hospitals.
All World Bank project documents have to include monitoring and impact
indicators, but those that we have examined do not have indicators to assess
the impact of the pharmaceutical interventions. Geyndt (105) pointed out that
evaluations of health programs by World Bank staff only took into consideration
the quality of investments in infrastructure and in procurement. In his view,
the inability to incorporate other, more important indicators explained the excessive emphasis on these two dimensions. This also seems to be the case for
pharmaceutical interventions, where funds are allocated almost exclusively
(about 90 percent) to the purchase of drugs. Evaluating the impact of interventions
to improve the adequate use of pharmaceuticals is very complex, and the World
Bank does not have the expertise to do it. In addition, it is probably easier to
reach agreement with a government on the terms and conditions of lending for
purchasing drugs than for funding behavioral and policy changes.
Drugs, including birth control pills and vaccines, are tangible goods and their
impact can be measured through health status and demographic indicators
(morbidity, mortality, and population growth). The difficulties of World Bank
staff in handling other pharmaceutical interventions can also be understood by
considering the very nature of the Bank. As a development agency, it demands
fiscal responsibility from its borrowers and is reluctant to finance recurrent
expenditures such as those on drugs, except in the case of emergencies. For World
Bank staff, it has been easier to find loopholes to justify the purchase of medicines
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(106) than to develop interventions to improve the rational use of drugs and
finance the implementation of needed pharmaceutical policies.
Third Hypothesis: Countries’ Opposition to
the Financing of Pharmaceutical Interventions
The World Bank has to negotiate its lending programs with recipient countries,
and during the negotiations countries can modify the terms of the loan. Therefore,
it is possible that the absence of loans for pharmaceutical policies responds to
refusals by Latin American countries to accept the World Bank’s proposals. In
the health sector, several Latin American countries have opposed and delayed
the implementation of Bank-led health sector reforms with a strong privatization
and/or decentralization component (107); however, we have been unable to locate
reports documenting similar situations with regard to pharmaceutical policies.
Two of the authors of this article worked in health projects at the World Bank
between 1992 and 1997 and between 2001 and 2004, and despite our interest in
pharmaceuticals we did not witness or become aware of any situation where
countries refused to follow the Bank’s pharmaceutical advice. From our experience, it would be more accurate to suggest that the staff at the World Bank was
not encouraged and had limited resources to influence pharmaceutical policies
in Latin America.
Fourth Hypothesis: The Neoliberal Ideology
of World Bank Decision-Makers
If the first hypothesis is correct, the question is: why doesn’t the World Bank have
experts in the pharmaceutical sector? A possible explanation can be formulated in
the following terms. As is well established, the neoliberal ideology that permeates
the higher echelons of the World Bank promotes the downsizing of the public
sector and advances the interests of the private sector. In the pharmaceutical
sector, transnational corporations play the dominant role. These corporations are
mostly headquartered in the United States, Germany, United Kingdom, France,
and Japan, which together with a few other industrial nations control the Bank’s
decision-making process (108). The United States, as the major stockholder, has
a dominant role and appoints the Bank’s director. These nations protect their
industries, and the industries have a formidable lobbying influence on their
governments. Most policies recommended by the 1993 report—such as using
essential drug lists to control the registration and procurement of drugs, using
generic drugs, strengthening the regulatory role of government, improving the
rational use of drugs, and controlling the marketing techniques of the industry—
would, if implemented in all the developing countries, have adverse financial
consequences for transnational corporations.
To influence World Bank pharmaceutical policies, the innovative pharmaceutical industry created some years ago a fellowship to finance an internship at
Bank headquarters. The World Bank chooses the person from a three-name slate

710

/

Homedes, Ugalde, and Rovira Forns

proposed by the industry. The person has an office in the Bank, has ample direct
access to health strategy discussions, and functions de facto as an adviser/lobbyist
for the industry.
The recent interest of the World Bank in endorsing the purchase of antiretroviral generic drugs as manifested in its technical guide (38) is a welcome
change from its previous position, which required the procurement of brand-name
anti-retrovirals. This change can be attributed to the intense pressure from many
nongovernmental organizations and foundations, the legal failures of researchbased pharmaceutical firms to stop the procurement of generic anti-retrovirals,
and the tragic reality of sub-Saharan Africa.
Additional support for this fourth hypothesis comes from the silence maintained by the World Bank during the debate at the 2002 Doha meeting of the World
Trade Organization regarding the agreement on TRIPS and the discussions that
followed. The TRIPS agreement establishes a drug patent monopoly of 20 years
and defines when compulsory licenses can be issued and parallel importing
permitted. Objections by the United States left the signing of the agreement
pending, and the discussions that ensued were not settled until the 2003 Cancun
meeting. During this time, the World Bank avoided any comments on the topic
and maintained its silence on bilateral free trade agreements between the United
States and developing countries that have included clauses more restrictive than
those established by TRIPS. Bilateral free trade agreements have extended the
patent monopoly beyond the 20-year period and restricted the use of compulsory
licenses and parallel imports beyond the conditions established by TRIPS. In Latin
America, Colombia, Peru, and Ecuador are in the process of signing the Andean
Free Trade Agreement, and the Central American countries and Dominican
Republic have signed the Central American Free Trade Agreement.
Most observers agree that the modification of TRIPS imposed by the United
States in the bilateral trade agreements makes access to drugs more difficult for the
poor in developing countries, and many will suffer and die as a result. One might
have expected that an agency whose aim is to assist the poor of the world would
have taken a position on an issue that directly affects the quality of life and survival
of hundreds of millions, but the World Bank decided to remain aloof from the
debate. According to our fourth hypothesis, it would have been difficult for the
agency to take a position against its principal shareholders.
CONCLUSIONS
In 1993, the World Bank’s World Development Report offered a comprehensive
set of pharmaceutical recommendations that fit well with the needs of Latin
America at the time the health reforms were being implemented, but the Bank
failed to support and finance them. We have offered four hypotheses to explain
the lack of congruence between the World Bank’s own pharmaceutical recommendations and its funding priorities. The hypotheses are not exclusive—that is,
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the Bank may lack staff with expertise, the staff may lack the methodologies to
measure the impact of software interventions, and the Bank may fail to generate
policies that go against the interests of its principal stockholders. Obviously, if
the fourth hypothesis is correct, it is of little consequence to add staff with
expertise or to develop evaluation methodologies. Given the lack of transparency
of the World Bank, it is difficult for outsiders to verify the validity of the
hypotheses. We may have to wait until insiders occupying high positions decide
to confirm one or more of them, or offer alternative satisfactory explanations.
If the fourth hypothesis is correct, then, it will be difficult for the World Bank
to engage in pharmaceutical interventions that will help achieve the goals of
health reform (equity, efficiency, quality, and satisfaction). Most Latin American
countries have sufficient resources to purchase essential generic drugs, and the
use of World Bank loans for recurrent expenditures may be fiscally irresponsible, except in the case of extreme situations (pandemics, natural disasters, and
economic depressions).
As discussed in this article, the pharmaceutical needs of the Latin American
health systems correspond closely to the policies expressed in the 1993 World
Bank report—namely, to rationalize the use of drugs, a concept that includes
improvements in production, prescription, dispensing, and consumption, and the
regulation of the industry. It is in these areas that technical assistance is needed.
The WHO’s pharmaceutical technical assistance in this area is praiseworthy,
but its resources are very limited. World Bank loans could be used to complement the WHO’s work.
Providing more drugs without attending to the rationality of their use is counterproductive, and if the purchase of the additional drugs is through loans at commercial interest rates, as is the case for most World Bank loans to Latin America, the
only certain result is an increase of the countries’ indebtedness. The use of drugs
does not guarantee health improvements: their adequate use does. If the first or
second hypotheses, or both, explain the World Bank’s indifference to supporting
sound pharmaceutical policies, it will be necessary to recruit staff with pharmaceutical expertise in positions of influence within the agency and to find ways to
assess the effects of pharmaceutical policies on the quality of life among the poor.
Also, the World Bank must reconcile health reform and pharmaceutical
policies. As we have indicated, economies of scale achieved through centralized
procurement may be incompatible with the privatization and decentralization
of services. In theory it may be possible to downsize government and at the same
time strengthen its regulatory capabilities, but in practice it may not. For the
pharmaceutical sector, the need to strengthen the regulatory powers of the public
sector is paramount. As we have seen, this has not happened since reforms began
in Latin America. Whether this is due to privatization or to other factors is at
present unclear, but in Colombia, the country implementing a health reform that
conforms most closely to the World Bank blueprints, INVIMA, the drug regulatory agency, is under threat of being dismantled.
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There are pharmaceutical interventions that the World Bank can carry out at
minimal cost. Its support and promotion in international forums of policies to
enhance the accessibility of affordable drugs for the poor majority would not
require large outlays of funds. The timid attempts that the Bank has made thus
far are hardly enough to have an impact. However, the Bank’s support of some
policies (as in the case of the use of anti-retroviral generics) and opposition to
others (as should be the case for TRIPS+) could make a valuable contribution
to the health of the poor. Whether the World Bank has the freedom to decide on
the merits of the issues, independent of the interests of its main stockholders,
is something that needs to be clarified.
REFERENCES
1. IMS. Lipitor leads the way in 2003.
www.ims-global.com//insight/news_story/0403/news_story_040316.htm (June 5,
2004).
2. Pan American Health Organization. Health in the Americas, Vol. 2. Washington,
D.C., 2002.
3. Rathe, M. Salud y equidad: Una mirada al financiamiento de la salud en la República
Doninicana. Partnerships for Health Reform, Calverton, Md., 2000.
4. Vargas, N., and López-Linares, R. Acceso a medicamentos y uso racional de
medicamentos. Unpublished document, 2001.
5. World Health Organization. The Public and Private Circuits for the Distribution of
Drugs in the Chilean System. WHO Action Programme on Essential Drugs, Geneva,
1999.
6. Homedes, N., and Ugalde, A. Improving the use of pharmaceuticals through patient
and community level interventions. Soc. Sci. Med. 52(1): 99–134, 2001.
7. Cohen, J. C. Public Policies in the Pharmaceutical Sector: A Case Study in Brazil.
LCSSHD Paper Series no. 54. World Bank, Washington, D.C., 2000.
8. World Health Organization. Progress of WHO Member States in Developing National
Drug Policies and in Revising Essential Drug Lists. WHO/DAP/98.7. WHO Action
Programme on Essential Drugs, Geneva, 1998.
9. Multicenter study on self-medication in six Lain American countries. Clin.
Pharmacol. Ther. 61: 488–493, 1997.
10. Van der Stuyft, P., Delgado, E., and Sorensen S. C. Utilisation rates and expenditure for public and private curative care services in semi-urban Guatemala.
Ann. Trop. Med. Parasitol. 91: 209–216, 1997.
11. Medici, A. O SUS e a Política Hood Robin de Saúde. Mimeo. Inter-American
Development Bank, Washington, D.C., 1998.
12. Pan American Health Organization. National Health Expenditure Financing.
Washington, D.C., 1995.
13. Tobar, F. Acceso a medicamentos en Argentina: Diagnóstico y alternativas.
Fundación ISALUD, Buenos Aires, 2002.
14. Leyva-Flores, R., Mario Bronfman, P. M., and Erviti-Erice, J. Simulated clients in
drugstores: Prescriptive behaviour of drugstore attendants. J. Soc. Adm. Pharm. 17(3):
151–158, 2000.

World Bank Pharmaceutical Policies

/

713

15. Ugalde, A. Where there is a doctor: Strategies to increase productivity at lower
costs. The economics of rural health care in the Dominican Republic. Soc. Sci. Med.
19(4): 441–450, 1984.
16. World Bank. The World Development Report: Investing in Health. Washington,
D.C., 1993.
17. Ugalde, A., and Jackson, J. T. The World Bank and international health policy.
J. Int. Dev. 7(3): 525–541, 1995.
18. The World Bank cure for donor fatigue (editorial). Lancet 342(8863): 63–64,
1993.
19. Dukes, G., and Broun, D. Pharmaceutical Policies: Rationale and Design. Human
Resources Development and Operations Policy Working Papers no. 35. World Bank,
Washington, D.C., July 1994.
20. Saxenian, H. Getting the Most out of Pharmaceutical Expenditures. Human
Resources Development and Operations Policy Working Papers. World Bank,
Washington, D.C., September 1994.
21. Preker, A. S., Feachem, R. G. A., and Ferranti, D. Sector Strategy: Health, Nutrition
and Population. World Bank, Washington, D.C., 1997.
22. Govindaraj, R., Reich, M. R., and Cohen, J. C. World Bank Pharmaceuticals
Discussion Paper: Human Development Network. World Bank, Washington, D.C.,
September 2000.
23. Arango, J. I., Carlevaro, P., and Velázquez, G. The Public and Private Circuits of the
Distribution of Drugs in the Chilean Health System. Health Economics and Drugs,
DAP Series no. 2. World Health Organization, Geneva, 1996.
24. Ruíz, L. Personal communication, June 17, 2003.
25. Vacca, C. Uso racional de medicamentos. Boletín Fármacos 6(4): 95–99, 2003.
26. ESPICOM Business Intelligence. World Pharmaceutical Markets. Mexico, April
11, 2003.
www.marketresearch.com/browse.asp?categoryid=89&SID=82623842-290558694364720004 (April 26, 2003).
27. Figueras, A., et al. Health needs, drug registration and control in less developed
countries—the Peruvian case. Pharmacoepidemiol. Drug Safety 11(1): 63–64, 2002.
28. Congreso de la República. Proyecto de ley general de salud: Exposición de motivos,
Julio 1997.
29. Lipcovich, P. La apuesta ganada por los genéricos. Página 12, Buenos Aires, January
15, 2003.
30. Phang Romero, C. Reforma del sector salud y la política farmacéutica en Perú. Cad
de Saude Publica 18(4): 1121–1138, 2002.
31. Levi, G. C., and Vitória, M. A. A. Fighting against AIDS: The Brazilian experience.
AIDS 16: 2373–2383, 2002.
32. Oxfam (U.K.). Drug Companies vs. Brazil: The Threat to Public Health. May 2001.
www.oxfam.org.uk/what_we_do/issues/health/downloads/drugcomp_brazil.rtf
(September 11, 2003).
33. Godoy Garraza, L., and Monsalvo, M. Estimación del ahorro generado por la elección
de alternativas más económicas de un medicamento. Boletín Fármacos 6(1): 73–75,
2003.
34. Tobar, F. ¿Cuánto son usados los medicamentos por su nombre genérico en
Argentina? Boletín Fármacos 6(4): 91–94, 2003.

714

/

Homedes, Ugalde, and Rovira Forns

35. Ugalde, A., and Cañás, M. Últimos intentos para frustrar la aprobación de la ley
de genéricos en Argentina. Boletín Fármacos 5(4): 18–22, 2002.
36. Ávalos, R. A. Roche amenaza a la Caja Costarricense del Seguro Social por calidad.
Boletín Fármacos 6(4): 108, 2003.
37. Cohen, J. C., and Carikeo Montoya, J. Using Technology to Fight Corruption
in Pharmaceutical Purchasing: Lessons Learned from the Chilean Experience.
Unpublished document. World Bank, Washington, D.C., February 2001.
38. World Bank. HIV/AIDS Medicines and Related Supplies: Contemporary Context
and Procurement. Technical guide. Washington, D.C., February 2004.
39. Rovira, J. Trade agreements, intellectual property, and the role of the World Bank
in improving access to medicines in developing countries. Yale J. Health Policy
Law Ethics 4(2): 101–112, 2004.
40. Autoridades renuncian ante escándalo de medicamentos vencidos. ABC, Asunción,
Paraguay, October 1, 2002.
41. Figueras, A., and Laporte, J. R. Regulatory decisions in a globalised world—
The domino effect of phenylpropanolamine withdrawal in LA. Drug Safety 25(10):
689–693, 2002.
42. Cañás, M., et al. Medicamentos nuevos del mercado: Relación valor intrínseco
consumo-gasto. Paper presented at the eighth meeting of Grupo Argentino para el Uso
Racional de Medicamentos, Mar del Plata, Argentina, September 16–18, 1999.
43. Cañás, M., et al. Medicamentos de riesgo inaceptable presentes en el mercado
Argentino. Paper presented at the tenth meeting of Grupo Argentino para el Uso
Racional de Medicamentos, Mar del Plata, Argentina, December 7–8, 2001.
44. Comparación de indicaciones de algunas especialidades farmacéuticas que contienen
AINE como principios autorizados en el Perú, EE.UU. y Reino Unido. AIS-Peru 1(1):
1–4, 2000.
45. BUKO Pharma-Kampagne. Medicamentos alemanes: racionalidad terapéutica
cuestionable. Unpublished report.
46. Pan American Health Organization. Health in the Americas, Vol. 1. Washington,
D.C., 1998.
47. Kroeger, A., et al. Inadequate drug advice in the pharmacies of Guatemala and
Mexico: The scale of the problem and explanatory factors. Ann. Trop. Med. Parasitol.
95(6): 605–616, 2001.
48. Dosmobian, D. Venta de medicamentos falsificados en Lima. Boletín Fármacos
5(2): 34, 2002.
49. Calleja, J. M., consultant for the European Union assigned to the Dominican
Republic. Personal communication, March 15, 1999.
50. Valsecia, M., et al. Prescripción de medicamentos en pediatría en la Seguridad
Social del Nordeste de Argentina. Boletín Fármacos 4(1): 19–22, 2001.
51. Reyes, H., et al. Factores asociados a incumplimiento terapéutico y costo del
desperdicio de antimicrobianos en infección respiratoria alta y diarrea aguda. Boletín
Fármacos 1(1): 10–13, 1998.
52. Pérez-Cuevas, R., et al. Improving physician prescribing patterns to treat rhinopharyngitis: Intervention strategies in two health systems of Mexico. So. Sci. Med.
42(8): 1185–1194, 1996.
53. Sánchez-Pérez, H. J., et al. Uso de medicamentos el la Región Fraylesca de Chiapas,
México: Quiénes sí y quiénes no? Gac. Sanit. 10(56, suppl. 2): 35, 1996.

World Bank Pharmaceutical Policies

/

715

54. Paredes, P., et al. Factors influencing physicians’ prescribing behavior in the treatment of childhood diarrhoea: Knowledge may not be the clue. Soc. Sci. Med. 42:
1141–1153, 1996.
55. Zarate, C. E., and Osenrich, J. L. Prescribing habits of Peruvian physicians and
factors influencing them. Bull. Pan Am. Health Organ. 29: 328–355, 1995.
56. Calva, J., and Bohalil, R. Antibiotic use in a periurban community in Mexico: A
household and drugstore survey. Soc. Sci. Med. 42(8): 1121–1128, 1994.
57. Gutiérrez, G., et al. Changing physician prescribing patterns: Evaluation of an
educational strategy for acute diarrhea in Mexico City. Med. Care 32: 436–446, 1994.
58. Hogerzeil, H. V., et al. Field tests for rational drug use in twelve developing countries.
Lancet 342: 1408–1410, 1993.
59. Homedes, N., and Ugalde, A. Patients’ compliance with medical treatments in the
third world: What do we know? Health Policy Plann. 8: 291–314, 1993.
60. Vicencio, D., Alfaro, A., and Martínez, J. L. Características de la adquisición de
medicamentos en Morelia. Salud Pública Mex. 34: 554–561, 1992.
61. Ugalde, A., and Homedes, N. Estudio de consulta externa en Costa Rica. Development Technologies, San José, Costa Rica, 1988.
62. República de Colombia, Ministerio de la Protección Social, Pan American
Health Organization. Medición de indicadores de política farmacéutica. Bogota,
2003.
63. Giraldo, J. C. Defensoría del Pueblo: Estimación de la satisfacción de los usuarios
en la entrega de medicamentos. Bogota, 2000.
64. Vacca, C., and López, J., Secretaría distrital de salud de Bogotá, Hospital San
Cristóbal. Evaluación de la información sobre terapia farmacológica dada al paciente
ambulatorio en el hospital San Cristóbal. Revista de Ciencias Farmacéuticas
(Colombia) 28: 1–6, 1999.
65. Vacca, C., Orozco, J., and Holguín, E. Equidad en el acceso y calidad de la terapia
farmacológica en el marco de la Ley 100 de Seguridad Social en Colombia. Pan
American Health Organization, Bogota, 2002.
66. Leyva, R. F., et al. Medical drug utilization patterns for febrile patients in rural
areas of Mexico. J. Clin. Epidemiol. 50: 329–355, 1997.
67. El Comercio. Persiste el uso inadecuado de medicinas. Quito, March 10, 2003.
68. Asociación Nacional de Industriales. Estudio sobre automedicación y autoprescripción en América Latina. ILAR-ANDI, Bogota, 2003.
69. García, P. J., et al. Syndromic management of STDs in pharmacies: Evaluation
and randomised intervention trial. Sex. Transm. Infect. 74: S153–S158, 1998.
70. Vacca, C., et al. La evaluación de la calidad de la entrega de medicamentos
en droguerías de Bogotá. Fhasten Ltda, Secretaría Distrital de Salud de Bogotá,
2001.
71. Wazana, A. Physicians and the pharmaceutical industry: Is a gift ever just a gift?
JAMA 283(3): 373–380, 2000.
72. Angell, M. The pharmaceutical industry—to whom is it accountable? N. Engl. J.
Med. 342(25): 1902–1904, 2000.
73. Estado de Minas Gerais. Mayoría de las propagandas de remedios en Brasil son
irregulares, dice Anvisa. Boletín Fármacos 6(4): 100, 2003.
74. La Nación (Argentina). Publicidad de medicamentos, bajo la lupa. Boletín Fármacos
6(4): 104, 2003.

716

/

Homedes, Ugalde, and Rovira Forns

75. Díaz del Valle, J. L. Aumentan litigios contra farmacéuticas. Boletín Fármacos 6(4):
106, 2003.
76. Díaz del Valle, J. L. IPS (Chile) cerró cerca de 200 sumarios pendientes contra
laboratorios farmacéuticos. Boletín Fármacos 6(4): 100, 2003.
77. Lexchin, J., and Grootendorst, P. Effects of prescription drug user fees on drug and
health services use and on health status in vulnerable populations: A systematic
review of the evidence. Int. J. Health Serv. 34(1): 101–122, 2004.
78. Lashman, K. Pharmaceuticals in the Third World: An Overview. Working Paper
Series. World Bank, Washington, D.C., November 30, 1986.
79. Kaplan, W. A., et al. Is Local Production of Pharmaceuticals a Way to Improve
Pharmaceutical Access in Developing and Transitional Countries? Setting a
Research Agenda. Boston University, School of Public Health, June 23, 2003.
www1/worldbank.org/hnp/hsd/documents/LOCALPRODUCTION.pdf.
80. Kaplan, W. A. Local Production of Pharmaceuticals and Vaccines. Paper presented at
a conference organized by the World Bank, The Role of Generics and Local Industry
in Attaining the Millennium Development Goals (MDGs) in Pharmaceuticals and
Vaccines, Washington, D.C., June 24–25, 2003.
81. Barton, J. H. TRIPS and the global pharmaceutical market. Health Aff. 23(3):
146–159, 2004.
82. Carvallo Giadrosic, L. Corte suprema autoriza a todos los laboratorios a producir
Viagra. Boletín Fármacos 6(2): 25–26, 2003.
83. Homedes, N., López-Linares, R., and Ugalde, A. The Production of Generics in Latin
America. Paper presented at a conference organized by the World Bank, The Role
of Generics and Local Industry in Attaining the Millennium Development Goals
(MDGs) in Pharmaceuticals and Vaccines, Washington, June 24–25, 2003.
84. Grogg, P. Health-Cuba: Nearly 80 Percent of Medicines Produced Locally.
InterPress Services, March 19, 2001. www.aegis.com/news.html (May 30, 2004).
85. Tancer, R. S. The pharmaceutical industry in Cuba. Clin. Ther. 17(4): 1–8, 1995.
86. Cavallone, E. Practical Issues in Creating and Maintaining Local Pharmaceutical
Production in Developing Countries. Paper presented at a Workshop organized by
the World Bank, Improving Access to Drugs in Developing Countries, Washington,
D.C., June 2, 2003.
87. Gutiérrez Arriola, A. México dentro de las reformas a los sistemas de salud y de
seguridad social de América Latina. Siglo XXI, Mexico F.D., 2002.
88. Ministerio de Salud Pública. Plan nacional de salud (1994–1999). San Salvador,
October 1994.
89. Ministerio de Salud Pública. Documento Guía Para la reforma del sector salud en El
Salvador. Grupo de Reforma del Sector Salud, San Salvador, January 1995.
90. Ministerio de Salud Pública. La reforma de salud en Colombia y el plan maestro
de implementación. Informe final, Programa Universidad de Harvard. Bogota,
1996.
91. Ugalde, A., and Homedes, N. Venda de Serviços Públicos de Saúde: un estudo
qualitativo. In Pesquisa Qualitativa de Serviços de Saúde, ed. M. L. Magalhães and F.
J. Mercado. Ed. Vozes, Sao Paulo, 2004.
92. Olvera Santana, L. Análisis de la implementación de la descentralización de los
servicios de salud en el estado de Baja California Sur 1996–2000. Master’s thesis,
Instituto Nacional de Salud Pública, Cuernavaca, Mexico, 2002.

World Bank Pharmaceutical Policies

/

717

93. Homedes, N., and Ugalde, A. The Decentralization of the Health Secretariats in
Nuevo León and Tamaulipas. Unpublished paper.
94. Tono, T. La crisis de los hospitales en Colombia. Paper presented at the conference
The Innovations in Health Financing, Mexico City, April 20–21, 2004.
http://conferencias.salud.gob.mx/ingles/index_ingles.html (May 14, 2004).
95. Zamora, J. Descentralización en el Instituto Salvadoreño del Seguro Social (ISSS).
Unpublished paper, 2001.
96. Falkenberg, T., and Tomson, G. The World Bank and pharmaceuticals. Health Policy
Plann. 15(1): 52–58, 2000.
97. Sabaté, E., Balal, A., and Reich, M. Financial and Policy Audit of the World Bank’s
Pharmaceutical Lending: Background Study for the World Bank Pharmaceutical
Discussion Paper. Human Development Network, World Bank, Washington, D.C.,
September 2000.
98. Tapalova, A., and Rovira, J. Review of the Pharmaceutical Lending by the World
Bank for the FY 1991–2002. Draft. World Bank, Washington, D.C., July 10, 2003.
99. Colitt, R. Brazil probe reveals decade of corruption in health contracts. Financial
Times, June 2, 2004.
100. World Health Organization. WHO Medicines Strategy: Framework for Action in
Essential Drugs and Medicines Policy 2000–2003. Geneva, 2000.
101. World Health Organization. Operational Principles for Good Pharmaceutical
Procurement. Geneva, 2000.
102. World Health Organization. Guidelines for Developing National Drug Policies.
Geneva, 1998.
103. World Health Organization. The Use of Essential Drugs: Sixth Report of the Expert
Committee. WHO Technical Report Series no. 850. Geneva, 1995.
104. Rich, B. Mortgaging the Earth: The World Bank, Environmental Impoverishment,
and the Crisis of Development. Beacon Press, Boston, 1994.
105. Geyndt, W. D. Managing the Quality of Health Care in Developing Countries.
Technical Paper no. 258. World Bank, Washington, D.C., 1995.
106. Broun, D. The Procurement of Pharmaceuticals in World Bank Projects. Human
Capital Working Paper. World Bank, Washington, D.C., July 31, 1994.
107. Homedes, N., and Ugalde, A. Why neoliberal health reforms have failed in Latin
America. Health Policy 71(1): 83–96, 2005.
108. Mason, E. S., and Asher, R. E. The World Bank since Bretton Woods. Brookings
Institute, Washington, D.C., 1973.
109. Homedes, N., and Ugalde, A., Multisource drug policies in Latin America: Survey
of 10 countries. Bull. World Health Organ. 83(1): 64–70, 2005.

Direct reprint requests to:
Dr. Núria Homedes
1100 North Stanton
Suite 110
El Paso, TX 79902
e-mail: nhomedes@utep.edu

