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Abstract 

Backround. Based of my personal observations when employed as a pharmacist in a Saudi 

hospital it was clear that there were problems with medicine supply to outpatients. This thesis 

was designed to scientifically investigate the types of shortages, the reason(s) for such 

problems and potential solutions to the problem.  

 Methods . This study was undertaken using a variety of experimental techniques to 

determine the views and perceptions of patients, pharmacists, physicians and administrative 

staff of the hospital under examination. To establish the scale of the problem: focus groups 

(n=25), structured questionnaires, structured interviews/meetings for health care professionals 

and a national survey (n=650) were the research tools used to objectively determine the 

relevant data. The data were analyzed by appropriate statistical methods. 

Results and Discussion 

 That there was a real problem was quickly established in the data obtained from patients. A 

similar finding was made for each of the ‘professional groups’. The central problem was one 

of shortages of medicines for prescriptions presented by outpatients. It was not a case the 

medicines were simply not available because they were never stocked but rather a simple 

shortage in the dispensary stock. It was established the lack of medicines was not due to 

central budget arrangements but involved prescribing quantities outside of the hospital 

guidelines which no degree of planning could accommodate. There was also the very 

unexpected finding that a prescription could be filled in a variety of hospital dispensaries as 

individuals could access more than one hospital or they could consult more than one 

physician for the same condition and obtain effectively double the supplies. Communications 

between the hospital and patients and the health care professionals could all be improved by 

perhaps increasing the knowledge of the patient about the correct use of medicines.   
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Recommendations. A series of recommendations for future work is provided 

 

Keywords: Outpatient dispensing, drugs for chronic illness, drug shortages, surplus 

medicines, problems of patient education and communication. 
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CHAPTER ONE 

General introduction 

1.1 Introduction 

Today, medicines are considered to be the most common treatment modality 

used in the health care systems throughout the world and they form an important 

component of patient well-being. However, inаpproprіаtе mеdіcіnе delivery based 

on inefficient prеscrіbіng and dispensing is а global problem (Holloway and van 

Dijk, 2011).  

The misuse of phаrmаcеutіcаls occurs in all countrіеs. Irrаtіonаl prаctіcеs аrе 

pаrtіculаrly wіdеsprеаd and may be considered to be еxorbіtаnt іn dеvеlopіng 

countrіеs. Such prаctіcеs еncompаss; polyphаrmаcy, thе usе of wrong or іnеffеctіvе 

phаrmаcеutіcаls, the under-usе or іncorrеct usе of еffеctіvе phаrmаcеutіcаls, usе of 

branded goods which are often more expensive than generics which offer no bеnеfіt 

over the generic compounds. The irrational use of  medicines can lеаd to a reduction 

іn thе quality of drug therapy, wаstаgе of resources, іncrеаsеd trеаtmеnt cost, 

іncrеаsеd rіsk for аdvеrsе drug rеаctіons and in the cases of antibiotics the 

еmеrgеncе of increased rates of drug rеsіstаncе (Bond et al., 1999).  

Consequently, to try and address such potential problems, many types of 

pharmaceutical services within the hospital sector have evolved significantly over the 

past three decades. This has resulted in the actual pharmacy practice in a hospital 

setting in particular being changed, from being concerned primarily with bulk 

preparation and distribution of drugs to ensuring the administration of a safe and 

cost-effective drug therapy to individual patients. Continual improvement of safe and 

efficient drug use is critical for success in reducing these medication challenges, 

namely, errors due to both prescribing and dispensing, drug interaction and the total 
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cost of care, in addition to improving inter/ intradepartmental relationships within the 

hospitals. 

In this study, I will focus on the current practice of medicine prescribing and 

dispensing to patients in Saudi Arabian public hospitals with an special focus on 

these practices at the tertiary level. 

I will also investigate ways to enhance the current system used by out - 

patients dispensaries (OPD) within hospitals pharmacies, taking into consideration 

the use of technical support, their future developments and the integration of human 

resources management (HRM) strategies including the efficiency and effectiveness 

of the organization by identifying their related strengths and weaknesses.  

Consequently, some of the key processes will be given due consideration 

within the history of the global pharmacy practice in addition to social, political, 

economic and technological factors and the impact of such events on the nature of 

pharmacy practice within the Outpatient Hospital setting together with the major 

developments that have taken place in such areas. 

 

1.2 Background and Motivation of the Study. 

It is known within the Kingdom of Saudi Arabia that the demand for health 

services continues to rise, due to both the population growth and a progressively 

rising number of older citizens within the population.  The increasing prevalence of 

chronic diseases which are likely to increase in the coming years and the high cost of 

establishing and operating hospitals, will it is suggested, lead to the need for a 

compulsory health insurance system in the near future.  The desire by patients for the 

most modern technology and medical techniques is also a factor and these have 

serious cost implications.  Therefore, the demand for medical care in the future will 
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undoubtedly present a major challenge for the providers of healthcare services, 

especially in Saudi Arabia, which due to its geographical location lies among the 

unstable Middle East countries. This unusual situation may add to its potential 

problems due to the instability and difficulty of ensuring a continuity of finance to 

ensure a continuity of supply of pharmaceuticals. This may impact on the stability of 

Saudi economics. One remembers the effects of the deficit of the government’s 

annual budget caused by the drop in the oil prices on 1986 and followed by 

subsequent fluctuations in prices until 1998.  

Subsequently, healthcare in a major way impacts on government spending 

and thus the quality of services and drug supplies in all hospitals, especially in the 

OPDs, reflects this spending requirement. This is especially true as the government 

remains the main provider of health services to the public sector and is the primary 

financier of new hospitals and clinics within the country.   

 

1.3 Overall reasons for carrying out this study.  

The aims and objectives of this investigation can be stated quite simply. They 

were to study how ways could be developed to help measure and analyze and so 

perhaps control the steadily increasing costs of healthcare in Saudi Arabia and 

medicines and at the same time such data should enable steps to be determined which 

should be able to try to improve the quality of health services in provided within the 

financial resources as identified within the Saudi Arabian hospitals. 

 Ultimately, this study was aimed at supporting the government by increasing 

its ability for sustainability of its involvement in the pharmaceuticals services in the 

country as it has always assumed full responsibility for the treatment of its citizens, 

through the provision of free health care. This is provided for all its citizens and thus 
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an examination of more effective ways to rationalize the use of medicines through 

prescribing, dispensing and ensuring patients adhere to the medications can only 

facilitate the process of effective health care.   

Hopefully, as a researcher, I can provide through the results of this study, a 

source of enrichment and a support for health economics in the Kingdom; and 

provide a development program as well as suitable pharmaceutical policy oversights 

along with a follow-up of quality.  In addition, I hope this study will conclude with a 

series of supportive recommendations to aid health committees in proposing policies 

and making decisions to ensure that pharmaceuticals benefit the most from the 

financial and human resources that are available, thus providing a less costly and 

more patient-friendly service to the health sector of Saudi Arabia.  

So what are some of the problems faced by Saudi Arabia as far as the use of 

medicines in its health care system? The next sections will try and provide some 

background to these problems. 

It should be noted that in this report the words ‘drugs’ and ‘medicines’ are 

used interchangeably and in no case do they refer to drugs of abuse 

 

1.4 The Aim and Objectives of This Study 

The Aim is to determine whether the current way for both prescribing and 

dispensing medicines in public outpatient hospitals is economically efficient?  

Objectives:   

1. To determine whether demographic characteristics of the patients surveyed 

have any influence on the rational of the drug and consequently decisions can 

be taken on the efficiency of prescribing and dispensing medicines to public 

OPD patients.  
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2. To determine whether Inter/intradepartmental relationships with/ within 

hospitals have any influence on the rational use of the drug within the public 

OPD hospitals.  

3. To evaluate the level of the performance of the medical staff and pharmaceutical 

services providers in terms of patient education, hence its influence on the 

rational use of medicines by patients.  

 

1.5 Research Question:   

The aim and objectives are central around the research question of: 

To determine how efficient the process of prescribing and dispensing medicines to 

public OPD patients was in view of a sufficient budget allocated for the availability 

of medicines. The researcher accordingly designed specific research questions for 

this study, they are: 

1. Is there a shortage of medicines within the public OPD pharmacies? 

2. Is there a surplus of unused medicines within patients’ home? 

3. Is there any correlation between such shortage of medicines and the surplus 

of unused medicines with the patients? 

4. Is there a long waiting time for receiving their medicines?  

1.6  Specific problems with medicines in Saudi Arabia. 

Dr. Ali Assaid indicated in his speech at the International Pharmaceutical 

Industries and Techniques Conference held in Dubai (DUPHAT, 2007) that, 

according to the statistics published by the British Advisory Group for Health 

(AMS), the world consumption of medicines has exceeded the $500 billion level. He 

also reported that the rate of per capita consumption of medicines in the Arabic 
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States amounted to $20.3 billion, and in the Gulf Cooperation Council States 

amounted to $52 million (Said, 2007).   

The more recent study by Soraya (2008) showed the implications of a rise in 

general consumerism in Saudi Arabian society, indicating that it was a complicated 

consequence of both global and local factors.  He gave examples of two major 

contributing factors, namely, the use of commercial television and the internet, 

indicating that such progressively increasing excesses in consumption would needs 

to be minimized in order to avoid economic “minefields” and to sustain economic 

growth.  Interestingly, he did not specifically refer to the consumption of drugs in his 

study.  Rather, he pointed to the existence of the development of the use of the high 

consumerism phenomenon in Saudi Arabia. But if the experience of the rest of the 

world is followed, then medicines will quickly be part of this consumerist trend. 

In the same year, 2008, Al-Sultan, as the then Chairman of the scientific offices of 

pharmaceutical companies Chamber of Commerce and Industry in Riyadh, wrote in 

his article entitled “Economics of Health,” published in a Riyadh newspaper on 

Tuesday, 26 February 2008G (19/2/1429H):  

“Independent studies showed that the percentage of the wasted 

medicines disbursed by government hospitals amounted to about 18% of 

the total, and that the percentage of wasted medicines disbursed from 

private clinics was about 9%, and that the value of these wasted 

medicines exceeds SR1 billion.” 

 It was with some disappointment that he did not provide any further details about 

the sources of those independent studies as they would have merited further study. 

However he did add that the studies concluded that the majority of medicines had 

been obtained from external sources, having a significant impact on the trade balance 
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of the Kingdom, as the wasted medicines provided no benefit to the people of Saudi 

Arabia although they had been obtained at high cost (Al-Sultan, 2008a).  

In the previous month Al-Sultan (2008b) had published a report in another 

newspaper, the Al-Hayat (19 January 2008), where he stated that the cost of all the 

health services in the Kingdom exceeded SR50 billion annually. He then went on to 

say that the implementation of a compulsory co-operative health insurance program 

for residents and citizens is expected to contribute, in his view, to the reduction of 

waste in healthcare, and would have a positive impact on the control measures on 

prescribing and dispensing in Saudi Arabia. We will return to this suggested health 

insurance scheme in a later chapter. 

A different complication about drug use had been published two years earlier 

in a weekly addition to a Riyadh newspaper (2006) in an article entitled: Detection of 

large quantities of expired drugs at a government hospital and in the same edition of 

the newspaper there was another article entitled: The dispensing of an expired 

medicine for a child by a government hospital almost led to the child dying.  Clearly, 

the topic of drugs and their use is an area of great interest to both officials and 

journalists within the Kingdom of Saudi Arabia as the next section will show. 

 

Shortage of Medicines.  

Dr. Abdullah Dahlan, a member of the Shura Council, reported in the Al-Watan 

Newspaper on 25/6/1429H (29/06/2008) that: 

  “patients stood for a long time in a line in front of the windows of hospital 

pharmacies-  the hospital dispensaries, - where all the medication is provided 

free of charge - only to be told that the medication on the prescription did not 

exist or was not available at that time.” 
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   This he claimed added a substantial burden to the budget of a citizen who 

because of the shortage within the Government sector then has to search for 

themselves for the appropriate medicine from a private pharmacy and pay the 

commercial asking price (Dahlan, 2008). This must cause the patient to question the 

effectiveness of the pharmaceutical system within the country as they are promised a 

free system and then end up by having to pay for it themselves. A further example 

will show the scale of the problem. 

An article published in the Al-Riyadh Newspaper on Tuesday 07/05/1428H 

(May 24, 2007G), gives actual examples of this problem faced by patients when a 

drug is not available. This report was based on a survey of 25 people from a large 

medical complex which showed that 19 had a complaint to make because they were 

requested to obtain the medicines on their prescriptions from pharmacies in the 

private sector due to a shortage within the hospital system. The main reason for the 

necessity for the patients buy their own medications was simply the unavailability 

through the government-provided arena (Husseini, 2007). This finding had been 

made four years earlier when Altheyab (2003) found in his study which investigated 

the relationship between general patients' satisfaction level in both the Security 

Forces Hospital Program (SFHP) in Riyadh and General Administration of Medical 

Services polyclinics (GAMS) throughout the country. Throughout the system he 

found the same level of dissatisfaction. He used the precise statistical method of the 

Pearson correlation analysis to precisely determine that both groups of patients were 

suffering from problems of the drug shortage phenomenon, including the poor refill 

system. 

 Another aspect to the problems of drug availability is shown in a more recent 

example, again in a Saudi newspaper. An article published in the Al-Riyadh 
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Newspaper No. 14595 dated 05/06/1429H, (June 9, 2008G) referred to a dialogue 

between Al-Shammari, Ghadeer and the Deputy Dean of College of Pharmacy at 

King Saud University.  In the course of the dialogue, a question was raised regarding 

whether an increase in the budget had been allocated for medicines or had more 

monies been provided for educating pharmaceutical workers who would help to 

solve the problem of a shortage of medicines.  The answer was a resounding “No, 

and that the prices could double or at least become higher.”  The reason provided by 

the Deputy Dean was that the method of distributing drugs to the health sector had 

been lax and this had caused supply problems. A very curious problem was also 

considered, namely, the way some patients feigned illness simply in order to get 

more medicines, which could easily exploit the system at the expense of the patients 

who are in real need. This of course would create an artificial shortage caused simply 

by inappropriate supply. Such actions led hospitals and government health centers to 

face a continuing problem with the shortage of essential medicines whilst at the same 

time potentially increasing the cost (Al Shammari, 2008). 

The cost issue was nothing new as eight years before, Dr. Shabokshi, the 

previous Minister of Health, had said in a symposium, that the economics of 

healthcare had become a pressing issue in a world of increasing costs, where 

providing health services was unprecedentedly difficult (Al-Jazirah newspaper, 

Sunday, 21 Muharram 1422H (15th April, 2001).  A comment about cost was made 

four years later by the person who followed Dr Shabokshi, Dr Hamad Al-Manè, at 

the Events of the First International Conference of The Economics of Health and 

Health Dedication, that was organized by the King Faisal Specialist Hospital and 

Research Center in Riyadh. He clarified to his audience that the Kingdom spent 

about 10% of its annual budget on healthcare and now required a better mechanism 
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to control costs, rationalize spending, and achieve the optimal use of resources and to 

enhance the overall performance of the system (Al-Manè, 2005).   

Even more recently, on April 21, 2008, during his inauguration, Dr. Al-Manè 

met with a delegation from the National Society of Human Rights in Riyadh. A 

report on this meeting was published by Okaz Newspaper on Wednesday, April 23, 

2008G. Two of the most important observations made by this delegation were firstly, 

how greatly patients and their relatives were suffering when having to travel great 

distances to the major cities in Saudi Arabia to attend for treatment. Secondly, whilst 

they were attempting to obtain the medications they had been prescribed by their 

physicians they were met by the problem that some were simply unavailable due to 

the shortage of medicines in the pharmacies at the hospitals run by the government 

under the auspices of the Ministry of Health. This forced many citizens to acquire 

their medicines at their own expense through private pharmacies. 

A possible solution to such problems, at least in the American context, was 

published on the CNN website on April 9, 2008G (New York, USA, CNN) which 

revealed that there were programs in the United States of America that provided 

medicines’ for the poor and those who were not covered by health insurance, free of 

charge.  These medicines have become available from collecting surplus usable 

medicines, which are sealed or have not been opened, and are given to the program 

by individuals rather than be destroyed.  This includes antibiotics as well as 

medicines for depression and for anti-coagulation.  Some states accept this solution 

to provide medicines to the underprivileged and other states require that the patient 

be known to the doctor or the clinic providing this service. However it was not 

thought this system could be a possible solution for the problems seen in Saudi 

Arabia. 
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Asiri and Al-Arifi (2011) agree that the Polypharmacy is a problem in health care 

services. Subsequently, they emphasised the need for stricter pharmacovigilance and 

constant reviewing to enhance the efficiency level of the health care services.  

 

1.7 Overall considerations for the studies carried out for this thesis.  

As water is the basis of human life, undoubtedly medicines are considered as 

the most common treatment modality used in any health care system. When these are 

not available then this becomes a source of concern to both the citizens and the 

society in general. However, as human life can be better maintained by medicine, life 

might end if the medicines are simply unobtainable medicines or they are used in an 

incorrect way.  

The patient can be considered to be either the beneficiary or in some case the 

victim of a drug. Fifteen years ago, Farmer and Dunleavy (1996) suggested one 

major problem when drugs were not available through the health care system was the 

necessity to purchase them through a private pharmacist at high cost. This ‘solution’ 

may deprive many patients from getting their drugs and this difficulty may mean 

they are simply not obtained and/or taken and then the consequences of non 

compliance of one or more items in a regimen may not be taken so resulting in 

therapeutic problems or even failure. Consequently, the authors thought that the main 

purpose of any ‘national health care system’ was to provide better services for 

patients, through using the resources which are available to their maximum 

advantage (Farmer and Dunleavy, 1996). 

After a consideration of the circumstances in Saudi Arabia and the problems 

with drug supply perhaps some potential answers/solutions answers could be 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Asiri%20YA%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Al-Arifi%20MN%22%5BAuthor%5D
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obtained from consulting data from non-Saudi sources to see how other systems have 

approached the problem. This will be carried out in the next section. 

 

1.8 Globally health care system considerations. 

Taking into consideration that any health care system is operating in a 

constantly changing environment a continuous study of health care providers is 

required not only to serve but also to improve methods of delivery of their services 

through a re-evaluation of the basic process in order to improve quality and to 

provide better service with reduced costs. In the UK, USA and Japan they have 

adopted such approaches which were originally developed to clearly focus on 

internal processes and activities, with full redesigning if necessary, in order to deal 

with the pace of change. In all systems it perhaps goes without saying that there is a 

need to improve the quality of what is provided with strict regulation of costs which 

may help to ensure that duplication and unnecessary activities for the patient are 

avoided (Reichheld & Sesser, 1990; Ittner, 1995; Reichheld, 1996; Caldwell, 1997). 

During the early 1990s, data collection, processing measurement and 

standards of healthcare practice potentially represented the effective and efficient 

logical tools for use in assuring the quality of healthcare that the patient received 

(Mehlman, 1991). One commonly used tool was to simply measure outcomes of 

what system was of interest. 

However, out-come based evaluation is but one type of evaluation and data 

collection and processing can involve more sensitive measures of quality than simply 

using the outcome data, because a poor outcome does not necessarily happen every 

time there is an ‘error’ during the process of care provision (Brook et al., 1996; 

Palmer, 1997). 
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 Frequently, the health care provider is requested to give assurances for the 

high standards of service they provide to the patients to prove that their services meet 

the needs of the patients they serve (Smith, 1997). However, this is a complex 

problem as the relationship between cost and quality is still not well defined.  Smith 

(1997) also emphasized the importance of further research to understand the 

empirical relationship and in addition the extent to which consumers can differentiate 

between them.  Such a lack of clarity in this equation makes the consumers possibly 

think of cost as an indicator to get a substitute for quality (Arnold, 2007). Earlier 

efforts to solve medicine related problems using ‘common sense approaches’ have 

been only partially successful and consequently there is a real need to include 

relevant social and behavioral framework into any study of the problem (MDS, 

1997).  

It is a truism that all health services are costly to run. Governments always try 

to work in various ways to reduce costs as much as possible through a variety of 

methods (Bond, 2004). However, according to Mufti (2000), there are different 

priorities in any health care financing system that exists in addition to cost control. 

There is quality, efficiency and equity, the last of which refers to equal access to 

health care. Also, efficiency in health care financing depends on the extent to which 

resources are effectively allocated in order to provide better health services at 

minimum cost.  

Potential interested parties for the purchase of pharmaceuticals include  those 

which use government funding, user fees, health insurance, community participation 

in financing and funding from internal and external donors. 

However, there is a need for effective financial management procedures to 

achieve the maximum utilization of such financial resources (WHO, 1999). 
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Consequently, there is no doubt that the high cost of medications may deprive many 

patients from actually receiving them or the high cost of it leads to the difficult of 

actually obtaining it, or even the simple non-availability of it at the time the patients 

require such medicine(s). 

As the cost of medicines continues to rise, many high-income countries have 

shifted the burden from central government to individuals who have to pay the price 

of medicines themselves (Gammill et al., 2008). Eliminating the waste and the 

inefficiency in any health care system will undoubtedly lead to considerable savings 

in costs (Al-Shaqha, 2003). 

As an example of restraining costs Bond (2004) explained that in the United 

Kingdom, some medicines have been identified as being of a questionable 

therapeutic value, such as cough and cold remedies, and were placed on what was 

called by the NHS the 'black list' which was introduced in 1984 and still to date 

(2012) the drugs which are included in this list have a specific identification mark in 

the current BNF. This it was expected would minimize the amount of the NHS bill of 

health spent on ‘dubious drugs’ – which is best define as drugs of questionable 

efficacy such as found in some cough medicines and compound analgesics. This 

major change was also coupled with the introduction at the same time of more 

computer technology in the prescription pricing authority (PPA) which enabled 

central government to track and trace the use of all drugs within the community 

section of the NHS. Surprisingly, the drugs used in hospitals were not, and have 

never been, included in such a system and accurate knowledge about their true use in 

the hospital system is still open to debate.  

It is a well recognized that the cost of medicines throughout the world  is a 

persistently increasing problem and thus it has been the main concern, past and 
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present of decision makers in both the developed and some of the developing 

countries. However, the speed of such decisions from the decision-makers always 

seems to be less than the rapid than the rising cost of medicines. Bond (2004) 

indicated that these moves to reduce expenditure as far as possible in common with 

other developed countries were not enough to reduce the high cost of medicines in 

the United Kingdom, because of: 

a)  the increased availability of new effective treatments,  

b)  changing patient ‘needs’ and  expectations 

c)  changes in the demography of the patient population. 

 Consequently, efficient management has it is thought made a crucial difference in 

saving money and improving the performance (MDS, 1997). 

Turning away from the UK, Kenagy et al (1999) have noted that although the 

United States health care is considered as the world's largest service industry, the 

quality of services is rarely discussed in the medical literature. Furthermore, in view 

of the rising health care costs together with the increasing number of people lacking 

health insurance, the United States spends twice per capita compared with other 

major similar industrialized countries due to for example the lag behind these 

countries in the implementation of information technology, in addition to the 

financing and organization of primary care (Schoen et al., 2007; ACP, 2008). 

Consequently, the enormous rise in the cost of health care could it was thought 

eventually force the United States to find a more rational way to restrain drug costs. 

Controversially, in such a situation the outcome for the patient has been recently 

stated to be not worth the cost paid (Keeler, 2006).  

Still in the USA and more recently, Davis (2008) made the suggestion in his 

article to slow down the Growth of Health Care Costs by learning from International 
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experience. This is what would be expected, but surprisingly in the United States 

there seems to be a reluctance to learn from other countries that have systematically 

adopted a drug policy and procedures so as to limit spending and so enhance their 

value, is absent. That is not to say that it is impossible to carry out such a study. This 

may reflect many vested interests who simply do not want such a study to be carried 

out as it may have serious financial consequences to them. 

Many mechanisms for measuring the comparative cost-effectiveness of 

drugs, treatment procedures, providing functioning electronic information 

technology, providing an opportunity for a strong role for the national health 

organisation in discussing expenditure, health care coordination, and considering the 

outcomes rather than volume of services are all ways this can be achieved do exist in 

the literature. 

It has been widely accepted for many years that the cost of medicines is a 

central part of the economy of any health service (Calder, 1982). Thus, those 

responsible for financial control and economic development of hospital services have 

an interest in ensuring maximum efficiency and economy in ways that are used to 

choose, purchase, control and distribute medicines. Generally, the objectives of costs 

control are to avoid more acceleration in the spending on medicines and to reduce to 

a minimum any forms of waste and to also harmonize systems which are central to 

the regulation of quality, safety, efficacy and information (Duke et al, 2003). 

According to Garber (2007) and Alan et al (2007) the time has come to 

consider what may be thought of as radically new approaches to drug pricing such 

as:  payment based on results, pay for performance and provider's compliance with 

practice guidelines all of which can be considered as a way to avoid waste and 

enhance the quality of health care. These studies include a consideration of the 
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proposals formulated by WHO (1999) which suggested that guidelines were 

indicative of  an efficient financial management system with the key aim of 

procuring medicines according to the priorities which have been set by the 

organisation and so reduce both purchase prices and stock-outs which will increase 

supplier confidence in the procurement system. The elimination of waste and 

inefficiency in health care will undoubtedly lead to considerable savings in costs (Al-

Shaqha, 2003). Drawing upon the resources of the private sector to ensure the 

availability of adequate supplies of medicines it has been suggested can lead to better 

health, especially if the poorer people are exempted from user fees. In high-income 

countries, it is very difficult to see how private-sector funding might be more 

efficient in contributing to improved health than has been possible using public 

money (Gammill et al., 2008). 

Based on the two types of costs which are the total prescribed medicine costs 

and patients' out-of-pocket costs, if the patients are not sensitive to the price of 

medicines, increasing the user charges will have little effect on total prescribed 

medicine costs. However out-of-pocket spending on prescribed medicines will be 

increased. On the other hand, if patients are sensitive to changes in price, the 

influence on total costs will be greater while the influence on out-of-pocket spending 

may be smaller as patients lower their use of prescribed medicines (Gammill et al., 

2008).  

1.9 Drug consumption. 

Evaluation of drug consumption is a very important factor by which 

assurance can be made for the proper, safe and effective drug use achieved by all the 

members of the medical team with the support of pharmacy, nursing, management 

and administrative committees. The evaluation starts with the selection of drugs that 
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are most needed in the hospital with ongoing collection of data and action 

(Fromberg, 1990). This usually leads to its addition to the formulary which is to be 

used in the hospital. 

On the ‘quality’ of drugs which have been prescribed, the WHO  in 2008 

pointed out that more than 50% of all medicines were inappropriately prescribed, 

dispensed, or sold and approximately 50% of patients did not use them properly.  

Thus the improper prescribing and the lack of widespread patient education, does not 

enable medicines to be used in an appropriate, safe and judicious way. Sometimes it 

can result in not getting the expected clinical outcomes and may also cause 

unexpected adverse or even toxic effects. 

Alexander (2009) found that it is true that although prescription drug costs 

represent only about 10% of a nation's total health care bill, it is one of the fastest 

growing sectors and affects a large proportion of patients. He also found that there 

were other ways of reducing the cost of prescription drugs that include the 

replacement of branded medicines by generic medicines, and discontinuing the 

unnecessary use of medicines by more reviews of patient medications.   

Earlier, Krska (2004) had commented that selecting the most appropriate 

medicine should take into account multiple patient factors, such as a) the existing and 

other concurrent diseases, b) drugs which have previously been used and c) any 

outcomes of these treatments. d) taking into account the problem of compliance or 

inadequate compliance. He concluded that whatever caused the problems of not 

using the most appropriate drugs caused a significant waste of medicines that may be 

extremely expensive and which created an additional obligation for the pharmacy, 

medical and nursing personnel, to as a group make great efforts to reduce such 

significant waste. The problems he listed may also contribute to the worldwide 
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problem of an increase in medication errors. Thus it has been clearly justified from 

the standpoint of economic considerations and harm reduction that such steps should 

be taken as quickly as possible. Such suggestions are not new as they were made by 

Calder 30 years ago (Calder, 1982).  

The final example which is appropriate for this part of the thesis is a study 

which was carried out in one section of the UK, namely Northern Ireland. Here, 

more than 30 million prescription items were found to be dispensed every year for 

chronic diseases and were considered suitable for long-term repeat medication. 

These prescriptions were obtained without consultation with their GP as they were 

requested by the patient, by telephone, e mail or FAX and the individual scripts were 

just signed by the doctor. In the UK this currently accounts for 75% of all 

prescriptions issued by GPs. In such “prescribing” there is the risk that such 

prescriptions do not take account of the changes in the patient’s condition, which 

may be more serious or in some less serious, depending on the progression or 

remission of the condition. This may lead to either ineffective use or the unnecessary 

use of drugs. Despite these problems it has been claimed that repeat dispensing will 

eventually improve the GP practices and their communication with pharmacies and 

so help to reduce the potential waste (DHSSPS, 2008).  

After a consideration of the developed nations what events are happening in 

the developing countries? 

1.10 Developing Countries 

Health economics in developed countries do have a rather different set of 

problems from those found in less developed countries. In these countries there is the 

problem of the high cost of medicines which means many countries are faced with 

major problems as they are faced with different attempts, by the government and 
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decision-makers to try and develop continuing strategies to address the increasingly 

high cost and availability of such drugs. 

On a personal note - in many developing countries, based on research I have 

made by direct observation, contacts and consultations with colleagues in several 

other developing countries whether in Africa or Asia, I have found that in addition to 

the increasing drug types and constant growth in prescription price, they face an 

additional major and serious potential problem which is the lack of awareness, 

generally among patients, due to inadequate patient education. This has resulted in 

lack of adherence to medication together with a lack of rational drug use. This will 

be addressed later in this thesis. 

In some developing countries public hospitals face an inadequate budget 

allocation for the provision of medicines, while over time frequent shortages in 

stocks of medicines, may occur. Perhaps it may be incorrect or too simplistic to 

consider this as solely due to a lack of sufficient budgetary resources and not due to 

the lack of efficient use of the budget. Consequently, due to the shortages of 

medicines, many drugs do not reach many needy patients; while some other drugs 

are hoarded at the patients’ home and are not utilized and so are effectively wasted.  

 

1.11 The Saudi Arabian experience. 

Efficient drug management in outpatient hospitals especially at the tertiary 

care level plays a major role in achieving both effective medicine and patient 

satisfaction. Patient satisfaction has been the focus of some research in recent years 

as in other countries their views about the quality of services they receive may help 

to secure the future availability of medicines in hospitals which, and most 
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importantly, plays a major role in increasing patient satisfaction and loyalty to their 

health care system. 

Al Awami (2011) believes that while that there were no published studies 

comparing the level of pharmacy services in Saudi Arabia with its neighbouring 

countries, experts in this area might consider Saudi Arabia as pioneer in 

pharmaceutical services in Middle East, which might be attributed to different 

factors.  It is not absolutely true to say that no studies have been carried out in Saudi 

Arabia relevant to this thesis, as they exist, but their findings may have been changed 

over time. However, he added that the MOH is required to adapt new regulations 

pertinent to the quality of pharmaceutical services provided. 

Some of the published studies have been performed on health service quality 

and drug management, including a recent official report, published in the Journal of 

the Riyadh Ministry of Health, which indicated that there has been a steady and 

progressive increase in the demand for healthcare services. This, it was suggested, 

was due to a variety of factors including: a rapid rise in the population, the 

development of community awareness of the importance of healthcare and the 

changing patterns of disease. The latter is exemplified by the increasing incidence of 

the most expensive non-communicable diseases, including heart disease, diabetes, 

high blood pressure, cancer, and diseases of aging. One special case, not universally 

found, was the high rate of what were considered to be serious injuries resulting from 

accidents suffered in motor vehicles (Albalawi, 2009). All these factors have caused 

the Government hospitals in Saudi Arabia to receive a large number of patients daily, 

and so outpatient pharmacies inevitably bear the brunt everyday of this increased 

workload.  
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On the specific topic of the lack of medicines, Dr. Abdullatif Aleghaiheb, the 

Deputy of the Faculty of Pharmacy at King Saud University at Riyadh, was asked 

about the lack of medicines that patients actually needed and the need for more 

information about this problem.  According to him, an increase in the budget for 

drugs does not solve the problem. Instead, he suggested, it has compounded the 

problems and doctors in outpatient clinics should be able to deal with the causes of 

this problem rather than the just addressing the ‘symptoms’.  Furthermore, he 

suggested that ways of dispensing of drugs in our society within the different health 

sectors should be standardized so as to help avoid such problems.  

He also added that occasionally the system is exploited by some patients, 

possibly to get more drugs at the expense of those in real need. This situation may 

make hospitals and government health centers face a continual lack of medicines. 

This potential misuse by patients could result in unexpected toxicity if the same drug 

was being taken for a single condition but being treated by more than one hospital. 

Each hospital could prescribe the same drug for the same condition and so this could 

be potentially fatal to the patient and costly to the Ministry of Health or other 

governmental health sectors (Al Shammari, 2008). 

This interview with the Deputy of the Faculty of Pharmacy demonstrates the 

existence of an ongoing problem of drug shortages in hospitals that persists even 

with the presence of a complex adequate budget for drugs. The situation may have 

introduced some patients, especially those suffering from chronic diseases, to a cycle 

of fear and mistrust, especially with their need for specific types of medicines. His 

comments revealed the need for exploring the causes, searching for the right way to 

solve such barriers, finding a mechanism for cost containment and rationalization of 

expenditure, and achieving the optimum use of resources by enhancing the quality of 
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health services provided within the financial resources identified in hospitals in 

Saudi Arabia in order to achieve more efficient therapeutic services and to restore 

patient trust. This is could be argued was what this thesis would investigate as a 

matter of some importance. 

 

1.12 A practical consideration of the comments made by Deputy of 

the Faculty of Pharmacy. 

The comments of Dr. Abdullatif Aleghaiheb, can actually be seen in practice. 

From time to time, anyone sitting in the waiting hall of an outpatient pharmacy may 

see some patients and/or the people who look after them and they return different 

medicines to the OPD pharmacy that had been prescribed to them. Such medicines 

usually were not expired, but actually, simply unused.  

At the same time and at the same Pharmacy, many other patients are unable to obtain 

their medicines fully as prescribed due to unavailability. It may be that some of them 

are similar or in some cases identical to the drugs returned. 

Some real comments made by patients about this problem have been are 

included in a study conducted by Altheyab (Cited in Al theyab 2003) – the most 

appropriate of which is: 

“We need more attention paid to the shortage of medicines and the 

waiting time for collecting our prescription reduced in order to 

improve current pharmaceutical services”. 

One of the central problems concerning drug shortages is their source of 

supply.  Saudi Arabia suffers from the fact that 76% of medicines are imported, 

which potentially increases the burden on the healthcare budget, as suggested by 

Vice-Chairman of the Jeddah Chamber Commerce, Mazen Batterjee (2006).         
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The answer to such a difficulty is not simple as in many countries in the Western 

World additional supplies simply cannot be ordered from a central store – for daily 

delivery to fulfill the need, because they have to physically get to Saudi Arabia 

through the conventional channels of commercial trade. These include air freight, sea 

or land transportation, all of which take time.  Mazen Batterjee  was reported to have 

said at the conference held at Chamber of Commerce and Industry in Jeddah, held on 

November 7, 2006, which discussed the new trends in the pharmaceutical industry in 

Saudi Arabia that:  

… “The number of pharmaceutical plants in Saudi Arabia, 13 plants, [cover] 

the equivalent of 24 percent of Saudi Arabia consumption of the drug.” …  

Dr. Al-Rabiah added that the health services suffered from varied rates of 

achievement targeting the eighth development i.e. - the eighth of the five year plans 

since the country started to use such a system - between 30% and 50%. For example, 

he cites the lack of medicines for chronic diseases and the lack of funds. In an 

editorial in the journal in which this article was published it was speculated whether 

he will succeed in the implementation of previous proposals in this regard (Albalawi, 

2009). The problem is made worse perhaps as the drugs which are locally 

manufactured do not include many of the newer drugs which are now widely used –

such as Plavix – to treat serious conditions and are usually needed very quickly. 

 

1.13 Developing ideas for the investigation of the factors central to 

this thesis from the reading of the references listed above. 

Pharmaceutical services, as a major component in the health care system, 

manage a huge budget in the form of being able to purchase medicines, and therefore 

play an absolutely pivotal role in both the economics and success of the Saudi health 
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service. In addition, they have a direct relationship with large numbers of patients in 

terms of ensuring that such patient obtain their necessary medicines and may also 

provide information as to how to use them, so as to ensure both safe and effective 

treatment actually occurs. 

From the literature there seems to have been concern expressed about the best 

ways to provide guidance on improving accessibility, availability and affordability of 

outpatient formulary medications to hospital outpatients and this improvement may 

be facilitated by reviewing the efficiency of both the practices of prescribing and 

dispensing. Knowledge of these two processes may assist, and perhaps even ensure, 

an uninterrupted supply of such medications and to so also assist the government 

institutes to efficiently make realistic estimates of future needs of medicines. In this 

context the hospital formulary should help as this requires all drugs to be used in the 

hospital to be registered and so made available to the prescribers. 

In this context it is interesting to note that the American College of Clinical 

Pharmacy (ACCP) has stated that Saudi Arabia is one of three countries practicing 

clinical pharmacy outside the United States and the last two decades have seen a 

rational progress in terms of pharmacy practice as part of the rapid expansion of 

healthcare institutions, patients’ ability to obtain medication from any hospital it is 

still usually based on the actual availability of such drugs in that hospital. The 

comments of Al-Shaqha and Zairi (2003) may be harsh but state the finding that: 

 ‘the hospitals, at least in 2003, ‘did not meet patients’ expectations’.  

Although it is usually thought this is solely due to budgetary problems this 

may not be the case. Some officials in the Ministry of Health, in addition to some 

academics, have stated that the budget was not the only factor behind the repeated 

complaints of patients and perhaps acute shortages of certain medicines in OPD 



26 

 

hospitals, which were as a result of not being able to keep an enhance level of stock 

or simply to even maintain the required stock levels of medicines on a continuous 

basis, so providing adequate medicines to patients. 

 

1.14 My comments about the problems of supply. 

I believe in the existence of other factors influencing the quality of health 

delivery system that can be examined. Simply, three major factors are involved in 

drug delivery in outpatient clinics all of which have an effective role in determining 

the efficiency level of hospital budget through the direct impact on the process of 

medicines utilization. The three factors are the physicians, the pharmacists and the 

patients.  

To devise a suitable research approach to the topic I have imagined these 

three factors in the form of an isosceles triangle, where the physician and the 

pharmacist are located at the base angles, while the patient is located at the top angle 

of the triangle. This triangle will be called a P triangle where the P can stand for 

Physician, Pharmacist or Patient.                               

 

Figure 1. Relationship between a well-organized P-triangle and the allocated budget where 

the ‘Ps’ represent Physicians, Pharmacists and Patients. 

                            

Figure 1 shows the efficient relationship between the three factors. It shows how the 

budget is allocated and how this budget bears the burden of budget expenditure and 
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consequently meets the requirements and so the triangle is carefully balanced on the 

hand. 

  

On the other hand, in the circumstances shown in Figure 2, this shows what can 

happen when any degree of ‘inefficiency in the factors’ occur. Often because of 

‘exhaustion of that budget’ this weakens the ability of that budget to bear the 

financial burden. An imbalance between the factors prevents the patient from being 

included in the triangle and their exclusion is shown by their position on the other 

side of the palm.  

 

 

                             

Figure 2. Relationship between poorly-organized component parts of the P-triangle and the 

budget allocated which results in the exclusion of the patient in the triangle. 

 

1.15 P-triangle relation with Budget  

This P-triangle of combined Physicians, Pharmacists and Patients may have a 

significant impact on the budget, rational stock use and thus the continuity of the 

provision of medicines to all patients in an equable way. 

I also believe that there is a possibility to strengthen and maintain the existing 

drug budget in Saudi outpatient hospitals, through drug rational use, based on the 

performance of P-triangle in prescribing, dispensing and patient adherence with 
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medication.  Therefore, it is necessary to examine the most economical ways in 

which drugs can be both prescribed and dispensed in Saudi Arabian hospitals. 

 

1.16 Previous Research in Saudi Arabia  

In Saudi Arabia very little research has been conducted in this part of the 

healthcare economy. I have read many studies of the systems used in Saudi Arabian 

hospitals but found that there has been no previous study which specifically aimed to 

evaluate the way medicines were delivered in the hospitals of Saudi Arabia. Indeed, 

all studies performed in Saudi Arabia which mention the efficiency of medicines 

management were conducted through investigating general patient satisfaction, and 

thus did not treat any such related defects in drug delivery, such as drug shortages.  

On examination of the literature virtually no relevant studies which could be 

found which had been performed in a hospital setting, the exception being that of Al 

Shaqha (1999) which explored the role of clinical pharmacy within the 

pharmaceutical management in effective healthcare delivery particularly in an acute 

care setting. These were in speciality hospitals and an analysis was made comparing 

the United Kingdom and Saudi Arabia to look at the development and changes in the 

role of clinical pharmacist. However, it did not consider the extent of drug delivery 

efficiency for the OPD patients. More recently, Al Sheikh (2001), assessed the 

operating performance in contract-managed hospitals versus traditionally managed 

hospitals using case studies obtained from the Ministry of Health (MOH) hospitals, 

which examined the impact of the type of management, on the efficiency and quality 

of care. Al sheikh’s study found that the small hospitals were more efficient than the 

larger hospitals, indicating that the small hospitals, defined as having less than 150 

beds, were the most ‘productive’. However, since the study did not include the larger 
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hospitals which usually deal with more complex cases, the extrapolation of the study 

to all types of hospitals could be seriously questioned. 

Another study was found, this time written by Al Shahrani (1999) who 

entitled his paper, “Expectations and perceptions of patient satisfaction in a Saudi 

Arabian Hospital,” but limited it to Ministry of Interior (MOI) health services only. 

A further and much earlier paper written by, Al-Johani (1994), carried out a study for 

investigating patient satisfaction and dissatisfaction, where the main focus was on 

general patient satisfaction rather than dissatisfaction and did not deal with the 

problem of drug shortages at all.  

A final paper relevant to this thesis was written by Al-Theyab (2003) who 

found in his study of pharmaceutical services provided by Saudi Arabia’s Ministry of 

Interior (MOI) through in the Security Forces Hospital Programme (SFHP) and 

polyclinics of the General Administration of Medical Services (GAMS) which were 

distributed throughout the country.  The focus of the study was to determine 

particularly, the influence of the availability of medicines on General Patient 

Satisfaction (GPS). He concluded that two concerns were common, namely, a) that 

the simple shortage of medication and b) a poor refill system and these were the most 

important factors influencing patients’ satisfaction level. Other findings and causes 

of concern were the patients comments that they felt patient counselling had been 

poor and the waiting times for any dispensed medicines were always ‘too long’. He 

also found that the influence of availability of medicines correlated negatively with 

the GPS score.  

Based on his findings he made some recommendations to improve the 

situation and these were formulated as a special policy to meet chronically ill 

patients’ medication needs in both the SFHP and GAMS polyclinics. The particular 
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problems experienced in the SFHP and GAMS polyclinics patients concerning the 

difficulty obtaining their medications, have been mentioned earlier in this Chapter, 

under the rationale for the study in Saudi-outpatient hospitals,  

Finally, his study findings indicated poor patient counselling and the absence 

of patients’ medicinal educational programs. Additionally, it was also found that 

there was a significant lack of communication between the pharmacy departments 

and the other healthcare professionals in both the SFHP and GAMS polyclinics. 

Clearly, the three P triangle example which is given above had broken down.  

Also, a retrospective study of polypharmacy and patterns in drug prescribing 

at a primary healthcare centre in the Riyadh region of Saudi Arabia was carried out 

by Asiriand Al-Arifi 2011 at Riyadh Kharj Military Hospital in which a total of 4781 

prescriptions  were collected over a period of  6 months, that is, from January to June 

2001. Statistical analysis revealed that 2% of prescriptions contained bad 

handwriting, and very high percentage i.e. 99.6% of the prescriptions contained 

inadequate information mainly regarding the route of administration, dose and 

dosage form. They also found that the average number of medicines for every 

prescription increased to 2.7 ±1.6.   This was relatively higher than found in a 

previous study that was explained by the unpaid health services together with a lack 

of prescribing policy. This is a higher figure than found in a previous study (Asiri, 

and Al-Arifi, 2011) and may be explained by the fact that these health services were 

free at the point of delivery, together with a lack of prescribing policy. Consequently, 

they urge that an independent review of the appropriateness of prescribing medicines 

should be carried out, and recommend the establishment of an efficient prescribing 

policy through effective practice and constant training. However, this and  other 

related studies,  albeit carried out in different places, were mainly  concerned with 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Asiri%20YA%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Al-Arifi%20MN%22%5BAuthor%5D
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prescribing patterns for patients at primary healthcare level  where a list of essential 

drugs only  was used.  This level of health services was delivered to patients for short 

periods of treatment and did not include patients with chronic diseases.  

Based on all the findings described above there is a major problem that the 

studies which have addressed drug use efficiency in a hospital setting was through a 

general assessments of patient satisfaction thus have not really focused on the drug 

use efficiency. They simply do not provide the enough clues for drug use 

enhancement, aside from the economical efficiency for drug management within the 

hospitals, and the outpatients’ pharmacy in particular. Accordingly, their findings 

cannot suggest any specific improvements for economical drug prescribing and 

dispensing and so the studies which will be reported in this thesis are the first of their 

type in Saudi Arabian hospitals. 

Therefore, the researcher aims in this study to examine the most economical 

ways in which medicine can be prescribed and dispensed in Saudi Arabian outpatient 

hospitals. 

 

1.17 Conceptual framework of prescribing and dispensing and how 

it can be assessed in a Saudi Arabian perspective. 

As we know that to achieve a specific goal in any system, requires a clear and 

precise route by which it can be achieved. A shorter route is preferred to the long as 

this minimizes costs, produces more beneficial results in any period of time and so 

can be classed as being more efficient.  

Prescribing a medicine is an extremely common healthcare intervention and it 

is one of the most important ways in achieving an efficient health care process for 

the patient. However its growing costs affect all sectors of the health care process, 
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including private insurers, public programs, and patients. Thus the proper use of 

medicines will lead to potentially better health outcomes including a better quality of 

patient life. 

Drug use has become a complex process with the better understanding of 

drug-drug interactions, contraindications, potentially toxicity and drug-food 

interactions and so there are many drug-related challenges at various levels, 

involving prescribers, pharmacists and patients, each of whom have set their 

priorities with regard to medicine accessibility. Physicians and pharmacists, together 

with their patients, can help by being involved in the process, to keep prescription 

costs down.   This should be considered a key part in terms of improving health 

services processes.   

Arnold (2007) affirmed that there is a need for better measures of actual 

under-use, over-use and efficiency, and he believed that a better understanding of 

how patients interact easily with the health care system can provide a basis for 

identifying opportunities for promoting participation and empowerment with regard 

to quality.  

Odoul (2007) discussed the main steps of the cycle components for rational 

drug use when a patient visits a health facility.  These include:   

 An accurate diagnosis; 

 Rational prescribing based on the desired goal for an individual patient, taking 

into account efficacy, safety, suitability and cost, in addition to the dose, route of 

administration and the duration of the treatment. 

 Correct dispensing together with sufficient counselling for the patient.  

 Proper use of the drugs by the patient. 
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Thus the cycle components highlight the need for prescribers to follow a standard 

prescribing process, starting with an accurate diagnosis to define the problem.   

They then settle on therapeutic goals and the appropriate treatment, while providing 

the patient with the proper information regarding both the drugs used and the 

patient’s condition. Figure 3 shows the drug use cycle aimed at achieving the desired 

goal of efficient treatment for patient. 

Figure 3: The steps involved when a patient comes to the hospital to get treatment.    

 

The drug use cycle (adopted from Oduol, 2007)  

It has been suggested that in developing countries, health care providers are 

apparently not paying enough attention to the perceptions of their patients about 

health service quality. Such ignorance on the part of the provider may reduce the 

level of patient confidence and possibly affect subsequent behaviour in terms of 
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irrational selection, adherence to drug therapy and the use of available health care 

facilities (Odoul, 2007).  

This finding is not new as it was stressed in 2001 by Andaleeb that the 

patients’ voice is required to play a better role in the quality of any health care 

delivery system. Health care services are often developed without considering the 

actual patients requirements or by implementing decisions made on the basis of poor 

and inappropriate analysis of such requirements (Shostach, 1984). 

The quality of the performance of healthcare personnel is a very subjective 

quality and can only be ‘measured ‘using methods employed for qualitative type of 

research. These are well established and have adequate scientific justification and are 

capable of undergoing statistical analysis using the appropriate tests. They are 

crucially depending on both the questions asked and the context in which they asked. 

Overall they try to assess the extent of a patient’s satisfaction, in the context of this 

thesis, with the prescribing and dispensing practices. The results will reflect the 

success or failure of the practices under which the respondents of the questionnaire 

have experienced.  A positive result to such enquiries may reflects the standards and 

practices which the hospital has used which satisfied all patient needs including his/ 

her full medication, accurately dispensed, using drugs of good quality, with advice if 

required  and of course within a reasonable time frame.  

The process should not of course be static as it is hoped that continuous 

enhancement of the quality of health care services together with greater attention to 

healthcare costs should be the goal of every hospital, and thus evaluating any part of 

services so as to be able to improve the performance quality of those services in the 

future is best described using a manufacturing industry phrase ‘continuous product 

development’ (Fromberg, 1990).  
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1.18 How can the present situation in Saudi Hospitals be assessed? 

The following section presents the theoretical framework based on an understanding 

of the current situation of pharmaceutical delivery in Saudi Arabia outpatient 

hospitals and how it could be measured for the purposes of this thesis using the 

following research questions:  

1. Is the request for the medicines based on the basis of specific procedures and 

regulations that cannot be manipulated?  

2. Is the amount of the estimated consumption of medicines in accordance with 

the rules and regulations in force in government tenders and are there any 

guarantees from the suppliers of drugs on the quality and validity of 

medicine? 

3. Do many patients in the outpatient clinics in hospitals in Saudi Arabia 

actually suffer from a consistent shortage of medicines? If so, how often does 

it occur and does it differ from one hospital to another? 

4. If there are shortages of medicines, is the shortage quantitative or qualitative: 

Consequently, what are the quantities and which types of medicines are the 

most frequent non-available and the reasons behind it?  

5. If there are shortages of medicines, are they due to the insufficient budget 

allocated for procurement of medicines and subsequently the failure to 

maintain such a minimum level of inventory required?  

6. On the other hand, if there are shortages of medicines despite the existence of 

an adequate budget allocated to that hospital for the procurement of 

medicines in order to ensure a full stock of medicines based on the hospital 

formulary , they may be due to the following: 
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 Ineffective drug management and distribution process in the hospital 

pharmacies. 

 Time to time some Medicines in the warehouse expire or nearly to be 

expired before their complete usage in the hospital or dispensing to the 

patients. 

 Use of alternative medicines in case of out of stock especially in 

outpatient hospitals; consequently, such correlation might be exist 

between them. 

 Accumulation of extra unused drugs among the patients; and thus, this 

phenomenon may have a correlation with shortages of dispensing. 

 An insufficient level of communication and coordination of cooperation 

between the pharmaceutical services and other medical staff in the 

outpatient department of the hospital.  

 A low level of interaction between physicians and patients. 

 The lack of an effective role in outpatient clinics and pharmacies in terms 

of patient counseling and education with regard to rational drug use. 

 

Consequently, the first step towards a framework for the study is to consider the 

following three basic variables:  

1- Patients’ perception of the current OPD pharmaceutical delivery services, 

including waiting times, shortages of medicines, communication levels with the OPD 

physicians and pharmacists, including patient counselling and education.  

2 - Pharmacists’ perceptions of the quality of existing services delivered to OPD 

patients through their assessment in regard, for example, of communication with 

other healthcare professionals, the distribution of drugs, and clinical activities. 
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3- Physicians’ perceptions of current OPD-pharmaceutical delivery services, 

including the level of intra- and inter-communication in terms of the patients’ 

medication. In addition to obtain their suggestions, if any, with regard to improving 

the availability of OPD medicines, and with regard to reducing the phenomenon of 

the unjustified surplus of medicines prescribed to different patients, which may 

eventually be misused or become a waste, and therefore lead to a loss of money.  

Figure 4. below illustrates the study framework which can be used to address the 

questions asked to assess the three basic variables. 

Figure 4. Study Framework which could be used to assess the basic problem of drug 

shortages in Saudi Arabian Hospitals. 
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Finally, it should be asked whether standard processes exist with regard to 

prescribing and dispensing of medicines within Saudi Arabia hospitals. If so, to what 

extent are these processes, if they exist, effective? Moreover, to what extent do 

healthcare providers in Saudi hospitals, particularly with regard to outpatients, 

adhere to drug utilization policy and procedures in order to promote rational 

prescribing that is based on the most appropriate medicine for any individual patient?  
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CHAPTER TWO 

SAUDI ARABIA - facts and figures about the country 

and its health care system 

For the majority of readers of this thesis the country of Saudi Arabia will not be well 

known, so the following concise yet comprehensive account, may it was felt, be 

useful to put the problems of drug supply in its appropriate context. 

 

2.1 Facts and figures about the Kingdom of Saudi Arabia 

Saudi Arabia (SA) is an Islamic kingdom.  It is known as the birthplace of 

Islam and is widely known as the location of the two Holy Mosques of Mecca which 

Moslems face five times a day in prayer (Qiblah).  The Holy Quran, Sorah Al 

Baqarah Verse No. 144 mentioned that 

“We have certainly seen the turning of your face, [O Muhammad], 

toward the heaven, and We will surely turn you to a qiblah with which 

you will be pleased. So turn your face toward al-Masjid al-Haram. And 

wherever you [believers] are, turn your faces toward it [in prayer]. 

Indeed, those who have been given the Scripture well know that it is the 

truth from their Lord. And Allah is not unaware of what they do”. 

 Al-Madinah  is short for Madinah Al-Nabi (City of the Prophet) or Al-

Madinah Al-Munawwarah.  

Saudi Arabia was created at the beginning of the Twentieth Century 

by King Abdul-Aziz Al-Saud (1880 - 1953), who is referred to as the 

founder of Saudi Arabia. Most Saudis are ethnically Arab, although some 

are of mixed ethnic origin. In 1938, with the discovery of oil, Saudi Arabia 

http://www.saudiembassy.or.jp/DiscoverSA/AlMadinah.htm
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began a progressive evolution, modernising culturally, socially and 

economically. The constitution is based on the Holy Koran and Sharia law.  

The King's official title is the Custodian of the Two Holy Mosques. The 

country of Saudi Arabia consists of 13 different regions. Each region is 

headed by a governor.  

 

2.1 .1 Location - Middle East, bordering the Persian (Arabic) Gulf and the 

Red Sea, north of Yemen.The map of Saudi Arabia (Figure 5) shows 

locations of the 13 different regions in Saudi Arabia. These 13 regions will 

be re-visited when the study for the pilot questionnaires is discussed. 

 

Figure 5. Map of Kingdom of Saudi Arabia its provinces and major towns. 

(IORSAW, 2010) 

 

 

 

 

 

 

 

 

2.1 .2 A brief description of each of the Regions of Saudi Arabia 

1 -  Al-Riyadh - The Al-Riyadh region consists of 19 towns, including the city of 

Al-Riyadh, the capital of the Kingdom of Saudi Arabia, and has more than three 

million people.  

http://www.saudiembassy.or.jp/DiscoverSA/regions/Riyadh.htm
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2 -  Makkah Al-Mukarramah – This includes 11 major towns in addition to the 

city of Makkah Al-Mukarramah, which is the Holy Capital of Saudi Arabia. It has 

the Honourable Ka'aba and the Qeblah of Muslims all over the world.  

3 -  Al-Madinah Al-Munawarah - This includes the second holy city, Al-Madinah 

Al-Munawarah, which is its capital city, and it has the Holy Mosque of the Prophet 

Mohammed. (Peace be upon him). 

4 -  Eastern Region - The Eastern Region covers the eastern part of the kingdom, 

including a large portion of the Empty Quarter (Al-Rub'a al Khali). It consists of ten 

towns and Al-Dammam is the capital.  

5 -  Al-Qassim - It is situated in the centre of the kingdom. It consists of ten towns. 

Buraidah City is the capital. 

6 -  Hail - The Hail region consists of three major towns. Hail is the capital city.  

7 -  Northern Boundaries - The Northern Boundaries region is in the extreme north 

of the kingdom. It consists of two major towns and its capital is Ara'ar.  

8 -  Aseer - It includes ten towns. Abha is the capital.  

9 -  Najran - It is located in the south-western part of the kingdom. It consists of six 

towns. Its capital is the city of Najran.  

10 -  Al-Baha - This region consists of six towns. Its capital is the city of Al-Baha. 

11-  Jizan - The Jizan region consists of 14 towns. Its lands extend along the Red 

Sea for more than 300 kilometres. Its capital is the city of Jazan.  

12 -  Tabouk - The Tabouk region consists of five towns in the north-western part 

of the kingdom. Its capital is the city of Tabouk.   

13 -  Al-Jouf - The Al-Jouf region consists of three towns in the north-western part 

of the kingdom. Its capital is the city of Dowmat Aljandal Tabouk.   

Currency - Saudi Riyal is the basic currency of the KSA (US dollar = SR 3.75).  

http://www.saudiembassy.or.jp/DiscoverSA/MakkahAlMukarramah.htm
http://www.saudiembassy.or.jp/DiscoverSA/AlMadinah.htm
http://www.saudiembassy.or.jp/DiscoverSA/regions/AlDammam.htm


42 

 

2.1 .3 Calendar - KSA uses the Lunar Islamic Hijri calendar, which is related to 

Hijrah, the immigration of Prophet Mohammed from Makkah to Al-Madina. The 

Hijri year is 354 days divided by twelve lunar months. Consequently, the researcher 

has utilized Hijri dates in some related parts of this study but where this system has 

been used the dates are also expressed using the Gregorian calendar where 

appropriate. 

 

Time -Makkah standard time (+3) hours ahead of Greenwich Time.  

 

2.1 .4  Constitution and Ruling System - All Saudi legislative regulation is derived 

from the Holy Quran and Noble Prophet's Sunna. The ruling system of KSA is a 

royal system based on the following three factors: the king forms the executive, and 

then there is the Council of Ministers and the legislative authority of the country. The 

Majlis Al-Shura (Consultation Council) recommends opinions on the general 

policies of the kingdom. 

 

2.1 .5  Population -The population of Saudi Arabia consists mainly of two 

categories - native inhabitants which include the major tribes of Saudi Arabia who 

are the indigenous inhabitants of cities and villages, and ‘foreigners’ i.e. those are 

usually considered to be ‘expatriates’ who live on a temporary basis to carry out 

some form of paid employment in jobs as diverse as education and construction. 

In the absence of an accurate census, the historical population of Saudi 

Arabia can only be estimated. However, the first comprehensive national census was 

carried out in 1974 and determined the population at 6,939,642 persons. The number 

was thought to be 11.6 million in 1985, according to the United Nations' (UN) 
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estimation. From 1974 to 1992, the Saudi population is stated to have more than 

doubled (Mufti, 2000).   

The Central Intelligence Agency of the USA (CIA) in 2010 gave a figure of 

above 25,731,776 as being the current estimate. The very rapid growth in numbers 

has been attributed mainly to the improved economic, education, and health 

situations coupled with a higher birth rate and the decline in the mortality rate, as 

well as the influx of many of expatriates.   

It is of interest to note that in 1960 only 30% of Saudis lived in urban settings 

whereas in 2000 this number had increased to 70% (Mufti, 2000). This fact alone ties 

in with the finding made in Africa and elsewhere that when communities move from 

rural to urban environments then health patterns change as the individuals more 

cardiovascular related problems and also diabetes. The domestic population of Saudi 

Arabia is largely homogeneous, having the same cultural heritage, the Islamic 

religion and the Arabic language (Al-Farsy, 1990). Saudi Arabia contains a range of 

Arabic accents that are understandable by different citizens. However, the classical 

Arabic language remains central to them all and thus more easily understood. 

 

 2.1 .6 Natural Resources - Any study of Saudi Arabian natural resources starts with 

oil, gas and mineral deposits including gold, silver and base metal deposits such as 

copper, iron and zinc (Al-Farsy, 2000).  

 

Water - Considering the geography and climate of Saudi Arabia, water is highly 

valued and is actively conserved. Water is obtained mainly from four sources: 

surface water, ground water, desalinated seawater and reclaimed wastewater (Al-

Farsy, 1999).  
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After a consideration of the facts and figures relevant to Saudi Arabia it is necessary 

to consider its health care system. 

 

2.2 Healthcare System in Saudi Arabia 

2.2.1 Introduction 

The World Health Organization defines a health system as “all the activities 

whose primary purpose is to promote, restore, or maintain health” WHO (2000). In 

fact, Saudi Arabia has seen a comprehensive development in several fields in a very 

short time. Dr Mufti, the Director of the Security Forces Hospital Program in Riyadh, 

said  “a visiting WHO consultant once noted that in most health indicators, the Saudi 

health system were actually ahead of targets set in WHO’s goal of Health for All by 

the year 2000."     

 

2.2.2 History of Health Care in Saudi Arabia 

Back in 1926, the beginnings of organizing healthcare in Saudi Arabia 

occurred through a decree establishing a Health Department. This organisation was 

charged with setting up hospitals and clinics in certain cities and, in 1927, the Health 

Department was renamed as the “General Directorate of Health and Aid”. However, 

because of the limited funds which were then available, progress in health care was 

slow (Mufti, 2000). 

  In 1949, a small number of medical staff, i.e. 111 physicians and about 

1,000 hospital beds existed in the whole of the Kingdom of Saudi Arabia.  

Preventive services started and in the early 1950s,  when the ARAMCO oil 

company, together with the WHO, assisted the MOH in taking steps to control 
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malaria in the country in addition to establishing plans for combating other then 

endemic diseases such as bilharziasis, leshmianisis, trachoma and tuberculosis 

(Mufti, 2000; Sebair et al., 2001). 

Twenty years later, in 1970, there were 47 MOH hospitals and 27 non-MOH 

hospitals. By 1985, the number of MOH hospitals had risen to 104 hospitals while 

there were 73 non-MOH hospitals.  Consequently, during the period 1970 - 1985, the 

number of hospitals increased 2.4 times and the number of physicians increased by a 

factor of 3.  

Between 1978 and 1983, the country adopted the new concept of Primary 

Health Care (PHC) as the basis of its health delivery system. Also in 1979 the Saudi 

Medical Journal, in addition to other journals issued by health services agencies, was 

established. In 1977, the King Abdul-Aziz City for Science and Technology was 

established, and supported 41 medical research projects between 1977 and 1985 

(Sebai, 1987). 

  The Sixth Development Plan (1995-2000) according to Sabai et al. 

(2001) included the development of health manpower, the assurance of both 

curative and preventive services, the development of primary health care 

services and the control of all endemic diseases.  

 

2.2.3 General Healthcare System Background.  

Healthcare services in Saudi Arabia are one of the main priorities of the 

government. Its constitution (1992) stated in Article 31 (Health Care) that “The state 

takes care of health issues and provides health care for each citizen,” and thus the 

government health policies were design so as to ensure adequate health care 

coverage for all, including Saudi and non -Saudis (Mufti, 2000). 
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Consequently, it is regarded as a right of each Saudi citizen to be provided 

with full government-funded healthcare provision, including dispensaries in every 

hospital to provide the required medications, which are provided free of charge to all 

citizens. Also, the Saudi Arabia constitution (1992) states in Article 27 (Welfare 

Rights) that “The state guarantees the rights of the citizen and his family in cases of 

emergency, illness and disability, and in old age; it supports the system of social 

security and encourages institutions and individuals to contribute in acts of 

charity.”. Hence for the complexity of older patients’ illnesses, free health care 

during the long stays which may occur in acute/chronic - care hospitals are provided 

to all citizens.  

Furthermore, the policy covers not only Saudis nationals, but also the public 

sector expatriates together with their dependents. The private sector expatriates' 

responsibility falls to their employer. Also, government policy specifies that in the 

event of an emergency, the medical care will be provided also to any resident in 

Saudi Arabia (Mufti, 2002).  

 

2.2.4 Main Health Care provider in Saudi Arabia. 

The Ministry of Health is the governmental agency, which bears primary 

responsibility for the health care system. 

Currently, the majority of the secondary healthcare services are provided by 

244 general public hospitals, 38 other governmental health services and 113 private 

hospitals (MOH, 2008; Albejaidi, 2010; Al jadid, 2011). 

The MOH provides (64%) of the health services in the country. The 

remaining 36% is covered by: 21% is provided by other different governmental 

facilities, such as the National Guard Hospitals (NGH) which provide health care for 
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National Guard personnel with their dependents, the Ministry of Defence and 

Aviation (MODA) hospitals which provide health care for military personnel with 

their dependents. The Security Forces Hospital (SFH) provides health care for 

Ministry of Interior (MOI) personnel with their dependents, in addition to the 

civilian employees in these ministries and their dependents, together with the King 

Faisal Hospital and Research Centre, Universities Hospitals such as King Khalid and 

King Abdulaziz hospitals, Aramco hospital and the King Khalid specialist eye 

hospital.  

The remaining 15% is provided by the private sector (MOH, 1991). 

However, according to recent data produced by the Statistics Department of the 

Ministry of Health (Saudi Arabia) (2009), the MOH is said to provide 60% of the 

health services in the country, and not 64% as previously reported. Figure 6 shows 

the current Saudi heath care system. 

 

However, if the MOH facilities are excluded then generally, other providers 

of health services in Saudi Arabia are either there to serve only certain “entitled 

patients”, or are responsible for certain specialized services to society as a whole.  
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2.3 The responsibilities of the Saudi Arabian Ministry of Health (MOH). 

 

The Mission Statement of the Saudi MOH. 

The mission statement of the Ministry reads: 

 “The provision of a comprehensive health care comprising preventative, 

curative and rehabilitative components commensurate with the Saudi Arabian 

culture, health ethics, citizens approval and having equitably distributed health 

services in addition to taking care of the health personnel in a means that will 

influence an acceptable performance” (WHO, 2006a). 

Consequently, the MOH is responsible for health policies, procedures and 

plans, regulation, health services development, coordination and cooperation with 
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other government health sectors and the private sector as well for the provision of 

primary health care throughout Saudi Arabia (WHO, 2006 a). Consequently, the 

MOH is responsible for the planning of the Kingdom's health care programs and the 

supervision of the responsibility on the private sector, which is steadily growing, due 

to the support from the government.  

The subject of health in Saudi Arabia has been an essential component of the 

five year development plans since 1970 It is seen as the 'productive' sector, and 

considered as an essential part of the overall development of the country (WHO, 

2006a).  

The MOH has generally emphasized “curative measures” to tackle both 

communicable and non-communicable diseases so as to reduce morbidity and 

mortality through enhancing the standards of health among the citizens and adopt the 

best utilisation of the available resources. Consequently, in recent years, according to 

the World Health Organization (2006a) the general burden of disease has declined in 

Saudi Arabia and the life expectancy has increased. The National Statistics which is 

given in the earlier part of this chapter, bears this suggestion out. 

Consequently, there has been a significant drop in maternal mortality in 

addition to the mortality and morbidity from communicable diseases. However, non 

communicable diseases such as cardiovascular and diabetes diseases have largely 

increased which is not too unexpected in a population which has more people of the 

older age group than ever before. 

 

2.3.1 The MOH and its relationship with the General Government Budget 

(GGB). The Ministry of Health (MOH) as mentioned earlier in this chapter is the 
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major government agency committed to the provision of preventive, curative and 

rehabilitative health care in Saudi Arabia.  

Through the interviews with officials from different Health sectors in 

different Saudi official newspapers (see above in Chapter One) and medical journals, 

it is clear that the government is greatly concerned about the health care system. For 

example, the government has created an annual health budget and during the last 

decade, this budget has steadily increased in line with the increase in population. 

However and perhaps fortunately, the increase in population over the past few years 

has been offset, probably by chance, by an actual increase in the government budget 

(Table 1 & Figure 7).  

In looking at the strength of the relationship between the annual general 

Saudi budget and the budget allocated to the Ministry of Health, we find almost a 

positive linear correlation full correlation between them over the period 2003- 2007.  

 

Table 1. The relationship between the Government Budget and the population 

number of the Kingdom of Saudi Arabia (2003 to 2007) 

 

 

 

 

*- Government Budget in Saudi Riyals 

 

 

Figure 7. The graphical relationship between the Government Budget and the 

population number Kingdom of Saudi Arabia (2003 to 2007). The budget is 

expressed in millions of Saudi Riyals and the population in millions. 

Year G. Budget* Population 

2003 2 090 000 16 060 000 

2004 2 300 000 16 529 302 

2005 2 800 000 16 863 000 

2006 3 350 000 17 290 000 

2007 3 800 000 17 695 200 



51 

 

0

2000000

4000000

6000000

8000000

10000000

12000000

14000000

16000000

18000000

20000000

2003 2004 2005 2006 2007

G. Budget

Population

 

 

 

Table 2, shows the budget that was specifically allocated to the MOH, related to the 

Government Budget for the years 1996/7 - 2000/1. More recent figures for the 

allocation of the budget for the MOH have become available and are shown in Table 

3 below. 
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Table 3. Budget allocated for the MOH in relation to the overall Saudi Arabian 

Government Budget. The budget is expressed in Saudi Rial. 

 

 

Year 

 

Total Government Budget 

(X 1 BILLION) 

Allocated Budget  

for MOH 

(X 100,000) 

2002 202 137.4 

2003 209 138.6 

2004 230 147.6 

2005 280 168.7 

2006 335 196.8 

2007 380 238 

(Source: MOH 2008) 

 

If these more recent figures are correlated it shows an almost perfect 

correlation with an r = 0.995. However, even if the MOH budget remains strongly 

correlated to the government budget, there is no guarantee that the government 

budget will remain positively correlated with the steady growth in population, as was 

shown, for example, in Table 3 which indicates that during the years 2002 to 2007, 

there was a direct relationship between them. However, the prospective expenditure 

of the Saudi MOH is not guaranteed, particularly with regard to the existing 

traditional health system. 

 

2.4 Economic factors and its influence on the health Care System. 

Mufti (2000) believed that, in the light of such economic circumstances, with 

the increase of pressure in terms of health costs on the government budget, it was 
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almost certain that the private sector would be required to play a bigger role in 

funding health services in Saudi Arabia.  In 2007 the WHO (2007) also believed that 

there was, and would be in the future, be a big challenge facing the Ministry of 

Health in Saudi Arabia when it comes to continuing funding the health service 

through the current traditional health system, for the progressive increase in non-

communicable diseases such as diabetes, hypertension, cancer and road traffic 

accidents, indicating that an opportunity was available for an updating of the health 

system. 

Consequently, I personally believe that the challenges will be much clearer in 

the future, especially with the continuing increase in the Saudi population. In the 

future the most serious challenges the health system will face will be those due the 

progressively increasing ageing population. To illustrate this effect Figure 8 shows 

the steady increase which occurred in the Saudi population from 1961 to 2003. 

Today, the estimated population has further increased and is currently over 26 

million (CIA, 2010). 

Therefore the question arises as to what extent the MOH can continue to cater 

for patients’ needs effectively, particularly in view of the population increase and the 

ageing of the population.   This latter group is more likely to suffer from chronic 

diseases such as those of the cardiovascular system and diabetes and the many other 

diseases induced by the disease such as renal, eye, neural, digestive and immune 

diseases which will consume more and more hospital services and consuming more 

and more medicines. Generally speaking, the rise in life expectancy and declining 

fertility will lead to an increase in the proportion of an ageing population. However, 

in Saudi Arabia the increase will not be only one of an ageing proportion, but also an 

increase in total population. 
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Figure 8.   A graph showing the relationship between Saudi Arabia’s population and 

time over the period 1961 to 2003 

 

Source: Demographics of Saudi Arabia, Data of Food and Agriculture Organization 

(FAO) year 2005; Number of inhabitants in thousands 

 

In conclusion, the continuous and steady increase in the budget that is allocated 

to health care will not continue forever.   Furthermore increased health spending will 

definitely put further pressure on other equally important projects in the country. 

Consequently, any decline in government income as happened in 1986 - 1998 will 

make it unlikely that there will be a continuing increase in funding, especially in the 

light of the many variable factors, including the population factor. 

Therefore, there is an evident need for alternative sources of funding in order to 

support government spending and thus ensure a continuation of the efficiency of 

health care delivery. How this is possible to achieve is the focus of the next section 

below. 
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2.5 Alternative funding ideas for a Saudi Health Care system. 

Financing health care expenditure can be achieved in a variety of ways.  

These include: public financing through government revenue, employment related 

insurance schemes, national health insurance or through private insurance that 

individuals pay directly by out of their own pockets, or by voluntary health 

insurance. Consequently, in Saudi Arabia, a mix of public and private funding has 

been utilized for health care financing.  However, according to Mufti (2000) 

“…efficiency in health care financing means that resources are allocated most 

effectively to produce better health” and thus it is an efficient way to produce quality 

health care. We will consider each of the types in turn starting with public funding of 

the health care system. 

2.5.1 Public funding. 

The government provides 87% of total health care financing, and the 

budgetary provision for the MOH has continued to increase from 5.1% of the 

national budget in 1992 to 8% in 2001. 

The financing of health services in Saudi Arabia is mainly done by the 

government.  This is done either by allocating an annual budget in accordance with 

the series of Five Year Development Plans for each Ministry and agencies that are 

solely responsible for providing health services such as the Saudi Red Crescent 

Society.  Specialist hospitals which are in addition to those run by the MOH. Or, by 

allocating funds to health care services from their overall budgets on the part of other 

public sectors that are involved in providing health services e.g., military hospitals 

(MH), National Guard Hospitals (NGH), Ministry of the Interior (MOI) and 

University Hospitals (UH).  
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Such funding allocation decisions are finally taken by the Council of 

Ministers with the approval of the King. Furthermore, Royal decrees are occasionally 

issued with regard to decisions relating to further increases or decreases in terms of 

funding (Mufti, 2000)   

 

2.5.2 Private Sector Funding. 

The private sector in Saudi Arabia provides all types of services from primary 

to tertiary hospitals.  These are increasing in number alongside the growth in the 

number of public hospitals, and are virtually in direct competition with them. The 

major sources of private financing are from Saudi, non-Saudi and private companies 

that are required by law, to provide health care to their employees and their 

dependents.  These are predominantly provided on a private fee-for-service basis that 

is approved by the MOH. An appropriate comment about this problem is that made 

by Mufti in 2000. He wrote|:   

“However, due to the lease of underutilised rooms by the MOH for 

private sector providers to offer unnecessary services and ancillary treatment 

and diagnostic under such ignorance of patients and ‘greedy providers’ for 

services, patients may tend to associate high number of such medicines with 

such facilities” (Mufti, 2000).  

Consequently, dispensing any unnecessary medication for patient means 

inefficient prescribing medication and thus means additional cost, time for 

dispensing and of course a general misuse of medicines. 

It is well known that most of the growth in the Kingdom’s economy has been 

in the private sector due to government encouragement of this sector in terms of 

participating in all parts of the economy. Furthermore, some public hospitals are 
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beginning to charge for services to self-referred patients i.e. regardless of referral 

from another hospital. It should be stressed that expatriates make up 27.3% of the 

population and most of these do not have the authority to obtain access to medical 

care in public hospitals, except in the case of serious or life-threatening situations 

that can be treated by the emergency departments of hospitals. Consequently, in less 

serious cases they can only obtain treatment from private clinics or by purchasing 

medicines from pharmacies. 

 

2.5.3 Health   Insurance 

The health insurance policy in Saudi Arabia is an emerging sector, and there 

are very few private local medical insurance companies.  Consequently, the 

adequacy of basic medical coverage such as exclusions and limitations are not highly 

regulated by the MOH. However, there is a recent new ruling (2011) on the part of 

the religious authorities with regard to cooperative medical insurance.  

 

2.5.4 Social insurance 

A social insurance scheme is operated by the General Organisation of Social 

Insurance (GOSI).   Health services are provided either by the two GOSI hospitals or 

by private sector hospitals. The social insurance in Saudi Arabia comes through 

occupational hazard insurance and national health insurance (NHI). NHI is a form of 

direct demand subsidy that is used to broaden the funding base so that poor people 

are not to be seen by public hospitals without necessary or emergency medical care 

but are provided with essential medical care.  Consequently, NHI enables those on 

low incomes to obtain essential medical care, regardless of age, sex or prior medical 

history. However, its premiums are possibly very high for low risk persons or the 
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NHI charges a low premium for those at high risk, and this imbalance thus causes a 

huge financial loss.  However, the universality of NHI programmes will eliminate 

such problems when it comes to selecting suitable persons (Mufti, 2000). The fact 

that the NHI is required to take those who fail to be accepted by the private insurance 

market is a potential extra expense. Consequently, many private insurance strategies 

are “a waste of time and money in terms of attracting low risk healthy individuals” 

(Mufti, 2000). 

 

2.5.5 Voluntary Insurance 

Health insurance is taken out by institutions to cover their employees and 

dependents.  These are usually provided with annual basic medical coverage for 

inpatient and outpatient services or for one of these.   

Health Insurance policy in Saudi Arabia is an emerging sector and there are 

very few private local medical insurance companies.  Thus the adequacy of basic 

medical coverage including exclusions and limitations is not highly regulated by the 

MOH. However, there has been a new ruling by the religious authorities with regard 

to cooperative medical insurance.  Consequently, the health authorities should 

eventually be able to regulate medical coverage.  

A deductible amount is required at the time of the provision of a service.  

This makes the insured aware of the value of the medical benefits provided. Mufti 

(2000) said that: 

“It is commendable that the company uses deductibles to deter frivolous use 

of services, which is normally a serious problem with health insurance”.   
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2.5.6 Health Maintenance 

Other types of medical insurance coverage involve health maintenance for 

private company employees, including their dependents through a number of 

recommended private hospitals.  Such hospitals provide a comprehensive range in 

terms of preventive and curative coverage for a pre-agreed length of time.  There is a 

refund on a capitation basis, which creates a high motivation for efficiency.  

Consequently, this type of insurance is growing in certain big cities in Saudi Arabia 

(Mufti, 2000).    

Against this comprehensive background of the Saudi Arabia and the 

complexities of the Saudi Healthcare systems exactly how medicines are both 

prescribed and dispensed in this overall system forms the focus of the next Chapter. 
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CHAPTER THREE 

A PERSPECTIVE OF MEDICINE PRESCRIBING AND 

DISPENSING IN DIFFERENT HEALTH OUTPATIENT 

SYSTEMS AS ILLUSTRATED IN AMERICA AND THE UNITED 

KINGDOM, AND THE APPROPRIATENESS OF DRUG 

PRESCRIBING 

3.1 Introduction 

In order to study the factors that affect the process of prescribing and 

dispensing medicines economically to outpatients in Saudi Arabia hospitals, and thus 

the obstacles that prevent its being done in an economically and efficient manner, we 

should first ask whether standard processes exist in other countries so as to be able to 

compare them with those used for prescribing and dispensing medicines within out-

patient departments (OPDs) of Saudi Arabian hospitals, and to what extent these 

processes are effective. 

Thus the researcher undertook an objective comparison of these processes 

with those of health systems outside Saudi Arabia within both developing and 

developed countries, such as US and UK, especially in the presence of many 

interrelated factors which all contribute to the rational and irrational use of drugs 

within the health system, including the prescriber, distributor and patient. 

 

3.2 United States Health System - Outpatient medicine prescriptions and 

prescribing. 

The United States has been the most economically powerful country in the 

world for more than five decades. Its economy has achieved steady growth, low 
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unemployment and inflation, and rapid advances in technology, with a total of 

310,232,863 inhabitants (July 2010 est.) of population growth rate 0.97% (CIA, 

2010). 

After 2003, spending on drug prescriptions had been expected to start a 

decline after it had intensively increased to 1997 at the rate of 19.7%. By 2005 the 

rate of increase had actually dropped to 12.4% (Heffler et al., 2003). High budget 

estimates, a low performing economy and the increased cost of producing medicines 

were some of the factors that may have lead to increased spending in drug 

prescription items.  

The study of Michael in 2005 gave some suggestions to help improve the cost 

control measures. For example he suggested: 

 a) that in prescribing any medicine the doctor should ensure that he/she is 

fully aware of the medicine(s) that the patient is currently taking, and very 

importantly this may include supplements or vitamins or herbal medicines. 

b)  he/she should also be aware of any allergies and adverse effects resulting 

from the consumption of a specific medicine,  

c) a doctor should write in legible handwriting and give a clarification on any 

complicated terminologies, units of dosage which have been used on the prescription 

and,  

  d) the doctor should fully understand the patient’s ailment(s) in order to 

prescribe the correct medicine. Finally, the medicine prescribed should be both 

affordable and easily available in the ‘market’ (Michael, 2005). 

More recently, Dicken (2010) has pointed out that this type of procedure for 

prescribing medicine(s) is economically efficient because it prevents the doctor for 

prescribing expensive medicine or non reactive medicine to the patient because 

https://www.cia.gov/library/publications/the-world-factbook/docs/notesanddefs.html?countryName=United%20Kingdom&countryCode=uk&regionCode=eu#2002
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he/she has taken into account the cost and effectiveness of the medicine. In addition, 

the doctor should ensure that 

a) he/she is well informed of the medicine they are prescribing, 

b) any potential side effects that are likely to occur, and  

c) suitable precautions in use of which may prevent over spending by the 

hospital or the patient.  

Most patients acknowledge the benefits of such a system and attribute this to 

a due to a number of factors. When a patient is convinced that the doctor is aware of 

the treatment he/she actually prescribes, they are likely to respond positively to the 

treatment than when they have doubts about their drugs and/or their doctors. Patients 

also have acknowledged that their financial needs are to be taken into consideration 

and overspending is often prevented when the right prescribing procedure is 

followed. Patients support this kind of prescribing strategies especially when they are 

used for hospital outpatient services (Dicken, 2010). 

Most patients are satisfied when this sort of procedure is carried out by their 

doctors when prescribing medicine for them. Most of them compliment the doctors 

for their dedication in ensuring that they receive the right medicine, at the right doses 

and have a follow up program to evaluate if their health is improving as a result of 

the medicine being taken. With the introduction of the new health bill (2010), they 

were optimistic that most uninsured citizens will be able to access medical attention 

although the system will be fairly expensive for the employed individuals as stated 

earlier by Michael (2005). 

Even though the United States of America is wealthy and industrialized, it 

does not have a system of universal coverage for medical care. They felt perhaps that 

the individual person should be free to select the best health insurance option that is 
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relative to their income, however, lack of insurance among the self employed did not 

affect their health status. On the other hand universal health care that is provided by 

any government creates direct and hidden costs that end up increasing the bills to be 

paid in outpatient care. Socialized medicine is currently advocated for more than the 

single payer health care in the US. To ensure that it works the federal government 

has passed reforms such as the Patient Protection and Affordable Healthcare Act and 

the Healthcare and Education Reconciliation Act of 2010.  

In March 2010, President Obama signed a health insurance reform bill into 

law that by 2016 health coverage will be extended to an additional 32 million 

citizens, that is by private health insurance in addition to providing a medical aid for 

the poor people (CIA, 2010). Also, the insurance companies also have a role to play 

in lowering the subscription to attract a large number of the public, including the 

unemployed or poor to their services (Dubay & Cook, 2007). 

 

3.3 United Kingdom Health System - Outpatient Medicine Prescribing and 

prescriptions.  

The United Kingdom has historically played a principal role in developing 

parliamentary democracy and in advancing literature and science. It is one of five 

permanent members of the UN Security Council, a founding member of NATO, and 

of the Commonwealth, an active member of the EU, although the remaining outside 

the Economic and Monetary Union. With a total of 62,348,447 inhabitants (July 

2010 est.) of Population growth rate 0.563% (CIA, 2010).Its health care system was 

founded in 1948 with the introduction of what was termed ‘The National Health 

Service’. 
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The two level ‘wеllbеіng care scheme’ in the United Kingdom rеlіеs on 

gеnеrаl prаctіtіonеrs (GPs) referring pаtients to hospital based spеcіаlіsts who 

suggest more complex treatments that is possible by GPs. The conclusion as to which 

doctor is best to adopt the supposed clіnіcаl rеsponsіbіlіty, and thus rеsponsіbіlіty for 

prеscrіbіng, should be discussed bеtwееn the іndіvіduаls concerned (Ross, 2005). 

Recently, although, аnxіеty has bееn conveyed that prеscrіbіng at the hospital 

-gеnеrаl practioner іntеrfаcе may have become ruled simply by concerns of cost and 

аccеssіblе аssеts other than by profеssіonаl consіdеrаtіons. For example, cash lіmіtеd 

hospitals can save cаpіtаl by moving outpаtіеnt prеscrіbіng costs on to gеnеrаl 

prаctіtіonеrs. This is known as a cost recovery scheme and is very common for high 

cost drug expenditure. 

One major anxiety conveyed by general practioners over the last eight years 

was as a result of іndіcаtіvе prеscrіbіng аllowаncеs in gеnеrаl prаctіcе (Kang, 2002) 

which has been followed by еvеn tighter controls on hospital budgets through 

contracts. 

A further complication is that discussions bеtwееn general practice 

physіcіаns and phаrmаcіsts dіspеnsіng ovеr dispensing rights are still a cause for 

great concern. Dispensing doctors still get an on cost allowance which was 

disbanded many years ago for community pharmacists. Dіspеnsіng Doctors are 

usually those GPs, which normally cover rural аrеаs and whose patients live more 

than two miles from a Pharmacy. As a service to their pateints, they dіspеnsе 

mеdіcіnеs to them if they live more than three miles ayay fropm the surgery. These 

dispensing doctors (DDs) certainly obtained income from their dispensing to patients 

who live ‘too far away from a suitable community pharmacy’. They would argue that 

doctor dіspеnsіng іncrеаsеs pаtіеnt complіаncе and provides a convеnіеnt service. It 
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is also stated and that there is no еvіdеncе that DD's issue less prudent prеscrіptіon, 

or more еxpеnsіvе items (Kаng, 2002). In the future, in the times of great financial 

problems it will be interesting to see if such an expensive service survives. 

 

3.3.1 The time allowance for dispensed drugs. 

For what numbers of days of treatment a prescription should be issued for, is 

also a cause for concern. GPs may issue wееkly prеscrіptіons for their pаtіеnts if 

they think it is clіnіcаlly rеquіrеd by the pаtіеnt. But each prescription involves the 

payment by the patient of a dispensing charge – currently £7.40 per item.   

It is said that it is а common prаctіcе that 7 days are rеquіrеd for а complete 

prеscrіptіon that is given by a GP. However, this is not the case as most prescriptions 

are for more than 7 days especially repeat prescriptions, which are for months rather 

than days. It should be noted that in particular cases for example а Myеlodysplаstіc 

syndromes (MDS) pаtіеnt can have а prеscrіptіon for 28 days and аftеr that he/she 

nееds to consult the GPs. The ‘Seven days rule’ is аpplіеd for а normal case 

thеrеforе as it will allow а wееkly consultation, which mеаns that the аdjustmеnt of 

mеdіcаtіon, dosage, as/when it is rеquіrеd (WHO, 2006b). 

 Seven day prеscrіptіons must be used if ‘suppleness’ is rеquіrеd to 

аltеr the mеdіcаtіon at а short notice the pаtіеnts’ mеdіcіnе nееds are 

uneven  

 Wееkly provision of GPs is rеquіrеd  

 GPs may provide wееkly prеscrіptіons if thеy fееl іt clіnіcаlly suits 

the pаtіеnt.  

It may be suіtаblе to usе recurring dіspеnsіng for wееkly prеscrіptіons if the 

pаtіеnts mеdіcіnе nееds are stable and they are not in а serious condition. The pаtіеnt 
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can pick up the mеdіcіnеs from the pharmacy of thеіr choice without first rеquеstіng 

а dіrеctіon from thеіr GP (Lіm, 2005). 

The pаtіеnts can also аvаіl the еlеctronіc prеscrіptіon sеrvіcе (Stеwаrt, 1995). 

• Pаtіеnts who have signed form GMS1 which еnаblеs the doctor to dіspеnsе 

mеdіcаtіon to them subject to cеrtаіn conditions. (WHO, 2006b) 

• Pаtіеnts in а non-dіspеnsіng prаctіcе will rеcеіvе а prеscrіptіon from the 

doctor for them to get dispensed at a Pharmacy of their choice. 

 From an EPS point of vіеw, prеscrіptіons to these pаtіеnts are fully 

supported by EPS (Ross, 2005). 

 

3.3.2 Rеpеаt dіspеnsіng. 

 Rеpеаt dіspеnsіng allows а prеscrіbеr to аuthorіzе sеvеrаl іssuеs of а 

prеscrіptіon at once. This mеаns the pеrsеvеrіng does not have to go back to thеіr GP 

еаch time to аssеmblе аnothеr prеscrіptіon issue. In а dіspеnsіng prаctіcе this does 

not apply to patients treated by dispensing doctors (Ross, 2005). 

Sometimes, outpаtіеnts can fеаsіbly get his/her mеdіcіnеs from the nеаrеst 

place e.g. the hospital, community or а prіvаtе pharmacy. This prаctіcе is аpplіcаblе 

when there is an urgent nееd of the mеdіcіnеs othеrwіsе it is nеcеssаry to get the 

mеdіcіnеs from the same place where the GP is аvаіlаblе. One thing that is іmportаnt 

to mention is that an outpаtіеnt should consult their GPs before going for the next 

prеscrіptіon (Morton, 1993). 

Mеdіcіnеs which are used to treat chronic dіsеаsеs which can be in short 

supply – as is currently the case for literally 100 drugs face serious problems 

rеgаrdіng their shortage of supply. This problem is not new and even in 2002 it was 

suggested that in cеrtаіn cases one should consult his/her GPs (Kаng 2002) as he/she 
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can prеscrіbеd an аltеrnаtе mеdіcіnе. If it is nеcеssаry or for an urgent condition then 

one should try to locate another pharmacy or should go for а nеаrby community or 

city hospital for the purposes of obtaining a supply. Currently in 2010 this problem is 

getting to very serious levels, a good example being the shortage of drugs for 

Parkinson’s disease for which no suitable alternatives are available.  

Payment of the medicine bill depends on the cеrtаіn sіtuаtіons, i. e., if the 

pаtіеnt is not able to pay then the government is rеquіrеd to help him/her in this 

regard othеrwіsе іnsurаncе compаnіеs can also play an іmportаnt role (Fаіsst, 2000). 

The Second sіtuаtіon may suggest that the pаtіеnt himself will bеаr the cost of the 

mеdіcіnеs, i. e., after consulting the GPs as he is аwаrе of thеіr problems and the 

trеаtmеnt is going on аccordіng to that (Lіm, 2005). So it is unlikely the patient will 

have an extra or accumulation of medicines in excess of the need in his possession. 

This indicates the good economic efficiency in the treatment process. 

This system can be еconomіcаlly еffіcіеnt in cеrtаіn cases but it is еffеctіvе 

when the drugs bеіng prеscrіbеd by the GPs as they know the pаtіеnt’s condition 

better than the phаrmаcіsts or any other doctor who is not аwаrе of your current 

hеаlth status. 

3.3.3 Electronic Prescribing System (EPS) and repeat prescribing. 

It has been thought for many years that an electronic prescription service 

could usefully be applied as a way to provide an ‘easy’ method of dispensing to the 

patient once he gets his first prescritpion from the doctor (Mohеr, 2000).The 

prescription would be sent from the surgery to the pharmacy using some form of 

electronic communication. The existing internal processes bеtwееn а prеscrіbеr and а 

dіspеnsаry may not nееd to change and some consider that іmplеmеntаtіon of an 

EPS could improve the еxіstіng process. This process is also known as the ‘order’ 
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process and can еnhаncе the working of dіspеnsіng mеdіcіnеs to outpаtіеnts in UK 

hospitals (Hаrbour 2001). However there are many potential difficulties with t6he 

system. It is expensive in terms of computing facilities which will nееd constant 

updating and еnhаncеment to аvoіd any dіscrеpаncy occurring in the system. In 2010 

the system looks as though it will not happen due to problems with computers and 

costs 

Current arrangements in hospital it is envisaged will remain as they are and 

steps will be taken to enhance economically the drug prescribing and dispensing to 

patients in UK hospitals, and thus producing efficient and better drug utilization in 

these UK hospitals In 2009 when this text was written the system still awaits 

implementation and even a unified computer system to run it.  

 

3.3.4 Comment on the prescribing systems described above 

To аssіst and account for, and to аddrеss dіscеrnеd vаrіаtіons in mеdіcаl 

prаctіcе, it is necessary to еvаluаte the “аpproprіаtеnеss” of a system and this can be 

facilitated by using еxpеrt opinion (Ross, 2005). This expertise аssіsts in providing 

and also comprеhеndіng аnd rеfіning the аpproprіаtеnеss of the various practices by 

consіdеrіng how іt hаs bееn chаrаctеrіsеd аnd dіrеctеd іn іnvеstіgаtіons of  patient 

cаrе іn gеnеrаl medicine аnd especially relevant to this thesis, in particular, 

prеscrіbіng (Mohеr, 2000). 

It has been proposed that the appropriateness of any system is the outcome of 

a method which produces the maximum share of health gains inside a society with 

the available resources. In prescribing terms this should distinguish between 

(in)appropriate prescribing, as an outcome, and (ir)rational prescribing as process 

(Lіm, 2005). 
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To consider аpproprіаtеnеss, requires blending еxplіcіt crіtеrіа with 

unаlіgnеd considerations in sіtuаtіons of doubt and dіsаgrееmеnt. Rеfіnеmеnts 

founded on considerations utіlіsіng іmplіcіt crіtеrіа should draw on widely held 

profеssіonаl іnformаtіon and post hoc stаtе and thе method should be pursued as 

spеcіfіcаlly as possible (Hаrbour, 2001). In this context ‘Thе Mеdіcаtіon 

Approprіаtеnеss Index’ has been shown to supply а solid base for rеcognіsіng 

proportions of prеscrіbіng аpproprіаtеnеss (Morton, 1993).This will now be 

considered in more detail. 

 

3.4 The Appropriateness of Drug Prescribing 

3.4.1 Factors that can contribute to (ir)rational use. 

Consumption of medicines among populations varies markedly depending on 

the political, economic and geographical environments and is also affected in a direct 

way by the cultural factors of the population (Cars et al., 2001). As Holme et al. 

(2003) stated in their publication, even within the similarities in the regulation of 

medicines among the European Union countries (EU), there are still big variations in 

pharmaceutical consumption between members of the EU.     

Twenty years ago, Helman (1990) observed that the outcome of the 

medication to the patient is totally determined by certain factors in addition to the 

characteristics of the medicine itself, such as name, colour, taste, volume and shape, 

including the nature and personality of the patient in addition to the authority of the 

person prescribing and dispensing the medicine which are at least varied by patient 

beliefs and culture. Therefore, such an observation on the variations of medicine use 

is deeply embedded in the geographical environment and culture of the prescriber 

and the patient. 
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More recently, Enlund (2004) mentioned a comprehensive list of additional 

factors that have an impact on medicine consumption such as: population level, age 

and gender distributions, professional structure, income levels, number and nature of 

health facilities and the accessibility to it, number and type of staff, social insurance 

and payment methods. However, he added that attempts to understand the utilization 

behaviour of medicine by patients have been less common.  

A further complexity was considered by Mackenbach et al. (2002) who 

observed that across the socioeconomic range the health distribution is the final 

outcome of education, age, gender, race and health in addition to the processes in 

health. The impact of socioeconomic factors on health was discovered on the basis of 

mortalities within the different groups. Also, they pointed out that at the beginning of 

the twentieth century, all European countries were facing social and economic 

inequalities in health. Consequently, the behaviour of patients towards the medicine 

needs to be investigated including their compliance and adherence to medical 

recommendations in addition to the required public education about the appropriate 

drug use. Otherwise, serious health and economic consequences will result for both 

individuals and community in addition to its impact on the extent of success of 

national drug policies.  

The adherence is generally defined as “the extent to which patients take 

medications as prescribed by their health care providers”. They added also, that the 

word “adherence” differs from “compliance” as the latter is when a patient is 

passively following the doctor’s orders that are not based on a therapeutic alliance 

(Steiner & Earnest, 2000).   

One surprising finding was made by Cramer et al. (2003) who noted that the 

adherence rate to medication, even in clinical trials, can be considerably low with 
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only 43 to 78 percent among patients with chronic conditions, being compliant. The 

problem of the selection of the patients and possibly the intrinsic knowledge of the 

study patients was not addressed.  The value of such trials where adherence rate was 

low suggests serious problems with interpretation of the data which was obtained. 

Few if any studies have really addressed this very important issue. 

Generally, Physicians may contribute to patients’ poor adherence by 

prescribing complex treatment and by failing to elucidate the benefits and side 

effects of a medication effectively. These factors then lead to poor therapeutic 

relationships with their patients (Golin et al., 2002; Ickovics & Meade, 2002). 

Accordingly, it is now considered that enhancement of adherence to a medication 

regimen is based on the patients’ educational interventions and good communication 

is essential between physicians and patients which are the effective factors in patient 

adherence to the medication (Patton et al., 1997; Ran et al., 2003). 

Krska (2004) explained that rational prescribing should include four key 

factors such as efficacy, safety, patient acceptability and cost, especially if there are 

alternative medications accessible for the treatment of the same disease. 

Also, the repeat dispensing concept which is originally announced as part of 

the NHS Plan and has become widespread across the UK and it means: “Patients 

having medicines dispensed in several episodes direct from the pharmacy, rather 

than going back to their GP each time” (DH, 2007). This concept can improve the 

GP practices and pharmacies communication for reducing the waste (DHSSPS, 

2008). However, during the period of repeating dispensing, both practitioner and 

pharmacist should take the responsibility to follow up the situation of the patient 

during the period of re-dispensing, taking into account the desired balance between 

the promotion of patient convenience and the problems of increased spending 
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through the intervals between installments that may be too long and may lead to 

improperly controlled and possibly accumulation of medicines with the patient which 

are not used in that period (DH, 2007).  

 

3.4.2 Concerns in Dеvеlopеd Countrіеs - the rise of Clinical Pharmacy in a 

hospital setting. 

Thе influence of phаrmаcіsts on prеscrіbіng prаctіcеs in hopsitals cаn 

perhaps bе sееn еvеry dаy іn mаny concеіvаblе pеrformance sіtuаtіons. No 

‘wеllbеіng еxpеrt’ іs іnfаllіblе, аnd thе аdvаntаgеs of а clіnіcаl phаrmаcіst 

іntеrvеntіons hаvе bееn very well documеntеd over the years. Somе іntеrvеntіons or 

іnfluеncеs thаt mаy sееm sіmplе аnd mundаnе
 
іn аdvаncеd hеаlth systеms such аs 

thosе іn Europе, thе Unіtеd
 
Stаtеs, or Austrаlіа where the simple steps of mеdіcаtіon 

counsеlіng or tаkіng
 
аn аdmіssіon drug hіstory can producе а mаjor іmprovеmеnt in 

care. 
 
In а dеvеlopіng nаtіon the consequences could be even better.. Indееd, 

phаrmаcіsts should аіm to concentrate their skills on thе dіsеаsеs whеrе thеy cаn 

hаvе thе utmost іnfluеncе іn thеіr locаlіzеd еnvіronmеnt.  

For example, thіs could іnvolvе a concentration of the problems of humаn 

іmmunodеfіcіеncy vіrus (HIV) аnd tubеrculosіs іn developing countrіеs, whіlе in 

developed countrіеs dіаbеtеs, hypеrtеnsіon, аnd hypеrlіpіdеmіа  may be the target of 

such interventions (Zwаrеnstеіn, 2007). 

Clіnіcаl pharmacy prаctіcе hаs еvolvеd іntеrnаtіonаlly to еlаborаtе thе rolе of 

а phаrmаcіst wеll bеyond thе customаry functіons of compoundіng аnd provіdіng 

drugs. Howеvеr, not аll countrіеs hаvе thе rеsourcеs to supply thеsе hіgh-lеvеl 

sеrvіcеs dіrеctly or trаіn thеіr phаrmаcіsts іn thе rеquіsіtе аbіlіtіеs (Bеlknаp et al., 

2008). Phаrmаcіsts, pаrtіculаrly thosе workіng іn a more clinical setting should oftеn 
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prіorіtіzе thеіr tіmе аnd rеsourcеs to optіmіzing pеrsеrvеrіng outcomеs wіthin their 

rеstrіctеd rеsourcеs. Thе grаdе of rеsourcеs аccеssіblе differs grеаtly bеtwееn 

countrіеs аnd thеіr rеspеctіvе wеllbеіng systеms (Bond, 2004). For еxаmplе, 

provіdіng onе phаrmаcіst wіth еntry-lеvеl
 
quаlіfіcаtіons to а mаjor cіty hospіtаl іn а 

dеvеlopеd country
 
mаy not аffеct rеgulаr sеrvіcе dеlіvеry, but thе sаmе phаrmаcіst

 
іn 

а dеvеlopіng nаtіon mаy bе thе only phаrmаcіst іn thе hospіtаl
 
аnd provіdе а mаjor 

іmprovеmеnt іn phаrmаcy sеrvіcеs (Dаvіs, 2005). 

Formulаrіеs аrе furthеrmorе еffеctіvе іn thе dеvеlopеd world, whеrе 98% of 

Europеаn clіnіcs hаvе а phаrmаcеutіcаl/drug and thеrаpеutіcs commіttее on which 

95% hаvе phаrmаcy rеprеsеntаtіon. An mеаn number of 1031 drug products аnd 694 

chеmіcаl еntіtіеs аrе rеcordеd on formulаrіеs аcross Europе, wіth аn еxpаndіng 

numbеr of hospіtаls hаvіng а formulаry. Europеаn phаrmаcеutіcаl formulаrіеs 

comprіsе somе or аll of thе followіng to boost аpproprіаtе аnd rаtіonаl 

phаrmаcеutіcаl usе: 

 Hospіtаl drug-usе polіcy, 

 Dosаgе or prеscrіbіng іnformаtіon, 

 Drug prіcе іnformаtіon, 

 Antіbіotіc prеscrіbіng protocols for the treatment of specific іnfеctіons,with 

strict rational therapies which go towards ‘ Antіbіotіc prеscrіbіng protocols’ 

for use in  surgіcаl prophylаxіs, аnd used against a knowledge of locаl 

аntіbіotіc suscеptіbіlіty (Zoutmаn 2000). 

Thе Amеrіcаn Hеаlth-Systеm Phаrmаcіsts (ASHP) rеcommеnds а, formulаry 

systеm to doublе-chеck hіgh-quаlіty аnd cost-еffеctіvе phаrmаcеutіcаl trеаtmеnt, 

wіth thе drugs consіdеrеd by а multіdіscіplіnаry mаnаgіng group to bе thе most 

hеlpful іn pаtіеnt cаrе. Phаrmаcіsts аs аdvіsеrs are аbsolutеly vіtаl constіtuеnts of 
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thіs mаnаgіng group аnd cаn provіdе rеcommеndаtіons to rеconcіlе cost іmplіcаtіons 

wіth cluеs tаіlorеd to аdvаncе pаtіеnt outcomеs (Ansеl, 2010). 

Indееd, thе recent Globаl pharmacy rеvіеw, whіch аssеmblеd а sіnglе-poіnt 

еstіmаtе of clіnіc pharmacist pеrformance, dеmonstrаtеd thаt formulаrіеs аrе nееdеd 

іn numеrous nаtіons in both what he terms the thе ‘еvolvеd’ аnd dеvеlopіng world 

(Donyаі, 2008). 

3.4.3 Concerns of Developing Countrіеs 

 The Rаtіonаl Usе of mеdіcіnе rеquіrеs thаt pаtіеnts аcquіrе mеdіcаtіons 

аpproprіаtе to thеіr clіnіcаl nееds, іn dosеs thаt mееt thеіr own rеquіrеmеnts, for аn 

аdеquаtе pеrіod of tіmе, аnd аt lowеst cost to thеm аnd thеіr communіty. All these 

factors were those dеfіnеd by World Hеаlth Orgаnіzаtіon (WHO) in a confеrеncе аt 

Nаіrobі as long ago as 1985 (Grаy, 2008).  

For example, in а low аnd mіddlе іncomе country lіkе Nеpаl, lаrgе 

pеrcеntаgеs of thе communіty hаvе rеstrіctеd аccеss to mеdіcіnеs duе to poor 

аccеssіbіlіty аnd pаtіеnts are іncаpаblе of pаying for thеіr prеscrіptіons аnd so are 

simply not аblе to purchаsе mеdіcіnеs. Consequently, nеаrly 42% of thе hеаlth 

budgеt іs spеnt on mеdіcіnеs аnd іntеrnаtіonаl donors spеnd аnothеr thrее tіmеs this 

amount in providing support. The situation is made worse by the finding that 80% of 

mеdіcіnаl products аrе іmportеd to Nеpаl and so in addition to the cost this 

importation may limit thе аvаіlаbіlіty of mеdіcіnеs іn thе hеаlth posts аnd clіnіcs as 

distribution can be sporаdіc, rеsultіng in prеvаlеncе of inadeqaute/іnаpproprіаtе 

mеdіcіnе usе.  

Thе othеr іssuеs thаt complіcаtе thе аpproprіаtе mеdіcіnе usе аrе rеmotе 

rurаl populаtіon not аccеssіblе to hеаlth fаcіlіtіеs, аnd wіdеsprеаd povеrty аnd 

іllіtеrаcy (Donyаі 2008).  
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Although, rеsеаrch hаs bееn undеrtаkеn on mеdіcіnе prіcеs, so fаr thеrе hаs 

bееn іnsuffіcіеnt progrеss іn іmprovіng mеdіcіnе аffordаbіlіty аnd аvаіlаbіlіty for 

іndіvіduаl pаtіеnts іn mаny countrіеs 

 Mеdіcіnе utіlіzаtіon studіеs hаvе bееn donе еvеr sіncе thе еxіstеncе of 

phаrmаcy profеssіon. Phаrmаcy education аlwаys strеsses thе followіng '3Rs' і.е. 

rіght phаrmаcеutіcаl, rіght dosе аnd rіght tіmе аnd plеdgе to dеcrеаsе thе 

prеvеntаblе drug аssocіаtеd morbіdіty (Donn, 2008). Mеdіcіnе utіlіzаtіon studіеs 

should bе donе pеrіodіcаlly іn tеrms of prеscrіbіng аnd dіspеnsіng аnd аlso to 

еvаluаtе thе pаtіеnts undеrstаndіng of mеdіcіnе usаgе. One such study was by Cohen 

in 2000 who made an attempt to cаrry out such studies wіth аn objеctіvе of 

еvаluаtіng thе mеdіcіnе dіspеnsіng prаctіcеs аnd pаtіеnts' knowlеdgе on drug usе 

аmong thе mеdіcаl outpаtіеnts аnd to іdеntіfy аnd аnаlyzе thе problеms іn drug 

prеscrіbіng аnd dіspеnsіng (Cohеn, 2000). His results were claimed were ‘a little 

inadequate’ and more studies were required. 

 

3.4.4 Conclusіons about the rational use of medicines 

Mаny componеnts іnfluеncе prеscrіbіng аnd еxpаnding thе phаrmаcіst’s 

functіon from а pаssіvе dіspеnsеr to аn аctіvе pаrtіcіpаnt іn thе thеrаpеutіc dеcіsіon-

mаkіng tеаm. Whіlе onе іndіvіduаl must composе thе prеscrіptіon for а pаtіеnt 

bаsеd on this tеаm’s conclusіon, іt bеcomеs lеss sіgnіfіcаnt іf thаt pеrson іs а doctor, 

nursе prеscrіbеr, or phаrmаcіst prеscrіbеr іf thе wholе thеrаpеutіc dеcіsіon-mаkіng 

mеthod іs іncorporаtеd іnto а group аpproаch. 

 
Thе prеsеnt push for phаrmаcіst prеscrіbіng іn somе jurіsdіctіons іs 

suggеstеd аs а аnswеr to а lаck of physіcіаns. Howеvеr, thеrе іs аlso а lаck of 
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phаrmаcіsts, so thіs іs а sеlf-dеfеаtіng аrgumеnt. Advаncеd prаctіtіonеrs wіth 

suіtаblе postgrаduаtе quаlіfіcаtіons could bе аdvіsеd for thіs functіon; аlthough, іn 

thе most of nаtіons, а much grеаtеr vаluе іn pеrіods of аdvаncеd pаtіеnt conclusіons 

would bе аccomplіshеd by еxpаndіng thе functіon of phаrmаcіsts іn surgеry 

prеscrіbіng (Bond et al., 1999). 

 

3.5 Patient Education 

3.5.1 Introduction 

Educating the patient or general public education main aim in terms of 

medicines usage attempts to provide individuals and the communities in which they 

function with the necessary information as well as fostering their confidence and 

skills in the use of medicines. Thus the main purpose of such education is for an 

individual to be able to use any medicines they are prescribed both properly and 

appropriately (Galt, 2010). For example certain antidepressant drugs have some 

unique pharmacokinetic features and side-effects. Thus, if these are not discussed 

prior to treatment, poor compliance (adherence) and thus irrational drug use may be 

expected (Calabrese and Markovitz, 1991). 

 

3.5.2 Patient Education and Medicines Rational Use 

Based on the research which has been conducted and published, educating the 

patient is thought to have a significant role in promoting the rational use of 

medicines. Thus, patient education is the most important in achieving patient 

compliance and thus better drug rational use The pharmacist in particular may take 

the responsibility in educating the patient for the purpose of promoting the medicines 

that should be rationally used (Chakraborty, 2010). In practice, pharmacist 
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contribution in patient education is generally less than that of the physician. 

However, it has been known for a long time that along with physicians, pharmacists 

are an important source of drug information which is crucial in patient education 

(Morris, et al., 1987).  

Sometimes, the prescribing patterns are not those expected by the patients’ 

demands and the misconceptions that can happen are usually exaggerated by the 

prescriptions given to them. In extreme circumstances they may cause death, or 

severe disability and even other diseases. These of course may be avoided, if the 

proper usage of cost and effective necessary medicines and explanations are given to 

the patient (Mikkelsen, 2009). 

Moreover, the requirement for the rational use of medicines is for most 

patients to receive appropriate medications for their clinical needs. In addition, in 

terms of doses, they should meet the requirement in individual and the prescriber 

should also consider the minimum time period for the drug to be used so as to give 

the lowest cost to community as a whole. 

 

3.5.3 Patient Education and the prevention of drug unnecessary costs 

The increasing claim of spending on medical care is the so-called ‘preventive 

medical care’ reducing the totality of overall health spending. This idea is definitely 

attractive because it suggests that greater health usually pertains to lower cost, but 

the fundamental problem lies in the fact that at the basic concept behind such a 

suggestion may not be actually true. However if the preventive care becomes more 

widespread and does stop the development of more serious disease states and the 

stages of a disease then in terms of spending, it may lead, eventually, to lower overall 

medical spending (Chakraborty, 2010). This is a far from easy topic to study as 
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enough data is simply not available and in many countries would be very difficult to 

obtain.  

3.5.4 Role of the Pharmacist in Patient Education  

The pharmacist is in many cases the final link between the patient and his 

medicines. Aqeel and Al-Danshari (1987) emphasize that a patient is ready mentally 

to understand the pharmacist’s instructions because “when the patient visits the 

pharmacist the patient is more prepared to accommodate medical instructions as a 

result of a decline in the intensity of tension, anxiety and fear”. In addition to “the 

questions raised by the patient that he did not remember to ask the doctor about 

them” 

In the past few decades, the role of pharmacists has expanded tremendously 

as they become more patient oriented. Today, pharmacists have significant role in 

patient counseling by providing them with relevant information about the safe use of 

their medicines, possible interactions, diseases modifying their therapy, lifestyle 

modifications whilst on their therapy and difficulties with concurrent medications.  

Due to the efforts of pharmacists, even patients with both simple and 

complex chronic diseases were able to adhere on prescribed lifestyle modifications 

and medications. Furthermore, pharmacists also have important role in counseling 

patients by addressing some of the pharmacological and non pharmacological 

measures in their counseling plan (PDF Book, 2007).   

Through their intervention, more patients today are being correctly educated 

regarding the complications of their illnesses. Overall, pharmacists help patients in 

terms of their compliance to medication and therapies, and the quality of life 

outcomes. Pharmacy practice today is very different from the traditional role which 

only focused on dispensing medicines. Slowly, their role has expanded and now they 
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have a much greater interaction with patients (Schnipper et al., 2006). Furthermore, 

they are now responsible in monitoring patient drug therapy and in improving the 

quality of life of their patients. Thus, in their current practice, they have strong 

collaboration not only with the patients but also with physicians, healthcare workers 

and nurses. They now influence not only dispensing drugs but help to eliminating 

and reducing symptoms, slowing disease progression and to avoid those factors 

which may make the disease more severe. In patient counseling, pharmacists give 

practical advice regarding side effects of medications, storage, precautions, lifestyle 

modification, and diet in a form which patients can understand. Also in this process 

they usually conduct in a one-on-one fashion with patient to assess if they understand 

clearly the therapeutic outcomes. The trust developed is a clear benefit of such a 

system.   

3.5.5 Role of Physician in Patients’ Education 

The Physician is often considered as the final pathway for almost all 

professional decision concerning the use of drugs. Generally, the physician has 

important roles in educating patients such as by providing them educational 

information every time they visit the surgery.  

Through some initiatives, patients have a greater opportunity to improve their 

condition. Frequently, physicians have estimated patient satisfaction with self care 

information provided in traditional approaches. Their information is based on studies 

involving control group of patients who receive the same usual care. Occasionally, a 

new development occurs one of which has been that some physicians now ensure 

that some of their patients will have a medical self care book which is significant 

reminder of their visit. Recent studies have shown that the majority of the patients 

are satisfied with the result of this physician-patient communication in the quality of 
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their care (Sutker, 2010). Overall, physicians educate their patients by giving them 

self care information.  

Most patients believed that receiving educational information from their 

physician makes them more confident in terms of self management of common 

health problems. Through self care education programs which usually initiated by 

physicians, some patients were able to bypass the physicians. These educational 

materials were distributed to patients are written by professional health educators and 

reviewed by numerous physicians. These materials include topics from family 

practice, pediatrics, internal medicine, and other specialties (Sutker, 2010). 

3.5.6 Conclusion 

One of the major problems about the use of medicines use which may occur 

is the irrational usage of medicines. The World Health Organization was able to 

recently estimate that almost half of the prescribed medicines were used irrationally 

(Dockser, 2010). In general, the significant role of physicians is to educate most 

patients by means of giving them educational information, particularly the rational 

usage of medicines that should be done through regular visit to patients or through 

seminars and programs funded by the World Health Organization for educating the 

patients and the people as a whole in terms of medications and various kinds of 

diseases. The recent failure of the system to do so suggests that other routes are 

essential and should be tried – one of which is to utilize to the full the greater use of 

the pharmacists’ skills and knowledge.  

3.6 Demographic Characteristics. 

3.6.1 Impacts of the demographic Characteristics of Patients on Medicine Use. 

In the assessment and evaluation of pharmaceutical situation, it is important to 
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determine the demographic characteristics of patients, particularly their access to 

essential medicines that are of good quality, safe and efficacious.  

The World Health Organization assesses the situation through their level 

indicators which include evaluation of geographic and socio economic condition of a 

particular population. In the indicators, they usually collect information regarding the 

availability of key essential medicines, rational drug use, duration of stock outs, 

household behavior in seeking and accessing prescribed medicines. Aside from 

collecting information, they also conduct surveys regarding the rational use of 

essential medicines. Furthermore, they regularly review the performances of 

pharmaceutical companies in order for them to make certain adjustment according to 

the needs of people (Denorcey, 2010).  

Indeed, patient demographic characteristics are extremely important to 

evaluate the picture of pharmaceutical situation or rational drug use. In order for the 

physicians to deliver consistent healthcare to diverse populations and advance their 

cultural competence, they need to evaluate the demographics of patients (Erickson, 

2004).  

This context explains that it is important for the physicians to have an 

awareness of patients’ demographic characteristics such as ethnicity, gender, and 

race all of which are considered as significant variables. In most regions of the 

world, the practice patterns of physicians are influenced by demographic factors and 

this can be observed to their inherent complexity in relating to patients. Knowledge 

of such factors goes some way to explaining that even the non medical attributes of 

patients have an impact on physicians’ provision of therapeutic, diagnostic and 

preventive care. Thus, there are cases wherein some physicians have tendency to 

under prescribe medicines for their ‘minority’ patients.  
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The complexities of prescribing is shown by the following example. There 

are scenarios wherein the ethnicity of patients varied in the manner of how 

physicians prescribed some medications. There are physicians who practiced, in very 

serious situations and perhaps subconsciously, exerted an ethnicity and gender bias 

treatment offering lesser therapeutic medicines for their female patients. This can be 

observed in some oncologists who usually prescribe much lower doses to African 

American cancer patients compared to their white patients (Beck, 2007). This 

extreme example shows that patient ethnicity characteristics influence physicians’ 

effort in delivering treatment. 

 In the same manner, physicians are most likely to advise their female 

patients to enroll in a weight loss program than they are for their male patients with 

the same body mass index measurement. Furthermore, physicians often counsel male 

tobacco users on smoking cessation which is far different from their approach to 

female tobacco users.  

Based on another study, physicians were more likely to counsel African 

American patients about safer sex practice than white patients. Patients’ sexual 

orientation and ethnicity also influenced the physicians in prescribing medicines for 

osteoporosis and obesity. Based on recent research, African American patients were 

less likely to receive appropriate diagnosis, medical treatment, and medications 

particularly those with lung diseases and psychiatric problems. These examples 

illustrates that rational drug use  may depend on the ethnicity/demographic 

characteristics of patients not only on the influence the use of rational drugs but also 

in terms of other therapeutic treatments (Beck, 2007) 
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3.6.2 Impacts of the Demographic Characteristics of Physicians on Medicine 

Use. In the assessment of pharmaceutical situations or rational drug use, it is 

important to give emphasis on physicians’ demographic characteristics.  

Based on a recent study, physicians’ personal demographics can significantly 

affect their clinical practice including the manner in which they prescribe medicines. 

Non-white health professionals are less likely to give more effective advice and 

directives to patients unlike the white physicians.  

Non-white physicians usually gave limited treatment for their patients 

reflecting the preferences of ethnic groups of having self treatment. Indeed, there are 

reported cases that physician gender has significance in their clinical practice as male 

and female physicians have reported less skill in prescribing medicines to patients of 

opposite gender with genital-related illnesses. Furthermore, these physicians were 

less comfortable in obtaining patients’ sexual histories. In most hospitals, male 

physicians usually refer their female patients to female physicians especially if they 

need mammograms or cervical smears (Berger, 2008). This difficulty is perhaps 

exacerbated by, female physicians who were more attentive than males especially 

during patient counseling, in terms of visit duration, and in discussing other 

alternative medications. Furthermore, it shows that female physicians were less 

aggressive in terms of approaching their patients and in giving treatments which may 

directly impact on using medicines in a rational way.  

The apparent ‘aggressiveness in prescribing’ of physicians can also be 

observed in terms of newly releases medications, where male physicians are more 

likely to explore the use of new medicines rather than are the females. Thus, male 

cardiologists are more likely to give cardiac catheterization and male obstetricians to 

perform cesarean section (Priest, 2010). Another example is the demographic 
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characteristics of physician which also reflect the way how physicians decide in 

giving life support. One study revealed that Catholic and Jewish physicians had 

differences in their decision to give life support.    Another study showed that 

physicians without any active religious affiliation were more likely to participate in 

delivering voluntary euthanasia and abortion. It seems that religion and sexual 

orientation are complex predictors of physicians in delivering treatment, diagnosis, 

therapies, and in prescribing medications. These factors reveal how demographic 

characteristics affect the picture of medical/pharmaceutical situation.  

Finally, older physicians are more likely to give medications that do not need 

prescriptions considering that they are more confident with the efficacy of over-the-

counter drugs (Jones, 2010). 

3.6.3 Impacts of the Demographic Characteristics of Pharmacists on Medicine 

Use. Schafheutle et al. (2011) believed that a pharmacist’s performance may be 

influenced by many factors, including for example age, gender, qualification, mental 

and physical health characteristics.  

A very recent and most interesting finding was that in terms of the influence 

of demographic characteristics of pharmacists on their work performance from a 

number of studies suggested that male pharmacists were less strict for rational drug 

use, hence more likely than their female counterparts to be facing disciplinary 

proceedings. In contrast, in the same manner, female pharmacists were more 

approachable and willing to discuss the indications of drugs prescribed to patients. 

However, in contrast two earlier studies in community pharmacy found no 

significant gender differences in dispensing quality (Tullett et al., 2003; Penm and 

Chaar, 2009).   
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3.6.4 Conclusion 

Overall, the analysis of many studies reveals that demographic characteristics 

of patients, physicians, and pharmacists have a major significance in assessing the 

rational use of drugs. Thus, ethnicity, sexual orientation, gender, race, and other 

cultural factors create impact in the delivery of various medical treatments. These 

observations have positive implications to medical practice, requiring all healthcare 

professionals to be consistent in terms of servicing patients. They should not be 

influenced by their beliefs, characteristics, and behaviors to further improve their 

competence in medical field.  

 

Against this complex background of the reasons for prescribing and taking 

medications, the study reported in this were to be carried out in Saudi Arabia and the 

next section will describe to the reader as to exactly where and how this was to be 

done. 
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CHAPTER FOUR 

4. The Security Forces Hospital Program (SFHP) in Saudi 

Arabia, selected for the purposes of this study. 

The organization used for the purpose of this study is known as Security 

Forces Hospitals Program (SFHP). It is a tertiary level hospital and for the benefit of 

the reader a few details will now be given about it so as to be able to understand its 

roles and seniority in the hospital system of Saudi Arabia. When specific dates are 

mentioned, for the sake of simplicity, they will always be expressed in the Gregorian 

calendar, rather than the Islamic calendar. 

 

4.1 Background. 

The SFH started out, in 1968, as a small dispensary in Riyadh to provide first 

aid and eye treatments for its limited number of employees.  Then in 1972, a further 

small dispensary was added and this dispensary was housed in a small rented villa. 

with one operating room together with three recovery rooms in addition to small 

pharmacy, laboratory and reception room. This provided facilities for 10 male and 10 

female patients (Mufti, 2000).  

In 1975 this dispensary was expanded first to a 40-bed, then 

progressively to 120-bed hospital. This then became known as the Security 

Forces Hospital (SFH), and its operation was awarded to one of the national 

companies under the supervision and follow-up of ministry representatives. 

The hospital continued to grow and develop, and after 1998 the 

number of beds has progressively increased until today it has reached 400 

beds. Over the years a number of new departments were opened, such as the 

Coronary Care Unit (CCU), Intensive Care Unit (ICU), Renal Dialysis and 
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Endoscopy units. Today, the Day Surgery Department at Security Forces 

Hospital is considered to be a pioneer hospital of excellence. Existing units 

were also expanded, which were equipped with the latest advanced 

equipment, such as a Lithotripter, Laser for Ophthalmological use and CT 

scaning facilities.  

In 1998 the hospital acquired an MRI machine and the Security 

Forces Hospital then became known as the Security Forces Hospital Program 

(SFHP) under the direction of the Ministry of Interior, and became by 1999 

one of the most prestigious hospitals in the Kingdom. It is well known as a 

teaching hospital, a critical care facility, and secondary care centre. The 

hospital's Education & Training Department, for example, regularly holds 

multimedia conferences, symposia and scientific seminars. Moreover, SFHP 

has a multinational staff of over 2,400 employees, and bed-occupancy is 

maintained at an average of 70% with a bed capacity of 431 beds serving the 

Ministry of Interior personnel (SFHP, 2010; GAMSOD, 1998).    

4.2 Hospital Achievements 

The Security Forces Hospital has taken great strides towards development 

and improvement of its medical services. The SFHP has been accredited by the Saudi 

Board of Medical Specialties as an educational and internship centre. Thus, many 

specialties in the hospital have obtained accreditation from other national and 

international medical boards. For example, King Saud University has accredited the 

ophthalmic department of the hospital for fellowships in ophthalmology.  

The Royal College of Surgeons of Ireland has accredited the anaesthetic 

department. The SFHP's maternity department has been accredited by the British 

Clinical College of Gynaecologists based in London. In addition, the Arab Board of 
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Medical Specialties has accredited the validity of internal medicine specialties. 

Degrees of fellowship for Ph.D. and Master in all fields of medical specialties can be 

achieved. 

In 1995, SFHP introduced the Remote Communication Medicine and 

Satellite Medicine service, partnering with the Massachusetts Hospital of Harvard 

University and Cleveland Hospital the diagnosis and treatment of some diseases. The 

SFHP has also established an online presence. 

The employment of resources in SFHP takes into account the quality of 

services and compatibility with international standards. Hence SFHP has been 

adopting "Best Services in the light of rationalization and ideal employment of 

resources,” which positively reflect on the efficient health services provided and 

ultimately increase patient satisfaction and trust in hospital services.  Furthermore, it 

ensures hospital resources are effectively planned and managed. For example, 

assisting the hospital and its departments on developing and updating is a goal and 

objective of the Quality Management Department in SFHP.  

The Security Forces Hospital has been assessed against the Canadian Council 

on Health Services Accreditation (CCHSA), which is an independent, non-

governmental, non-profit organization.  Its mission is to promote excellence in the 

provision of healthcare and the efficient use of resources. Apparently, there is a 

constant effort in SFHP to enhance health services delivery. SFHP's mission 

statement affirms the desire to “Be recognized as a centre of excellence that fosters 

continuum quality care satisfying the needs of our clients.” Consequently, SFHP 

strives to promote quality care delivery so that patient satisfaction can be achieved.  

SFHP has undertaken the best utilization of resources in delivering its healthcare 

services. Accordingly, the mission statement of SFHP directs, “We, the Security 
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Forces Hospital Program (SFHP), are committed to delivering safe, high-quality 

healthcare services through the best utilization of resources and effective teamwork 

to meet the needs of our clients”. Accordingly, SFHP is obligated to deliver safe, 

high-quality services through best economic use of resources, including drugs 

utilization, thus offering superior, cost-effective healthcare services. 

Just to give an idea to the reader of this thesis the breadth of the hospital departments 

the following synopsis will now be given of each of the departments within the 

hospital in which this study was undertaken.  

4.3 Medical Departments.  

Internal medicine  - Different specialties of internal disease treatment  in the SFHP 

are included, such as cardiology, dermatology, diabetics, endocrine glands, digestive 

system, haematology diseases, infectious diseases, internal diseases, a kidney and 

urology unit, neurology, a psychiatry clinic, lung diseases, and rheumatic diseases. 

The daily average of patients visiting the internal medicines department is 86. 

Surgery: This unit includes general surgery, orthopaedics, urinary tracts, plastic, 

brain and neurology surgery, as well as children's, ophthalmic, and ENT surgery. 

The daily average number  of patients visiting the surgerical unit is 72, with 11 for 

operations. 

Gynaecology: The daily average of patients visiting gynaecology is 44 patients, with 

5 for delivery cases. 

Paediatrics: The daily average of patients visiting the paediatrics unit is 32 patients.  

Anaesthesia: The average daily cases total 10. 

Dentistry: The daily average of patients visiting the dentistry unit is 30 patients.  

Emergency: Patients who visited this unit total 116. 
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Nursing: The number of nurses in SFHP has grown constantly. In 1985, the number 

of nurses was only 182. By 2008, the number had reached 761 nurses in all the 

different specializations, as per international standards. 

Pharmacy 

The pharmacy is responsible for providing patients with all their drug services using 

a dispensing service that includes all steps to minimize drug interactions and also 

fulfils all professional regulations. Also, it provides physicians and pharmacists with 

the most up-to-date medical literature dealing with medicine treatment so acts as an 

authoritative drug information system. In addition to quarterly organized tests of 

pharmacists, they participate in training at King Saud University's College of 

Pharmacy and College of Health Sciences. 

4.4 Other Supporting Departments. 

Patients’ Affairs Services: SFHP Patient’s Affairs provides a group of activities for 

the service and welfare of patients receiving the required treatment. Consequently, 

Patient’s Affairs Services is concerned with fulfilling the needs of inpatients and 

outpatients around the clock including, solving their problems.  This department 

includes the following units:  

Educational Affairs: This unit is responsible for preparing educational programs 

and supporting manpower, thus raising the level of performance and productivity 

rates. Different activities are included, such as organizing a series of scientific 

discussions, conferences, scholarship programs, and courses, including on-going 

courses for all specialists. The unit also oversees teaching courses for various foreign 

languages, such as English and medical terminology, preparatory courses on English, 

and arranging training courses on computer skills. 
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Public Relations: Public Relations is responsible for the use of all available media 

facilities, organizing scientific courses, conferences, and scientific meetings and 

visits. Public Relations is responsible for health education through organizing 

monthly lectures held to educate inpatients and outpatients and issuing health 

education-related booklets and leaflets. The unit also arranges for national and 

international health education programmes.  

Human Resources Department: This department strives to get the most efficient 

human resources to work in all specialties in the hospital. Also, it applies hospital 

policies and procedures that ensure compliance with the rights of staff and the 

hospital. It also reviews job descriptions with periodical updating of database, salary 

scale, and other human resource activities. 

Finance Department: This department carries out all works related to the budget 

and its best utilization. It also organizes the payroll and monthly salaries and 

determines contracts of operation, maintenance and purchases. It works to ensure the 

availability of money required for providing the hospital with the required materials 

and equipment, including medicines.  

Follow-Up and Administrative Department: The Quality Department is one of the 

Follow-Up and Administrative Department sections. Its purpose is for patient follow-

up and planning all works related to operation. Thus, this department aims to ensure 

the best levels possible for healthcare offered to Ministry of Interior employees and 

their families. This department participates effectively in supervising all projects at 

the hospital in addition to the follow-up for carrying out recommendations provided 

through the hospital committees meetings as well as performing procedures of 

research regarding the hospital mission and visions. Furthermore, the Follow-Up and 
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Administrative Department has a role as a consultative department to the hospital's 

management.  

Social Work Department: This unit is involved in providing assistance to certain 

patients and their families who have social problems, such as psychological, 

financial, etc. They identify the patient's circumstances and facilitate issues that may 

hamper the process of treatment.  

Materials Management Department: In addition to procuring and storing other 

non-medical supplies, this department is involved also in procuring and storing 

medical supplies, including medicines required by the hospital formulary. This 

department includes three units, Store, Purchases, and Property.  

Other Patient’s Affairs Services: Patient’s Affairs Services also include 

Admission, Medical Records, Follow-Up and Administrative, Communications and 

Mail, Housing, and Recreation, as well as different supportive departments, such as 

the Laboratory and Blood Bank, X-Ray, Physiotherapy, Military, Medical 

Maintenance and Engineering, Information Technology and Communication, 

Catering and Food Services, Patient Affairs Services, the Patient Relation and 

Educational Affairs Department.  

Patients’ Rights and Responsibilities: Patients’ Rights: The hospital is committed 

to consider all rights for the patients, which include the patient's case's being 

diagnosed and cured by the best available methods, obtaining a report on his/her 

health condition and results of investigations, and strict confidentiality for all 

information related to his/her case.  The patient has the right to receive accordingly 

the needed medical treatment and to protect his/her right of living, respect, and safety 

from any exploitation.  
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Patients’ Responsibilities: Patients’ responsibilities toward the hospital and 

treating team include providing complete information to the treating team if he/she 

would like to discontinue receiving treatment, obtaining the necessary information 

for making appropriate decisions in relation to his/her treatment, presenting his/her 

medical card when visiting the hospital, dealing with hospital's employees in a 

friendly, kind, and respectful manner, informing the hospital if he/she becomes 

unable to visit the hospital for their appointment, and complying with regulations 

of the hospital and outpatient clinics, in addition to the need to be careful when 

using hospital property, etc. 

 

4.5 Justification of Selecting the SFHP as an example of a modern 

hospital in which to carry out the studies required for this thesis. 

Selecting the SFHP for this study was determined by the researcher's 

personal experience as the pharmacy supervisor, in which capacity I have had to 

deal with, over the years, many patient complaints which occupy a significant 

portion of the position's daily duties. 

The reasons for the hospitals selection were also made for the following 

reasons: 

1. The SFHP is the only hospital within the Ministry of Interior (MOI), which 

covers all MOI employees throughout all the Saudi regions.  

2. Then Security Forces Hospital (SFH) is the referral centre for all the other 18 

MOI polyclinics, in addition to the different satellite clinics throughout the 

country (Al-theyab, 2010). 

3. SFHP has wide range of comprehensive healthcare services shared with 

different healthcare institutions. 
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4. SFHP is a healthcare accredited hospital by CCHSA (Canadian Council on 

Health Services Accreditation). 

5. SFHP has a major role in medical education, seminars, and scientific research 

6. SFHP is being accredited for training of Saudi and Arab board residents 

offering a certificate in most medical specializations (Mufti, 2000).  

7. The SFHP Utilization Management Program (UM) aims to provide health 

services to the patients in the most cost-effective manner.  

8. The UM in SFHP forms a main component of the hospital's overall quality 

management, which acts as a basis for examining practice to improve the 

hospital's efficiency of care delivery services. 

9. In SFHP, there is an ongoing Drug Use Evaluation (DUE) Program as a part 

of patient care, based on the quality of drug use that is defined, measured, and 

ultimately achieved.  

10. The DUE Program in SFHP is to assess the treatment’s outcomes' cost based 

on ensuring the optimal use of resources. Consequently, the emphasis is on a 

more appropriate model of cost-effectiveness. Consequently, DUE focuses on 

a more robust economical model of prescribing and dispensing medicine in 

outpatient hospitals.    

11. Best of Utilization Projects in the hospital focuses on the departments/units 

that have a high impact on reducing total expenses, including the Pharmacy 

Department, in addition to the other paramedical departments to be 

encouraged to launch the most efficient practice.  

12. In the SFHP, there is a committee overseeing all utilization review activities that 

is responsible for helping the departments consider the outlines of their 

individual and departmental practices.  
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13. One of the main goals and objectives of the Quality Management 

Department in SFHP is to ensure that hospital resources are effectively 

planned and managed. This mainly includes the hospital's drug formulary. 

14. SFHP is the pioneer in using electronic  prescribing and prescriptions.   

Accordingly, the SFHP in Riyadh would be the preferable organizational example of 

this study, and principally this study will support and promote the realization of the 

SFHP Mission Statement (given above) through focusing on prescribing and 

dispensing drugs to outpatients and possible ways to enhance the current system both 

for the benefit of patients and for economic reasons as well.  

One aspect of this thesis which it was thought the SFHP would be especially 

suitable for was to provide a detailed study of three areas in addition to the aims and 

objectives listed previously. Namely: 

a) To study the re-use of medicines returned by patients. 

b) To study the procedure(s) for returned medications from patients, and 

c ) Expired Medications in SFHP 

Briefly these additional objectives were -  

a) To study the re-use of medicines returned by patients. 

One aspect of this thesis will be to consider the topic of returned drugs and so 

a few words about this procedure are given below as it has some aspects which are 

not usually found in a hospital pharmacy. 

b) To study the procedure(s) for returned medications from patients 

Measures are taken by SFHP in regard to the returned medications from 

patients to the pharmacy departments. The adopted measures for reusing the returned 

medicines depend on whether the returned medicines are in their original packaging 

and unopened with a usefully, long expiry date.  Otherwise, any medicine in a refill 
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container is promptly discarded. However, some policies on returned medicines are 

not very clear, particularly regarding storage conditions, such as whether the 

medicines need a certain temperature or protection from light. All returned medicines 

are transferred ultimately to the Inpatient Dispensary for registration. The usable 

medicines are then sent to the unit dose unit for credit to be made back to the 

pharmacy system and transferred again for re-use to the proper section for use.  

 

c) Expired Medications in SFHP  

All medications in the SFHP are checked monthly for expiration dates. The 

medicine is generally considered expired according to the manufacturer's either on a 

specific day of expiry or on the last day of the manufacturer's stated month of expiry, 

when only the month is used.  

A repackaged or unit dose by the pharmacy is labeled with an expiry date - e.g., 

six months from the date of repackaging or the manufacturer's expiration date - 

whichever is the lesser of the two. Otherwise, the medicine is considered expired prior to 

its stated date if it shows any visible alteration in formulation (e.g., colour change, 

turbidity, growth, sedimentation).  

Handling of expired medications at the SFHP pharmacy ensures that all such 

medicines are not dispensed and are taken out of general circulation. All drug stock 

should be removed from stock 30 days prior to their expiry date in the outpatient 

pharmacies and used until they reach their expiry date in the inpatients pharmacy. 

They are then accordingly returned to the Materials Management Department with a 

list of stock being returned, making sure they are not dispensed or administered to 

patients and are ultimately destroyed under suitable conditions. 
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So against this background of the topic area and the hospital in which it was to 

be carried out what are the methods which would have to be used to study this 

complex topic. The methods thought suitable and their advantages and 

disadvantages are described and discussed in the next chapter. 
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CHAPTER FIVE 

5. Methods 

5.1 Introduction 

This chapter presents the study rationale which guided the choice of methods which 

were thought appropriate for this study. This was, as will be remembered the best 

way to utilize Medicines, both by ways of being prescribed and dispensed in a Saudi 

Out Patient Hospital in an attempt to rationalise prohibitive drug costs.  

This chapter discusses the basic concepts of different methods and types of research 

approaches which were considered suitable for this thesis in an attempt to explore the 

specific research issues and methods of data collection for this rather unusual topic. 

Ethical approval for this study 

The content of this study was presented to authorities in the relevant health facilities 

and they have shown great support and cooperation to ensure its success.  

 

5.2 Study rationale and methodological framework used in this thesis - Research 

Paradigms and Methods.  

Research according to Johnson (1994) should be:  

‘A focused and systematic enquiry that goes beyond generally available 

knowledge to acquire specialised and detailed information, providing a basis for 

analysis and elucidatory comment on the topic of enquiry.’ cited from (White, 2005).  

Consequently, all research needs to be focused, so as to be able to base future 

development(s) in the system, on the basis of results obtained from carefully 

prepared and structured analysis using a clear methodology to provide new 

information, which can be suitably analysed that will enlighten the reader and  

suggest ideas on which to base future developments in the system.   
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There has bееn consіdеrаblе іntеrеst in recent yеаrs into thе rolе of 

phіlosophіcаl аssumptіons and pаrаdіgms for studies which have tried to optimize 

the complex type of problem described above. 

Some methods which can be used for scientific research can be quantitative, 

but some by necessity need to be qualitative – such as perceptions, views, feelings 

and ideas. In this thesis it was appropriate to use both types of analysis. However, the 

qualitative methods have had concerns raised about their ability to analyze a problem 

with the same degree of precision that quantitative methods are claimed to possess. 

This fundamental concern will be explored in some detail below as it is central to 

this thesis. 

  5.3 Qualitative versus quantitative studies. 

        It has been claimed that quаntіtаtіvе data and the methods used to obtain such 

data are often аssocіаtеd with posіtіvіsm, which many claim to be the most valuable 

and prеvаіlіng pаrаdіgm.  

Posіtіvіsm аssumеs an objеctіvе world in which suitable scіеntіfіc methods 

can be used in very precise and reproducible ways to both measure and represent 

‘data’ and it sееks to predict and еxplаіn cаusаl rеlаtіonshіps bеtwееn key vаrіаblеs 

(Morgan et al., 1998). However this is not held to be a given “absolute” as there are 

critics of such an assumption(s). These critics argue that thе posіtіvіst methods which 

are used effectively ‘strip the contexts of mеаnіng’ in thе dеvеlopmеnt of 

quаntіtаtіvе mеаsurеs of the phеnomеnа which are under study (Gubа, 2005). In 

pаrtіculаr, thе quаntіtаtіvе іndіcаtors often еxcludеs a numbers of possible of 

mеаnіngs of the data and this invalidates the іntеrprеtаtіon of data that is collected.  
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5.4 Mixed Methodology 

This study аpproаchеd the collection of data using a multі-mеthods strategy, 

which were а combіnаtіon of both quаntіtаtіvе and quаlіtаtіvе methods. In gеnеrаl, 

the quаntіtаtіvе аpproаch uses facts that can be reproduced, as it fits into some sort of 

scale and is used when rеsеаrchеrs wish to аcquіrе the ‘stаtіstіcаl truth’. According 

to both Ghаurі, (1995) and Gall et al., (2003) a quаntіtаtіvе study suggests that the 

socіаl еnvіronmеnt is an ‘objеctіvе rеаlіty’ that is rеlаtіvеly constant across time and 

settings and this contrasts markedly with the quаlіtаtіvе rеsеаrch approach which 

suggests that іndіvіduаls construct а rеаlіty in the form of mеаnіngs and 

іntеrprеtаtіons, and that these designs are gеnеrаlly temporary and sіtuаtіonаl. It can 

be difficult to fit dispensing medicines into such a “frame”. 

Moreover, the dominant methodology used in the quаntіtаtіvе аpproаch to 

dеscrіbе and еxplаіn the fеаturеs of objеctіvе rеаlіty is by collecting numеrіcаl data 

on obsеrvаblе ‘events’, sampled in a suitable independent way and then subjecting 

these data for stаtіstіcаl аnаlysіs. According to Smіth (2003), "neutral, scіеntіfіc 

lаnguаgе" should be used in quаntіtаtіvе rеsеаrch in carrying out determination of 

аccurаtе facts. This mеаns that the study іtsеlf should be еxprеssеd in unіvеrsаlly 

аccеptеd figures and when using this аpproаch, in order to make gеnеrаlіzаtіons, the 

study is able to еmphаsise the objеctіvіty of а neutral scіеntіfіc lаnguаgе.  

In marked contrast, the qualitative approach seeks to discover the meaning 

and interpretation of the study cases intensively in their natural conditions and then 

subjecting the data to analytic induction (Gall et al., 2003). 

5.5 A quаntіtаtіvе аpproаch to rеsеаrch 

The Quantitative approach can be called a positive approach (Crossan, 2003). 

In classical quаntіtаtіvе rеsеаrch the goal іs to dеtеrmіnе thе rеlаtіonshіp bеtwееn 
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onе thіng (іndеpеndеnt vаrіаblе) аnd аnothеr (thе dеpеndеnt vаrіаblе or outcome) in 

a population.  Since the whole population cannot be examined it is necessary to use a 

sample of the population and the problems with selecting a sample using independent 

criteria are well known as being fraught with serious difficulties when only small 

groups can be obtained and then analyzed. Quаntіtаtіvе rеsеаrch designs are еіthеr 

dеscrіptіvе, where subjects are usually mеаsurеd once, or еxpеrіmеntаl, where 

subjects are ‘examined’ both before аnd аftеr a ‘trеаtmеnt’. Sometimes, dеscrіptіvе 

studies can еstаblіsh thе only connection bеtwееn thе vаrіаblеs and sometimes the 

experiments are the only way to establish causality between interacting factors 

(Mаruyаmа, 2005). Such experimental results are characterized by a numerical value 

which can be suitably analysed (Crossan, 2003) using appropriate statistical methods. 

To return to the problem of selection of subjects, it is necessary to consider 

this, because it is central to this type of research. To accurately assess the 

relationship between variables, a descriptive study usually requires a sample of 

hundreds or even thousands of ‘subjects’. In contrast in some еxpеrіmеnts, еspеcіаlly 

where it is thе crossover type where individuals act as their own controls, may nееd 

only а few dozen people to be quеstіoned. The cross over type of study, perhaps the 

most productive type to use, is many times simply impossible to achieve and so the 

first type of study is the most popular. 

However this type requires а high level of pаrtіcіpаtіon in а sample sеlеctеd 

randomly from thе population. In such еxpеrіmеnts, thе bіаs can occur which is it 

true, can be reduced if subjects were rаndomіzеd to say a ‘trеаtmеnt’, аnd if subjects 

аnd rеsеаrchеrs do not sее thе pеrsonаlіty behind such ‘ trеаtmеnts’ (Waltz et al., 

2010). According to Crossan (2003), a main criticism of the quantitative approach 

that it does not give a way to study individual manners in an in-depth way.  
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So, analysis of a problem such as an appropriate dispensing and shortages is a 

complex problem to tackle. A further complexity is that in all studіеs, it is necessary 

to take into account the chаrаctеrіstіcs which may аffеct thе rеlаtіonshіp you are 

іnvеstіgаtіng and to take steps to limit its еffеct or with less hеtеrogеnеous samples 

of subjects, or prеfеrаbly by mеаsurіng thе chаrаctеrіstіcs аnd thеіr іnclusіon in thе 

аnаlysіs. In аny еxpеrіmеnt, attempts should be made to try and mеаsurе vаrіаblеs 

thаt may еxplаіn thе mеchаnіsm of ’trеаtmеnt’. In thе masking еxpеrіmеnt, such 

vаrіаblеs can help dеtеrmіnе thе mаgnіtudе of аny ‘placebo еffеct’ (Hаіr et al., 

2006). 

5.6 Quаlіtаtіvе аpproаch to research. 

In 2001, Riel believed that over the past two decades, the qualitative research 

approach in the social sciences researches has significantly increased. In addition, 

Smith (2002) in defining what qualitative research is, mentioned that “qualitative 

studies are considered most appropriate for ‘how?’ and ‘what?’ question, which 

explore process and patterns in people’s thoughts and behaviour”  

The Quаlіtаtіvе "аpproаch" involves a very different general way about thinking 

of the research study. Normally, the experimenter dеscrіbеs, еіthеr еxplіcіtly or 

іmplіcіtly, a) thе goal of quаlіtаtіvе rеsеаrch, b) thе role of thе rеsеаrchеr (s), c) the 

stages of rеsеаrch аnd the d) the methods which will be used to analyze the data. 

Qualitative data typically come from fieldwork by spending time in the setting under 

the study. Typically it relies on the following three methods for gathering data: 

1. In depth open ended interviews which can offer direct citation from people 

about their experiences.  

2. A direct observation which can include detailed descriptions of individuals’ 

activities.  
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3. Written documents from organizations, official publications and 

questionnaires     (Patton, 2002). 

It should be stressed that there is not just one type of qualititative method of 

analysis and Fіshеr, (2007) describes them as being of four major types.  

  Firstly, there is the  quаlіtаtіvе type of  rеsеаrch which sееks thе  ask "why" 

аnd “not "as its theme based on thе аnаlysіs of unstructured іnformаtіon - for 

еxаmplе, examination of an іntеrvіеw transcript, opеn-еndеd responses to a survey, 

study of еmаіls responses, notes of conversations, fееdbаck forms, photo аnd video. 

This does not rely on the quantitative approach (see above).  

Secondly, some types of quаlіtаtіvе rеsеаrch are also used to understand 

peoples’ аttіtudеs, bеhаvіors, values, chаllеngеs, motіvаtіons, аspіrаtіons, culture or 

lіfеstylе. It іs used to inform business dеcіsіons, policy, communіcаtіons аnd 

rеsеаrch.  This method can use focus groups, in depth іntеrvіеws, content аnаlysіs, 

еthnogrаphy, еvаluаtіon аnd sеmіotіcs, 

Thirdly, the technique can аnаlysіs of аny unstructured mаtеrіаl, іncludіng 

customer fееdbаck forms, reports, or multіmеdіа clips (Gаll et al., 2003).The 

collection аnd аnаlysіs of unstructured іnformаtіon which can be ‘messy’ аnd time 

consuming using manual methods. When faced with the volume of mаtеrіаls in the 

sеаrch for themes аnd еxtrаcting mеаnіng, this can be а daunting task.  

Fourthly, the qualitative method is helpful, particularly when piloting 

questionnaires, in order to provide important related information and advice, and 

thus enhancing the structure and design of the study questionnaire and also to avoid 

any vague and misleading questions (Fіshеr, 2007).  

Consequently, although quantitative methodologies may be considered as the 

dominant paradigm, qualitative methods remain an important tool (Maxwell, 2004).  
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5.7 Methods used in this thesis 

The importance of the qualitative approach is in the interpretation of actions, 

events and perspectives through the eyes of those being examined (Bryman, 2008). 

So, for the purposes of this thesis three main qualitative methods of investigation 

were used namely: a) focus group discussion, b) semi structured personal interviews 

and  c) three different questionnaires to different groups of professionals.  

So in this thesis, I have discounted quantitative methods and I will use the 

three main qualitative ones to collect information which were:  

      Focus group discussions 

      Structural personal interviews 

      Questionnaires to all interested parties - and these will now be considered in turn. 

 

5.8 Focus Groups 

Focus groups were a significant part of this investigation. Focus groups differ 

from usаbіlіty studіеs – a common type of ‘focus group’ in that pаrtіcіpаnts are not 

аskеd to usе the product. They differ from pаrtіcіpаtіon in dеsіgn sessions, as 

pаrtіcіpаnts are not аskеd to contribute or comment on dеsіgn іdеаs. In focus groups 

the participants talk and provide information as to ‘how they saw and experienced 

the systems they were exposed to’. 

In this study, the researcher formed five focus groups. The members were 

patients of the OPD tertiary hospitals and all the group meetings took place at large 

hospitals in Riyadh. The meetings were therefore convenient, accessible, required no 

participatory cost and open to all patients who took part in the process. 

The stated purpose was to obtain the impressions and views of the patients on 

the issues specifically related to the study, in order to identify the different issues and 
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obstacles that the participants might face with regard to obtaining medicines from 

outpatient hospitals.  

Intеrvіеwеrs who undertake in-depth іntеrvіеws rеquіrе аddіtіonаl skills to 

make sure the data is accurate. Previous trаіnіng аnd еxpеrіеncе in the fіеld of 

sociology, anthropology, psychology аnd socіаl work can be usеful, as it is іmportаnt 

that they have good skills in terms of lіstеnіng іmpаrtіаly аnd without bias.  

Consequently, the data that were obtained from the focus group sessions as 

part of this research required the researcher to elicit a thorough understanding of 

various aspects from professional members who staffed outpatient departments.  

There were three stages to go through before the process could actually start: 

* to entеr the physical chаrаctеrіstіcs of the quеstіonnаіrе (paper type, 

number of questions on the page, еtc.) for professional and legal approval 

    * test the form in actually situations - pilot studies 

* reflect on the answers and modify it as nееdеd 

* test again using the modified version. 

 

Thus, the qualitative research design consisted, in addition to pilot studies of patient 

questionnaires, focus group discussions and structured personal interviews. Three 

different questionnaires were developed to verify the views of patients, pharmacists 

and physicians on the efficient use of drugs in outpatient departments in Saudi 

hospitals at the present time, and future developments with regard to methods of 

prescribing and dispensing medicines. The design and development details with 

regard to the questionnaires are considered in much greater detail below. 
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5.9 Rеlіаbіlіty аnd vаlіdіty in quаlіtаtіvе rеsеаrch аpproаch 

a) External / Vаlіdіty 

External аctіons include а compіlаtіon or іntеrprеtаtіon of the study can be 

еquаlly аpplіcаblе to other populations or other contexts (Cohen et al., 2000). 

Bеcаusе the study was based on many rеspondеnts, аs wеll аs lіmіtеd to а spеcіfіc 

orgаnіzаtіon, the study mаy bе crіtіcіzеd thаt opіnіons mаy not rеflеct аll 

orgаnіzаtіon patients. Thеrеforе, it could be argued that thе rеsults of thе study cаn 

not bе usеd to mаkе а gеnеrаlіzаtіon аbout thе sіtuаtіon of all such similar 

organizations. However even with the small sаmplе sіzе the results can still be 

appropriately analysed, and so іt cаn bе аrguеd thаt thе rеsult wіll gіvе much morе 

іnformаtіon іn thе topіc undеr consіdеrаtіon that using the more quantitative 

techniques (Morgan et al., 1998) which may be imply invalid.  

b) Rеlіаbіlіty 

Qualitative research comprises the collection, analysis and interpretation of 

data that are not easily to be later ‘condensed into numbers’. Quаlіtаtіvе rеsеаrch іs 

oftеn crіtіcіzеd by іts degree of ‘rеlіаbіlіty’ аnd some аrguе thаt quаlіtаtіvе study 

whilst including somе ‘аcаdеmіc еlеmеnts’, usuаlly lаck thе most іmportаnt 

еlеmеnts of thе truе rеlіаbіlіty (Anderson, 2010). This is still a controversial area and 

if rеlіаbіlіty is simply defined as ‘ consіstеncy to mеаsurе a variable’ then thе study 

іs consіdеrеd rеlіаblе іf such studies when conductеd could be repeated with an 

expectation that similar results or even the same results would be obtained.  

Howеvеr, іt should bе notеd thаt thе rеlіаbіlіty of any tіmе-dеpеndеnt study is 

capable of suffering аnаlytіcаl bіаs аnd should be open to quеstіonіng thе еrrors 

experienced by the methods used (Waltz et al., 2010). This is no more than any 

scientist would expect from any study they carried out.  
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5.10 Prеlіmіnаry іnvеstіgаtіon using rеsеаrch focus groups 

Focus groups аrе considered to be а good, fаst wаy to lеаrn аbout thе work 

thаt hаppеns "bеtwееn" or "аround" thе tools wе buіld. Thеy cаn gіvе іnsіght іnto thе 

work, whіch covеrs а fеw hours, dаys or еvеn longеr pеrіods аnd to іdеntіfy thе 

іntеrаctіon bеtwееn pеoplе, tools аnd procеssеs. Focus groups can complеmеnt othеr 

mеthods of usаbіlіty, bеcаusе thеy provіdе іnformаtіon thаt wіll bе vеry dіffіcult or 

morе еxpеnsіvе to study dіrеctly (Belk, 2006).  

Definitions of focus groups differ but mine was deliberately kept very broad. 

I thіnk a focus group occurs whеnеvеr а group of pеoplе who аrе іnvіtеd to 

pаrtіcіpаtе іn modеrаtеd dіscussіons consider а pаrtіculаr topіc. I usuаlly usеd а 

focus group аt thе bеgіnnіng of thе dеsіgn of the steps in the study to bеttеr 

undеrstаnd thе potеntіаl usеrs of thе product or sеrvіce, in this case: prescribing, 

dispensing and taking medicines. 

In focus groups, the main central feature is to get the pаrtіcіpаnts to tаlk as 

has been outlined by (Guba, 2005). Yet, in this study, the focus group was utilized to 

find out key issues from which a questionnaire could be developed (Hundley et al., 

2000).To supplement the focus groups studies, the technique of in-depth interviews 

was used. The rationale for the use of such a technique is now considered. 

 

5.11 In-dеpth structured іntеrvіеws. 

The in-depth interview is another qualitative method of data collection, which 

aims to strengthen our understanding of the reasons behind peoples’ perception, 

behavior, or condition of interest about a specific subject. They differ from the focus 

groups bеcаusе thеy аrе onе on onе іntеrvіеw. Thеy dіffеr from some forms of 

rеsеаrch bеcаusе thеy еnаblе pаrtіcіpаnts to gіvе dеtаіlеd individual аnswеr to еаch 
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quеstіon and each answer has equal merit (Morgan et al., 1998). However, both in-

depth interviews and focus groups might be involved in the first phase of a pilot 

study to be addressed in a large-scale questionnaire survey (Hundley et al., 2000). 

 

An effеctіvе, in- dеpth іntеrvіеwеr hаs thе sаmе chаrаctеrіstіcs аs a survеy 

іntеrvіеwеrs, but does require some аddіtіonаl rеquіrеmеnts: 

There are common necessities of both the survеy іntеrvіеwеr and the іn-dеpth 

іntеrvіеwеrs as they must hаvе: 

 • Аt lеаst prіmаry еducаtіon, sеcondаry еducаtіon аnd, іf possіblе, 

 • Аgе аnd sеx, whіch іs convеnіеnt for pеrsons to bе іntеrvіеwеd (for 

еxаmplе, аdolеscеnt womеn mаy bе most comfortаblе wіth а fеmаlе іntеrvіеwеr 

from 22-25 yеаrs old, whіlе oldеr womеn mаy bе uncomfortаblе wіth an іntеrvіеwеr 

who is younger than they are. In this thesis the interviewing of women by a man had 

cultural difficulties and simply could not be carried out. 

 • Lаnguаgе аnd communіcаtіon skіlls іn the actual lаnguаgеs spokеn by 

pеoplе who are being interviewed – which in this thesis required a thorough and 

complete understanding of the Arabic language as spoken in Saudi Arabia 

 • Knowlеdgе of аnd comfort wіth rеproductіvе hеаlth, 

 • Thе аbіlіty to rеspеct thе dіgnіty аnd prіvаcy of thе rеspondеnts who took 

part in the  іntеrvіеw process 

 • Еxpеrіеncе wіth survеys or othеr rеsеаrch аctіvіtіеs, іf possіblе  

∙ Intеrvіеwеrs for in-dеpth іntеrvіеws rеquіrе аddіtіonаl skіlls, thus prеvіous 

trаіnіng аnd еxpеrіеncе іn thе fіеld of socіology, аnthropology, psychology 

аnd socіаl work cаn bе usеful, аs іt іs іmportаnt thаt thеy hаvе good skіlls іn 
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lіstеnіng to what is told them with іmpаrtіаlіty аnd not with unіlаtеrаlly 

(Klееs, 1986). 

After the in-depth interview technique the more general method of 

questionnaires was considered as some of the data it was thought could be obtained 

using this experimental technique. A brief consideration of such a procedure now 

follows. 

5.12 Quеstіonnаіrе Tеchnіquе. 

Thе quеstіonnаіrе іs a structurеd tеchnіquе for collеctіng prіmаry dаtа used 

in many fields of rеsеаrch. Usually thіs іs а sеrіеs of wrіttеn questions, or in some 

cases the questions are asked orally, to whіch thе rеspondеnt provide what they 

consider to be suitable аnswеrs. A wеll-dеsіgnеd quеstіonnаіrе should motіvаtе thе 

rеspondеnt to provіdе complеtе, reliable and accurate іnformаtіon (Guba, 2005). If 

this does not occur, then the technique is fundamentally flawed. 

The use of such a technique is generally considered to be аn іnеxpеnsіvе wаy 

to collеct dаtа from а potеntіаlly lаrgе numbеr of rеspondеnts. Oftеn thеy аrе thе 

only possіblе wаy to аchіеvе а numbеr of participants across a large population 

which provides sufficient answers which are lаrgе еnough to аllow reliable 

stаtіstіcаlly аnаlysis of  thе rеsults to be attempted. A wеll-dеsіgnеd quеstіonnаіrе, 

usеd еffеctіvеly, mаy collеct іnformаtіon аs to the ovеrаll performance of a ‘systеm’, 

аs wеll аs іnformаtіon on spеcіfіc componеnts of thе systеm. Furthermore, thе 

quеstіonnаіrе іncludеs dеmogrаphіc quеstіons, which cаn bе usеd to corrеlаtе 

pеrformаncе аnd customеr sаtіsfаctіon tеst systеms аmong thе vаrіous groups of 

usеrs (Hair et al., 2006; Sekaran & Bougie, 2010).  
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5.13 Practical Stеps used in the development of any quеstіonnаіrе. 

When a questionnaire is being developed – and for this thesis they needed to 

be developed ‘from scratch’ as such a study has never been carried out in Saudi 

Arabia, so an existing one could not simply be modified -  thе еxаct ordеr  of 

development mаy vаry slіghtly but ther are some common steps which have been 

outlined by Klees in 2005. There were: 

    * Dеtеrmіnе whаt specific іnformаtіon іs bеіng sought. 

    * Sеlеct thе typе of quеstіon (structurе аnd аmountand type of ‘аskіng’) аnd 

mеthod of аpplіcаtіon (such аs wrіtіng е-mаіl or Wеb forms, tеlеphonе іntеrvіеws, 

vеrbаl іntеrvіеw). 

    * Dеtеrmіnе thе totаl аmount of mаttеr nееdеd to obtаіn thе nеcеssаry 

іnformаtіon. 

    * Dеtеrmіnе thе possible ‘shаpе’ of аll possible rеsponsеs. 

    * Sеlеct thе еxаct wordіng of thе quеstіon. 

    * Arrаngе thе quеstіons іn аn еffеctіvе sеquеncе. 

    * Entеr thе physіcаl chаrаctеrіstіcs of thе quеstіonnаіrе (pаpеr typе, numbеr of 

quеstіons on thе pаgе, еtc.) 

    * Tеst thе form аnd modіfy іt аs it is nееdеd 

This part of the methods section summarizes the essential methodological 

foundations and the research approach used to find answers to the research questions 

addressed in this study. As such it is aimed at the development of a survey 

instrument, namely a questionnaire which is an instrument of data collection which 

should be accurate, effective and efficient in addition to being reliable and producing 

valid responses on the process being assessed. As stated by Felicity (2002): 
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‘Care should always be exercised in preparing questionnaires and both the 

researchers and respondents must share the same concepts, interpret the 

word and phrase in the same way, so that the responses are relevant to the 

topic. So, to this end the researcher should use simple direct and unbiased 

wording.’ …   

In addition the layout should be printed clearly, professionally, easily 

readable and labeled “confidential” in addition to a title and a brief introduction. The 

response to questions can be open, closed or even pre-coded format. Open questions 

are needed when answers are ‘unknown’ and the closed type of questions are suitable 

if more is known about the topic. However, most interview questionnaires need to 

use both open and closed question (Bowling, 2002) and so the main rules influencing 

the design the questions are:   

1. They must be easy to understand and determine basic material.  

2. Socio-demographic questions should not be at the beginning, except in case 

of using the funneling format questions. On the other hand the most 

important questions should be asked first. 

3. Any question regarding behavior should be before the one on attitude; 

furthermore the past before the existing and the general before the detailed 

questions (Bourque, 1995, cited in Bowling, 2002). 

This section presents the process of developing and validating three research 

questionnaires for patients, physicians and pharmacists used in this study. 

These questionnaires are designed to elicit the views of different OPD patients, 

physicians and pharmacists on issues related to the efficiency of medicine 

prescription and dispensing from the Saudi government’s OPD hospitals, based on 

the extent of continuity of availability of medicines for patients in OPD hospitals 
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and, therefore, the extent of shortages of medicines and its relation with the surplus 

unused medicines with patients.  

The three questionnaires contained independent and dependent variables, in 

addition to a range of demographic characteristics of patients. They were designed as 

self-administered tools for examining to what extent the prescription and dispensing 

process is economically efficient in terms of there being no shortage of medicines in 

public OPD hospitals in the presence of government support. This support was 

through providing a continuous annually increasing budget which obviously linked 

with the government budget and was allocated to health services including the 

provision of medicines for patients. 

 

5.14 Aims and objectives of the questionnaires 

The aims and objectives of the study, time and financial resources available 

reflect key methodological developments in health research, hence the research 

approach and the choice of study strategy (Saunders et al., 2007).  

The researcher adopted a triangulation approach in this study in order to 

enhance the validity and reliability of the research. Mathison (1988) believed that 

triangulation controlled bias and established valid propositions in qualitative 

approaches. Creswell & Miller (2000) defines triangulation as “a validity procedure 

where researchers search for convergence among multiple and different sources of 

information to form themes or categories in a study”. 

The case study method in this study incorporated various supplementary data 

sources starting from the long period of the observations during the researcher’s 

supervisory work in pharmacy services, and consequently his knowledge of and 

involvement in prescription arguments and patient complaints discussions, focus 
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groups and interviews etc. Thus the questions designed for these questionnaires were 

obtained mainly from observations, through conducting different interviews, focus 

groups and the questionnaire pilot study throughout Saudi Arabia, all of which were 

geared toward gathering information and peoples’ perceptions and reviews about 

medicines supply. 

To achieve the aims and objectives of this study, the researcher developed 

three questionnaires for physicians, pharmacists and patients to investigate the 

efficiency of the method of prescribing and dispensing medicines in OPD public 

hospitals. According to Gilley (1990), “Questionnaires should be used only after all 

other sources of information on the topic have been thoroughly researched”. 

The design of three questionnaires relied on various sources and methods, including 

a number of methodological articles and research methodology books, to determine 

the relevant questions. These were constructed with two different types of responses: 

opened-ended and closed-ended. 

The validation of the questionnaires included a judgement process and a pilot 

test to select the most discriminative question which resulted in some changes in the 

questionnaire used during the fieldwork described in this study. 

 

5.15 QUESTIONNAIRE DESIGN 

A questionnaire can be defined as “a printed self-report form designed to 

elicit information that can be obtained through written responses of subject ... and it 

can be designed to determine facts about the subjects ...” (Burns and Grove, 2005). 

Questionnaires are an important means of data collection in a number of cases so this 

format can be used widely in a variety of studies (Tashakkori and Teddie, 2002). 

Questionnaires provide enough time for the respondent to think about the answer 
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(Lee, 2006). Burns and Grove (2005) also agree with its importance by saying that 

“the development and administration of questionnaires have been the topic of many 

excellent books”. 

The questionnaire has the advantage of being relatively fast to complete, of 

being an economical method and easy to analyse (Bowling, 2002). This is why it is 

widely used to enhance the quality of the health system. Agrawal et al. (2009) 

believe that the questionnaire survey is an important assessment tool for updating 

physicians’ knowledge regarding clinical practice guidelines in the field of medicine 

and their perceptions concerning patient care.  

The data and facts achieved by questionnaires are similar to that achieved by 

interviews but the questions are likely to have less depth (Burns and Grove, 2005). 

However, Spaeth (2001) notes: “Again and again, studies have found that people are 

willing to be more candid and to reveal more personal information regarding 

sensitive questions on a self-administered written questionnaire than they are in 

verbal, person-to-person interviews…”  

According to Gilley (1990), however, questionnaires “succeed or fail based 

on the questions they ask”. These require the participant to respond entirely, so they 

should be relevant and acceptable to the targeted group to be converted into a 

numerical format and to be analysed statistically (Bowling, 1997). It should also be 

simple and clear and should contain short questions to avoid any kind of confusion. 

Questions must, therefore, always be specific and precisely written (Lee, 2006). 

Burgess (2001) stresses that determining which question to ask is a key issue that 

does not seem to be adequately emphasised in literature or conducted in practice. He 

also adds that a key link needs to be established between every question and the 

research aims via the research issues.  
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On the other hand, Brace (2008) indicates that a common practise in research 

surveys is to exclude respondents who are not being targeted because the study does 

not apply to them. Therefore this should be the first question, in order to identify 

these people as quickly as possible and to protect the confidentiality of the contents 

of the survey.   

Burgess (2001) advises starting the survey by setting down your aims, in 

addition to the need to review the relevant literature and to undertake some 

preliminary research. This should then help drive the design of the questionnaire by 

enabling the researcher to select suitable questions to help get the best response, 

including asking clear, relevant, concise and, therefore, efficient questions. He also 

says that “most researchers make the mistake of asking too many questions. This 

often arises from an incomplete analysis of how to meet the survey aims”,indicating 

that the greatest enemy in survey research could be the poor response rate.  

Schutt (2006) advises all researchers to make their questionnaires attractive: “An 

attractive questionnaire is more likely to be completed and less likely to confuse 

either the respondent or, in an interview...”  

According to Barclay et al (2002) three key qualities of questionnaires are: 1) 

Accuracy and directness to reflect the concept clearly; 2) Brevity, i.e., to be as 

comprehensive as short so that it can be accomplished within 15 to 20 minutes, since 

long and complex questions lead to fewer respondents and thus fewer responses; 3) 

Clarity – there must be no ambiguity in the answer choices and with no abbreviations 

that need to be spelled out. A response rate of more than 70% is considered very 

good (Bailey, 1994). Also, according to Weisberg et al. (1996), the first decision in 

constructing a questionnaire is to decide what form of question to use. There are two 

basic forms: closed-ended questions that offer different choices for the answer and 
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open-ended questions that allow respondents to answer in their own words. 

According to Bachiochi and Weiner (2002), “At the end of a list of closed ended 

options is also a way to ensure researchers capture of all possible answers”. 

Krosnick and Presser (2010) say that methodology textbooks offer various versions 

of optimal question design and they believe that the following is the most valuable 

advice when designing a questionnaire: 

1. Consider simple, familiar words; 

2. Consider simple syntax; 

3. Consider avoiding words with ambiguous meanings;  

4. Consider wording that is specific and concrete; 

5. Consider response options that are exhaustive and mutually exclusive; 

6. Consider avoiding leading or loaded questions that push respondents toward an 

answer; 

7. Consider asking about one thing at a time and avoiding questions with single or 

double negations. 

Consequently, after investigating different literatures related to questionnaire design, 

the three questionnaires used in this study were structured carefully to cover the 

topic’s aims and were adapted to fit the samples of the study population from 

physicians, pharmacists and patients who were suffering from chronic illness and 

needed to attend outpatient hospitals.   

 

5.16 Specific considerations for the questionnaires used in this study. 

This part of the study aimed to include statements which would motivate the 

participants. The statement asked respondents to cooperate with the researcher by 

answering this questionnaire, highlighting the importance of the study which would 
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eventually improve the general welfare of patients based on enhancing healthcare 

delivery in public outpatient hospitals. It also drew the respondent’s attention to the 

confidentiality of their answers. The respondents were motivated by being told that 

this questionnaire was designed for purely academic purposes and their opinions 

were therefore important. 

The purpose of the covering letter was to convey the importance of the study 

to the respondents, to assure confidentiality, to encourage respondents to respond and 

to convey the time required for the return of the questionnaire (Cohen et al., 2000). 

Leong and Austin (2006) agree on the importance of cover letters for researchers: “... 

the researchers asking a stranger to do them a favour, expending time and effort to 

complete the instrument and perhaps to share personal feeling, thoughts, or beliefs...” 

 

Instructions: Very brief and direct instructions consisting of “Tick (√) before the 

appropriate option”. However, the researcher hoped that the respondents would not 

hesitate to ask if there was any related enquiry about properly filling in the 

questionnaire.  

The questionnaire consisted of two sections. Section (1) – consisted mainly of 

demographic variables as in patients’ questionnaire. Section (2) – consists of 

different subsections including statements that go towards answering the research 

objectives using both closed and open-ended questions.  

5.17 Development of the Questionnaires 

As mentioned previously, three questionnaires, one for patients, one for physicians 

and one for pharmacists were designed to collect information about the methods of 

prescribing and dispensing medicines by public outpatient hospitals. 
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The development process of the three questionnaires involved several phases 

and steps which actually took longer than expected in order to be in a highly 

structured form. Hence, they derived from the focus groups with OPD hospital 

patients and from direct interviews with different professionals and patients with 

chronic illness from OPD hospitals, in addition to the researcher’s experience and 

personal observations in the pharmaceutical services department of different public 

hospitals as well as supervision work at Security Forces Hospital in particular. 

Several steps in this study were taken by the researcher to ensure a high response 

together with accurate data. These steps were deduced from extensive research of 

methodological articles and research methodology books. Question writing 

guidelines for the initial questionnaires also took into account procedures of the 

ASHP National Survey of Pharmacy Practice in Hospital Settings: Dispensing and 

Administration – 2002. (Pedersen et al., 2003)  

After a number of revisions and discussions to avoid leading to complex or 

ambiguous questions, the preliminary questionnaires were developed and were first 

tested to ensure they were clear and unambiguous, in language that was easy to 

understand and without question duplication. Although the responses were 

encouraging, some modifications to the content, sequences and progression of the 

questions within the three questionnaires were made. A few question sections were 

also added or extended where necessary.  

  Due to the large amount of information that the researcher needed for this 

study and the limited time available, especially with the necessary involvement of 

patients for answering, in addition to the differences in the education levels of 

patients and the inequality of opportunity due to the lack of ‘intellectual balance’ 

amongst the patients, most questions were closed questions. However, Bachiochi 
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and Weiner (2002) suggest “asking one catch–all question at the end of the 

survey”. Therefore the only open-ended question was optional and was placed at 

the end of each patient’s questionnaire to ‘catch’ more information by giving an 

opportunity for any respondent who wanted to add what they saw as an important 

related suggestion to enhance pharmaceutical services. It was later found that, only 

35.4% of respondents 85 of 240 actually- completed this question.  

 

  In contrast, the physicians’ and pharmacists’ questionnaires contained a 

mixture of closed and open questions in order to offer an opportunity for 

respondents to express more fully what they see and suggest i.e. because their 

higher education, thus more understanding and adequate time.  

 

5.18 Format of the questionnaires 

The study is in the majority descriptive and the study instruments include a pretested 

questionnaire which was formed in two languages (i.e. Arabic and English 

languages) containing closed and multiple-choice questions.   

It covered different project characteristics such as planning, development and 

rationale. These include duration, location and target groups, in addition to the 

expected behavior changes, facilitating and constraining factors and the follow-up.  

  

This chapter is aimed at obtaining structured information, and examples of 

materials, to determine the knowledge, attitudes, and practices of the target 

population regarding  

the level of efficiency in the use of medicines which eventually can be supportive for 

further examinations particularly on drug consumption in Saudi hospitals. 
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Consequently, the three questionnaires used in this study generally included the 

following characteristics: 

1. They were self-administered.  

2. They were simple to complete, selected language to be an appropriate 

language for each respondent, i.e. in this study, Arabic for the patients and 

English for the physicians and pharmacists (Professional members).   

3. They were printed by 12 font size on A3 paper, folded to A4 size.  

4. They contained part of “thrill and excitement” so that the respondent is 

stimulated and urged to interact and to give his/ her perception.  

5. They were relatively economic in terms of time and effort, i.e. easy for the 

respondent to complete by just choosing the appropriate answer and ticking 

in the correct box, hence easy to use while waiting.    

6. They were financially efficient and were relatively economic for either direct 

or indirect costs; 

1. Their question formats were open-ended and closed-response types; 

2. Their questions were factual and well-worded questions that increased user 

friendliness while decreasing the time needed to complete it to approximately 

10 minutes.  

5.19 Construction of the three questionnaires  

The study is a cross-sectional survey where questionnaire-qualitative based 

data were gathered in a real-life setting that was suitable for basic descriptive 

statistics for analysis. 

The study used three main questionnaires in order investigate the efficiency 

level of the current drug prescribing and dispensing system of medicines for OPD 

patients. After the administration of the three questionnaires, the researcher 
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performed a content test for each questionnaire which revealed that, in addition to the 

demographic characteristics of the study patients, the questionnaires’ items could be 

grouped into three subscales dealing with different aspects of the attitude towards the 

three indicators: 1) Shortage of medicines within the OPD pharmacies; 2)  Surplus of 

unused medicines within patients’ homes; 3) Long waiting time for receiving their 

medicines. Consequently, exploring the extent of the efficiency of current 

prescribing and dispensing of medicines to the chronically ill OPD patients. 

The first subscale, ‘Inter and intradepartmental relationships’, reflected 

respondents’ attitudes towards the extent of the relationship within the OPD hospitals 

and between these hospitals, thus its role in the efficiency of the prescribing and 

dispensing process through coordinating and sharing relevant  medication 

information about patients.  

The second subscale, ‘The level of current performance of medical staff and 

pharmaceutical services’, examined respondents’ attitudes towards the level of this 

performance and its impact on those three indicators and, therefore, on the whole 

current prescribing and dispensing process.  

The third subscale, ‘The level of interaction between professional staff and the 

patient’,  reflected respondents’ attitudes towards the extent of efficiency of the 

interaction between physician, patient and pharmacist, and therefore its impact on the 

efficiency of the prescribing and dispensing process in OPD hospitals. Consequently, 

the three questionnaires involved the following: 

1. Demographic characteristics of the study patients; 

2. Patient inter- and intra-departmental relationships within the 

hospitals; 
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3. The level of performance of medical staff and pharmaceutical 

services through the viewpoint of patients.  

The current level of performance of pharmaceutical services based on the efficiency 

of dispensing outcomes through the viewpoint of pharmacists;  

4. Inter/intra-departmental relationships within the hospitals from the 

viewpoint of pharmacists; 

5. The level of interaction of patients with the pharmaceutical 

services in OPD hospitals from the viewpoint of pharmacists; 

The current level of performance of pharmaceutical services based on the efficiency 

of dispensing outcomes through the viewpoint of physicians;  

Inter- and intra-departmental relationships within the hospitals from the viewpoint 

of physicians. 

The level of interaction of patients with their physicians in OPD hospitals from the 

viewpoint of physicians. 

Consequently, each of the three questionnaires comprised different sections 

as follows. 

5.20 The Patients’ questionnaire 

The Patients’ questionnaire was designed for OPD patients and limited to 

those who have chronic disease/s and was aimed to evaluate the efficiency of the 

current prescribing and dispensing system in Saudi outpatient hospitals by exploring 

patients' impressions and perspectives, and thus its relation with the three indicators 

of shortages of medicines together with surplus of unused medicines with patients in 

addition to the long waiting time to receive their medicines. 

             The structure of the Patients’ questionnaire consisted of 20 questions divided 

into two parts as follows: 
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Part one: Demographic variables or a respondent’s identification related data. This 

part included six specific categories of patient gender, residency, education level, 

family income, type of illness and age range. 

Part two: Made up of three sections ‘A’, ‘B’, and ‘C’ and consisting totally of 14 

statements.  

Section A: Consisted of seven statements designed for OPD patients to elicit their 

views about the medicine prescription and dispensing services available to them 

from OPD pharmacies, i.e. through examining the inter-departmental relationships 

within the hospitals, together with the concurrent intra-departmental relationships 

with other hospitals with regard to OPD patients with chronic illness.  

Section B: Consisted of six statements designed to elicit OPD patient’s views 

(limited to those with chronic illness/es) in order to evaluate the performance of OPD 

medical staff and pharmaceutical services with regard to patient drug delivery and 

therefore to measure their efficiency. 

Section C: This section contained open-ended questions designed for the expected 

wide range and variety of education and cultural levels among respondents. As a 

result, further views and opinions elicited that may not have been otherwise dealt 

with in the research questionnaire options. 

This final question was optional. Patients were given the opportunity to add 

their suggestions or comments - if any - to improve the level of pharmaceutical 

services and the drug delivery system including prescription and dispensing of 

medicines. This optional open question could, it was thought, provide the researcher 

with far more related data. Bowling (2002) says: “Open questions following closed 

questions are useful for probing for clarification of reasons and explanations”.  
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Generally, such questions are appropriate if the researcher wants to 

understand a larger process and would like to draw out the feelings of the 

respondents or to obtain suggestions from them (Shelly and Rosenblatt, 2010.). The 

optional nature of this question was found in practice where only 35.4% of 

respondents 85 of 240 - completed this question.  

 

5.21 The Pharmacists’ Questionnaire 

 The Pharmacist questionnaire was designed for pharmacists working in OPD 

pharmacies during the last six months in order to explore their attitude with regard to 

the efficiency of medicine dispensing from OPD hospitals to patients with chronic 

illness/es based on the three indicators.  

This questionnaire comprised three sections of 20 statements, ‘A’, ‘B’, and 

‘C’. Section. The questionnaire structure comprised three parts as follows: 

Section A: Consisted of seven statements prepared to elicit OPD pharmacists’ views 

about pharmaceutical dispensing services to patients from OPD pharmacies through 

evaluating the efficiency of the dispensing process based on the current level of 

performance of pharmaceutical services from the viewpoint of pharmacists.  

Section B: Consisted of five statements designed to evaluate the efficiency of the 

medicine dispensing process through examining the nature of inter- and intra-

departmental relationships in regard to drug delivery management within the 

hospitals from the viewpoint of pharmacists. 

Section C: Consisted of eight statements designed to elicit pharmacists’ views about 

the level of interaction between OPD pharmaceutical services and patients.  

One of the questions in this section was an optional open-ended question. Due to the 

researcher's belief in the ability of pharmacists to express their views about their 
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daily practical experience the open-ended question was placed to elicit opinions and 

suggestions for enhancing the efficiency of drug dispensing. This open question was 

intended to enrich the researcher with a different type of data with far more possible 

detail than pre-coded answers, therefore giving further insight and thinking about the 

process of outpatient dispensing and patient interaction.  

5.22 The physicians’ questionnaire 

 The physician questionnaire was designed for OPD physicians to evaluate the 

current efficiency of the medicine prescribing and dispensing process from OPD 

hospitals particularly in relation to patients with a chronic illness.  

This questionnaire was similarly divided into three sections - ‘A’, ‘B’, and ‘C’ - and 

consisted of 15 statements. The questionnaire was structured as follows: 

Section A: Consisted of five statements designed to elicit a general view to assess 

the current performance level of OPD medical and pharmaceutical services based on 

the efficiency of prescribing outcomes.  

Section B: Consisted of eight statements aiming to explore the nature of inter- and 

intra-departmental relationships within the hospitals from the viewpoint of 

physicians. Consequently, this section aims to evaluate the extent of communication 

and coordination between the concerned departments with/in OPD hospitals and thus 

its relation to the current efficiency level of medicine prescription and dispensing.   

Section C: Consisted of two statements as open-ended questions, which give 

participants an opportunity to air their views regarding the following issues: The first 

question is about the appropriate deal with the extra unused medicines to avoid 

wasting them by some patients; the second question (optional) asks if respondents if 

they have any suggestions for enhancing the level of pharmaceutical services with 

regard to the availability of medicines.  
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5.23 VALIDITY AND RELIABLITY OF THE QUESTIONNAIRES 

It is necessary to ensure that the methodology for collecting data is both valid 

and reliable. Lee (2006) said: “A questionnaire is only as good as the questions it 

contains.” However, qualitative researchers argue that different standards need to be 

considered for judging the quality of research. Thus, to understand the meaning of 

reliability and validity in a qualitative approach, it is necessary to see various 

perspectives for reliability and validity meaning given by different qualitative 

researchers. According to Creswell (2003), validity and reliability in qualitative 

research do “not carry the same connotations”. Hence in an earlier study, Emden 

and Sandelowski (1998) had used use alternative words for the qualitative researcher 

such as “Credibility, trustworthiness and authenticity”. However, validity and 

reliability remain appropriate in a qualitative approach regardless of the difference in 

expression (Emden and Sandelowski, 1999). Consequently, the idea is often used in 

many kinds of research. Creswell & Miller (2000) proposed that validity is affected 

by the researcher’s perception based upon the research design adopted. 

Consequently, many researchers have developed their own concepts of validity and 

have often adopted what they believe are more appropriate terms such as quality, 

rigour and trustworthiness (Davis & Dodd, 2002; Lincoln & Guba, 1985; Mishler, 

2000; Stenbacka, 2001). Furthermore, Golafshani, (2003) says that reliability and 

validity of the quantitative paradigm are conceptualised as trustworthiness, rigour 

and quality. 

Consequently, a survey instrument using a self-administered approach has 

been developed to collect data for this study.  

Through observations, a literature review, focus groups and different 

interviews all geared toward gathering information, in addition to a questionnaire 
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pilot study throughout Saudi Arabia, three basic survey questionnaires were designed 

and customised for examining the efficiency of medicine prescription and dispensing 

for patients with chronic diseases from OPD hospitals. The three questionnaires 

relied on various sources and methods including a number of methodological articles 

and research methodology books to determine the questions. These questions were 

constructed with two different types of responses: opened-ended and closed-ended.  

The validation of the questionnaires included a judgement process and pilot 

test to select the most discriminative question which resulted in some changes in the 

used during the fieldwork described in this study. Cronbach’s Alpha coefficient 

(George and Mallery, 2003)  was also used in order to assess consistency between 

the three questionnaires. 

In addition to different methodological articles and research methodology 

books, the data collection procedure was carried out through various stages of 

supplementary data sources including observations, patients’ complaints discussions, 

focus groups, personnel interviews and a pilot study throughout Saudi Arabia all 

geared toward generalisation information etc. Accordingly, the researcher took 

several steps to ensure a high response together with accurate data. Twenty years ago 

Gilley (1990) indicated that “a good questionnaire is objective with no leading 

questions, that is, questions that signal the response desired”. This research project 

was a descriptive study which gathered questionnaire data from selected participants 

including OPD physicians, pharmacists and patients with a chronic disease. 

Recently, Lee (2006) emphasises the need to ensure respondents’ abilities and 

Pershing (2006) stressed using an appropriate language. This was not really a new 

suggestion as Borg and Gall (1989) had indicated that questions should be framed in 

language that the respondents could understand.  
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Although that the patient’s questionnaire in this study was first written in English as 

were the other two questionnaires for the physicians and pharmacists. However, the 

patients’ questionnaire was eventually translated into Arabic which was an 

appropriate language as it was the patients’ native tongue. Pershing (2006) also adds 

that questionnaires should be worded to match the level of respondents who may not 

have knowledge of scientific terms, unless they are specifically for respondents who 

are familiar with them. Thus the other two questionnaires for physicians and 

pharmacists were developed in English.  

The researcher developed three separate questionnaires; each aimed at a 

particular sample of respondents and designed to avoid any potentially embarrassing 

questions, and to ensure that they were free of provocative or sensitive topics. The 

researcher aimed to avoid some of the common problems that Neuman (1997) lists 

which should be avoided when writing good questions when constructing a 

questionnaire: 

1. Avoid jargon, slang and abbreviations; 

2. Avoid ambiguity, confusion and vagueness; 

3. Avoid emotional language and prestige bias; 

4. Avoid double-barrelled questions; 

5. Avoid leading questions; 

6. Avoid asking questions that are beyond respondents’ capabilities; 

7. Avoid false premises; 

8. Avoid asking about future intentions.; 

9. Avoid double negatives; 

10. Avoid overlapping or unbalanced response categories (pp.233- 237). 
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The researcher believes that demographic variables are relevant in a study of 

the rational use of medicines by patients and so the study included patients of 

different ages, education and income levels. Demographic variables of pharmacists 

and physicians were not included in this study. The researcher believes that such 

demographic characteristics are not influential factors in this group of participants, 

firstly because their levels of education, age and income are well known; secondly, 

established hospital policies and procedures exists which govern their practice and 

these would limit any impact of demographic factors; and thirdly, the questionnaire 

would be longer which could cause respondent boredom and tiredness. Finally, the 

researcher believes that inclusion of such demographic characteristics would not 

serve the goals of the study because they could confuse the results and lead to 

incorrect conclusions.  

 Addressing the issue of anonymity, Wiles et al. (2006) wrote “What 

researchers can do is to ensure they do not disclose identifiable information about 

participants and to try to protect the identity of research participants through 

various processes designed to anonymise them”. In this present study, taking 

relatively small samples  from a specific population and  using participants who  are 

mostly responsible and well-known  health care professionals working  permanently   

in specific areas, such as pharmacists who work in the Out Patient Department 

(OPD) pharmacy within a last six months  or  physicians who work in OPD 

departments and who have direct relationships with OPD patients  suffering chronic 

diseases, the researcher believed that would create a bias by including such 

demographic attributes. 

Whelan (2007) believed that one of the most frequent concepts examined in research 

surveys is the effect of participant identifiability. Also, Wiles et al. (2006) advised 
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researchers that matters of confidentiality  should be taken seriously in research 

surveys by  writing “I think you have to be terribly careful how you write things  up 

to conceal people’s identities and disguise them”. Consequently, to assure 

anonymity in this study, participants were told that their information would remain 

anonymous.  Since this study was limited to a specific or known population sample, 

however, some participants may believe that their identification could be guessed 

through their demographic characteristics,   leading to participants becoming wary of 

expressing their opinions openly, thereby limiting   their freedom of expression 

which would in turn affect the credibility of the outcomes.  

Additionally, the researcher tried to make the questions as short and simple as 

possible, whilst ensuring that they conveyed the desired meaning, and were 

sequential and interdependent.  

Additionally, the researcher considered making the questions short so as to 

ensure that they conveyed the desired meaning, were sequential and interdependent. 

They started easy with more difficult questions later on and each question was linked 

to the research objectives. The wording was also made clear, using easy words with 

vocabulary familiar to the respondents that would not be open to interpretation and 

double meaning. Consequently, all three questionnaires were piloted and tested for 

validity and reliability. 
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5.24 Fourth experimental technique 

Questionnaire Pilot Study throughout Saudi Arabia 

5.24.1 Introduction 

The researcher accomplished the previous pilot studies, which included the 

focus group discussions and the personal interviews with the study population, in 

addition to the examining of drug distribution efficiency within hospitals.  

The researcher accordingly was left with a set of issues which needed to be 

further addressed including: indicators for the drug prescribing and dispensing 

outcomes, the shortage of medicines within a pharmacy that the patient resolved by 

visiting other hospitals in order to get his/her medicines. Thus, the researcher thought 

it appropriate to see the extent of such findings throughout other Saudi hospitals.   

As a result, the researcher decided to explore the extent of drug management 

efficiency throughout a number of Saudi hospitals.  

5.24.2 Methods 

Continuing with the previous efficient key findings for drug delivery for 

outpatients in SFHP, the researcher decided accordingly to examine the efficiency 

level throughout Saudi Arabia outpatient hospitals by applying following indicators: 

1. The patient's extent of obtaining medicines that had been prescribed. 

2. The number of public hospitals a patient can visit to obtain the medicines. 

 

Those two indicators would it was thought enable the researcher to see the extent 

of similarity and difference within other hospitals for drug prescribing and the 

quality of the dispensing process. Consequently, the researcher decided to perform 

an additional preliminary study to ascertain different patients’ opinions throughout 

Saudi Arabia on this issue 
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In this study, the researcher conducted a pilot study using a questionnaire. 

Certain steps were taken to ensure a high response rate together with obtaining 

accurate and reliable data from patients. 

As for all such studies it was absolutely necessary to ensure that everyone 

involved understood the questionnaire. Hence it was designed by the researcher to 

include direct, short closed questions that were easily dealt with and understood.  

The questionnaire used a very simple form of Arabic (see Appendix A1). 

The outcome of this study was intended to add specific information with 

regard to the spreading status of those indicators throughout the country’s public 

hospitals, and accordingly to determine the progress of the research.  

Consequently, 50 questionnaires were distributed randomly throughout each 

of the 13 different regions of Saudi Arabia (see Chapter 2 for a full description of 

these regions) which cover nearly all the Saudi population. As a consequence the 

total number of questionnaires used was 650 (n=650). 

The inclusion criteria for this pilot study required the individual patient to 

have a chronic illness and to attend public outpatient hospitals. Every patient who 

attended the outpatients’ pharmacy had accordingly, an equal probability of being 

selected for this study. Further, in order to gain as reliable results as such a technique 

allows, the respondents were asked to cooperate by the researcher by answering this 

small questionnaire of three questions carefully and accurately, which accordingly 

may take less than 30 seconds to complete. Moreover, the respondents were 

motivated with being told that this questionnaire was designed for purely academic 

purposes, which eventually would be to increase a patient’s general welfare based on 



133 

 

enhancing the healthcare delivery in public outpatient hospitals. Their opinions were 

thus stated to be important for the improvement of such a system.  

 

5.25 DATA PROCESSING AND STATISTICAL ANALYSIS RESULTS 

All data obtained from the three questionnaires were coded and converted 

into numerical values, for use with the Statistical Package for Social Science (SPSS 

for Windows version 17).  

The analysis of the data produced in this study was carried out in order to 

investigative the relationship of the results to the three research questions by 

applying descriptive statistics. The patients’ questionnaire consisted of part one and 

part two. Part one included a section that describes the demographic characteristics 

of the study participants, as well as the extent of the correlation of certain variables. 

Part two consisted of three sections i.e. A, B and C. (See Appendix B2).  

This chapter addresses the results of data analysis gathered from the three 

questionnaire of the study; that is, the questionnaire distributed to patients; the 

questionnaire distributed to pharmacists; and the questionnaire distributed 

to physicians  

Please see Appendices: B3, C3 and D3 for summary of the data of the three 

questionnaires of patients, pharmacists and physicians respectively that were entered 

into SPSS for analysis. 

Data were analyzed in terms of frequencies, percentages, mean, medians, and 

correlations. The level of statistical significance throughout the study was set at P 

<0.05.  
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CHAPTER SIX 

6. Results 

This topic of research was fundamentally based around the study question:  

“are patients generally facing a problem of getting their prescribed 

medicines from hospitals and how can steps be taken to alleviate any problems if any 

are found?”  

The first concern of the researcher was to explore: 

a) the reality of whether there was inefficiency of drug delivery to the patient 

from OPD hospitals through the perspective of the population under study, the actual 

patients themselves, 

b) to consider the possible reasons for this problem  

c) to determine the role of allocated drug budgets in having a contributory 

role in such a problem, and  

d) how such defects in the managing process of drugs delivery to the 

outpatients could be alleviated. 

To study all these questions the research ‘instrument’ was to use 

questionnaires appropriate to the topic being investigated. Prior to these being 

used they had to be devised, checked and validated. The next section outlines 

the results of these investigations. 

 

6.1 Validity of the three questionnaires 

Validity is one of the quality criteria for the design, methods and outcomes of 

studies on the development and evaluation of questionnaires. Validity takes into 

account the extent to which the comprehensiveness of the items in the questionnaire 

achieves the objectives of the study required (Guyatt et al., 1993).  
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It is realised that constructing an appropriate questionnaire for the assessment 

of complex tasks in a research project, in a cultural and social context such as Saudi 

Arabia, is a difficult task. Burns and Grove (2005) indicate that one of the greatest 

risks in developing response sets is “when an item requests knowledge that the 

respondent does not possess”. They believe that when seeking data there is a 

possibility of getting a response from person who actually does not have information 

and therefore lacks a view on the subject. Further, Neuman (1997) proposes two 

fundamental principles for developing questions to “avoid confusion and keep the 

respondent’s perspective in mind”.  

If the researcher is present in the same room as the questionnaire when it is 

completed they can explain any query raised by the respondents, clarify any issues 

and ensure that all items are answered by the right person in one sitting. This 

eliminates problems of one person replacing another without the researcher’s 

knowledge or of someone completing the survey in a different order or in a different 

time than the researcher intended (Neuman, 1997). Consequently it is the 

responsibility of the researcher to ensure that, before distributing the questionnaire, 

the questions are not ambiguous to avoid any confusion or misunderstanding.  

The first stage in conducting the three questionnaires was to pre-test them for content 

validity and clarity. According to Borg and Gall (1989), the most important aspect of 

a test is its quality i.e. so that it measures what it is supposed to measure.  

Consequently, to determine whether or not the preliminary three questionnaires for 

this study were valid (face validity), the following steps were carried out: 

Step 1: 

  The preliminary questionnaires were shown first to five of the researcher’s 

friends who are postgraduate students at the University of Bradford, in order to 
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gather different opinions and suggestions. Three studied in the pharmacy field and 

two were involved in social and business studies. The researcher aimed to present the 

three questionnaires to be discussed together in order to achieve the highest possible 

degree of consistency and harmony with each other. The three questionnaires, 

together with the objective of the study, were then discussed with six of the 

researchers’ colleagues: who had either a PhD and Pharm. D. degree who were 

working in different Saudi public hospitals i.e. MOH, Armed Forces Hospital 

(RMH), SFHP and General Administration for Medical Services MOI. 

  Many points of clarification were suggested, which were modified into the 

questionnaires. For example, the patient’s questionnaire contained the question: 

When you need medical treatment, are most of your visits usually to a public 

hospital, a medical centre, a private hospital or a private community clinic?  

Because the targeted sample was for any public OPD hospital, which could 

possibly include medical centres, as opposed to private hospitals which include 

private community clinics, this question was changed to just two options: public 

hospitals or private hospitals. 

A suggestion for the removal of a patients’ nationality i.e. if they were Saudi 

or non-Saudi, because the targeted sample was any patient with a chronic disease 

treated in a public OPD hospital in Saudi Arabia was complied with.  

The question C2 in the pharmacists’ questionnaire originally included four options 

(Yes, Sometimes, No and I do not remember). The suggestion was to remove the 

option of ‘I do not remember’ to be satisfied only with the ‘Yes, Sometimes and No’ 

options. That was due to the probability of a respondent’s tendency to choosing such 

an option to escape from a specific answer.  

 



137 

 

Step 2: 

  The modified questionnaires were then discussed with Quality Services 

Director of Al–Qassim Pharmaceutical Plant, Kingdom of Saudi Arabia, who is an 

expert in data collection instruments. He said that the fact that the questionnaire is 

generally self-administered provided more privacy for the respondent, which is 

mainly suitable for sensitive questions that promising the confidentiality with 

anonymity. However he pointed out that, due to variations in the culture and 

education of the patients, the respondents may not always trust in data security. This 

was highlighted by Fowler (1995) who stated “It also is important to remember that 

people vary in what they consider to be sensitive...” but as more recently said by 

Longenecker et al. (2006) 

“age and income, for example, are usually sensitive topics  …” 

6.2 Patient questionnaire:  

  Regarding the patient questionnaire, the Quality Services Director suggested 

not asking which type of chronic disease caused the patient to visit the OPD hospital. 

The question was: “Do you, or anyone in your family, have a chronic disease that 

requires taking medicine frequently for a long period of time.” Patients were 

requested to select one or more than one disease, such as: Diabetes, Heart diseases, 

Hypertension, Asthma, Glands and Other.  

  Instead he suggested: “Do you have a chronic disease such as diabetes, blood 

pressure, heart disease, asthma, etc. which needs a repeat prescription?  

Consequently, the answer was to be ‘Yes, I have or I don’t have’. Because 

the targeted sample is any patient with a chronic disease regardless of the 

type of disease and the idea was to exclude anyone with no chronic disease.  



138 

 

Another suggestion was to change monthly income to monthly family 

income. The researcher believed that, due to its sensitivity for some respondents, this 

would make the questionnaire less attractive and more confusing, and it would be 

less likely to be completed. Moreover, some patients may be dependants and in these 

cases monthly income may not apply. The term family income term was therefore 

thought to be more generalised and more applicable, and it was used accordingly to 

improve the response rate to this personal question.  

He also suggested the possibility of merging together some similar questions in order 

to reduce the overall number and to subsequently reduce the time required to 

complete the questionnaire and thus potentially would enhance the quality of 

responses from a large number of questionnaires overall.  

 Before generating the last drafts at this stage, suggestions were debated and 

decisions for changes accordingly made to cut the questionnaire down to 20 

questions instead of 29. It is also worth mentioning that the patient questionnaire was 

originally developed in English, even though it was not the respondents’ native 

language. This was so that it would be consistent and harmonise together with the 

other two questionnaires (physician and pharmacist) which also were originally 

developed in English. As a result, different statements were refined or changed to 

follow the overall statement style. However, the last version of the patient 

questionnaire was translated into Arabic as this was the respondents’ native 

language.  

6.3 Psychologist’s assessment of the questionnaires 

The researcher decided to present a copy of the last version of the 

questionnaire to a psychologist, who was working in a public OPD psychiatric 

hospital, to gauge his opinion on the suitability of giving such a questionnaire 
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(patient questionnaire in particular) to a group of with a wide range of cultures and 

skills. 

The psychologist was asked to gauge the extent of such a group’s receptivity 

to answer with the same spirit and level of understanding. He said that he believed 

the questionnaire was psychologically appropriate but suggested that in general it 

would be more appropriate to add ‘please specify’ to the option of ‘Other’ so that 

this response became ‘Other, please specify’. This also applies to the other two 

questionnaires. Furthermore the psychologist gave the researcher some advice about 

helping participants complete the questionnaire, with the aim of enhancing the 

respondents’ acceptance with less aversion to completing it. This was accordingly 

taken in account by the researcher. 

 

6.4 Pharmacist questionnaire  

  The pharmacist questionnaire was also similarly discussed and, accordingly, 

the researcher agreed with the suggestion raised previously regarding the four 

options of question C2: ‘Yes’, ‘Sometimes’, ‘No’ and ‘I do not remember’. The 

suggestion was to remove the option of ‘I do not remember’ and to be satisfied only 

with the ‘Yes’, ‘Sometimes’ and ‘No’ options, particularly if the respondents for this 

questionnaire were to be experts regarding OPD pharmacies. 

  The pharmacist questionnaire had consisted of 29 questions and then 

decreased to just 20. The questionnaire included a mix of closed and open-ended 

questions, of which six were open: A7 from Section A ‘The level of current 

performance of medical staff and pharmaceutical services’, B5 from Section B 

‘Inter- and intra-departmental relationships within the hospitals’, and C1, C5, C7 and 



140 

 

C8 from Section C of the interaction of patients with pharmaceutical services within 

hospitals.   

The Quality Services Director highlighted that while open-ended questions 

carry the risk of being skipped by some respondents; other respondents would 

definitely use their own expressions to fill them and accordingly may be interpreted 

differently by the researcher which would make it difficult to compare the answers. 

He therefore suggested standardising them to be similar and harmonising them with 

the patient questionnaire i.e. mainly closed-ended or ‘forced choice’ questions. 

However, Lawless & Heymann (1999) have suggested that open-ended questions 

could be “easy to write”. More recently,  Frankel. (2010) argue that they are “hard 

to analyze”. Consequently the researcher decided to present the six open-ended 

questions separately to seven co-operators from expert OPD pharmacists individually 

from different OPD hospitals in order to elicit all possible different related options 

for these questions.  

According to Johnson & Christensen (2012): “…Often, researchers will use 

the responses from open ended questions to help design closed ended questions for 

future questionnaires”.  

Consequently, different answers for the open-ended questions by the 

respondents were gathered and presented by the researcher in the main areas of 

opinions and suggestions, hence they were added to the basic version. It was thought 

that such answers to the open-ended questions would also enable the respondents to 

understand the questions and thus remain objective in their answers. However, an 

open-ended option - i.e. an ‘other’ option - was also added to end of every question 

by the researcher to give an additional opportunity for the respondents during          
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the answers to the final questionnaire to add any alternatives or comments that they 

believed worthy, thus maintaining the advantage of open-ended questions. 

 

In this way the researcher aimed to cover any such shortcoming for the 

closed-ended options and to have a way of eliciting further possible data and thus 

deeper related information. Table 4 below shows the options for the six open-ended 

questions within the pharmacist questionnaire.  

Table 4. List of options for six open-ended questions within the pharmacist 

questionnaire  

Variable                                                           Options 

A7- Based on your practice in the 

outpatient pharmacy, what is the 

main source of patient confusion? 

1- Similarity of packaging between different 

strengths of the same drug from the same brand. 

2- In some medicines, the higher strength 

version comes in a smaller size tablet and the 

lower strength in a larger tablet.     

3- Some patients have previously had different 

medicines for the same illness prescribed by 

another source. 

4- Some patients have previously taken the 

same generic medicines, but made by different 

companies. 

5- Other (please specify):  

B5- In your opinion, what are the 

most appropriate methods for 

preventing or reducing situations 

1 -The total amount of medicines prescribed 

should be only partially dispensed, with refills 

given when necessary. 
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in which patients hold surpluses 

of unneeded drugs that may 

eventually become waste? 

2 -Enhancing the interaction between the 

physician and his patient. 

3 -Enhancing patient education 

4- Enhancing communications between 

hospitals 

5- Other (please specify):  

C1- In your opinion, what is the 

appropriate way to advise patients 

to deal with their leftover unused 

medicines, in order to avoid 

waste? 

 

1- Inform the prescribing physician of which 

medication he/she is already using.   

2- Promptly return leftover medication to the 

pharmacy 

3- Other (please specify): 

C5- If the information obtained 

about returned medicines shows 

that the medicine is in good 

condition, in your opinion, what 

will usually be the next step taken 

by the pharmacy in order to deal 

with such medicines? 

1- Disposing of them properly 

2- Sending them be examined and possibly 

reused. 

3- Other (please specify): 

C7- In your opinion, what causes 

patients to accumulate unused 

medicines? 

 

1- The continued dispensing of medicines for a 

long period. 

2- A lack of patient education 

3- Inadequate communication between the 

patient and the OPD hospitals. 

4- Other (please specify): 
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C8- If you had the opportunity to 

improve the level of 

pharmaceutical services, what 

would you suggest as the most 

appropriate method for managing 

the frequent unavailability of 

some medicines? (Optional) 

 

1- Prevent the prescribing of any medication 

that patients already have at home. 

2- Put emphasis on the physicians to check the 

quantity of medicines that the patient has 

previously obtained.  

3- Cease dispensing long-term medication to 

new chronic illness patients 

4- No suggestion  

5- Other (please specify): 

 

6.5 Physician questionnaire: 

The physician questionnaire was also discussed with Al-Qassim, Quality 

Services Director at Pharmaceutical Plant, who made a suggestion regarding the 

question about the workplace and the physician’s field of speciality. This question 

had five options: Primary Health Clinics, Family and Community Health Clinics, 

Primary Health Clinics and Outpatient Speciality Clinics, as well as Others 

(Specify). He suggested that such a question was not needed considering that the 

targeted sample was clearly limited to a specific area of OPD hospital clinics. He 

also suggested some changes in the order and sequence of certain questions in the 

questionnaire that were taken into consideration by the researcher. 

 

6.6 Language used in the questionnaires: 

It is worth mentioning that the main language within the hospitals between 

the staff is English. Hence, the physician and pharmacist questionnaires were 

developed in this language. All three questionnaires were originally developed by  



144 

 

the researcher in English followed by a chain of discussions and modifications to the 

English versions in order to maintain their content validity and consistency with each 

other.  

To develop linguistically validated questionnaires, the initial English versions 

were tentatively shown to a staff member at the University of Bradford’s English 

language teaching department, for the purpose of primary proofreading. These 

versions were also then shown to an expert OPD head nurse, who was an English 

native speaker, to ensure further linguistic validity for the three English versions.  

Two procedures were followed to ensure the content validity of the three 

questionnaires - consulting judges and a pilot study - to ensure their content validity. 

However, at this stage, the final English version of the patient questionnaire (i.e. 

after it was examined by consulting judges) was translated to the respondents’ native 

language i.e. Arabic, which was then completed separately by two Arabic native 

speakers with fluency in English. Consequently, two independent blind parallel 

translations into Arabic were carried out. These two separate versions were 

accordingly reconciled by the researcher into an intermediate translated version, 

which was then presented to an academic member staff at the College of Arabic 

Language and Social Studies to ensure its Arabic linguistic validation based on 

classical Arabic grammar in order to ensure ease of understanding and its unity 

among the respondents. This was in order to ensure that the language of the 

questionnaire was simple and easily understood by all the expected educational 

levels of respondents. Afterwards, this was also was tested by the researcher through 

a pilot study in order to ensure its completeness and to maintain its clarity and 

simplicity of language. 
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6.7 Consulting Judges 

Before using the three questionnaires, the researcher presented them together 

to outside knowledgeable people in order for them to evaluate the drafts questions 

and layout. Since Goel (1988) suggests that validity can be “enhanced by 

establishing face validity ... Also asking knowledgeable people called judges to 

evaluate validity of a measure”.   

 The multidisciplinary panel of judges consisted of a group of experts in 

research methods and the development of questionnaires, and specialists in the 

thematic area of this research. The judges included: OPD physicians, a Pharm D. 

pharmacist, an OPD head nurses, in addition to an English native speaker from the 

United States working as a professional English reporter in medical records 

departments. Furthermore, a quality control manager in the Qassim Pharmaceutical 

Plant, KSA, from Canada was included, who is an expert in data collection 

instruments.  

These people were individually requested to read the questionnaires carefully 

and to recording their observations, comments and suggestions (if any) on the 

statements regarding linguistic clarity, relevance and quality.  

 

6.8 Result of independent analysis of the questionnaires 

The Kendall test (W) was applied to assess the level of agreement between 

panel members. The Kendall test coefficient ranges from 0 to 1, where 1 indicates 

complete agreement, over 0.6 indicates high agreement, 0.6 - 0.4 suggests modest 

agreement, 0.4 - 0.2 signifies low agreement, 0.2 - 0.1 indicates low disagreement, 

and below 0.1 indicates disagreement and finally 0 indicates compete disagreement 
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between the members; and this is how the respondents answers were coded and 

analyzed.   

The results showed modest agreement as a whole between the judges for the 

patients’ questionnaires (Kendall test score = 0.513). However, high level of 

agreement was shown for the pharmacists and physicians questionnaires (Kendall 

test score = 0.601) and (Kendall test score = 0.631) respectively. 

As a result of panel members’ comments on each questionnaire, certain 

changes were made accordingly. These were:   

Patients: 

An “Other (please specify)” option was added in question (B2) asking the patients. 

No suggestions. 

Pharmacists: 

Two options for question C1 asking the pharmacists “Use medicines properly 

“ and “Promptly return leftover medication to the pharmacy” ware merged to be one 

option “Use medicines properly or promptly return leftover medication to the 

pharmacy”. 

Physicians: 

1- Statement of option 3 in question C1 asked the physicians “No advice to be given” 

was changed to “Other (please specify)” 

2- Statement of option 3 in question C2 asked the physicians “I do not know” was 

changed to “No suggestion”  

3- Two options of answers for question C1 asked the physicians “Use medicines 

properly “ and “Promptly return leftover medication to the pharmacy”  were merged 

into  one option  “Use medicines properly or promptly return leftover medication to 

the pharmacy”. 
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Data entry. 

The final drafts of the questionnaires were reviewed by two SPSS 

statisticians and lecturers in the Faculty of Economics and Administration, Qassim 

University, for coding, data entry and analysis. 

 

6.9 Pilot studies and their importance 

The terminology committee of social work (1995) defined a pilot study as a 

“process whereby the research design for a prospective survey is tested”.  The term 

‘pilot studies’ in social science research can be called feasibility studies which are 

small versions or trial runs of a full-scale study (Polit et al., 2001) or they can be the 

‘pre-testing’ or ‘trying out’ of a particular project instrument(Baker 1994), using for 

example a questionnaire or interview schedule (van Teijlingen, &Hundley, 2001). It 

is defined as a small scale trial run of all the aspects planned for use in the main 

inquiry as well as an investigation of the feasibility of project (Strydom, 2002). In the 

words of De Vaus (1993) “Do not take the risk. Pilot test first.” as it may show 

advance warning regarding where the core research project could fail; and it is “...a 

crucial element of a good study design” (van Teijlingen, and Hundley, 2001). Thus, 

it might be used to justify the research methods through the test of the research 

process, such as the different ways to distribute and collect questionnaires (Hundley 

et al, 2000). Thus Strydom (2002) said that the pilot study is a prerequisite for the 

successful execution and completion of a research project. However, doing a pilot 

study does not always lead to success in the main study, but it does increase the 

likelihood (van Teijlingen & Hundley, 2001). For example, the pilot study can be 

used to indicate questions that they are difficult to understand and need revision or 
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may be eliminated (Sudman & Bradburn, 1982). Pilot studies usually involve a few 

participants of the relevant population, who possess the same characteristics but not 

on those who will form part of the main investigation sample to avoid any influence 

on the later behaviour of research subjects (Haralambos & Holborn, 2000).
  

Consequently, the researcher conducted the pilot study during the month of February 

and March 2010, with a small number of participants prior to the main study. 17 

participants were selected; 

 7 from patients with chronic diseases, 

 5 OPD physicians, who deal regularly with patients who have chronic 

diseases, and 5 OPD pharmacists who work in public OPD hospitals. 

 The pilot questionnaire for the patients was distributed to 15 participants 

who were randomly selected from the OPD patients that the researcher believed that 

the majority of them had chronic diseases. Only 14 from the 15 questionnaires were 

immediately completed and returned. This represented a return rate of 93%. 

However, only 7 of 14 questionnaires were completed by participants having some 

chronic diseases and accordingly they were considered as a pilot sample which the 

researcher were excluded from the subsequent study.  

Eight of the 15 questionnaires were rejected for further analysis, i.e., because 

7 of the 8 questionnaires were completed by participants who did not have chronic 

diseases, and the 8th questionnaire was not completed because the participant 

received a call while filling it from a nurse and thus stopped. He apologized for the 

inability to complete it.  

As mentioned before, the three questionnaires passed through several phases 

and steps before they were tested in a pilot study in order to avoid any ambiguity, 

confusion and vagueness and to ensure their clarity of language, relevance, free of 
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ambiguity, scaling, and completeness. Pilot study was used to remove or re-word 

questions that may produce undesirable responses. Consequently, the respondents’ 

comments and suggestions with the pilot studies were taken into account when 

preparing the final three versions of the three questionnaires. 

  

610 Modifications to the patients’ questionnaire 

The draft of the patients ‘questionnaire was pre-tested on a small sample of 

seven patients, who had some chronic diseases and attend public hospitals on a 

regular basis, to test  the clarity and understanding instructions, and the proper time 

required for completion. It took on average 10 minutes to complete the answer. 

Around 15 minutes were assigned as a time limit for completing it.  

The participants were then requested to answer seven, Yes or No answer 

questions (Appendix A2, Arabic version for the patients’ feedback sheet) to elicit 

their comments as to whether they found the questionnaire clear, easy to understand, 

whether they were able to answer the questions smoothly and spontaneously, 

whether they found the time required was reasonable to complete and whether, they 

found the questionnaire easy and straightforward to complete. Thus, the completed 

feedback sheet would then enable the researcher to alter the questionnaire to take 

account of the comments in the pilot study.  

It is important to emphasize that the results were very encouraging. Most of 

the participants chose "yes" to all the seven questions in the feedback sheet (Table 5). 

Additionally, the researcher asked the participants to mention if they had not 

understood any question in order to help him to produce a better questionnaire. 

Following the comments that were elicited from the participants, some modifications 

were made accordingly to certain statements in the questionnaire; nevertheless the 
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patient questionnaire finally remained with 20 statements. Amendments made to the 

patients’ questionnaires after the pilot study are shown in Table 6.   

 

6.11 The Patients feedback 

Table 5. Feedback sheet test for the applicability of the patients’ questionnaire where 

the participants were required to answer 7 questions by Yes or No answers. 

Feedback questions Yes No 

1- Were the questionnaire questions clear? √  

2- Was the questionnaire easy to understand? √  

3- Were the questions smooth and spontaneous to answer?  √  

4- Was the time required to complete reasonable? √  

5- Did you, on the whole, find the questionnaire easy and 

straightforward to complete? 

√  

6- Was the language clear and correct? √  

7- Do you think that any other participant ‘other than the illiterate’ 

can complete this questionnaire and answer it smoothly and 

easily? 

√  

 

Table 6 Changes made after the pilot study for the patients' questionnaire 

Piloted Statement Modifications Reason 

(8) How often do you visit a 

Hospital or a Medical Center? 

□- Once a week  

□- Once a month  

□- Once every three months  

The researcher 

added word of 

‘approximately

’.  

3 from the 7 participants 

clarified that  

they can not exactly 

indicate the number of 

times 
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□- Once every six months  

□- Only when necessary 

(9) On your visits to a hospital or 

a medical centre, does it happen 

that your physician prescribes a 

medicine that you already have 

many of these at home?  

□- Yes  

□- No  

 

The researcher 

amended it by 

adding further 

options as 

follows: 

-Yes 

(sometimes) 

- Yes (many 

times) 

- No (never) 

2 from the 7 participants 

clarified that they would 

write yes but not always.   

(19) How many times did you 

not get your full prescription in 

your the last ten visits to the 

hospital? 

□- One time     

□- Two times    

□- Three times   

□- Four times   

5- Five times   

□- More than Five times   

The researcher 

added an 

option as 

follows: 

 

No. I received 

my 

prescription in 

full every time 

One of the 7 participants 

clarified that his mother 

receives her two 

medicines every time 

completely. 
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6.12 Modifications to the OPD Pharmacists questionnaire 

The draft of the Pharmacists questionnaire was pre-tested on a small sample 

of 5 OPD pharmacists who work in public hospitals to test for the clarity and 

comprehension of items, understand the instructions and the time required was 

adequate for completion. Hence it took on average 10 minutes to answer all the items 

which were estimated to need 15 minutes as a time limit for completing the 

questionnaire. Additionally participants were also asked to answer 7 Yes or No 

questions to obtain further comments and suggestions (see Appendix C1- for the 

OPD pharmacists’ feedback sheet) and whether they found the questionnaire clear 

and easy to understand and answer spontaneously. Thus they had no problems 

completing the questionnaire as they found it comprehensive and objective, meeting 

the study objectives; otherwise, they would have been encouraged to add here what 

they suggest.  

Consequently, the result of the pharmacists’ feedback has disclosed high 

agreements from the five participants who answered yes to all seven questions. It is 

clear that they had no problems in completing the questionnaire. Nevertheless, the 

researcher asked the participants to express their further opinions and suggestions in 

order to help him make a better version questionnaire. As a result of their opinions 

and suggestions, some changes were accordingly made by the researcher where 

appropriate to aid both specificity and clarity. However, the size of the pharmacists’ 

questionnaire remained unchanged with 20 questions. Table 8 shows the suggested 

changes resulting from this pilot study.  

6.13 The pharmacists’ feedback 

Table7. Feedback sheet test for the applicability of the pharmacists’ questionnaire 

where the participants were required to answer 7 questions by Yes or No 
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Table7. Feedback sheet test for the applicability of the pharmacists’ questionnaire 

Feedback’s questions Yes No 

1- Were the questionnaire questions clear? √  

2- Were the questions sequential, interdependent and easy to understand? √  

3- Were the questions smooth spontaneous to answerer?  √  

4- Was the time required to complete reasonable? √  

5- Did you, on the whole, find the questionnaire easy and straightforward to 

complete? 

√  

6- Was the language clear and correct? √  

7- Did you find those questions ‘on the whole’ conveying the desired meaning, 

comprehensively covering and objectively meeting the study objectives? Please 

add here your suggestion, if any.  

√  

 

Table 8 Changes made after the pilot study for the pharmacists’ questionnaire 

Piloted Statement Modifications Reason Statements after 

modification  

(2)- What kind of 

filling/dispensing system is 

used in the outpatient 

pharmacy?  

□-Electronic 

filling/dispensing system only  

□-Manual filling/dispensing 

system only    

□-Other (please specify) 

The researcher 

added  

Both manual 

and electronic 

filling/dispensin

g systems 

  

3 of 5 of the 

participants 

commented 

that they have 

a system as 

close as to be 

mixed. 

For 

completeness 

(2)- What kind of 

filling/dispensing 

system is used in the 

outpatient pharmacy?  

□-Electronic 

filling/dispensing system 

only  

□-Manual 

filling/dispensing system 
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of meaning  

and to make 

more relevant 

only    

□-Both manual and 

electronic 

filling/dispensing systems 

□-Other (please specify)... 

........................................... 

(4)-Out of every 100 

patients with chronic illness 

visiting the outpatient 

pharmacy, how many of 

them failed to receive in full 

their prescribed medicines? 

□-Less than 10   

□-10 – 20   

□-20 - 30   

□-30 – 40   

□-40 - 50   

□-More than 50 

 

The researcher 

added  ‘in your 

opinion’ 

 

All of the 5 

participants 

indicated a 

lack of such 

statistic 

documentation. 

 

Hence, it has 

been added to 

fit all cases. 

 

 

(4)-Out of every 100 

patients with chronic 

illness visiting the 

outpatient pharmacy, in 

your opinion, how many 

of them failed to receive 

in full their prescribed 

medicines? 

□-Less than 10   

□-0 – 20   

□-20 - 30   

□-30 – 40   

□-40 – 50  

□-More than 50 

(5)- Does the pharmacy 

always have ready 

alternatives for the out of 

stock medicines, enabling 

doctors to prescribe suitable 

The researcher 

added 

‘Sometimes’ to 

the options. 

For more 

clarity  

(5)- Does the pharmacy 

always have ready 

alternatives for the out of 

stock medicines, 

enabling doctors to 
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replacements?  

□-Yes   

□- No, never 

prescribe suitable 

replacements?  

□-Yes   

□- Sometimes   

□- No, never 

(8) - Do you think that easy 

access to medication, in 

addition to the quantity and 

quality of medicine, is an 

important factor in a patient's 

choice of hospital?  

□-Yes I think so 

□- No I do not think so 

The researcher 

added an 

option as 

follows: 

- In your 

opinion, 

- Sometimes 

 

- One from the 

5 participants 

suggested  

adding  

For more 

clarity, the 

researcher   

added:  

- ‘In your 

opinion’ to the 

question. 

-  ‘Sometimes 

to the options.  

(8) - In your opinion, do 

you think that easy 

access to medication, in 

addition to the quantity 

and quality of medicine, 

is an important factor in 

a patient's choice of 

hospital?  

□-Yes I think so 

□- No I do not think so 

□- Sometimes 

 

 

6.14 Modifications to the OPD Physicians questionnaire 

The researcher gained further experience following the previous pilot study 

of the patients, the pharmacists’ questionnaire and the subsequent modifications for 

them, thus providing an opportunity for the researcher to review the physicians’ 

questionnaire before commencing its pilot study. The draft of the OPD physicians’ 

questionnaire was pre-tested also on a small sample of five OPD physicians who 
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work in public hospitals and deal with patients suffering from chronic diseases in 

order to test the clarity, objectivity and comprehension of items and understand 

instructions and know the proper time required for completion.  

The questionnaire took on average 9.5 minutes to answer all the questions 

which had been estimated to need 15 minutes as a time limit. Additionally 

participants also were asked to answer seven Yes or No questions to obtain further 

comments and suggestions from them (see Appendix D1 of the OPD physicians 

feedback sheet) and to discover whether they found the questionnaire clear and easy 

to understand, straightforward to respond and spontaneously, whether they had any 

problems in completing the questionnaire, and whether they found it, on the whole, 

comprehensively covering to meet the study objectives. Moreover, they were 

encouraged to add their opinions and suggestions and to identify problems and areas 

which were unclear or ambiguous in order to assist the researcher to make a better 

version questionnaire. Their feedback showed also high agreements from the five 

participants, who answered in the affirmative, i.e., yes to all seven questions and that 

they had not faced any problem while completing the questionnaire. As a result, the 

minor comment were mainly from one participant regarding his suggestion to delete 

one of the options for the question 3 , namely what can the doctor do to ensure that 

patients continuously receive the correct drug without interruption in the event of 

temporary shortages in the pharmacy. Thus he believed that the option of ‘doubling 

the amount prescribed by the physician’ is not expected to be a doctor priority 

option. And he said ‘even if it is true once due to his sought for  interest of the 

patient to ensure his medication but the physician apparently will not tend to choose 

this option as it is perhaps considered not ethical’.  This option ‘as previously 

indicated’ was created as a result of the focus group interview and thus was not 



157 

 

modified; the researcher then left this questionnaire unchanged and the size of the 

physicians’ questionnaire remained unchanged and remained with of 15 questions.  

 

6.15 The physicians’ feedback 

 The Feedback sheet test for the applicability of the physicians’ questionnaire which 

participants were required to answer 7 questions by Yes or No is shown in Table 9. 

Table 9. Feedback sheet test for the applicability of the physicians’ questionnaire 

Feedback’s questions yes No 

1- Were the questionnaire’s questions clear? √  

2- Were the questions sequential, interdependent and easy to understand? √  

3- Were the questions straightforward and could be answered without too 

much deliberation? 

√  

4- Was the time required to complete reasonable? √  

5- Did you, on the whole, find the questionnaire easy and straightforward 

to complete? 

√  

6- Was the language clear and correct? √  

7- Did you find that the questions ‘on the whole’ conveyed the desired 

meaning, and comprehensively covered the objectives of the study? 

Could you please add here your suggestion, if any? 

√  

 

6.16 Reliability of the three questionnaires 

Reliability is one of the factors which  ensures  that the procedures followed 

by the process of data collection produces good qualitative research (Stiles, 1993). 

The extent at which the result of a study is ‘respectable’ at different circumstances 

will be a main concern (Brayman, 2001) by repeated visitation of the data at different 
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circumstances the findings have to be confirmed. In order to overcome any bias in 

research, an independent researcher may be asked to review the interpretation data 

together with auditing measure and interview data to verify the agreement about the 

findings and analysis (Weber, 1990). Furthermore to ensure project auditability and 

reliability it is ideal to keep detailed notes on the decisions or confirmation made 

throughout the process.  

The factor that governs the qualitative content analysis is mainly based upon 

a reliable approach to handling data. In order to help this process specific codes are 

designed to describe particular data from interview transcripts and revisit them 

periodically to check the stability of the process (Roberts, 1999). The interview 

transcripts should be numbered line by line which may help the inbuilt software in 

assisting the inter rater reliability. It should be ensured that no over emphasis has to 

be exercised which may separate the data from its contest (Burton, 2000). Further to 

increase the reliability technical accuracy such as tape recorded interview and 

interview transcripts also do help and sometimes non-verbal aspects communication 

are omitted (Perikyla, 1997). 

To further increase reliability, computerised data analysis packages such as 

qualitative data analysis (NVivo) can be used (Roberts and Woods, 2000) by 

applying the rules in the programme (Roberts, 1994). In this thesis the researcher 

used Window 2007, Statistical Package for Social Science (SPSS) version 17.  

The reliability of a new questionnaire is commonly measured by Cronbach’s 

alpha coefficient measure based generally on three forms: test-retest, split half, and 

internal consistency of internal reliability (Polgar and Thomas, 1991; Bryman and 

Cramer, 1990) and inter/ intra-observer methods (Streiner and Norman, 1995). 
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6.17 Test and re-test procedure 

The test-retest approach is based on using the same measure on the same 

sample of participants at two different times; therefore the second results should be 

similar to the first. Consequently, a high degree of stability indicates a high degree of 

reliability, which means the results are repeatable. However, the problem of this 

measure is that the second time participants are tested they may remember their 

earlier responses; hence a two week interval time was left between them. Crocker 

and Algina (1986) believe that obtained scores may vary due to certain 

characteristics of the respondents, and thus may lead to errors of measurement which 

influence the accuracy and consistency of the test scores of the questionnaire. The 

researcher used small samples from the same targeted population of OPD public 

hospitals where the patients have some chronic diseases and pharmacists and 

physicians deal with them. 

The researcher used the test-retest method for the three questionnaires of 

patients, pharmacists and physicians. The two tests were separated by a 15 day period 

and distributed respectively to 10 patients known to have chronic diseases, 5 OPD 

pharmacists and 5 public hospital physicians, thus they were redistributed to them again 

in order to ensure the stability of the answers and thus the internal consistency, using 

Cronbach’s alpha method through computer software packages. In this test, if the 

coefficient is between 0 and 1, the scale is considered to be reliable. However, 0.6 is 

considered to be the minimum acceptable alpha value. 

It is worth mentioning that inter-observer reliability was used to evaluate the 

correctness of the measurement of the Arabic version of the patient questionnaire of how 

well two or more evaluators agree in their assessment of the items (Litwin, 

1995).Consequently, two academic members of staff at the College of Arabic Language, 

Alqassim University, were asked to assess the Arabic version of the patient 
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questionnaire. Subsequently they expressed their satisfaction that a correct interpretation 

of the original questions had been achieved. Cronbach’s alpha coefficient was used to 

assess the internal consistency reliability, giving results of (0.81757), (0.9877) and 

(0.9113) for the patient questionnaire, the pharmacist questionnaire and the physician 

questionnaire respectively, during the first test and (0.8715), (0.9733) and (0.9152) 

respectively for the second series of tests. 

 

6.18 Considerations of the results from the preliminary studies 

The pilot study and subsequent statistical tests confirmed that the three 

questionnaires for patients, pharmacists and physicians were practical and applicable 

for use in assessing the efficiency of prescribing and dispensing medicines by the 

OPD public hospitals and the researcher felt that the final versions of the three 

questionnaires would successfully accomplish the study’s aims and objectives (see 

Appendix A3 (Arabic version) and B1, the final versions of  paient questionnaire, C2 

and D2, the final versions of pharmacists and physicians questionnaire respectively).  

6.19 Summary  

 In this study, the researcher adopted a triangulation approach. 

 In this study, the three self-administered approach questionnaires for patients 

pharmacists and physicians together with a focus group and personal 

interviews were the main qualitative approaches used. In this study, the three 

questionnaires were tested for validity in terms of their linguistic clarity and 

completeness.  

 In this study, test-retest and internal consistency ware used for assessing the 

study instrument’s reliability  

 In this study, the panel of judges for the three questionnaires consisted of a 

range of multi-disciplinary experts in the area of this research. These included 



161 

 

OPD physicians, pharmacists, nurses and a quality control manager in 

addition to a native English speaker.  

 In this study, Kendall’s test of concordance (W) was used to check the level 

of agreement between the panel members and the content validity of the three 

questionnaires. 

 In this study, Cronbach’s alpha coefficient was used to ensure the stability of 

the answers and thus the internal consistency between the three 

questionnaires..   

 The pilot study took place in OPD- public hospitals (Saudi Arabia)  

 Feedback sheets were distributed together with the pilot questionnaires for 

filling in after testing the questionnaires to ensure their applicability.  

 The study populations were limited to patients with chronic diseases visiting 

a public hospital to obtain their medicines, OPD pharmacists and physicians 

working at OPD public hospitals and dealing with patients with chronic 

illness.  

Consequently, those of three final versions questionnaires would be used to 

accomplish the study’s aims and objectives  

6.20 Sampling size. 

Sampling technique must be objective in order to have a representative 

finding significant to the general. Also, a probability sample is needed if it is a 

representative of the population (Reeves, 1992). Waltz et al (2010) agrees by saying 

“It is necessary to select a sample that is representative of the population to make up 

the referent group” Thus, for this study, representative of the population sampling 

was adopted.  
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According to Roscoe’s rule of thumb (1975) the sample size that is larger 

than 30 and less than 500 are appropriate for most research and a minimum sample 

size of 30 is necessary for each subsamples category. Surveys are used in accord 

with a cross-sectional design, needing only once the collection of information from 

any particular sample of the population (Robson, 2002). All questionnaires were 

distributed personally to different public OPD physicians, pharmacists and patients. 

However, only the OPD patients with chronic illness will be selected to be dealt as a 

targeted sample, so excluding any patient who does not have such diseases. 

Sekaran and Bougie (2010) said that “However, in research, the theoretical 

framework has several variable of interest and the question arises as how one should 

come up with a sample sized when all the factors are taken into account”, then they 

said also, “Krejcie and Morgan (1970) greatly simplified the size decision by 

providing a table that ensures a good decision model” and Table 10 show that 

Partially (Sekaran and Bougie, 2010).  Accordingly, Table 10 was decided to be used 

to determine the sample sizes for the given populations.  

Table 10 Sample Size for a Given Population Size 

Total population (N) Sample size (s) Total population (N) Sample size (s) 

10 10 550 226 

15 14 900 234 

20 19 950 254 

30 28 1000 269 

70 59 1100 285 

110 86 2000 322 

170 118 6000 361 
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210 136 15000 375 

250 152 75000 383 

420 217 1000 000 384 

(Partially Adopted from Sekaran and Bougie, 2010) 

 

6.21 Study population 

During the pilot studies, including the focus group discussions, personal 

interviews it became clear that the actual findings clearly emphasized that a shortage 

and  irrational use of medicines existed in the locations where the pilot studies were 

undertaken –Riyhad. When further studies were carried out throughout Saudi Arabia, 

the national study of 650 patients equally throughout the 13 regions that was 

conducted in Saudi Arabia, as imilar picture was found which clearly emphasized 

that such an irrational use of medicines exists throughout Saudi Arabia. 

 

In this study, the targeted sampling frame involved the members of all three 

groups. 

 

6.21.1 Patients: formed the first group, comprising any patient who has a chronic 

disease and frequently visits the OPD hospital with some chronic disease regardless 

of age, gender, marital status, education level, or monthly income, because the 

purpose of the study can be obtained clearly from the patient or his companion.  

However, getting the targeted sample type of patients with chronic disease/s 

and size was not an easy process for the researcher as such a specific sample does not 

exist together, separately in one place and one time; thus it was difficult to identify 
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them at first glance and obtain a sample easily. Hence the researcher adopted two 

stages to isolate the targeted sample from others with its size.  

In view of some Statistical Monthly Published Reports of some tertiary 

public hospitals for example the SFHP (2008), there was an average of daily 906 

different patients visiting the OPD hospital. Based on Table 10 sample size from a 

given population of 906, a sample (n) of 240 was considered by the researcher.  

As mentioned earlier this sample of 240 respondents included randomly any 

patient who visits outpatient clinics to obtain medication, regardless of patient’s 

disease type; thus every patient had an equal opportunity of being selected for the 

study. Immediately, after gathering all completed forms from the initially targeted 

sample size of 240, the researcher selected from them only patients who have chronic 

diseases through their answers on the demographic characteristics, as each 

respondent surveyed was asked if he/ she has a chronic disease, such as diabetes, 

high/low blood pressure, heart disease, asthma, etc., which requires a repeat 

prescription. 173 from the 240 i.e. (72.1%) respondents answered “No, I don’t have 

a chronic disease” and were accordingly were excluded from the study  

Consequently, the remaining 67 i.e. (27.9%) who answered “Yes, I have a chronic 

disease” were accordingly selected by the researcher to be the targeted sample for the 

study with size (n) of 67. Consequently, in this group, the unit of analysis comprised 

individual patients who have some chronic disease and attend the OPD Pharmacy to 

get their medicines which would reflect the receptor view taking into account that 

they are the affected and beneficiaries of this service.  

6.21.2 Professional members:  

In contrast, the second group comprised other contributors from professional 

members from different hospitals with equal patients’ sample size i.e. 67 
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participants. This group included both pharmacists and physicians of 33 and 34 

sample sizes respectively, i.e. total sample size 67 participants. 

Pharmacists:  

Pharmacists represent the ‘provider perspective’ on procedures and policies 

involved in the different components of the Pharmacy services, particularly with 

regard to the involvement in the process of dispensing medication to the patients at 

an OPD hospital pharmacy. 

  Consequently, the population sample size of 33 participants was limited to 

the pharmacists working in the OPD pharmacy within the last six months. However, 

the researcher found it difficult that the sample of the 33 OPD pharmacists was not 

possible to be applied on one specific hospital, because the number of OPD 

pharmacists was limited in any public hospital i.e. much less than the targeted 

sample size. Consequently, the questionnaire was designed as mentioned earlier for 

any pharmacist working in OPD public hospital during the last six months; thus it is 

expected that the ultimate sample would represent a cross section of the overall 

population of OPD pharmacists.  

Physicians:  

Physicians included in this study represented the  ‘prescriber perspective’ 

having an effective role in the healthcare system. Thus the researcher aimed to elicit 

their points of view in order to enhance the process of prescribing medicines to the 

outpatients throughout Saudi Arabia; and if these services could be improved for 

optimization of practice.  

Their questionnaire was designed for any physician working in OPD 

hospitals having direct relations with OPD patients who had a chronic disease and 
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thus involvement in the process of prescribing and dispensing medication at the OPD 

hospitals.  

6.22 Initial findings 

The “litany of dissatisfaction” from many patients, especially from the 

elderly citizens, as regards to the failure of the medical service to provide their 

medicine at the correct time and in the correct quantity was clear from the very 

beginning of this study. Clearly, there was a problem in drug supply to outpatients 

and this was clarified using the various techniques employed in the study. First of all, 

the findings of the focus groups will be described. 

6.22.1 Focus group and personal interviews  

The researcher decided to explore the general views of the study population 

initially through short studies using  focus group discussion to provide preliminary 

and yet precise data. This was followed by further detailed study through personal 

interviews carried out by the researcher.  

Focus groups and personal interviews, to examining the drug distribution 

within the hospital, were initially performed by the researcher in August 2007 in 

Riyadh. The two focus group and personal interviews were immediately followed 

with short questionnaires with which the researcher explored how similar the 

problem is in other hospitals throughout the different regions of the Kingdom of 

Saudi Arabia.   

Consequently, the main purpose of these primarily pilot studies were 

to offer the researcher different approaches and assessment for drug 

management in the OPD hospitals and to enrich the study questionnaires for 

details to enable the researcher to prioritize the questions of the subsequent 

studies. 
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Focus Group Discussions. 

All the conversations were carried out in Arabic. An initial ‘proforma’ had 

been prepared by the researcher to cover all the topics of discussion that was hoped 

would be dealt with by the targeted participants. Thus the focus groups discussions 

were semi-structured by using an interview schedule plan in order to maintain the 

consistency of the discussion and ensure comparability between the groups. 

The results found that the patients had ‘a lot to say’, and were ready to debate 

many different topics related to efficiency in terms of drug dispensing in the hospital 

without much, if any,  prompting. 

In every session, the researcher greeted the participants who had all 

volunteered to take part in such proceedings and introduced himself to them. The 

researcher asked each group member if the session could be recorded as this it was 

thought, was essential to make the most in the later analysis of the conversations 

which were actually carried out. The discussion was audio recorded for accuracy in 

recall.  All individuals groups accepted the idea of recording, though one or two 

people had certain reservations. Thanks were then expressed to all participants for 

their cooperation and the show of willingness to be open in their comments. The 

reasons behind the sessions were then carefully explained to all the participants. 

The first sessions then started and the researcher listened to the patients 

express their concerns using their ‘desire and love for dialogue’, indicating that they 

all obviously had something they wanted to say about health care delivery.    

However, during the discussion of the second group session, the researcher 

noticed that if the recording was stopped, the discussion seemed more open and 

detailed, and thus provided more reliable information. This is possibly due to cultural 
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and educational factors. In later sessions the recording procedure was avoided and 

extensive notes were made instead.  

So how were the sessions conducted to obtain the maximum useful data? The 

following steps were used.   

Warm up technique 

Different authors recommend different ways of conducting group 

discussions. For example, Sarantakos (1998) indicated that there are three important 

steps required for group discussion: warm-up, confrontation, and relaxation. 

As a warm-up for these studies, the researcher requested that everyone talk 

freely for a few minutes on their impression about drug management in outpatient 

hospitals through their general experience in obtaining their medications. Thus the 

group investigated the obstacles facing the efficiency of outpatients' drug prescribing 

and dispensing process. Discussions were developed, and participants were asked 

different questions and subjected to different concepts about the topic under study. 

Additionally, participants were given an opportunity to provide any comments that 

they might have.   

Groups used for this study 

Five different groups of five patients per group (n=5) were studied in separate 

thirty-minute sessions during one week in the month of August 2007. The researcher 

selected five patients for each group all of whom were suffering from some form of 

chronic disease. They were all male, due as explained above due to cultural reasons, 

and were all over 18 years of age, the patient's educational level was ignored. All 

levels of education were accepted. 

As females were culturally restricted from participation, all the groups had to 

be limited to males. However, such a limitation was not a major problem since this 
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study aimed to obtain preliminary data from a ‘patient perspectives’ in regard to the 

drug dispensing in outpatient hospitals. Furthermore, and most importantly, most of 

females, especially the aged patients, were helped, as custom demands, within the 

hospital by their male relatives. This means that these male helpers see for 

themselves the problems at first hand when they obtain such medicines on the 

patient’s behalf. So, even though women did not contribute directly to the study  the 

men knew at first hand the problem(s) their women folk suffered as far as drug 

availability was concerned and could express a view on their behalf. 

After selecting each group, the researcher moderated and thus directed the 

discussion to the desired objectives while moderating discussion. When an 

intervention was required, it was necessary to take into consideration cultural and 

educational differences between the group participants. 

The selected questions given below – although in reality they were asked in 

Arabic, but the essential context of the question was as given below -  were used for 

each focus group participants to consider, and  were: 

 If you or one of your family members takes the prescription to the outpatient 

pharmacy, do you expect any problem(s) regarding the medicines at the 

pharmacy department? If so, what kind of problem(s)? 

 After you or one of your family members obtained the medicines from the 

OPD pharmacy, are you satisfied with the services provided from the 

pharmacy? If not, explain why not. 

 When you visit the OPD pharmacy, do you get all necessary services from 

the pharmacist?  

 Did you find a difference in the amount and type of and counselling 

information by the OPD pharmacist between your first visit, when you 
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obtained your medicine from the OPD pharmacy, and your successive visits 

when you obtained the same medicine.  

 Do you have any further comments or suggestions in regard to outpatients' 

medicine services? 

 Finally, the researcher examined and recorded both the number and the type 

of items that had been prescribed on each of the 25 participants' prescriptions. 

 

6.23 First Experimental Technique 

Focus Group Discussion Results 

The following are the results of the patients' focus group study and are presented 

below in the form of comments made by members of the groups and then a summary 

is made in Table 11 and Figure 9. 

 

6.23.1 Comments - Demographic Characteristics:   

The patients studied in these initial studies were any outpatient who was 

suffering from a chronic disease(s) regardless of age, gender, marital status, 

education level or monthly income. These inclusion criteria had to go under minor 

modifications as the study developed. One important aspect, perhaps unique to Saudi 

Arabia was that all the participants were all male, over 18 years of age, due to the 

Saudi Islamic culture of privacy that prohibits single discussion by a male with a 

female who is not actually a relative of the female. So, the main exclusion criteria 

had to be the female gender. 

 Importantly, the education level was not stipulated as a specific inclusion 

criteria in this study because the purpose of the study could, it was thought,             
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be obtained clearly from the patient or his companion by either written or spoken 

comments or by the discussion during the session whatever their level of education.   

 

6.23.2 Patients' Impressions  

As a warm-up with the participants, the researcher preferred to discuss their 

general impressions at the beginning of the sessions. Consequently, the researcher 

started with trying to tentatively extract from them their impressions prior to handing 

their prescription to the OPD pharmacy and thus if there were any obstacle(s) that the 

participants thought they might face. This elicited basic information in regard to the 

general effectiveness of OPD pharmaceutical dispensing services. 

Results indicated that the majority of participants actually expected to face 

problems with every visit to the OPD pharmacy, starting with a long waiting time 30 

to 90 minutes, followed by the unpredictable availability of one or more of their 

prescribed medicines.  

 

6.23.3 Patient Satisfaction with OPD Drug Management 

Patient satisfaction is an important outcome of healthcare delivery as efficient 

services will produce patient satisfaction. The researcher thus asked the participants 

whether, after obtaining their medicines from the OPD Pharmacy, they were satisfied 

with the services provided from the pharmacy. All participants involved in the group 

sessions said they trusted the pharmaceutical services provided by the OPD 

pharmacy and they expressed their feelings about being generally fairly satisfied 

about the level of patient counselling which they had experienced.  

However, a high proportion of participants i.e. 17 from the 25 (68%) were not 

satisfied with the level of OPD drug management efficiency, which they attributed to 
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the shortage of medicines in the OPD pharmacy along with long waiting times. As an 

example of this dissatisfaction, one of the participants said that: 

 “in the last visit and after sixty-five minutes of waiting in front of the OPD 

pharmacy for my dad's prescription to be dispensed, the pharmacist informed 

me and apologized that the medicine was unavailable, and he issued a refill 

notice to be collected later, without a specific time”.  

However, the patient said he did not come back due to the long distances 

involved and having no trust in the availability of the prescription even if he did 

come back as no system(s) of notification exists. 

Another participant said: 

 “I have been visiting the hospital for twenty years as a companion with my 

father,” and he indicated that “the ratio of availability of medicines against 

the unavailability is not constant and highly variable during the year, 

however I am optimistic to get all the items of my prescription”. 

His optimism was not always provided for if the experience of others is taken into 

account.  

Also, during the focus group discussions, it was obvious that they were not 

provided with an adequate opportunity to communicate with pharmacists beyond 

their experience of being handed their medication(s). This lack of effective 

communication may have been due to the pressure of an extremely high workload 

and its improvement would necessitate improved staff management. However, 

answering the question if they found a difference in the amount and type of 

counseling by the OPD pharmacist between their first visits when they obtained their 

medicine from the OPD pharmacy and their successive visits when they obtained the 

same medicine, all their answers were “No, they did not notice any difference” 



173 

 

6.23.4 Examining the number(s), amounts and types of participants' prescribed 

items.  The researcher examined the prescriptions and recorded the number and 

types of items that were prescribed for the 25 participants of the focus groups. The 

results of this analysis are shown in Table 11. 

 

6.23.5 Number of prescribed items: 

All patients involved in this study had prescriptions containing different 

medicines for chronic diseases, such as hypertension, congestive heart failure, 

diabetes mellitus and thyroid dysfunctional disease.  Table 11 presents details of the 

contents of the patients’ prescriptions contents. Clearly, the shortages were found in 

more than one therapeutic area. 

The number of medicines prescribed for those involved in the five group 

sessions ranged between one to more than five items. When the mean number of 

items was calculated it was found to be 4.2 whereas the median was 3. Since these 

numbers did not correspond with each other, as would be expected of a normally 

distributed variable, the median value was used in all further summaries as being 

more representative of the actually number of items on the prescriptions of the 25 

participants. 

The table below shows that the majority of patients' prescriptions, 56 %, 

contained three to four items per prescription. Seven, from the 25 prescriptions were 

for three medicines, and another seven prescriptions from the 25 were of four 

medicines, making 28% for each. Finally, three prescriptions of three of the patients 

contained five items, or 12%. The most complex prescription of all those which were 

examined was one that actually contained seven items.  These results are 

summarized in Table 11.  
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Table 11. Analysis of the number of medicines prescribed for the each of the 

patients participating in the focus group discussions on the occasion of their 

visit to the hospital at the time of their participation in the focus group sessions. 

The percentage figure expresses the incidence of the number of items on the 

prescriptions actually examined. 

 

 

 

Number of items 

per prescription  

Number of 

patients 

 

% Mean Median Total 

(Patients) 

Number of medicines 

that were prescribed 

for the patients current 

visit. 

 

One medicines 2 8  

 

4.2 

 

 

3 

 

 

 

25 

Two medicines 5 20 

Three medicines 7 28 

Four medicines 7 28 

Five medicines 3 12 

More than five 

medicines 

1 4 

 

6.23.6 The number of prescribed items per patient: 

The researcher examined the 25 participants’ prescriptions and noticed all 

medicines had been prescribed for the maximum period of months which is possible 

under hospital policy. This policy states that for patients who live outside Riyadh it 

should be for either three or six months and for those who live inside Riyadh, three 

months.  
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This revealed that physicians liked to prescribe medication(s) for their 

patients, who were suffering a diverse group of chronic diseases, for as long as 

hospital policy would allow. 

However, this was not limited to prescribing the maximum quantities for the 

patient. One participant mentioned with confidence: 

 “My dad’s physician doubles the doses for him or sometimes even more than 

doubling if required, in order to double the amounts for his dad” (i.e., to 

cover much longer treatments periods).  

This was clearly in breach of what the official hospital policy actually allows. 

 

 

 

Figure  9. Number of medicines prescribed for the each of the patients participating 

in the focus group discussions on the occasion of their visit to the hospital at the time 

of their participation in the focus group sessions. The number of items per 

prescription is displayed in the form of a bar chart. 

 



176 

 

Surprisingly, many of the groups’ participants commented that they had also 

had experienced this doubling ‘policy’, and that it had happened several times to 

them or to their relatives. Thus, they revealed that the practice was perhaps widely 

used in the prescribing of medicines, despite regulations that all such information 

had to be recorded in the patient's file. If it had been recorded then it would have 

shown a breach of hospital policy. The problem can be even more complex as a 

patient may be seen by different physicians, who have different policies which may 

lead to actual errors occurring.  

Accordingly, based on this very unexpected finding the researcher asked the 

participants what happened to the unused medicines when their prescriptions had 

been doubled. Most of them answered that they had to ‘waste them’, i.e. simply 

throw them away -  whilst other participants answered that they usually kept them for 

possible future use until they were past their expiry date and then they threw them 

away. The remainder of the group, who were in the minority, said that they usually 

returned the extra unused medicines to the pharmacy.  

The returning the unused medicines is a good idea, as their prompt return 

means they could be returned to stock when they could be suitably processed and so 

deducted from the patient's file in the pharmacy’s systems. This would keep the 

correct patient information and avoid potential mistakes in drug dose and drug 

interactions. Otherwise, such errors in prescribing will potentially create mistrust in 

the patient’s medication information. The whole process of accounting for these 

returned medicines does involve the Pharmacy in a huge extra and unnecessary 

workload. Also, some participants mentioned that they had an ‘alternative source’ to 

get their medicines, which included the authority to visit other hospitals to get 
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treatment. This was also a very unexpected comment and is considered in more detail 

below. 

6.23.7 Types of prescribed items: 

One question was raised by the researcher regarding the concept of patients filling in 

his prescription or part of it. He asked: 

“Did you ever request for specific medications during the dialogue between 

you and the physician?”  

Five of the 25 participants said “Yes, we did”, and they answered a question 

that was raised by the researcher “How did the physicians respond to those 

requests?” In most of the cases, the physician agreed to add to, or change, the 

prescription. On the other hand, five participants explained that such a request for 

specific medicines was based on their experience of certain brands of medicine, but 

certainly was not due to exposure to any drug advertising.  

These cases were also further investigated by the researcher, who found that 

the instances were not significantly related to patient characteristics such as age, 

gender, or even education level. Consequently, the specifying of a medicine by the 

patient was based on their experience with certain brands, but was not due to such 

aspects as drug advertising.  

Also, a question was raised by the researcher regarding whether or not the 

patients checked that the given medicines were immediately after, obtaining them, 

correct. He asked “Do you check your medicines during dispensing to see if they 

match what your doctor has prescribed?”  

The majority of the participants, i.e. 17 of the 25 said “Yes”, and some, i.e. 

five of the remaining eight said “Sometimes”. However, all participants said that 

they asked the dispenser in the pharmacy (by this they meant the pharmacist) 
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immediately in the event that there was any discrepancy.  The researcher concluded 

that such checking on the part of patients with regard to his/her medicines indicated a 

good knowledge on the part of the patients in terms of the drugs that were given to 

them. 

An interesting case was further investigated by the researcher, who found that 

this good knowledge was related to patient familiarity with the repeated medications 

associated with his/ her chronic illness. This may be the case for the regular patients, 

but those newly diagnosed and prescribed for, they will be excluded from this good 

knowledge phenomenon with regard to medicines in what may be termed these 

‘experts patients’. 

The researcher also checked their existing prescriptions and found that all 

prescriptions contained a range of different medicines for chronic diseases. Most of 

those medicines were of the ‘high-priced’ variety and would be required to be used 

‘for life’. Of the 15 from 17 items which were dispensed from the OPD pharmacy. 

Two were out of stock - Nexium 20 mg and Clopidogrel 75 mg, while 9 other items 

out of the 15 were only partially dispensed with ‘refill authority’ -which means the 

patient would have to return for the balance which was owed. 

The Following drugs were found on the patients prescriptions:  

 Voltaren tablets 50mg (diclofenac)   

 Amlor tablets 5 mg (Amlodibin)  

 Eltroxin tablets 100 mcg 

 Ltroxin tablets 50 mug 

 Aspirin tablets 81mg  

 Nexium 20mg capsuls  (Esomeprazole) 

 Atorvastatin tablets 10mg  
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 Diamicron (gliclazide) 

 Atorvastatin tablets 20mg  

 Pyralvix (Oromucosal solution) 

 Metformin tablets 500mg 

 Lorin tablets 10mg tab 

 Revacod tablets (Paracetamol 500mg + Codeine Phosphate 10mg) 

 Emla cream 0.5% 

 Bronchicum cough syrup  

 Avandia tablets 4mg 

 Plavix 75 mg tablets (Clopidogrel)  

This drug range indicates that one member of the group certainly did suffer from 

a range of chronic diseases - being as diverse as type 2 diabetes and a thyroid 

deficiency! 

 

6.23.8 Examining the dispensed items against the prescribed items for the case 

above.  During the dispensing stage with regard to the participants’ prescriptions, the 

researcher also examined the dispensed medicines against the prescribed medicines 

for each participant’s prescription individually.  

As a result, the researcher found that for the individual whose prescription 

contained 17 different medicines for chronic diseases, and 15 of these 17 items were 

dispensed. However although six were completely dispensed, nine were only 

partially dispensed with a refill authority, while the remaining two were out of stock 

(Nexium 20 mg and Clopidogrel 75mg). This meant that 89% of the checked 

prescribed medicines were available but some were incomplete and there was an 

actually failure to supply the drug for 11% of the items.   
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6.23.9 Comments about the services provided by the OPD Pharmacy.  

The focus group participants were also asked to express their impression of 

the quality of the services when they visited the OPD pharmacy.  

It should be stressed from the outset that not all their views were negative. 

For example, one participant described an example of good quality dispensed 

medication in a usefully secure air-tight container which really matters in the 

environmental conditions experienced in Saudi Arabia. Other participants praised the 

clarity of a printed label and the lucidity of the expiry date on it. Moreover, some of 

them specified appreciating that the OPD pharmacy had an electronic database 

system.  

On the other hand, certain negative points were also raised and were 

considered seriously by different participants. These included the shortage of 

medicines and inconsistency of the brand names which were used as these commonly 

confused the patient or there carer and may, they thought lead to actual inappropriate 

use in some cases. Also, a high proportion of participants were not satisfied by the 

long waiting times for the pharmacy to dispense their prescriptions, especially if after 

this long wait they were informed that their medicines were simply unavailable. 

 

6.23.10 Patient suggestions as to how to enhance the OPD drug services.  

Before the researcher ended the sessions, most of the participants became 

more engaged with the process and thus more eager to suggest positive ways to 

enhance the OPD drug services. Their comments were very constructive showing the 

value of such a technique and the rapport they had established with the researcher. 
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Some of them suggested that such OPD hospitals should be connected by a 

computerized network with other polyclinics, especially the MOI General 

Administration of Medical Services polyclinics (GAMS). As a consequence of this 

link they felt that the dispensing of the ‘refill’ of a given prescription could be from 

the polyclinic nearest their homes, highly improving the service, especially for the 

aged, disabled patients and the patients who live outside Riyadh.  

Some of them suggested the creation of such communication links such as 

using emails to inform the patient of the availability of his/ her refill medicine(s). 

This would particularly help the disabled and the patients who live far outside the 

city and would be a relatively simple and cost effective process to implement.       

 

6.23.11 Summary of participants’ comments 

Some Patients complained about the unpredicted shortage of medicines in 

addition to the long waiting times to obtain their medicines.  The problem had 

become so established that the patients, or the relatives who looked after them, 

actually expected as a ‘normal event’ to face problems with their medicines on any 

visit to the OPD pharmacy. 

The ‘misuse’ by the physician of hospital recommendations by doubling the 

doses in order to dispense as much as possible for his patient to cover long periods 

between visits was dangerous in terms of complications of their disease going 

undetected or the potential for drugs to simply go out of date. It also has implications 

for stock levels and the control of this stock. 

Such incorrect doses that inevitably are documented in the patient's hospital 

file and thus when the physician of the patient is changed or when the patient visits 

another physician within the hospital or through other hospitals when the physician 
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checks physically his/ her medicines pharmacy labels. Furthermore, when a lack of 

medicine and the physician needs to use alternative one which is to be according to 

previous dose of the last medicine that was recorded in the patient file and they 

should not rely solely on the last recorded dose. 

These extra doses will be necessarily at the expense of other patients where 

drug stocks end prematurely. Moreover, these ‘overdoses’ may not be used by the 

patient. Consequently, in light of this situation, it would be difficult for the inventory 

computer to provide an adequate system of control, hence predicting the future size 

of drugs stock would be extremely difficult. 

Together with the complaints of shortages by the patients, many patients 

actually stated they had at home extra unused medicines and most of these were 

‘wasted’. Some of the patients kept unused medicines for their own future use, taking 

into consideration the expiry date on the dispensed items. The remainder of the group 

usually returned extra unused medicines to the pharmacy department.  

Patients complained about the inconsistent availability of brand names 

medicines in the OPD pharmacy, which understandably confused them, leading to 

possible misuse of the medicines. Patients generally were not satisfied with some of 

the services of the OPD pharmacy.  

In summary: patients expressed their concerns about the  shortages of 

dispensed medicines, physicians improperly prescribing doses, inadequate patient 

counselling, the accumulation of unneeded drugs which were subsequently wasted 

by being thrown away and the long waiting times in the OPD. 
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6.24 Second Experimental Technique 

Personal interviews 

 

6.24.1 Introduction 

Data obtained from the focus group sessions drew the attention of the 

researcher to the need to obtain additional information from other contributors from 

different hospitals, to assist in clarifying subjects raised in the focus groups. 

Therefore, adding to the members from patients and patients’ relatives, professional 

members from outpatient departments had to be included.  

To achieve a discussion from as wide a perspective as possible which would 

be helpful to this study, it was considered crucial to elicit the views of administration 

officials, particularly people from the same hospital of the patient’s focus group, so 

as to be aware of the official position and commitment to deliver safe, high-quality, 

cost-effective healthcare services through the best utilization of resources. 

Eventually, the researcher recruited three people from outpatients administration, one 

consultant and two specialist physicians from internal medicine and five Saudi 

pharmacists who were from different public hospitals, four of them being senior 

members of staff.  

It may be considered that it would be necessary to interview nurses but in 

Saudi hospitals where they have the most direct interaction with patients on a daily 

basis, but because, in Saudi OPDs, they do not deal directly with prescriptions 

‘arguments’ or patients ‘complaints’ due to the nurses’ lack of knowledge of Arabic 

forming a language barrier between them. Consequently, the researcher believed that 

they would not be able to enrich this study and so nurses were excluded from this 

part of the study. 
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The interviews were conducted by meeting with senior staff experienced with 

outpatient and drug management. The interview explored their opinions to provide 

the researcher with different approaches and assessments and to add new, perhaps 

unforeseen aspects for the drug prescribing and dispensing process, which will 

ultimately enable the researcher to prioritize the questions asked in the later parts of 

the study. 

 

6.24.2 The Interview technique 

All interviews were held after obtaining an appointment from the 

recommended person, which was at his/ her convenience. Each interview lasted for 

30-60 minutes, with related subsequent meetings as needed, depending on the 

information and the issues which were raised. Consequently, at the beginning of each 

interview, the researcher introduced himself to the participants and briefly explained 

the purpose of the session to enhance the efficiency level of the process of 

prescribing and dispensing medicines at outpatient hospitals.  

The conversation was centered around the four main findings made in the 

focus groups, namely: 

a) problems with the current efficiency of drug delivery in the outpatient 

dispensary,    b) the actual shortages of medicines, 

 c) the surplus of unused medicines in the patients’ homes, and 

 d) the long waiting time for getting their medicines.  

Everyone was motivated during the interview by the researcher so as to be 

free to express their own opinions and comments and to take the opportunity to raise 

issues or to suggest any related ideas toward enhancing efficient drug management in 

the OPD.  
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6.24.3 The results of the interviews 

A summary now follows of different issues, raised from the focus groups that were 

thought to have had a significant correlation with the efficiency of prescribing and 

dispensing medicines. 

Budget  

Administrators, including pharmacists from purchasing departments all 

emphasized that certainly any lack of drug supply from an OPD pharmacy was not 

because of a budget shortage. Accordingly, this information from these 

knowledgeable people indicated that there was no relation between any defect(s) in 

the efficiency of drug delivery and a defect in the allocated budget.  

Demographic Characteristics 

The OPD pharmacists agreed on the importance of socio-demographic roles, 

including education, on the patient's compliance and medication adherence and 

accordingly, pharmacy staff were aware of the importance of patient counseling 

while dispensing medicines to the patients. However, they said that some patients, 

especially those with chronic illnesses, use their carers to receive their medicines on 

their behalf. They mentioned that generally there was no difference in counseling for 

the different patients. 

An administrator from the Patient Affairs Department highlighted that most 

of complaints received were not significantly correlated with patient age or education 

level. However, he believed that most of the complaints were related to patients 

living outside the city, also to certain types of disease and so the type and quantity of 

medicines for these diseases, was a topic of concern but not for all diseases.  

The researcher discussed this issue individually with the OPD pharmacists, 

and they agreed that people, especially those who live outside the city, seek greater 
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amounts of medicine to assure sufficient amounts to cover the periods between 

appointments, and thus decrease the rate of visiting the hospital or other clinics of 

other hospitals, and even avoid the purchase of medicines.  

 

Pharmacists’ interviews with especial reference to computer systems in the 

Pharmacy. 

They explained that in hospitals where electronic management is operative 

they found that interventions occurred more than before, when the hospital had not 

use such electronic systems. They thought that alert pharmacists would always watch 

for duplicated therapy, potential allergies, drug interactions, and formulary ‘varieties’ 

throughout the dispensing process.  Consequently, the researcher, also based on his 

own experience, agreed of the importance of the computer system and its positive 

role in enhancing the efficiency of medication management through the optimal use 

of the drugs and so enhancing the efficiency of the prescription and dispensing of 

medicines. 

However, the pharmacy departments are generally fully computerized and 

integrated within the internal SFHP computer system, which is a huge and 

complicated program designed by HBOC, so they are actually using an electronic 

prescriptions system. Moreover, the inpatient pharmacy services have recently begun 

using technology devices for drug distribution, such as unit dose dispensing cabinets, 

a point-of-use automated system (Robot system) with bar codes. However, these 

systems cannot be used for all drugs as some are excluded for security reasons 

including controlled narcotics and any preparation which is not on the hospital 

formulary. 
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All the interviewed pharmacists emphasized the positive impact of the 

electronic prescription system had made on the effectiveness and efficient dispensing 

process of medicines, especially in avoiding dispensing medication at the wrong 

time. They thought that  the system can prevent a) dispensing any incorrect repeated 

medicines to the patient so preventing the duplication , b) reducing the potential for 

dispensing errors and c) reducing the time necessary for dispensing, so eventually 

reducing patients’ waiting times. However, these systems cannot of course, prevent 

actual drug shortages. 

Interviews with practicing physicians from Internal Medicine. 

Interviews, similar in structure to those conducted with the pharmacists were 

carried out with three physicians from internal medicine. They all agreed with the 

importance of electronic facilities, including electronic prescriptions, indicating that 

the physician during prescribing can check such things as the patient’s drug history 

and the formulary alternatives with different indications, drug-drug interactions, 

therapeutic duplication, over- and under-doses. Consequently, they strongly believed 

that this had a significant impact on the efficiency of the prescribing process.  

Subsequently, questions were raised by the researcher regarding whether such 

patient information in the system were internal within the hospital or connected with 

other hospitals. 

 "Was the patient information shared among different hospitals throughout 

the country?”  

All the physicians' answers were in the negative as all such information was 

fully contained with the hospital, with no such patient file connection with other 

hospitals.  This confirmed what the pharmacists from the OPD had mentioned that, 

namely that there was no connection or direct coordination between the OPD 
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pharmacies with other hospital pharmacy departments. This prevented any forms of 

limited exchanging or ‘borrowing medicines’ to overcome some of the problems of 

difficulty of supply.  

Outpatients administration - Patient Affairs Department 

Two participants from the Patient Affairs Department stated that the use of 

automated technology in the form of electronic prescriptions had reduced the general 

number of complaints from patients visiting outpatient pharmacies, which would be a 

sign for better patient satisfaction. However, the average number of complaints for 

non-availability of prescribed medicines had not really changed over time, although 

the budget allocated for drug supply had been sufficient according to the principles 

used by the purchasing pharmacist. Also, the pharmacist from OPD added that even 

the average number of returned unused medicines by the patients or their relatives to 

OPD pharmacy had not been significantly reduced after using the computer system, 

including the electronic prescriptions.  

The researcher mentioned also that a suggestion had been raised by some 

patients within the focus group discussions in regard to emailing them to update 

his/her refill medication information with the pharmacy, especially for those living 

far out of the city and for disabled patients. They answered that there was no such 

communication or email facility available for such patients. One administrator from 

Patient Affairs added that he believed that because most of these patients had chronic 

illness connected to age, for example hypertension, and some of them are 

uneducated, they would not be able to use the facility of emails, which, he said, 

…“at present seems to be not trustworthy”… .  

 



189 

 

Pharmaceutical Storage Space from the perspective of the Patient Affairs 

department 

An administrator from the Patient Affairs department raised an issue of 

pharmaceutical storage areas for either a general hospital warehouse or a pharmacy 

department, which may play a potential role in prescribing and dispensing quality vis 

a vis the problem of shortages.  

The problem which is of great importance is the availability of an appropriate 

storage area. This is a major potential contributory factor for drug shortages and thus, 

this issue was discussed with the pharmacists who were concerned with purchasing, 

or providing warehouse space and those involved in the OPD pharmacy of SFH.  

They expressed their general satisfaction with the capacity and quality of the 

hospital drug stores. They thought that the OPD pharmacy storage was relatively 

small when taking into account the daily number of patients who visited the OPD 

pharmacy.  

However, they emphasized that they thought that the current space 

availability was not a causative factor for either the shortages of medicines or the 

supposed surplus of unused medicines with the patients. They considered that 

shortages had not occurred simply due to the lack of space in the OPD dispensary, 

even when the drugs were available in the warehouse.    

 

Patient Satisfaction from the perspective of the Patient Affairs department 

An administrator from Patient Affairs emphasized that his department 

received a variety of different complaints from patients and/or their relatives in 

regard to their medicines, every day (my italics). The complaints were mainly from 

‘aged’ patients or from those who have generally chronic diseases – the biggest 
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group in the population to use medicines - and primarily dealt with the unavailability 

of some of their prescribed medicines.  

Complaints about the quantity of medicine prescribed were mainly concerned 

with appointment intervals. In addition, comments were recorded from some patients 

and/or their relatives about them bringing back their unneeded extra medicines to 

help the problems of supply 

Consequently, the shortage of medicines within OPD pharmacies and the 

excess of unused medicines led to the raising a very important question: 

 “Is there a relation between the shortage in the pharmacies, the excess of 

unused medicines with the patients, and the procedures of prescribing and 

dispensing medicines?”  

 

6.24.4 Summary of the Comments from all the three groups interviewed. 

Some of the physicians expressed their agreement on such a lack of supplies, 

especially for those coming from outside the city and those with chronic diseases. 

However, they said that few of those unavailable medicines can be replaced by 

suitable alternatives. Also, according to the concerned outpatient pharmacists, the 

patient can have refill authority of the remaining amount of medicines from the 

outpatient pharmacy so the patient will always get what medicines they have been 

prescribed.  OPD pharmacists were asked if the patients were dealt with equally in 

terms of counseling during the dispensing of their medicines. They answered ‘yes’ 

also in the event of counseling patients with refill prescriptions. Also, concerning 

inadequate patient counseling, they clarified that they do their best, but they 

explained that there were obstacles to their counselling quality, including staff 

shortages and increased workload in addition to the traditional physical barriers such 
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as small windows for dispensing medications, and the lack of privacy for the patient 

during the counseling, especially for patients with chronic illnesses. 

 

Interviews with a random sample of patients to assess their satisfaction with the 

overall dispensing system. 

Concerning patient satisfaction, 15 participants- nine actual patients and six 

relatives who were collecting medicines on behalf of their relatives- from patients 

suffering chronic medical problems requiring continuous follow-up with regularly 

need for visiting OPD hospitals, were randomly selected from the five different 

sectors’ hospitals, including SFH used in this study.   

The interviews were carried out immediately after obtaining the approval 

from the concerned patient or his/her relative. The interviewer first explained the 

purpose of the interview, designed to be during the patient's waiting time for the 

pharmacy. It was planned that it would take from five to ten minutes to complete. 

However, due to the extensive comments and interest of the patients, three of them 

actually lasted for about 15 minutes.   

During these interviews, the researcher found that most patient concerns were 

centered around the availability of medicines.  Although the refill process for 

dispensing medicines existed in some other hospitals, it was obvious during the 

interviews that the majority of patients ware not satisfied, especially those who lived 

outside the city, taking into consideration that the availability of such ’refill 

medicine’ was not confirmed in time for the re-dispensing date. Furthermore, some 

of them added during the interviews that some of their medicines were not of ‘good 

brand quality’. This when further explored meant that people who were expecting 
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one brand received another which they perceived was inferior to what they were 

expecting. 

Drug brand quality concerns 

The researcher also discussed this issue of ‘drug brand quality’ with the 

physicians who accordingly agreed that some of the medicines were not they felt 

‘good brands’. Consequently, the physicians hoped that the hospital would block 

some brands from being available to dispense to patients. Moreover, the stability of 

brand names in the hospital is crucial to promote patient adherence to the medication 

and thus the optimal treatment outcome. 

However, the pharmacists in the purchasing departments also highlighted the 

fact that selecting particular brands of medicine happened randomly during 

purchasing, i.e. simply their choice was based on the tender prices. However, 

whatever the patients may consider about their drugs is that they are all registered 

and approved by the Saudi Food and Drug Authority (SFDA).  

According to the SFDA (2007), it is “…in charge of consumer’s awareness 

on all matters related to food, drug and medical devices and all other products and 

supplies.” And its main objectives are, for example, observing 

 “…the safety, security, and effectiveness of food and drug for humans and animal, 

the safety of medical devices and its impact on public health, and controlling and 

supervising licenses procedures for food, drugs and medical devices factories” 

(SFDA, 2007) 

Consequently, all medicines used in Saudi hospital are considered to be of 

good quality, regardless of their brand. The pharmacist in charge of purchasing 

highlighted that the required amount of medicine is requested from the vendors in 

advance. This amount depends on the consumption rate of the medicines by the 
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hospital, which is estimated by the computer system. He also explained the causes of 

the problem of shortages of medicines.  For example when a certain slow moving 

medicines suddenly become very fast moving items.   As a result, the computer 

system cannot predict the demand for such items and there will accordingly be a 

shortage. On the other hand, if a fast moving items suddenly become slow moving, a 

certain quantity of such items will be stocked for longer, and eventually if not used 

will go past their expiry date. However, this may also happen as a result of patient 

and the physician behaviour. For example, Atenolol injections were considered to be 

a very slow moving item, but on one occasion the total supply was consumed by one 

patient within a short of period of time. 

The delivery of medicines from the hospital warehouse to the related hospital 

sections, including the OPD pharmacy, happens promptly without delay upon 

receiving a request order. This usually happens based on twice weekly schedule 

requests, but in an emergency, medicines can be requested at any time. 

Furthermore, delays may occur on the part of the vendor who supplies the 

item. This may be because he only starts to import the item upon the hospital’s 

request and it may take some time for the item to arrive. However, in an emergency 

situation, if a medicine is unavailable, especially if it is for an inpatients department, 

the medicine may be borrowed promptly from another hospital. 

Also, all the physicians expressed agreement with regard to the lack of 

supplies, especially for those coming from outside the city and for those with chronic 

diseases. And although the outpatient pharmacists, stated patients can have refills of 

the remaining amounts of medicine at any time once it is available. 
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6.25 Third Experimental Technique 

Examining Drug Distribution Efficiency within Hospitals 

6.25.1 Introduction 

Certain data regarding pharmaceutical stock obtained from personal 

interviews forced the researcher to explore the nature of drug movement 

‘consistency’ between the related hospital sections. 

Consistency of pharmaceutical stocks is a result of regular checking, which is 

generally the responsibility of the pharmacist, to ensure consistent, appropriate stock 

levels, adequate stock substitution, and the identification of expired stock through a 

scheduled monitoring of drug movements, such as transfers and replacements, 

between the related sections in the hospital. Thus, the continuity of assessment for 

consumption of medicines in each section achieves an appropriate stock balance for 

maintaining the stock efficiency. 

Consequently, the researcher decided to examine the extent of efficiency for 

the existing drug movements and transfer between the associated sections in the 

hospital, starting from the purchasing department until the last point prior to 

dispensing to the patient from the OPD pharmacy, so as to be able to explore the 

extent of the stock identity between the first and the last point prior to dispensing. To 

achieve this, the researcher used a random sample of OPD prescriptions to perform 

this assessment.  

 

6.25.2 Random samples analysis of OPD prescriptions and stock levels of the 

drugs: The results from the interviews, necessitated a further inspection on the part 

of the researcher, particularly with regard to tracing the movement of drugs within 

the hospital, thereby determining the correlation of data between the main warehouse 
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and the OPD pharmacy. The researcher accordingly carried out ten random samples 

of OPD prescriptions relating to different items including out-of-stock items, and 

immediately checked these against the warehouse inventory. 

  The researcher found that no exact match existed between the two areas. 

However, he found also that the reason for the discrepancy was that two of the out-

of-stock medicines among the ten OPD prescriptions were actually available but they 

had been newly received from the vendor. Therefore, the relevant sections i.e., OPD 

pharmacy will only be informed accordingly about the receipt of these medicines for 

re-ordering purposes.  

Also, the researcher found that one of the available items in the OPD’s ten 

samples of prescriptions was going to be out of stock in the warehouse, and might 

possibly be consumed by one order from one of the relevant sections in the hospital.  

Consequently, the researcher believes that the communication between the 

two sections needs to be improved. Thus, the OPD pharmacist concerned must know 

the situation that a particular medicine is nearly out of stock in the warehouse, and 

thus this medicine in the OPD pharmacy will be partially dispensed to patients 

together with a refill order. This will enable the OPD pharmacy to extend the 

availability period of such medicines and thus maintain a successful level of 

dispensing for its patients.  

 

6.25.3 Tracking movements of medicines - Place of Study:  

This study was carried out in SFH in specific sections, related directly to the 

movement of medicines at a hospital in order to discover when the patient eventually 

receives the medicine, taking into account the differences between the large and 

small hospitals in the Kingdom in both the public and private sectors. These sections 
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included all purchases of medicines to the general warehouses and medical supplies 

through the pharmacy store and outpatient pharmacies including the process of 

dispensing the medicines available to the patient, taking into account the post-

dispensing to the patient.  

6.25.4 Study Steps: 

During the field survey of the pilot study related to the above-mentioned 

sections in a hospital which would be applicable to more than one government 

hospital, a random sample of 10 OPD prescriptions containing different medicinal 

items which including two out-of-stock medicines, were presented to each of the 

above-mentioned sections. This was done in order to check the availability of all 

items compared with the OPD Pharmacy stocks, with each section being illustrated 

with a small square. Figure 10 shows the situation from a theoretical perspective. 

The visualization about the mechanism of drug transfer between the associated 

sections within the hospital, which illustrates also the extent of relationship 

efficiency between them in regard the stock availability is shown diagrammatically 

in Figure 10. 

6.25.5 Preliminary Conclusions: 

After the completion of this pilot study, mentioned sections which were 

represented by small squares formed a model that is shaped like an inverted pyramid. 

This form consisted of a series of seven boxes of various sizes that suited directly to 

the size of the section’s ability to meet the dispensing of the content of the 

prescriptions (quantity and quality) which are arranged vertically according to the 

movement of the medicine within the hospital. In other words, it includes all the 

steps in the hospital ‘medicine process’, starting from ordering, movement between 

the sections, up to an after the medicine was dispensed to the patient.   
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Thus, the first square represents more types of medicines than the second square. 

The reasons may be categorized in the following manner: 

 Delayed arrival to the main hospital warehouse because the medicine simply 

was not available with the agent (imported item). 

 The medicine has expired or is about to expire. 

In these circumstances, the medicine will remain in its square (section) without 

being moved to the next square down. Or perhaps the medicine was not moved to the 

next square, for example from the Central Warehouse to the pharmacy store due to 

the arrival of a newer medicine about which there is a lack of knowledge on the part 

of the pharmacy section. This may be especially the case a newer medicine exists 

and the older medicine is listed as not being available. Consequently, these may well 

result in the inefficient coordination and communication between the departments. 

The consequence of which will be a lack of potential supply to the patient. 

 

 

Please note - In the following results section where answers to 

questions are presented as real and percentage numbers, the actual 

calculated values are shown in each table but in the text, the values 

have been rounded up to the nearest whole number. This means that 

some of the tabular values do not exactly agree with those in the text 

but they are accurate values when rounded to the nearest whole 

number. 
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6.26 Fourth experimental technique 

Questionnaire Pilot Study throughout Saudi Arabia 

 

The aim of the questionnaire was to explore three factors namely: 

1. Which health sector (i.e. public or private) is most commonly utilized by the 

Saudi Arabian patient when they needed medical treatment? 

2. The extent to which patients have obtained, in full, their prescribed medicines 

on their last ten visits. 

3. The number of public hospitals at which patients were authorized to attend 

and receive a prescription and have it dispensed at that hospital for their 

illnesses. 

The results for these three questions are shown in Table 12 below. All 650 

questionnaires which were distributed were returned. The response rate was 100%, 

which is a most unusual response, provides a very good basis for any conclusions to 

be made.   

 

Table 12. The extent of obtaining full prescriptions with type and number of 

accessible hospitals  

Question Options Answers % Total 

number 

of  replies  

(1) When you need medical 

treatment, are most of your 

visits to 

A Public facility 645 99.2 650 

A Private facility 5 0.8  

(2) On your last 10 visits to a 

hospital or a medical centre, 

Yes 

 

334 51.4 650 
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did you always obtain the 

prescribed medicines in full? 

No 

316 48.6 

(3) Which of the following 

public hospitals can you 

visit to obtain your 

medicines? 

Ministry of Health 

Hospitals 

 

650 

100 

 

650 

 

 

University Hospitals 

48 

 

7.4 

 

 

Military Hospitals 

 

58 

 

9 

National Guard Hospitals 

 

32 

 

5 

Medical Services of the 

Ministry of Interior e.g. 

SFHP. 

92 

 

14.2 

 

King Faisal Specialist 

Hospital and Research 

Centre  

18 

 

2.8 

 

King Fahad Medical City 10 

 

1.6 

 Other Hospitals 12 1.9  

 

6.26.1 Consideration of the results from the questionnaire throughout Saudi 

Arabia 

Question 1- Patients were asked to indicate that when they needed medical 

treatment, were most of their visits usually to a public facility or a private facility. 

From the 650 participants, 645 (99%) answered public facility and only 5 (1%) 

answered private facility (see Table 12). This reflects the state providing free 

medical care for all and only very small percentage of patients i.e., 0.8%, mostly 
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make use of private facilities. Consequently, solving any problem with regard to drug 

supply in the public health services in Saudi Arabia is undoubtedly of interest to 

more than 99% of the patients, and this in turn reinforces the importance of this study 

and the opportunity to achieve better health services delivery to all patients in Saudi 

Arabia. 

 Question 2 - This provided clear answers as to the scale of the problem of drug 

supply as when asked to report to what extent they fully obtained their prescribed 

medicines. 334 (51%) said they received their medicines completely, and 316 

responses indicated they did not always receive their medicines completely (49%). 

When this is translated into actual prescriptions per year this is a very large number 

of people who suffer this problem. 

Question 3 -The final question perhaps produced the most surprising and interesting 

results as it has never been addressed before by any previous study.When asked 

about the number of public hospitals at which the patient was authorized to receive 

treatment, the responses indicate that of the 650 respondents all said they could 

receive their drugs from a Ministry of Health hospitals but 270 (41.5%) patients were 

also authorized to obtain their treatments from other sectors as well.  

This result supports the documents of the MOH in 1991 and the data 

published by (Al Yemeni, (2011b) which stated that the majority of the health 

services in the country are provided by MOH, 64% (in 1991) and 60% (in 2011) the 

residual 36 and 40% being covered by other facilities. However, Table 12 Shows that 

the contribution of other sectors was not physically intended to cover the distribution 

of drugs on behalf of the MOH.  

As a result, the researcher believed that there was a need for further 

investigation into this point. The efficiency level of the drug supply is dependent on 
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the drug supply being restricted to one source as if patients visit different hospital to 

obtain their pharmaceutical supplies they may receive multiple medicines for the 

same illness. The other hospitals where supplies could be ‘sourced’ included: 48 

(7%) said university hospitals, 58 (9%) said military hospitals, 32 (5%) said National 

Guard hospitals, 92 (14.2%) said the Medical Services of the Ministry of the Interior; 

Security Forces Hospital Program, 18 (3%) said King Faisal Specialist Hospital and 

Research Centre (KFSH&RC), and 10 (2%) said King Fahad Medical City (KFMC). 

However, 12 responses (2%) were for other hospitals not mentioned in Table 12 

namely : King Khalid Eye Specialist, Saudi Hospital, Aramco Medical Facilities, and 

Royal Commission Hospital, Insurance Hospital (GOSI) and School Health Units 

(MOE), etc.  

Since this study was limited to public hospitals, the private hospitals were 

excluded, though they act as a limited additional source for the dispensing of 

medicines to patients. If these had been included the situation could be even more 

complex especially when co-ordination between these hospitals in terms of sharing 

the information about what has been dispensed to whom and where, does not as yet 

exist.  

 

6.27 Results from the questionnaires distributed to patients 

The following is an explanation of the responses of the patients to each 

question and the questionnaire consisted of two main parts with 20 questions in total 

and participants were asked to select their answers based on different options. 
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6.27.1 Part one: Demographic Characteristics of the Study Patients 

 

Table 13. The demographic characteristics of the patients in the study 

Variable   Frequency Percent 

Gender    Male 41 61.2 

Female 26 38.8 

Total 67 100.0 

Residency 

 

Riyadh 48 71.6 

other area 19 28.4 

Total 67 100.0 

Education Level 

 

Illiterate 5 7.5 

Can read and write 10 14.9 

Secondary education 

and below 
35 52.2 

University or higher 

education 
17 25.4 

Total 67 100.0 

Family Income 

 

Less than average 4 6.0 

Average 61 91.0 

More than average 2 3.0 

Total 67 100.0 

Do you have a chronic 

disease, such as 

diabetes, high/low 

blood pressure, heart 

disease, asthma, etc., 

which requires a 

Yes 67 100 

No 0 00 

Total 

67 100.0 
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repeat prescription? 

 

Age 

 

Less than 25 4 6.0 

25-35 1 1.5 

36-45 7 10.4 

More than 45 55 82.1 

Total 67 100.0 

 

Table 13 shows there were 41 male patients and 26 females, respectively representing 

61% and 39% of the total sample. The number of patients who resided in the Riyadh 

area was 48, representing 72% of all respondents, whilst the number of patients who 

resided in other areas was 19 (28%). Table 13 reveals that 5 (8%) patients were 

illiterate, and 10 (15%) patients were able to read and write.  35 (52%) patients 

achieved a secondary education level or less, and only 17 (25%) patients possessed a 

bachelor’s degree and higher.  

Consequently, there were differences in the education levels of the patients. 

With regard to the level of family income, 61 patients, representing 91% of the total 

sample, received an average income,  only 4 (6%) patients had family incomes rated 

below average and 2 (3%) had incomes above average.  

All 67 patients were suffering from chronic diseases such as diabetes and high blood 

pressure, heart disease and asthma. The patient questionnaire was designed for OPD 

patients who have chronic disease(s) and who frequently visit the OPD hospitaland so 

the questionnaire was distributed randomly to any patients or their carers who visited 

outpatient clinics to obtain medication regardless of their gender, age, education level, 

family income or disease type, etc. This resulted in an initial sample of 240 

respondents. Only those respondents who answered “Yes, I have a chronic disease” 
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from the sample of 240 were utilized, thus the 173 participants who answered, “No, I 

don’t have a chronic disease” were excluded from the final sample.  Most patients, 

that is, 55 (82%) were more than 45 years old.  7 (10%) patients were aged between 

36-45 years; 1 patient (2%) was aged between 25 to 35, and the remaining 4 (6%) 

were less than 25 years old.  

 

6.27.2 Part two: Statistical Profile of Variable Variance 

In order to obtain a descriptive statistical profile of all variance in the 

questionnaire variables, frequencies and percentages for each question were 

calculated for the 67 responding patients (or their carers) with some chronic diseases.  

Part two consisted of three sections i.e. A, B, and C with 14 questions in total and 

participants were asked to select their answers based on different options. 

Section A. Questions were to assess inter/intradepartmental relationships 

within hospitals from the viewpoint of the patients. 

 

The first question distributed to patients (A1) asked the patients: “In 

addition to this hospital and MOH hospitals”, which of the following hospitals can 

you visit to obtain your treatment (you may tick more than one option)?" provided 

the results shown in Table 14. 

 

Table 14.  Results of question 1 from the patients’ questionnaire 

Question Answers  Frequency  % Rank 

A1  Military Hospitals 2 3 3 

University Hospitals 2 3 3 

National Guard Hospitals 1 1.5 4 
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King Faisal Specialist Hospital and 

Research Center in Riyadh 

0 

 

0 0 

Other (please specify):    4 6 2 

None of these 58 86.6 1 

 

As mentioned earlier in chapter one, this study was limited to public 

hospitals, thus private hospitals were excluded. Table 14 shows that 67 answers were 

based on 6 options of public hospitals, (i.e., Military Hospitals, University Hospitals, 

National Guard Hospitals, the King Faisal Specialist Hospital and the Research 

Center in Riyadh, Other, and None . 58 (87%) of the 67 patients answered that they 

cannot visit other hospitals to obtain treatment (i.e., only MOHH and SFHP). 

However, 9 of the 67 (13%) patients were found eligible to receive treatment at a 

range of additional hospitals. 4 patients (6%) were able to visit other hospitals that 

were not mentioned above, such as the King Khalid Eye Specialist, Saudi Hospital, 

Aramco Medical Facilities, the Royal Commission Hospital, the Insurance Hospital 

(GOSI) and the School Health Units (MOE) etc., followed by 2 (3%) patients for 

both Military and University Hospitals and only 1 (2%) patient could visit the 

National Guard Hospitals to obtain treatment.  

The fact that a certain number of patients were eligible to visit more than just 

public hospitals, harmonized with the results of the pilot study questionnaire that was 

conducted by the study throughout Saudi Arabia that asked about the number of 

public hospitals where patients were authorized to receive treatment at public 

hospitals and/or medical centers, which indicated that 650 respondents (100%) 

nominated Ministry of Health hospitals and/ or medical centers (MOHH). However, 

for example MOH (1991) indicated that 64% of health services in the country were 
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provided by MOH. From the same 650 patients certain of them i.e., 270 of 650 

(42%) patients were found eligible to receive treatment at a range of other hospitals 

that may deal with the same illness, thus they may receive simultaneous treatment 

from different sectors for the same condition, subsequently there is a surplus of 

unused medicines at patients’ homes, especially as a result of the lack of 

communication between the different public and private hospitals. 

Moreover, the medicines may have different brand/ generic names, strength, 

or dosage between hospitals that would confuse the patient. Table 33and 34 showed 

the answers of the pharmacists regarding the main source of patient confusion.  

 

The second question A2 asked the patients: “Approximately how often do you visit 

a Hospital or a Medical Center?”  

 

Table 15. Results of question 2 from the patients’ questionnaire. 

Question Answers  Frequency  % Rank 

A2 Once a week 00 00 0 

Once a month 9 13.4 3 

Once every three months 35 52.2 1 

Once every six months 21 31.3 2 

Only when necessary 2 3 4 

 

Table 15 shows that of the 67 answers were based on the 5 options: Once a week, 

Once a month, Once every three months, Once every six months, and only when 

necessary. The majority of the patients, i.e., 35 patients (52%) visited a Hospital or a 

Medical Center once every three months; 21 patients (31%) visited a Hospital or          
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a Medical Center once every six months. The third ranked group was 9 patients (13%) 

who visited a Hospital or a Medical Center once a month and 2 patients (3%) who 

visited a Hospital or a Medical Center only when necessary. 

 

The third question A3 asked the patients: “On your visits to a hospital or a medical 

center, does it happen that your physician prescribes a medicine that you already 

have at home?” the answers were based on 3 options, i.e., “Yes (many times), Yes 

(sometimes) and No (never)”. 

 

Table 16 Results of question 3 from the patients’ questionnaire 

Question Answers  Frequency  % Rank 

A3  Yes (many times) 13 19.4 2 

Yes (sometimes) 53 79.1 1 

No (never) 1 1.5 3 

 

Most of the patients, i.e., 53 (79%) of the 67 patients answered (Yes; 

sometimes); it happens that the physician prescribed a medicine that he/she already has 

at home. This was followed by 13 patients (19%) who answered (Yes; many times) it 

happens that the physician prescribed a medicine that he/she already had some at 

home. However, 1 patient (1.5%) who answered (No; never) the physician never 

prescribed a medicine as he/she already had many at home 

 

The fourth question A4 asked the patients: “When you visit a hospital or a medical 

center, how does the physician know the name of medicines previously dispensed to 

you from another hospital?” 
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Table 17 Results of question 4 shows that the 67 answers were based on 5 options, 

i.e., “I tell the physician the name, dosage, form etc. of my medicine, I bring a sample 

of any medicine that I have been using, I describe the shape, color and form of the 

medicines that I am currently using, I do not know, and Other (please specify)”. 

 

Table 17 Results of question 4 from the patients’ questionnaire 

Question Answers  Frequency  % Rank 

(A4)  I tell the physician the name, dosage, 

form etc. of my medicine. 
33 49.3 1 

I bring a sample of any medicine that I 

have been using. 
7 10.4 3 

I describe the shape, color and form of 

the medicines that I am currently using. 
21 31.3 2 

I do not know   06 9 4 

Other (please specify):    00 00 0 

 

Almost the majority, 33 (49%) of the 67 patients answered that he/she tells the 

physician the name, dosage, form etc. of their medicine. This was followed by 21 

patients (31%) who answered that he/she describes the shape, color and form of the 

medicines that he/she is currently using, 7 (10%) patients answered he/she brings a 

sample of any medicine that they have been using, and 6 (9%) patients said they do not 

know. The researcher sought through the fifth open option, other ways that the 

physician knows the name of medicines previously dispensed to the patient from 

another hospital. However, the ‘other ‘option was never completed by any of the  
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participants. Consequently, the majority of patients or their careers, 34 (50.7%) of the 

67 participants did not know the name of their medicines; and so cannot use the name 

of their medicines to inform the doctors of their medication. This indicates a lack of an 

efficient patient and physician interaction due to the lack of patient education among 

the majority of patients. This may make physicians unintentionally to repeat prescribe 

the unused medicines that the patient’s have at home. 

 

The fifth question A5 asked the patients: “When you have a surplus medicine, what do 

you do with it?” 

 

Table 18 Results of question 5 from the patients’ questionnaire 

Question Answers  Frequency  % Rank 

A5  Take it back to the hospital pharmacy 5 7.5 3 

Store it at home 50 75 1 

Discard it immediately 12 18 2 

No, I never had a surplus 0 0 4 

Other (please specify):    00 00 00 

 

Table 18 shows that the 67 answers were based on 5 options, i.e., “Take it back to the 

hospital pharmacy, Store it at home, Discard it immediately, No, I never had a surplus, 

and, other (please specify)”.50 patients (75%) of the 67 patients, which was the largest 

group of the patients, tended to store their surplus medicines at home. 12 (18%) 

discarded the surplus medicine immediately, and only 5 (7.5%) of patients would take 

the surplus medicine back to the hospital pharmacy. Consequently, 62 from every 67 

(93%) patients tend to not take such surplus medicines back to the hospital pharmacy, 
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either because they store it at home or discarded it. This table clearly shows that 

majority of the randomly chosen participants had experience of the phenomenon of 

surplus unused medicine and were therefore aware of its existence.  

 

The sixth question A6 asked the patients: “If you do not take surplus medicine back to 

the pharmacy, what is the most important reason?” 

 

Table 19 Results of question 6  from the patients’ questionnaire 

Question Answers  Frequency  % Rank 

A6  1- Lack of time  5 7.5 4 

2- Distance between my house and the 

hospital  

19 28.4 2 

3- I am afraid that the medicine may not be 

available from the pharmacy the next time I 

need it 

29 43.3 1 

4- You or one of your family members may 

need this medicine again 

14 21 3 

5- Your belief that the pharmacy will not 

benefit from this medicine and it will be 

collected to be discarded 

00 00 0 

6- Other (please specify):    00 00 0 

 

The data shown in Table 18, indicates that the majority of patients, 62 from every 

67pateints (93%) do not take such surplus medicines back to the hospital pharmacy. 

Thus Table 19 shows four reasons for not taking surplus medicine back to the 
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pharmacy. Most interestingly, 29 patients (43%) answered that the reason was they 

were afraid that the medicine may not be available from the pharmacy the next time 

they needed it. 19 patients (28%) answered because of the distance between their 

house and the hospital. The researcher believed that some patients had come to the 

hospital from areas outside the city or for those who live in big cities such as Riyadh. 

However, 14 (21%) patients   reported that they deliberately kept the medicine at 

home because they believed that they may need such medicines again, which is 

obviously due to their experiences of frequent unavailability of their medicines at 

public hospital pharmacies.   

 

The seventh question A7 asked the patients “On your visits to the hospital or the 

medical center, how do you know if your medicine is not available?” 

 

Table 20 Results of question 7 from the patients’ questionnaire 

Question Answers  Frequency  % Rank 

A7 1- The doctor tells me 4 6 3 

2- The pharmacist tells me 48 71.6 1 

3- Sometimes told by the doctor and 

sometimes told by the pharmacist 
15 22.4 2 

4- Other (please specify):    00 00 0 

  

Table 20 shows that the 67 answers were based on 4 options: a) The doctor tells me, 

b) the pharmacist tells me, c) Sometimes told by the doctor and sometimes told by the 

pharmacist, and d) other . 48 patients (71%) of the 67 patients reported that they 

would be told if their medicines are not available when they visit the hospital or the 
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medical center by the pharmacist, 15 patients (22%) indicated they are sometimes told 

by the doctor and sometimes told by the pharmacist, and 4 patients (6%) know the 

unavailability because the doctor tells them. Consequently, the 48 (71%) of patients 

reported that they know about the unavailability of their medicines due to the 

pharmacist telling them. This indicates a lack of effective communication between the 

clinics and the pharmacy and thus the defect of the inter relationships within 

hospitals. This wastage of patients’ time would influence on general patients' 

satisfaction and their trust, and thus results in the tendency of patients to retain a 

surplus of medicines at home.  

 

Section B. Questions were to assess the performance of medical staff and 

pharmaceutical services providers from the viewpoint of the patients.   

The eighth question, B1, asked the patients: “Approximately how many types of 

medicine are you prescribed on each visit?” 

 

Table 21. Results of question 8 from the patients’ questionnaire  

                        

Question                                

Answers Frequency % Rank 

B1 One type 0 4 1.7 5 

Two types 15 22.4 3 

Three types 24 35.8 1 

Four types 19 28.4 2 

More than four types 9 13.4 4 
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Table 21 shows that the 67 answers were based on 5 options: One type; two types; 

three types; four types; and more than four types. 

The majority of 67 patients with chronic diseases i.e., 24 (36%) patients use three types 

of medicine; 19 (28%) patients use four types of medicine; 15 (22%) patients use two 

types of medicine; 9 (13%) patients use more than four types of medicines; and 4 (2%) 

patients use one type only.   

 

The ninth question (B2) asked the patients: “If the doctor wants to prescribe a 

medicine for you, and he knows that you already have the same medicine at home in 

good condition, what will the doctor usually do?” 

 

Table 22 Results of question 9 from the patients’ questionnaire 

                        

Question                                

Answers Frequency % Rank 

B2  Prescribe it again, ignoring the fact that 

you have the same medicine at home  
17 25.4 2 

Prescribe it again, but tell you to use what 

you already have first 
50 74.6 1 

Prescribe it again, and tell you to destroy 

what you already have at home 
0 0 0 

Other (please specify):     0 0  

 

Table 22 shows that the 67 answers were based on the four options: Prescribe it again, 

ignoring the fact that you have the same medicine at home; prescribe it again, but tell 

you to use what you already have first; prescribe it again, and tell you to destroy what 
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you already have at home; and other (please specify). Consequently, when the doctor 

wants to prescribe a medicine for the patient, and he knows that the patient already has 

the same medicine at home in good condition, 50 (74.6%) of the 67 patients answered 

that the doctor prescribes it again, but tells the patient to use what he/she already has 

first, and 17 (25.4%) patients answered that the doctor prescribes it again, ignoring the 

fact that you have the same medicine at home. However, no further advice was given, 

such as to destroy what the patient already had at home. Also, no participants selected 

the option “Other (please specify)” in order to add any other possible actions. 

Prescribing medicine for the patient while the patient already has some at home would 

generate an accumulation of such medicine at home and result in its shortage at the 

hospitals.      

  

The tenth question (B3) asked the patients: “When you use a certain medicine, do you 

get any other information in addition to the dosage and directions for use from the 

pharmacist? For instance, drug name, side-effects, warning, storage directions etc?” 

Table 23 Results of question 10 from the patients’ questionnaire  

    

Question                                

Answers Frequency % Rank 

B3 Yes 2 3 3 

Sometimes 39 58.2 1 

No 26 38.9 2 

 

Table 23 shows that the 67 answers were based on 3 options: Yes; Sometimes; and No. 

Consequently, the extent of counseling efficiency of OPD hospital pharmacies through 

the information that the patient gets from the pharmacists while dispensing the  
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medicines to the patients such as drug name, side-effects, warning, storage directions 

etc., indicates that 39 from the 67 (58.2%) participants answered that “Sometimes” they 

get such information; 26 (38.9%) participants answered “No”, they do not get such 

other information. Nevertheless, only 2 (3%) participants answered “Yes”, that they get 

information such as the medicines name, side effects, warning, storage directions etc. 

from the pharmacists while dispensing.  This obviously indicates a lack of effective 

patient education to the majority of patients. In reference to Table 17, results indicate 

that the majority of patients or their carers (50.7%) do not know the name of their 

medicines hence they do not use the name of their medicines to inform their doctors of 

the medicines being used. Consequently, inefficient patient interaction with his/her 

physician results in a further surplus of unused medicines at patients’ homes on the 

account of the availability of such medicines in the OPD hospital pharmacy, thus 

creating a shortage prior to its scheduled date.    

 

The eleventh question (B4) asked the patients: “When you visit a public hospital, how 

long do you wait to get your medicine?” 

Table 24 Results of question 11 from the patients’ questionnaire 

                        

Question                                

Answers Frequency % Rank 

B4  

 

Less than 10 minutes 0 00 0 

10 - 20 minutes 8 12 4 

20 - 30 minutes   10 15 3 

30 - 60 minutes 29 43.8 1 

More than 60 minutes 20 30 2 
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Table 24 shows that the 67 answers were based on 5 options: Less than 10 minutes; 10 

- 20 minutes; 20 - 30 minutes; 30 - 60 minutes, or More than 60 minutes. 29 (43.28%) 

participants said they wait 30 - 60 minutes; 20 (30%) participants said they wait more 

than 60 minutes; 10 (15%) participants said they wait 20 - 30 minutes; 8 (12%) 

participants said they wait 10 - 20 minutes; and less than 10 minutes was not selected 

by any of the respondents. Consequently, the majority of their answers indicated that 

the waiting time of patients with regard to obtaining their medicines from the OPD 

pharmacy was a relatively long time. The researcher believes that such a waiting time 

can be minimized by reducing the daily number of patients attending the OPD 

pharmacy through enhancing hospital – patient communication, thus limiting them to 

those whose medicines are available on the shelf in the OPD pharmacy thus ready for 

dispensing.  

Consequently, to enhance the availability of such medicines, Table 17 

showed how the impact of patient education is on minimizing the surplus of unused 

medicines at homes and thus enhancing their availability in public hospitals 

pharmacies.   

  

The twelfth question (B5) asked the patients: “In the event that the entire quantity of 

the medicine prescribed to you was consumed before your next appointment with the 

doctor, what would you do?” 
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Table 25. Results of question 12 from the patients’ questionnaire  

 

Table 25 shows that the 67 answers were based on 5 options: Visit another public 

hospital or clinic to obtain medicine; Repeatedly visit the emergency department to 

obtain the small quantities needed; Attempt to obtain a sufficient quantity of medicine, 

taking advantage of relationships or friendships you have with hospital staff; Buy your 

medication from pharmacies outside the hospital; and other (please specify).  

31 (46.3%) participants said they buy their medication from pharmacies 

outside the hospital. This percentage would create an additional source of surplus in 

terms of unused medicines held by the patients at homes, particularly in the event that 

the patient needed some pills and medicines which had been sold as a full pack from a 

private pharmacy; 24 (35.8%) participants said they visit another public hospital or 

clinic to obtain medicine hence this would create an additional source of random 

shortages of medicines at the hospital drug stores; 11 (16.4%) participants said they  

Question Answers Frequency % Rank 

B5 Visit another public hospital or clinic to 

obtain medicine 
24 35.8 2 

Repeatedly visit the emergency department 

to obtain the small quantities needed 
1 1.5 4 

Attempt to obtain a sufficient quantity of 

medicine, taking advantage of relationships 

or friendships you have with hospital staff. 

11 16.4 3 

Buy your medication from pharmacies 

outside the hospital 
31 46.3 1 

Other (please specify): 00 00 0 
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attempt to obtain a sufficient quantity of medicine, taking advantage of relationships or 

friendships they have with hospital staff; and only 1 (1.5%) participants said they 

repeatedly visit the emergency department to obtain the small quantities needed. 

However, no participant selected the option of “Other (please specify)”.  

Consequently, such behaviours would create a surplus of medicines at home. However, 

this study was limited to public hospitals only; hence the private hospitals were 

excluded, though they act as a limited additional source for the dispensing of medicine 

to patients. However, if these had been included the situation could be even more 

complex especially when co-ordination between these hospitals in terms of sharing the 

information about what has been dispensed to whom and where does not as yet exist. 

 

The thirteenth question (B6) asked the patients: “How many times did you not get 

your full prescription in your the last ten visits to the OPD public hospitals?” 

Table 26. Results of question 13 from the patients’ questionnaire 

                        

Question                                

Answers Frequency % Rank 

B6 One time 10 15 3 

Two times 6 9 5 

Three times 22 33 1 

Four times 4 6 7 

5- Five times 5 7.5 6 

More than Five times 7 10.4 4 

No. I received my prescription in 

full every time  
13 19.4 2 
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Table 26 shows that the 67 answers were based on 7 options: One time; Two times; 

Three times; Four times; Five times; More than Five times; and No. I received my 

prescription in full every time. 

 22 (33%) participants answered that on three occasions they did not get their 

full prescription in their last ten visits to the hospital; 13 (19.4%) participants answered 

that they received their prescriptions in full every time; 10 (15%) participants 

answered one time only; 7 (10.4%) participants answered more than five times; 6 (9%) 

participants answered two times; 5 (7.5%) participants answered five times; and 4 

(6%) participants answered four times. Thus 54 of the 67 patients (i.e., 80.6%) 

experienced at different times shortages of medicine that was prescribed for them by 

the OPD public hospitals.  

Section C. Questions 14 was an optional open-ended question 

The fourteenth question (C1) was an optional open-ended question, and asked the 

patients: “If you had an opportunity to improve the level of pharmaceutical services, 

what would you suggest? (Optional)?” 

Table 27. Results of question 14 from the patients’ questionnaire   

Question Answers Frequency % Rank 

C1 Reduce the Waiting time 12 17.9 3 

Enhancing patients satisfaction by 

ensuring the availability of the 

important medicines 

15 22.4 2 

Allow patients to obtain unavailable 

medicines from any nearby public 

pharmacy 

7 

 

10.4 

 

4 

No suggestion 33 29.2 1 
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Table 27 shows that the 34 answers for this open-ended question from a total of 67 

potential participants were gathered and consequently presented in 3 main areas of 

suggestion, i.e., “Reduce the waiting time; Enhancing patients satisfaction by 

ensuring the availability of the important medicines, and allow patients to obtain 

unavailable medicines from any nearby public pharmacy”. The remaining 33 (29.2%) 

participants left this question empty without answering, (i.e., No suggestion). 

Consequently, the 34 (30.8%) of the participants added 3 different 

suggestions, i.e., 15 from the 34 (22.4%) participants suggested enhancing patient 

satisfaction by ensuring the availability of important medicines; 12 (17.9%) 

participants suggested reducing the waiting time; and 7 (10.4%) participants 

suggested allowing patients to obtain unavailable medicines from any nearby public 

pharmacy. 

Such suggestions from the 34 of the total 67 study participants apparently 

reflect their concerns about shortages of certain medicine; 2) the long time waiting in 

front of the OPD pharmacy to obtain 1) their medicine and 3) the delay in knowing 

the availability status of their medicine and the suffering caused to patients in having 

to wait a long time in front of the pharmacy after being given their prescription before 

knowing if it was available was due to the lack of effective communication, which 

would influence on general patient satisfaction and their trust, and additionally result 

in the tendency of patients to retain a surplus of medicine at home, as indicated by the 

results in table 18.  
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6.28 Results from the questionnaires distributed to Pharmacists  

The following is an explanation of the responses of the pharmacists to each question. 

The questionnaire consisted of three sections i.e. A, B, and C with 20 questions in 

total and participants were asked to select their answers based on different options. 

 

Section A. Questions were designed to assess the performance of pharmaceutical 

services providers from the viewpoint of pharmacists. Frequencies and 

percentages were calculated. 

The first question in the questionnaire distributed to the sample of 

pharmacists (A1) asked the pharmacists “How long have you been practicing in a 

public hospital pharmacy?”  

.  

Table 28.  Results relating to pharmacist’s practical experience 

Question                                                         Answers  Frequency % Rank 

A1 Less than a year 02 6.1 5 

1-2 years  04 12.1 4 

 2-4 years 06 18.2 3 

 4 -8 years 12 36.4 1 

More than 8 years  09 27.3 2 

Total 33 100  

 

Table 28 shows that the 33 answers were based on 5 options: Less than a year; 1-2 

years, 2-4 years; 4 -8 years; and More than 8 years.  

12 (36.4%) had experience of between 4 and 8 years, 9 pharmacists (27.3%) who 

had more than 8 years’ experience.   The third largest group consisted of 6 
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pharmacists (18.2%) with between 2 and 4 years’ experience;  4 (12.1%) had 1 or 2 

years experience; and finally, 2 pharmacists had less than a year’s experience and 

formed the smallest group at 6.1%. Consequently, all participating pharmacists were 

experienced in public hospital pharmacies, and such long practicing periods would 

be in the interest of the reliability of the study. 

 

The second question (A2) asked the pharmacists,  

"What kind of filling / dispensing system is used in the OPD pharmacy?" 

Table 29 Results of question 2 answered by the pharmacists in the study 

Question                                                         Answers  Frequency % Rank 

A2 

 

Electronic filling/dispensing system only 00 00 0 

Manual filling/dispensing system only  00 00 0 

Both manual and electronic 

filling/dispensing systems 
33 100.0 1 

Other (please specify) 00 00 0 

TOTAL 33 100.0  

 

Table 29 shows that the 33 answers were based on 4 options: Electronic 

filling/dispensing system only; manual filling/dispensing system only; both manual 

and electronic filling/dispensing systems; and other (please specify).  

All the pharmacists, i.e., 33 (100%) in the OPD pharmacies use the third type 

of packaging (both manual and electronic filling / dispensing systems). Consequently, 

this kind of filling / dispensing system would enhance dispensing efficiency in public 

hospitals. 
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The third question (A3) asked the pharmacists “In your opinion, what is the daily 

average number of patients with chronic illness who visit the OPD pharmacy to obtain 

their medicines?” 

Table 30 Results of question 3 answered by the pharmacists in the study 

Question                                                         Answers Frequency % Rank 

A3 Less than 50 00 00 00 

50-100 04 12.1 3 

100-150   21 63.6 1 

150-200 06 18.2 2 

More than 200 02 6.1 4 

Total 33 100.0  

 

Table 30 shows that the 33 answers were based on 5 options: Less than 50; 50-100; 

100-150; 150-200; and more than 200 patients with chronic illness.  

21 (63%) pharmacists estimated the average number of visits by patients with 

chronic diseases as between 100 and 150.  Six (18%) estimated between 150 and 

200; 4 (12%) estimated between 50 and 100; and 2 (6%) believed that more than two 

hundred chronically ill patients visit every day. Consequently, 50 to more than 200 

patients with chronic illness visit the OPD pharmacy every day, depending on the 

type/size of the public hospital that the pharmacist actual works in.  

 

The fourth question (A4) asked the pharmacists “Out of every 100 patients with 

chronic illness visiting the OPD pharmacy, in your opinion, how many    of them 

failed to receive in full their prescribed medicines?" 

 Table 31 Results of question 4 answered by the pharmacists in the study 
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  Question                                                         Answers Frequency % Rank 

A4 

 

No, all received their 

prescription in full. 

00 00 0 

Less than 10 patients 04 12.1 3 

10 – 20 patients 16 48.5 1 

20 – 30 patients 13 39.4 2 

30 – 40 patients 00 00 0 

40 - 50 patients 00 00 0 

More than 50 patients 00 00 0 

Total  33 100.0  

 

Table 31 shows that the 33 answers were based on 7 options: No, all received their 

prescription in full; less than 10; 10 – 20; 20 – 30; 30 – 40; 40 – 50; and more than 

50 patients.   

 In descending order that 16 pharmacists  (48%) believe that between 10% 

and 20% patients  fail to obtain all their prescribed medicines; 13 (40%) believe that 

between 20% and 30% patients  failed to obtain all their prescribed medicines.  4 

pharmacists (12.1%) put the figure at less than 10%.  

Generally, the researcher believed that such variation in numbers of patients 

who failed to obtain all their prescribed medicines depended on the type/size of the 

public hospital that the participant works with. Nevertheless no participant from the 

pharmacists answered “No, all receive their prescription in full”. The result of the 

same question on the questionnaire distributed to the physicians (Table 49) showed 

that 2 of the 34 participating physicians (i.e., 6 %) believed that all patients received 

their full prescription, because only one OPD pharmacy within each hospital deals 
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with different clinics. However the Table 31 results clearly indicate the existence of 

frequent shortages of certain medicines dispensed by the public OPD hospitals. 

 

The fifth question (A5) asked the pharmacists "Does the pharmacy always have 

ready alternatives for the out of stock medicines, enabling doctors to prescribe 

suitable replacements?”.  

This question was placed by the researcher for professional health members as an 

indirect way to elicit their impressions as to whether there is regularly a shortage of 

medicines or not, and thus to assess the extent of dispensing efficiency by the Public 

OPD hospitals.   

Table 32 Results of question 5 answered by the pharmacists in the study 

 

 

  

 

 

 

Table 32 shows that the 33 answers were based on 3 options, i.e., “Yes, Sometimes, 

and No, never”.  Their answers to this question indicate full consensus among the 

pharmacists that sometimes there are ready alternatives when stocks of certain 

medicines are insufficient, and thus the doctors can prescribe these suitable 

alternatives. However, their answers implicitly indicate that the alternatives were not 

always available, owing to the existence of such frequent shortage of certain 

medicines at Public OPD hospitals.   

Question                                                         Answers Frequency % Rank 

A5 Yes 00 00 00 

Sometimes 33 100 1 

No, never 00 00 00 

Total  33 100.0  
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Additionally, this result of the alternatives’ unavailability emphasizes the suffering 

of patients caused by the unavailability of certain medicines. This would influence 

the patients’ trust and also increase the surplus of unused medicines at homes.   

 

The sixth question (A6) asked the pharmacists 

"Out of every 100 patients suffering from chronic diseases visiting the OPD 

pharmacy, in your opinion, how many of them don't have the necessary basic 

understanding of their medicine?” 

Table 33. The results of question 6 answered by the pharmacists in the study 

Question                                                         Answers Frequency % Rank 

A6) Less than 10 patients 00 00 00 

10 - 20 patients 02 6.1 4 

20 - 30 patients 13 39.4 1 

 30 – 40 patients 10 30.3 2 

40 - 50 patients 08 24.2 3 

More than 50 patients 00 00 00 

Total 33 100.0  

 

Table 33 shows that the 33 answers were based on 6 options: Less than 10; 10 – 20; 

20 – 30; 30 – 40, 40 – 50; and More than 50 patients.   

The answers to this question indicate that 13 (39.4) pharmacists believed that 20% to 

30% patients have no basic understanding of their medicines.   

Ten pharmacists (30.3%) estimated between 30% and 40% of patients lack 

understanding, and 8 (24.2%) estimate between 40% and 50%; and 2 pharmacists 

(6.1%) put the figure between10% and 20%.  



227 

 

Consequently, many of the OPD patients suffering from chronic diseases and 

frequently visit the OPD hospitals don’t have the necessary basic understanding of 

their medicines due to insufficient patients counseling, education and patient 

interaction with his/her physician would result in a further surplus of unused 

medicines at patients’ homes and thus such situation would be a reason for irrational 

use of medicines.  

 

The seventh question (A7) asked the pharmacists " Based on your practice in the 

OPD pharmacy, what is the main source of patient confusion? "                    

Table 34 Results of question 7 answered by the pharmacists in the study 

Question                                                         Answers Frequency % Rank 

 A7 Similarity of packaging between different 

strengths of the same drug from the same brand. 

07 21.2 3 

In some medicines, the higher strength version 

comes in a smaller size tablet and the lower 

strength in a larger tablet.     

02 6.1 4 

Some patients have previously had different 

medicines for the same illness prescribed by 

another source. 

13 39.4 1 

Some patients have previously taken the same 

generic medicines, but made by different 

companies. 

11 33.3 2 

Other (please specify): 00 00 00 

Total 33 100.0  
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Table 34 shows that the 33 answers were based on 5 options: Similarity of packaging 

between different strengths of the same drug from the same brand; In some 

medicines; the higher strength version comes in a smaller size tablet and the lower 

strength in a larger tablet; Some patients had previously different medicines for the 

same illness prescribed by another source. Some patients have previously taken the 

same generic medicines, but made by different companies; and other (please 

specify).  

13 (39.4%) pharmacists cited the   main reason why patients were confused 

as "Some patients have previously had different medicines for the same illness 

prescribed by another source";  

Although this study was limited to public hospitals as mentioned earlier in 

chapter one, Table 14 from the questionnaire distributed to the patients shows that 9 

of the 67 (13%) patients were found eligible to receive treatment at a range of 

different hospitals. 

33% cited the reason as "Some patients have previously taken the same generic 

medicines, but made by different companies", whereas 21% believed that 

the "Similarity of packaging between different strengths of the same drug from the 

same brand "is the main source of confusion for patients.  

This shows the need for better patient counseling and education. 

  Finally, 6% gave "In some medicines, the higher strength version comes in a 

smaller size tablet and the lower strength in a larger tablet” as the source 

of confusion. 
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Section B. Questions were to assess inter/intradepartmental relationships within the 

hospitals from the viewpoint of pharmacists.  

 

The eighth question (B1) asked the pharmacists "In your opinion, do you think that 

easy access to medication, in addition to the quantity and quality of medicine, are 

important factors in a patient's choice of hospital? 

 

Table 35. Results of question 8 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

B1 Yes I think so 11 33.3 2 

No I do not think so 04 12.1 3 

Sometimes 18 54.5 1 

Total 33 100.0  

 

Table 35 shows that the 33 answers were based on 3 options: Yes I think so; No I do 

not think so; and Sometimes. 

It revealed that 11 (33.3%) of pharmacists believed that the ease of access to 

medication, in addition to the quantity and quality of medicine, are important factors in 

a patient's choice of hospital; 18 (54.5%) said that these factors are sometimes 

important but 04 (12.1%) of pharmacists believe they do not have any  influence upon 

the patient's choice of hospital.  

Most of the participant pharmacists believed that the availability of the 

prescribed medicines in full was important in a patient's choice of hospital. Table 14 

showed the fact that a certain number of patients were eligible to visit more than just 

public hospitals. Consequently, these patients may receive simultaneous treatment 
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from different sectors for the same illness as a result of the lack of communication 

between the different public hospitals; this would create a surplus of unused medicines 

at patients’ homes.  

 

The ninth question B2 asked the pharmacists "Does the pharmacy department in the 

hospital that you are working in have an accessible formulary from which physicians 

and pharmacy staff can find out the hospital's medicine stocks?"  

 

Table 36. Results of question 9 answered by the pharmacists in the study.  

Question Answers Frequency % Rank 

B2  Yes 33 100 1 

 No 00 0.00 0 

 I do not know 00 0.00 0 

Total 33 100  

 

Table 36 shows that the 33 answers were based on 3 options: Yes; No; and I do not 

know.   

The responses demonstrate complete consensus that an accessible formulary 

exists at their hospitals which enables the physicians and pharmacy staff to check the 

stock of medicines used at the hospital. Consequently, the physicians and 

pharmacists are aware of the hospital’s medicines. 

 

The tenth question B3 asked the pharmacists “During your daily work, how soon do 

you know that a particular medicine is out of stock in the pharmacy?" 
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Table 37. Results of question 10 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

B3 

 

By daily/weekly/monthly pharmacy 

articles 

 

00 0 0 

During the daily dispensing of 

medicines to patients, you discover 

such unavailability 

29 87.9 1 

Accidentally, through frequent calls 

and inquiries from the physicians 

asking about out of stock medicines 

04 12.1 2 

Other (please specify): 00 0 0 

Total 33 100  

 

Table 37shows that the 33 answers were based on 4 options: By 

daily/weekly/monthly pharmacy articles; during the daily dispensing of medicines to 

patients, you discover such unavailability; accidentally, through frequent calls and 

inquiries from the physicians asking about out of stock medicines; and other (please 

specify). Thus the result indicates that 29 pharmacists (87.9%) can quickly identify 

that a particular medicine is out of stock in the pharmacy by dispensing daily 

medications for patients.  However, the majority of patients cannot know the 

unavailability of their medicines prior to dispensing. Table 24 showed that the 

waiting time of patients with regard to obtaining their medicines from the OPD 



232 

 

pharmacy was relatively long, and could be reduced accordingly by enhancing the 

communication with/ within the pharmacy. 

Four pharmacists (12%) reported that they can quickly identify that a 

particular medicine was out of stock in the pharmacy, albeit in an indirect way,  that 

is, through repeated requests and inquiries from doctors in which they ask about the 

availability of medicines in the pharmacy, thus there was no other way existed in 

public  hospitals’ pharmacies to discover the out of stock by using the open option 

“Other (please specify)” , i. e., (0 %) of participants responses to express any other 

way.  

Consequently, the researcher concluded that the pharmacy staff in public hospitals 

can only know that medicines are out of stock either accidentally through frequent 

calls and inquiries from the physicians asking about out of stock medicines or by the 

daily dispensing of medicines to patients, thus they discover the unavailability of 

medicines late.  

This indicates that the pharmacists were not able to know the out of stock of 

medicines immediately, before or at the existence of it, which indicates a lack of 

intradepartmental communication and thus ineffective coordination.  Table 38 

(following) shows to what extent the coordination exists between the outpatients’ 

hospitals.    

 

The eleventh question B4 asked the pharmacists 

"In your opinion, is there an effective communication and coordination between the 

OPD pharmacy that you are working with and the OPD pharmacies in other 

hospitals?" 
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Table 38. Results of question 11 answered by the pharmacists in the study 

Question Answers Frequency % Rank 

B4 Yes 00 00 0 

No 33 100 1 

 

Table 38 shows that the 33 answers were based on 2 options: Yes; and No. and the 

result showed complete consensus for the 33 pharmacists (100%) that there is no 

effective coordination between the OPD pharmacy in which they work and OPD 

pharmacies in other hospitals. 

Since Table 14 showed the fact that a certain number of patients were eligible 

to visit more than just public hospitals, this absence of communication between the 

different public hospitals would create a surplus of unused medicines at patients’ 

homes. 

 

The twelfth  question B5   asked the pharmacists " In your opinion, what are the 

most appropriate methods for preventing or reducing situations in which patients 

hold surpluses of unneeded drugs that may eventually become waste? 
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Table 39. Results of question 12 answered by the pharmacists in the study 

Question Answers Frequency % Rank 

B5 

 

The total amount of medicines prescribed 

should be only partially dispensed, with 

refills given when necessary. 

04 12.1 2 

Enhancing the interaction between the 

physician and his patient. 

03 9.1 3 

Enhancing patient education 03 9.1 3 

Enhancing communications between 

hospitals 

23 69.7 1 

Other (please specify): 00 00 0 

Total 33 100  

 

Table 39 show that the 33 answers were based on 5 options: The total amount of 

medicines prescribed should be only partially dispensed, with refills given when 

necessary; Enhancing the interaction between the physician and his patient; 

Enhancing patient education, Enhancing communications between hospitals; and 

Other (please specify). Consequently, Table 39 shows that “Enhancing 

communications between hospitals” was the most popular response, cited by 23 

(70%) pharmacists. Four (12%) pharmacists thought the way forward was “The total 

amount of medicines prescribed should be only partially dispensed, with refills given 

when necessary”.  

The combination of both   approaches “Enhancing patient education; 

enhancing the interaction between the physician and his patient”; was ranked lowest, 

receiving the approval of 3 (9%) pharmacists.  
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However, it is worth mentioning that all those options selected by the 

participants, especially the three options of enhancements, i.e., enhancing the 

interaction between the physicians and their patient, patient education and 

communications between hospitals, were found to be crucial factors throughout the 

answers to the questionnaires. 

 

Section C.  Questions were to assess the interaction of patients with pharmaceutical 

services within hospitals from the viewpoint of pharmacists. 

The thirteenth question C1 asked the pharmacists  

"In your opinion, what is the most appropriate way to advise patients to deal with 

their leftover unused medicines, in order to avoid waste?” 

 

Table 04. Results of question 13 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

C1 

 

Inform the prescribing physician of which 

medication he/she is already using. 

29 87.9 1 

Use medicines properly or Promptly return 

leftover medication to the pharmacy 

04 12.1 2 

Other (please specify): 00 00 0 

 

Table 04 shows that the 33 answers were based on 3 options: Inform the prescribing 

physician of which medication he/she is already using;  Use medicines properly or 

promptly return leftover medication to the pharmacy; and other (please specify). This 

table shows that 29 (88%) pharmacists thought that the most appropriate way to 

advise patients to deal with their leftover unused medicines, in order to avoid waste, 
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is to inform the physician of which medication the patients have been actually using.  

Four (12%) believe that the most appropriate way is to return the rest of the 

medicines directly to the pharmacy.   

Consequently, the majority of the participants (i.e., 88%) believed that the 

most appropriate way to advise patients is by informing the prescribing physician of 

which medication he/she is already using. Table 22 showed that 50 of the 67 patients 

(i.e., 75%) answered through the questionnaire that the doctor tells the patient to use 

the medicine that he/ she already has first, when the doctor wants to prescribe it and 

knows that the patient already has it in good condition at home. Clearly it is 

economically worthwhile to consume first the previously prescribed medicines at 

home.   

However, the researcher believes that this solution is not an easy job, and is 

not appropriate, since Table 13 showed that 22% of patients with chronic illness 

were either illiterate (8%) or just able to read and write (15%), and 35 (52%) patients 

achieved only a secondary education level, and thus these patients were not able to 

inform the physician of which medication they are already using. Table 17 showed 

from the answers to the question asked to the patients: “When you visit a hospital or 

a medical center, how does the physician know the name of medicines previously 

dispensed to you from another hospital?” that 34 of the 67 patients (i.e., 50.7%) were 

not able to tell the physician the name, dosage, form etc. of their medicines. 

  

The fourteenth question C2 asked the pharmacists "Does the situation occur in 

which a patient returns his / her leftover medicines to the pharmacy and at the same 

time he / she has a new prescription containing medicines similar to those returned?"   
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Table 41. Results of question 14 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

(C2) Yes (Always) 00 0 3= 

Sometimes 28 84.8 1 

No (Never) 00 0 3= 

I do not remember 05 15.2 2 

Total 33 100  

 

Table 41 shows that the 33 answers were based on 4 options: Yes (Always); 

Sometimes; No (Never); and I do not remember. This table shows that patients' 

medicines are sometimes returned and replaced with similar ones.  Twenty eight 

(85%) pharmacists agreed that this situation occurred, and five (15%)   did not 

remember any such cases.  

The researcher accordingly believed that many patients who returned 

medicines to the hospital pharmacy which were similar to those that had been 

recently prescribed  did so due to lack of patient education, as the  medicines carry 

different generic names, and to lack of effective communication between the 

hospitals.   

 

The fifteenth question C3 asked the pharmacists "If the patient has leftover 

medicines and he / she wants to return them to the pharmacy, is the pharmacy always 

prepared to receive such medicines from the patients?" 
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Table 42. Results of question 15 answered by the pharmacists in the study 

Question Answers Frequency % Rank 

C3 Yes 33 100 1 

Sometimes 00 00 0 

No 00 00 0 

I do not know 00 00 0 

Total 33 100  

 

Table 42 shows that the 33 answers were based on 4 options: Yes; Sometimes; No; 

and I do not know. This table shows that there is complete consensus between the 

pharmacists that OPD pharmacies are always ready to receive the leftover 

medicines of patients.  

However, there is no national regulation or specific system which allows the 

re-use of these drugs and thus the fact that the pharmacy is ready to receive the 

returned medicines from the patients does not necessarily mean that the returned 

medicines to the hospitals will be re-dispensed to other patients. Consequently, 

receiving the returned medicines from patients does not solve the wastage of 

medicines and does not enhance the efficiency of dispensing the medicines.   

 

The sixteenth question C4 asked the pharmacists " Is an accurate record kept of the 

circumstance in which patients have returned medicines? For example: the reason of 

return, the storage condition and if he / she has other extra unused medicines." 
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Table 43. Results of question 16 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

C4  Yes 21 63.6 1 

 No 10 30.3 2 

 I do not know 02 6.1 3 

Total 100.0 33  

 

Table 43 shows that the 33 answers were based on 3 options: Yes; No; and I do not 

know. This table shows that 21 of pharmacists (63%) said that the pharmacy 

maintains accurate records kept for the circumstances in which patients have 

returned medicines, the reason for returning them and the method of storing them.  

Consequently, the existence of such informal records at some public hospitals 

indicates the presence of a frequent recurrence of surplus unused medicines with 

certain patients.  Ten of the 33 of pharmacists (i.e., 30%) said that the pharmacy does 

not keep such records, and 6.1% were not aware of these records.  However, as 

mentioned earlier by the researcher for the result of Table 42, because there is no 

national regulation or specific system which allows the re-use of these drugs, 

keeping an accurate record by some OPD pharmacies of the circumstances for the 

returned medicines is generally merely an internal system within the hospital, hence 

it is possibly useful for review and internal statistical uses. 

 

The seventeenth question C5 asked the pharmacists  

"If the information obtained about returned medicines shows that the 

medicine is in good condition, in your opinion, what will usually be the next 
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step taken by the pharmacy in order to deal with such medicines?"  

Table 44. Results of question 17 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

C 5 Disposing of them properly 0 0 0 

Sending them be examined and 

possibly reused. 

33 100 1 

Other (please specify): 0 0 0 

Total 33 100  

 

Table 44 shows that the 33 answers were based on 3 options: viz: Disposing of them 

properly; Sending them be examined and possibly reused; and other (please specify). 

This table shows complete consensus between the pharmacists that retrieved 

medicines which are in good condition are sent to be examined and perhaps assessed 

for re-use. 

  

The eighteenth question (C6) asked the pharmacists  

"Considering the existence of clinical pharmacy services in the pharmacy 

department, are similar clinical pharmacy services currently provided in the OPD 

pharmacy? 

Table 45. Results of question 18 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

C6  Yes 00 00 0 

No 33 100 1 

Total 33 100  
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Table 45 shows that the 33 answers were based on 3 options: Yes; and No. This table 

shows that there is complete consensus between the pharmacists that clinical 

pharmacy services in the pharmacy department do not resemble the clinical 

pharmacy services currently provided in the OPD pharmacy. 

One of the primary job objectives of the provision of clinical pharmacy 

services is to act on the associated problems which may arise, including educating 

patients and carers in the use of medicines and thus to promote the safe and effective 

use of medicines. However, such services are provided at ward level only, and thus 

are not available for OPD patients.  The researcher believes that the clinical 

pharmacy services could be applied for the OPD patients, especially those who have 

chronic diseases and on the first occasion that they receive their medicines from the 

OPD pharmacy. 

 

The nineteenth question C7 asked the pharmacists  

“In your opinion, what causes patients to accumulate unused medicines?" 

Table 46. Results of question 19 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

C7 

 

The continued dispensing of 

medicines for a long period. 

13 39.4 1 

A lack of patient education 09 27.3 3 

Inadequate communication between 

the patient and the OPD hospitals. 

 

11 

33.3 2 

Other (please specify): 00 00  

Total 33 100  
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Table 46 shows that the 33 answers were based on 4 options: The continued 

dispensing of medicines for a long period; A lack of patient education; Inadequate 

communication between the patient and the OPD hospitals; and other (please 

specify).  

This table demonstrates that 13 of 33 pharmacists  (39%) believed that the reason for 

the accumulation of unused medicines is that the hospital continues to dispense 

medicines to patients for a long time, i.e., until their next appointment; 11 (33%) 

gave the reason as inadequate communication between the patient and the OPD 

hospitals such that the hospital does not know which medicines the patient may have 

at home especially if he/ she visits different hospitals, owing to  lack of 

communication and coordination between the different hospitals, i.e., either of the 

public or the private sectors; and 9 (27%) believed that the reason lies in a lack of 

patient education. 

In reference to Table 39, the results of the question “what are the most appropriate 

methods for preventing or reducing situations in which patients hold surpluses of 

unneeded medicines that may eventually become waste?” showed that enhancing 

communications between hospitals to prevent or reduce the surplus was ranked first 

with 23 of 33 pharmacists, followed by the amount of medicines to be partially 

dispensed together with the giving of refills when necessary. Consequently, the two 

results indicated the importance role of communication in enhancing the prescribing 

and dispensing efficiency process.  

 

The twentieth question C8 was an optional question asked the pharmacists 

“If you had the opportunity to improve the level of pharmaceutical services, 

what would you suggest as the most appropriate method for managing       
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the frequent unavailability of some medicines? (Optional)".  

 

Table 47. Results of question 20 answered by the pharmacists in the study. 

Question Answers Frequency % Rank 

C8 Prevent the prescribing of any medication 

that patients already have at home. 

06 18.2 3 

Put emphasis on the physicians to check 

the quantity of medicines that the patient 

has previously obtained. 

10 30.3 1 

Cease dispensing long-term medication to 

new chronic illness patients 

10 30.3 1 

No suggestion 07 21.2 2 

 Other (please specify): 00  0 

Total 33 100  

 

Table 47 shows that the 33 answers were based on 5 options: Prevent the prescribing 

of any medication that patients already have at home; Put emphasis on the 

physicians to check the quantity of medicines that the patient has previously 

obtained; Cease dispensing long-term medication to new chronic illness patients; No 

suggestion; and  Other (please specify).  

 This table reveals that 10 of the 26 of pharmacists who had responded (i.e., 

30% of total participants) believed that the most appropriate method for managing 

the frequent unavailability of some medicines in the OPD pharmacy is two-fold, that 

is; firstly, put emphasis on the physicians to check the quantity of medicines that the 

patient has previously obtained. Consequently, physicians should assess the amount 
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of medicines that the patient has previously received, secondly,   they should cease 

prescribing long-term medication to patients newly diagnosed with chronic illness, 

while 18% believed that physicians should avoid prescribing medication that 

patients already have at home.  

It was clear from the questionnaire of patients regarding the result of the 

question (A4) “When you visit a hospital or a medical center, how does the physician 

know the name of medicines previously dispensed to you from another hospital?” 

that the majority of patients or their careers, i.e., 34 (50%) from the 67 participants 

do not know the name of their medicines; hence they do not use the name of their 

medicines to inform their doctors of medicines being used. This indicates a lack of 

efficient patient and physician interaction due to the lack of patient education among 

the majority of patients and may result in the physicians unintentionally repeat 

prescribing the unused medicines that the patients have at home.   

However, the researcher believed that checking by the physician of the 

quantity of medicines that the patient has previously obtained cannot be achieved 

while there is lack of efficient communication between the hospitals. 

  Finally, 7 (21%) of the pharmacists did not have any suggestions to resolve 

this problem “No suggestion” moreover, no other suggestions were added by any 

participant.  

 

6.29 Results from the questionnaires distributed to Physicians  

The questionnaire was distributed to 34 physicians, and consisted of 15 questions, 

divided into three sections i.e. A, B, and C. The questionnaire consisted of three 

sections i.e. A, B, and C with 20 questions in total and participants were asked to 

select their answers based on different options.  
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Frequencies and percentages, describing the responses of the 

doctors on each question were calculated and are presented below. 

 

Section A. Questions were designed to assess the performance of pharmaceutical 

services providers from the viewpoint of the physicians.   

The first question (A1) asked the physicians  

"Approximately how longhave you been practicing in a Saudi Government 

Hospital?"  

 

Table 48. Results of the first question asked of the physicians. 

Question Answers Frequency % Rank 

A1  

 

Less than a year 0  0 

1-2 year  2 5.9 4 

2-4 year 5 14.7 3 

4 -8 years 12 35.3 2 

More than 8 years  15 44.1 1 

Total 34 100  

 

Table 48 shows that the 34 answers were based on 5 options: Less than a year; 1-2 

years; 2-4 years; 4 -8 years; and More than 8 years. This table shows that 15 (44%) 

had experience of More than 8 years, 12 physicians (35%) who had between 4 and 8 

years’ experience. The third largest group consisted of 5 physicians (14%) with 

between 2 and 4 years’ experience; 2(6%) had 1 or 2 years experience; and finally, no 

physicians had less than a year’s experience. 
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Consequently, all participants of physicians were experienced in public OPD 

hospitals, and hence such long practicing periods would be in the interest of the 

reliability of the study. 

 

The second question A2 asked of the physicians "Out of every ten patients with 

chronic illnesses visiting the clinic, in your opinion, how many of them failed to 

receive all of the pharmaceutical medicines prescribed to them?"  

Table 49. Results of the second question asked of the physicians 

Question Answers Frequency % Rank 

A2 

 

No, all received their prescription in full. 2 5.9 4 

One patient. 8 23.5 2 

Two patients. 16 47.1 1 

Three patients. 4 11.8 3 

Four patients. 2 5.9 4 

Five patients or more. 2 5.9 4 

Total 34 100  

 

Table 49 shows that the 34 answers were based on 6 options: No, all received their 

prescription in full; one patient; two patients; three patients; four patients; and five 

patients or more.  

This table indicates that 16 (47%) of physicians believed that two out 

of every ten patients suffering from chronic diseases fail to receive all their own 

medicines; 8 (24%) of physicians believed that one out of every ten chronically ill 

patients failed to receive all their own medicines, and 4 (12%) of physicians  
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believed that three out of every ten patients suffering from chronic diseases fail to 

received all their medicines.  However, whereas 2 (6%) believed that all patients 

receive their full prescription, the same percentage was found in two other groups: 

one group believed that four patients, and the other believed five patients or more, 

out of every ten patients fail to receive their complete medication. 

Generally, the researcher believes that such diversity of numbers of patients 

who fail to obtain all their prescribed medicine is due to the type/size of the public 

hospitals and the specialty of every physician. Nevertheless, this result clearly 

indicates the suffering caused to many patients by the existence of such frequent 

shortages of certain medicines. 

 

The third question A3 asked the physicians "What do you think a doctor can do to 

ensure that patients continuously receive the correct drug without interruption in the 

event of temporary shortages in the pharmacy?" 

 Table 50. Results of the third question asked of the physicians. 

Question Answers Frequency % Rank 

A3 

Double the amount prescribed. 00 0  

Look for an alternative drug, or buy the 

drug from a private pharmacy  

24 70.6 1 

This is a matter concerning the pharmacy 02 5.9 3 

Other (please specify): 08 23.5 2 

Total 34 100  
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Table 50. shows that the 34 answers were based on 4 options, i.e., “Double the 

amount prescribed, Look for an alternative drug, or buy the drug from a private 

pharmacy, this is a matter concerning the pharmacy, and other (please specify)”. This 

table demonstrates that 71 % of doctors believed the best way to ensure that 

patients continuously and without interruption receive the correct drugs was to look 

for an alternative when there is a shortage, or buy the drug from a private pharmacy.  

Other doctors (24%) said they could avoid this problem in other ways, but they did 

not specify these methods. However, in reference to chapter 5, the results of the 

preliminary investigation using research focus groups of patients, the researcher 

found that some physicians intentionally double the amounts for their patients, which 

according to some participating patients had happened several times to them or to 

their relatives. Moreover the researcher noticed that all medicines had been 

prescribed for the maximum period of months allowable under hospital policy in 

order to maintain the medication for their patients. 

It appears that 6% of the doctors saw the responsibility of ensuring that 

patients could continuously and without interruption obtain their own medicine  

belonged to the pharmacy. 

 

The fourth question A4, asked the physicians  

"Does the pharmacy always have ready alternatives for out of stock medicines, 

enabling doctors to prescribe suitable replacements?" 
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Table 51.. Results of question 4 asked of the physicians. 

Question Answers Frequency % Rank 

A4  Yes 00     0 0 

Sometimes 34 100 1 

  No (never)  00     0 0 

Total 34 100  

 

Table 51. shows that the 34 answers were based on 3 options, i.e., “Yes, Sometimes, 

and No (never)”. This table shows that all the physicians believed that there are 

sometimes alternatives for out of stock medicines enabling doctors to prescribe 

suitable replacements to their patients. 

This means that sometimes there were no alternatives for out of stock 

medicines, so that doctors were unable to prescribe suitable replacements to their 

patients. However, the researcher believes that the alternative medicines are a 

double-edged sword, because in addition to their benefit in enabling the doctors to 

prescribe suitable replacements to their patients, this practice would put pressure on 

the ‘alternative’ medicines so that their stocks would end prematurely. Hence it 

would be difficult for the inventory computer to provide an adequate system of 

control, and predicting the future size of drugs stock would be extremely difficult. 

Moreover, such inconsistent of dispensing medicines for the OPD patients 

would confuse them, leading to possible misuse of the medicines. 
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The fifth question (A5) asked the physicians 

 “In your opinion, what are the most appropriate methods for preventing or reducing 

the event in which patients hold surpluses of unneeded drugs that may eventually 

become waste?" 

Table 52. Results of question 5 asked of the physicians. 

Question Answers Frequency % Rank 

A5 The total amount of medicines prescribed 

should be only partially dispensed, with 

refills given when necessary. 

00 00 0 

Enhancing the interaction between the 

physician and his patient.  

4 11.8 3 

Enhancing patient education  6 17.6 2 

Enhancing communications between 

hospitals 

24 70.6 1 

Other (please specify):  00 00 0 

Total 34 100  

 

Table 52. show that the 34 answers were based on 5 options: The total amount of 

medicines prescribed should be only partially dispensed, with refills given when 

necessary; Enhancing the interaction between the physician and his patient; 

Enhancing patient education; Enhancing communications between hospitals; and 

other (please specify). Consequently, Table 52 indicates that the most popular 

response cited by 24 of 34 of physicians (71%) was that the most appropriate way 

to prevent or reduce the event in which patients hold surpluses of unneeded drugs 

that may eventually become waste is to enhance communication between hospitals.  
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6 of 34 physicians (18%) believed that the most appropriate way is to enhance 

patient education, while 4 (12%) of physicians cited as the most appropriate way is 

to enhance communication between the patient and his/ her physician.   

None of the physicians (i.e., 0%) answered that the total amount of medicines 

prescribed should be only partially dispensed, with refills given when necessary. In 

reference to Table 39, the results when the same question was asked to the 

pharmacists indicates that there is almost a total consensus with the physicians’ 

answers, in that 23 of 33 pharmacists (i.e., 70%) believed that the most 

appropriate way is to enhance communication between hospitals, which indicates its 

importance in the efficiency of prescribing and dispensing process. 

 

Section B.  Questions were to assess inter/intradepartmental relationships within 

hospitals from the viewpoint of physicians. 

 

The sixth question (B1), asked the participating physicians "Does the pharmacy 

department in the hospital that you are working with have an accessible formulary of 

medicines from which physicians can find out the hospital's medicine stocks?" 

 

Table 53. Results of question 6 asked of the physicians. 

Question Answers Frequency % Rank 

B1  Yes 34 100 1 

No 00 00 0 

I do not know 00 00 0 

Total 34 100  
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Table 53 shows that the 34 answers were based on the 3 options: Yes; No; and I do 

not know. It answers demonstrated complete consensus - that an accessible 

formulary exists at their hospitals which enable the physicians to know the stock of 

medicines used at the hospital. Consequently, the physicians are aware of the 

hospital medicines. In reference to Table 36, the result of the same question asked to 

the 33 participating pharmacists showed an exact match between the two results of 

the availability factor of the accessible formulary of medicines.  Consequently, this 

factor had no role in any defect in the efficiency process of dispensing and 

prescribing medicines to the patients.  

 

The seventh question (B2), asked the physicians "Do you have any difficulty 

finding out the current stocked and out of stock medicines in the pharmacy?" 

Table 54. Results of question 7 asked of the physicians.. 

Question Answers Frequency % Rank 

B2 Yes 16 47.1 1 

Sometimes 16 47.1 1 

No 2 5.9 2 

Total 34 100  

 

Table 54 shows that the 34 answers were based on 3 options: Yes; Sometimes; and 

No. This table reveals that 16 of 34 (47%) of physicians have difficulty in finding out 

the current stocked and out of stock medicines in the pharmacy, and a similar 

proportion have had difficulty sometimes in determining the current inventory of 

medicines in the pharmacy. Only 2 physicians (6%) reported no such difficulty. 



253 

 

Thus the majority of the participants of OPD physicians i.e., (32%) experienced 

difficulties, while in the clinic, in finding out instantly the current stocked and out of 

stock medicines held by the pharmacy. In reference to Table 37, the results of similar 

question asked to OPD pharmacists, "During your daily work, how soon do you 

know that a particular medicine is out of stock in the pharmacy?", indicated that the 

OPD pharmacists themselves fail to know instantly the current stocked and out of 

stock medicines in the pharmacy, only discovering the unavailability of medicines 

either by dispensing daily medications for patients (88%), or accidentally, through 

frequent calls and inquiries from the physicians asking about out of stock medicines 

(12%). Consequently, there is a need to enhance intradepartmental communication  

 

The eighth question B3 asked the physicians "During your daily work, how do you 

know that a particular medicine is out of stock in the pharmacy?"  

Table 55. Results of question 8 asked of the physicians. 

Question Answers Frequency % Rank 

B3 By daily/weekly/monthly pharmacy 

articles 

00 

 

 0 

Patients come back from the 

pharmacy to the clinic asking for 

alternatives to out of stock medicines. 

04 11.8 2 

Through calls and inquiries to the 

OPD pharmacy. 

30 88.2 1 

Other (please specify): 00  0 

Total 100 100.0  
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Table 55 shows that the 34 answers were based on 4 options: By 

daily/weekly/monthly pharmacy articles; Patients come back from the pharmacy to 

the clinic asking for alternatives to out of stock medicines; through calls and 

inquiries to the OPD pharmacy; and other (please specify). This table shows that 30 

of 34 physicians (88%) know that a particular medicine is out of stock in the 

pharmacy through calls and inquiries to the OPD pharmacy, whereas 4 (12%) of 

physicians know that a particular medicine is out of stock by patients returning from 

the pharmacy to the clinic asking for alternatives to the out of stock medicines, and 

no participant of the 34 physicians chosen “Other (please specify)” method.   

 

The ninth question B4, asked the physicians "Does a doctor in his / her hospital 

clinic know what medicines are being used by his / her patients at home? In 

particular, is she / he aware of medicines dispensed to her / his patients from 

elsewhere in the same hospital?" 

Table 56. Results of question 9 asked of the physicians. 

Question Answers Frequency % Rank 

B4 Yes 30 88.2 1 

Sometimes 04 11.8 2 

No 00 00 0 

Total 34 100  

 

Table 56 shows that the 34 answers were based on 3 options: Yes; Sometimes; 

and No.  It demonstrates that 30 of 34 physicians (88%) are aware of medicines 

taken at home and dispensed to her / his patients from elsewhere in the same 

hospital, and 4 (12%) of physicians are sometimes aware of this.  
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The tenth question B5 asked the physicians "Does the doctor in his / her 

hospital clinic know what medicines are being used by his/ her patients                  

at home if medicines are dispensed from a different hospital?  

 

Table 57. Results of question 10 asked of the physicians.. 

Question Answers Frequency % Rank 

(B5) 

Yes 00  0 

Sometimes 28 82.4 1 

No 06 17.6 2 

Total 34 100  

 

Table 57 shows that the 34 answers were based on 3 options: Yes; Sometimes; and 

No.  It demonstrates that 28 of 34 physicians (82 %) know, and 6 (18%) physicians 

do not know, what medicines are being used by his/her patients at home if medicines 

are dispensed from a different hospital.  

 

The eleventh question B6 asked the physicians "How can the doctor at his / her 

hospital clinic find out the medicines that a patient is currently using, assuming that 

the patient's medicines were dispensed from the same hospital?" 
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Table 58. Results of question 11 asked of the physicians. 

Question Answers Frequency % Rank 

B6 Through the patient’s electronic file in the 

hospital. 

 

18 52.9 1 

Through reviewing the patient’s medical 

record file. 

14 41.2 2 

The patient brings a sample of his/her 

medicine, or describes his/her medicine to 

his/her doctor  using details such as name, 

strength, dosage form, shape and colour etc. 

02 5.9 3 

Other (please specify): 

 

00 00 0 

Total 34 100  

 

Table 58 shows that the 34 answers were based on 4 options: Through the patient’s 

electronic file in the hospital; Through reviewing the patient’s medical record file; 

The patient brings a sample of his/her medicine, or describes his/her medicine to 

his/her doctor using details such as name, strength, dosage form, shape and colour 

etc; and Other (please specify). 

This table demonstrates that 18 of 34 physicians (53 %) found out the 

medicines that a patient is currently using, assuming that the patient's medicines were 

dispensed from the same hospital through the patient’s electronic file in the hospital; 

14 physicians (41%) find this out   by reviewing the patient’s medical record file. 

Consequently, through their patients’ files held by the hospital, 32 of the 34 
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physicians (94%) have details of previously dispensed medicines for their patients 

which they are currently using. This indicates the existence of either electronic or 

manual patients’ files at their hospitals which enables the physicians and pharmacy 

staff to check the stock of medicines used at the hospital. Consequently, the 

physicians and pharmacists are aware of the patient’s medicines. 

  Consequently, this factor had no role in any defect in the efficiency process 

of dispensing and prescribing medicines to the patients. However, the physician 

knowing the medicine that a patient is currently using before prescribing others, 

would enhance the efficiency in terms of prescribing and dispensing medication. 

Thus, the availability of a medical file for every patient within the OPD hospital is 

crucial.  This would mean that the physician knows exactly the amount and type of 

medicine that the patient is currently using.  A consequence of this would be the 

avoiding of a surplus of unused medicines in the home due to their availability in 

hospital pharmacies.  This would therefore minimize the shortage of medicines. 

The remaining 2 physicians (6%) obtained information from their patients regarding 

the name, strength, dosage form, shape, colour, etc. of the medicines they had been 

using.  

However, physicians’ relying on their patients for the provision of such 

information is not a safe procedure because it depends on the level of education of 

the patient and his/her ability to express himself/herself.  Thus it depends on an 

efficient interaction between the patient and his/her physician.  
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The twelfth question B7 asked the physicians "How can a doctor in                        

his / her clinic find out the medicines that a patient is currently using if                                           

the medicines were dispensed from another hospital? 

Table 59. Results of question 12 

Question Answers Frequency % Rank 

B7 Through the patient’s 

electronic file in the 

hospital. 

 

00 00 0 

Through reviewing the 

patient's medical record 

file. 

00 00 0 

Only if the patient brings a 

sample of his/her medicine, 

or tells the physician the 

name, strength, dosage 

form, shape and colour etc. 

of his/her medicines. 

34 100 1 

Other (please specify): 00  0 

Total 34 100  

 

Table 59 shows that the 34 answers were based on 4 options: Through the patient’s 

electronic file in the hospital; Through reviewing the patient’s medical record file; 

the patient brings a sample of his/her medicine, or tells the physician the name, 
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strength, dosage form, shape and colour etc. of his/her medicine; and Other (please 

specify). 

Table 14 shows that a certain number of patients were eligible to visit more 

than just public hospitals, but that there was an absence of communication and 

coordination between them. This table, in contrast to Table 58, is for those medicines 

that were dispensed by another hospital.  This reveals a complete consensus on the 

part of all the physicians that the medicines that a patient is currently using, if 

dispensed from another hospital, can only be identified if the patient brings a sample 

of the medicine, or tells the physician its name, strength, dosage form, shape and 

colour, etc.   

However, with reference to Table 13 it can be seen that there are differences 

in terms of educational levels between the patients. For example, 22.4% of the 

patients with chronic illness were either illiterate (8%) or just able to read and write 

(15%), and 35 (52%) patients achieved only a secondary education level. Thus Table 

17, indicated that the majority of patients or their careers (i.e., 34 of 67 participants) 

(51%) did not know the names of their medicines. Hence they were not able to 

inform the physician safely of what medication they are already using. Consequently, 

the physician would be unable to rely on their patients in terms of finding out safely 

the type and amounts of their medicines that they are currently using if the medicines 

were dispensed by another hospital.  This is due to the absence of cooperation and 

coordination between the OPD hospitals.   

 

The thirteenth question B8 asked the physicians "In your opinion, do you think that 

ease of access to medication, in addition to the quantity and quality of medicine, are 

important factors in a patient's choice of hospital?" 
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Table 60. Results of question 13 asked of the physicians.. 

Question Answers Frequency % Rank 

B8 Yes I think so 08 23.5 2 

No I do not think so 04 11.8 3 

Sometimes 22 64.7 1 

Total 34 100  

 

Table 60.shows that the 33 answers were based on 3 options: Yes I think so; No I do 

not think so; and Sometimes.  

This demonstrates that 8 of 34 physicians (24%) believed that the ease of 

access to medication, in addition to the quantity and quality of medicine, are 

important factors in a patient's choice of hospital, meanwhile 22 (65%) of physicians 

believed that this sometimes influences patients in this choice, whereas 4 (12%) of 

physicians do not believe that these factors make any difference.  

Similarly, the result of the question (Table 35) aimed at the pharmacists 

indicated an almost complete match with the physicians when the same question was 

asked of the pharmacists.  The responses indicated that only 4 out of 33 

pharmacists (12%) did not believe that ease of access to medication, in addition to 

the quantity and quality of medicine, have any influence upon the patient's choice of 

hospital. 

However, the majority of the participants believed that this factor would 

influence a patient's choice of hospital. Consequently, such an influence on patients 

indicates that their priorities are to look for a hospital where they can obtain their 

medication.  This reflects the extent of concern on the part of the patients with regard 
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to the types of medicine available and on them being able to obtain the prescribed 

amount.  

 

Section C.  Questions were designed to assess the current interaction between 

patients and physicians in OPD-hospitals from the viewpoint of physicians. 

 

The fourteenth question C1 asked the physicians  

 “In your opinion, what is the appropriate way to advise patients to deal with their 

leftover unused medicines, in order to avoid waste?" 

 

Table  61.. Results of question 14 asked of the physicians. 

Question Answers Frequency % Rank 

C1 

 

Inform the prescribing physician of 

which medication he/she is already 

using. 

12 35.3 2 

Use medicines properly or Promptly 

return them to the pharmacy. 

22 64.7 1 

Other (please specify): 0 0  

0 

Total 34 100.0  

 

Table 61. shows that the 34 answers were based on 3 options: Inform the prescribing 

physician of which medication he/she is already using.; use medicines properly or 

Promptly return them to the pharmacy; and Other (please specify).  
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It shows that 22 of 34 physicians (65 %) believed the appropriate way to advise 

patients to deal with their leftover unused medicines, in order to avoid waste is to use 

medicines properly or return them to the pharmacy. The remaining 12 (35%) of 

physicians believed the appropriate way is to inform the prescribing physician of 

which medication he/she is already using. There was no participant added any other 

advice.   

With reference to Table 40, the results when the same question was asked to 

the pharmacists, indicated some differences in that informing the prescribing 

physician of which medication he/she is already using was ranked first by 29 of the 

33 participants (88%) while 4 of the participants (12%) answered that the appropriate 

way is to use medicines properly or return them to the pharmacy. Thus the 

pharmacists possibly were not aware of the difficulty that the treating physician faces 

to know exactly the medicines that the patient has been using if they were dispensed 

by other hospitals.      

Consequently, this result also indicates the existence of phenomenon of a 

surplus of unused medicines held by the patients in their homes.  Consequently, this 

impacted on the extent to which the physician needs to know what medication the 

patient is already using, especially when it was dispensed by other hospitals. This 

wouldn’t be easy due to the existence of low educational levels on the part of the 

patients who have chronic diseases. For example, Table 13 shows that 8% of the 

patients who responded were illiterate, 15% could read and write Arabic and 35 

(52%) of the responding patients had achieved only a secondary education, etc. This 

would limit the efficient interaction between the physician and the patient. Thus, 

Table 17 shows that 34 of the 67 patients (i.e. 51%) were not able to tell the 

physician the name, dosage, forms, etc. of their medicines.  
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That is, along with the lack of efficient communication and coordination between the 

OPD hospitals, the physicians prescribing the medicines and/or dispensing them to 

his/ her patients will be unaware of what has been prescribed by other hospitals.  

 

The fifteenth question C2 was an optional question asked the 

physicians “If you had the opportunity to improve the level of 

pharmaceutical services, what would you suggest as the most 

appropriate method for handling the frequent unavailability of some 

medicines? Optional” 

Table 62. Results of question 15 asked of the physicians.. 

Question Answers Frequency % Rank 

C2 Pharmacy should only partially dispense 

any nearly out of stock medication, while 

providing patients with a refill system. 

06 17.6 3 

This is a pharmacy issue that does not 

concern doctors. 

10 29.4 2 

No suggestion 04 11.8 4 

Other (please specify): 00 00 0 

No answer (left empty). 14 41.2 1 

Total 34 100  

 

Table 62 shows that the 34 answers were based on 4 options: pharmacy should only 

partially dispense any nearly out of stock medication, while providing patients with  

a refill system; this is a pharmacy issue that does not concern doctors; no suggestion; 

and other (please specify).  
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This table reveals that 14 out of 34 physicians (41%) failed to answer the question 

about the most appropriate method for handling the frequent unavailability of some 

medicines. However, several participants, i.e. 10 physicians (29%) commented that it 

is a pharmacy issue that does not concern doctors; 6 physicians (18%) suggested that 

pharmacies should only partially dispense any nearly out of stock medication, whilst 

providing patients with a refill system, and 4 physicians (12%) did not make any 

suggestions regarding the most appropriate method for handling the frequent 

unavailability of some medicines. Thus the doctors, in their view, suggest that the 

cause and the solution lies with the Department of Pharmacy Services only.   

However, the same question was asked of the OPD pharmacists. In their view, their 

two answers that were ranked first (30%) for each were as follows:  “put emphasis 

on the physicians to check the quantity of medicines that the patient has previously 

obtained” and “the ease of prescribing long-term medication to patients newly 

diagnosed with chronic illness”. Consequently, the cause and the solution from the 

viewpoint of OPD pharmacists lie with the treating physicians. 

The researcher believes that this differing views between pharmacists and 

physicians is a result of the lack of efficient intradepartmental interaction, and thus 

communication and coordination between them.  
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6.30 Patients views as experienced by their visits to the OPD hospital 

 The relationship between patients’ socio-demography variables and their 

behavior in terms of using drugs and their interactions with physicians.  

Table 63. Statistical analysis of the association between the patients’ residency and 

the frequency of visits to the OPD hospital or a medical center. 

 A2. Approximately how often do you visit 

a Hospital or a Medical Center? 

Residency 

Total 

 

P-value 
 Riyadh other area 

 Once a month Count 9 0 9  

 

 

 

 

 

 

 

 

 

 

 

 

 

<0.001 

% within 

Residency 

18.8% .0% 13.4% 

Once every three 

months 

Count 29 6 35 

% within 

Residency 

60.4% 31.6% 52.2% 

Once every six months Count 8 13 21 

% within 

Residency 

16.7% 68.4% 31.3% 

Only when necessary Count 2 0 2 

% within 

Residency 

4.2% .0% 3.0% 

Total Count 48 19 67 
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Table 63 shows that there was a significant high statistical association between the 

patients’ residency and the frequency of visits to the OPD hospital or a medical 

center. 9 (19%) of 48 patients from Riyadh visited the facility once a month whilst 

no-one from other areas did so.  On the contrary, 13 (68%) of the 19 patients from 

other areas were the majority of those patients who visited the OPD hospital once 

every six months. 

 Firstly, This can be explained by the fact that visiting the hospital once a 

month was reasonable for those patients who lived within the city  and were a short 

distance away.  Therefore, it was easier for them to access the hospital more 

frequently than those who lived outside the city. 

 Secondly, the questionnaires of the sample of patients were carried out in 

Riyadh city at a non Ministry of Health (MOH) sector hospital.  

  Thirdly, those non MOH sector hospitals such as KSUH, MH, NGH and 

SPHP etc. were more concerned with the medicines for those patients who lived 

outside the city in which the hospital was located.   

Therefore, those hospitals’ policies and procedures gave those, who lived 

outside the city, priority in respect of long term appointments and dispensing 

medicines to cover such periods. However, on the contrary, the MOH hospitals 

were distributed in every city across the country and therefore, generally there was 

no general differentiation in appointments to visit MOH hospitals. 
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Table 64. Extent of statistical correlation between the patients’ levels of education 

and the frequency of visits to the OPD hospital or a medical center. 

 

 A2 Approximately how 

often do you visit a Hospital 

or a Medical Center? 

Education Level 

Total 

 

 

 

P-Value 

 

Illiterate 

Can read 

and write  

Secondary 

education and 

below 

University or 

higher education  

 Once a month Count 0 0 3 6 9  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

0.021 

% within 

Education 

Level 

0% 0% 8.6% 35.3% 13.4% 

Once every 

three months 

Count 3 3 20 9 35 

% within 

Education 

Level 

60.0% 30.0% 57.1% 52.9% 52.2% 

Once every six 

months 

Count 2 6 12 1 21 

% within 

Education 

Level 

40.0% 60.0% 34.3% 5.9% 31.3% 

Only when 

necessary 

Count 0 1 0 1 2 

% within 

Education 

Level 

.0% 10.0% .0% 5.9% 3.0% 

Total Count 5 10 35 17 67 
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Table 64 shows that there were certain correlations amongst the 67 answers in that 

there was a significant statistical correlation with a P-value of 0.021 between the 

different levels of education level and the frequency of visits to hospital or a 

medical center. 6 (35%) of the17 patients with university or higher education visited 

the OPD hospital more frequently than others, i.e., they visited the facility once a 

month, whereas  the same for those patients with secondary education and below 

was 8.6% and 0% for  patients who were either illiterate or  could read and write. As 

mentioned earlier, those patients, who visited the non MOH sector, are subjected to 

those hospitals’ policies and procedures. Therefore, the researcher believes that such 

policies for visiting a specific hospital were not influenced by education levels but 

by the patient’s condition and address of residency. Consequently, the researcher 

believes that this means that the frequent visits of patients with  university education 

or  above were not to  a specific hospital but to different hospitals This belief is 

based on their  level of education  which entitled such people to  obtain treatment  

from more than  one hospital .  
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Table 65 Extent Statistically the correlation between the patients’ different family 

income levels and the physician’s behavior in prescribing medicines for them 

 

Table 65 shows that there were correlations amongst the 67 

answers in that there was a significant statistical correlation with a P-

value of 0.021 between the patients’ different family income levels and 

the physician behavior in prescribing medicines for them.  This reflected 

the extent of the patients’ interactions with the physicians and thus 

inter/intradepartmental relationships. Consequently, statistically, on many 

occasions that the physician prescribed a medicine for the patient with a 

high family income and the patient had already many medicines at home. 

 A3. On your visits to a hospital or a medical 

center, does it happen that your physician 

prescribes a medicine that you already have 

many at home?  

Family Income 

Total 

 

 

P-value  

 

Less than 

average Average 

More than 

average 

 Yes (many times) Count 2 9 2 13 0.021 

% within 

Family Income 

50.0% 14.8% 100.0% 19.4% 

Yes (sometimes) Count 2 51 0 53 

% within 

Family Income 

50.0% 83.6% .0% 79.1% 

No (never) Count 0 1 0 1 

% within 

Family Income 

.0% 1.6% .0% 1.5% 

Total Count 4 61 2 67 
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Most of the OPD hospitals had their own unique system which avoided, 

within the hospital, the double prescribing of medicines.  Therefore, 

particularly if the patient was capable financially, such cases can be 

explained by the fact that some patients visited hospitals with poor 

communication and coordination between them.  

Table 66. Extent of the statistical correlation between different age groups of 

patients and the physician’s behavior in prescribing medicines for them 

 

 A3 On your visits to a 

hospital or a medical center, 

does it happen that your 

physician.  

Age 

Total 

P-value 

 

Less than 

25 25-35 36-45 

More than 

45 

 Yes (many times) Count 1 0 0 12 13  

 

 

 

 

 

 

 

 

 

0.005 

% within 

age 

25.0% .0% .0% 22.2% 19.4% 

Yes (sometimes) Count 2 2 7 42 53 

% within 

age 

50.0% 100.0% 100.0% 77.8% 79.1% 

No (never) Count 1 0 0 0 1 

% within 

age 

25.0% .0% .0% .0% 1.5% 

Total Count 4 2 7 54 67 
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Table 66 shows that there were high correlations amongst the 67 answers in 

that there was a significant statistical correlation with a P-value of 0.005 between 

different age groups of patients and the physician’s behavior in prescribing medicines 

for them. They might have already many medicines at home which reflected the 

efficiency of the patients’ interactions with the physicians and, therefore, 

inter/intradepartmental relationships. As a result, statistically, prescribing such 

medicines happened many times with either young patients group (less than 25years 

of age) i.e., 1 of 4 (25.0%) of patients or with older patient group (more than 45) i.e., 

12 (22.2%) of 54 (patients. Consequently, 2 (100%) of 2 patients aged 25-35 and 7 

(100%) of 7 patients between 36 and 45. Statistically, there were occasions when the 

physician prescribed medicines of which they had already many at home  

This might reflect only the manner in which the physicians operated the 

hospital's computer system.  Therefore, medication obtained from other hospitals 

meant that the physician had to rely on his manner with his patient to obtain the 

information about his/ her medicines.  Certainly, such a manner was neither 

sufficient nor safe because it required a certain level of education and awareness 

from the patient. Subsequently, these findings would be explained by an existence 

of physicians’ lack of confidence in obtaining accurate information from very 

young or very old patients. Therefore, this would create a phenomenon of the 

physician being ignorant of his patient’s previous information and medications.  

 

Table 67. Extent of the statistical correlation between the physician knowledge of the 

names of medicines which another hospital dispensed previously to the patient in the 

absence of communication and coordination with them and the patients’ levels of 

education.  
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Table 67 shows that there was a correlation between how a physician knew the names 

of medicines which another hospital dispensed previously to the patient in the absence 

of communication and coordination between OPD hospitals and the patients’ levels of 

 A4 When you visit a hospital or a 

medical center, how does the physician 

know the name of medicines previously 

dispensed to you from another hospital? 

 

Education Level 

Total 

 

 

 

P-value 

 

Illiterate 

Can read 

and write  

Secondary 

education 

and below 

University or 

higher education  

 I tell the physician the 

name, dosage, form etc. 

of my medicine. 

Count 1 4 8 17 30  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

<0.001 

% within 

Education 

Level 

20.0% 40.0% 22.9% 100.0% 44.8% 

I bring a sample of any 

medicine that I have been 

using. 

Count 2 3 2 0 7 

% within 

Education 

Level 

40.0% 30.0% 5.7% .0% 10.4% 

I describe the shape, 

color and form of the 

medicines that I am 

currently using. 

Count 2 2 20 0 24 

% within 

Education 

Level 

40.0% 20.0% 57.1% .0% 35.8% 

I do not know Count 0 1 5 0 6 

% within 

Education 

Level 

.0% 10.0% 14.3% .0% 9.0% 

Total Count 5 10 35 17 67 
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education. Statistically, there was a significant correlation with a P-value of <0.001 

where all 17 (100%) patients with university or higher education told the physician 

the name, dosage, form etc. of their medicine(s). This can be explained by the fact 

that the educated patients were capable of informing their physicians of their 

medicines by name.  However, 1 (20%)  of 5 of  illiterate patients, (40%) of 10 of  

patients, who could read and write, and  8 (23%)  out of 35 patients with secondary 

education  or below  could inform the physician  of the name, dosage, form of  their 

medicine(s). This can be explained by the fact that some patients e.g. disabled people, 

children and elderly patients were combined with their carers who were relatives such 

as sons daughters.  On the other hand, 2 (40%) of 5 illiterate patients and 3 (30%) of 

10 patients who only could read and write brought a sample of any medicine which 

they were using.  
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Table 68 . The extent of statistical correlation between physician behaviors in 

prescribing medicines that the patient already had at home and the patients’ levels of 

education.   

 B2. If the doctor wants to prescribe a 

medicine for you, and he knows that 

you already have the same medicine at 

home in good condition, what will the 

doctor usually do? 

Education Level 

Total 

 

 

 

P-value 

 

Illiterate 

Can 

read and 

write  

Secondary 

education 

and below 

University 

or higher 

education  

 Prescribe it again, 

ignoring the fact that you 

have the same medicine at 

home 

Count 5 4 5 3 17  

 

 

 

 

 

 

 

 

< 0.001 

% within 

Education 

Level 

100.0% 40.0% 14.3% 17.6% 25.4

% 

Prescribe it again, but tell 

you to use what you 

already have first 

Count 0 6 30 14 50 

% within 

Education 

Level 

.0% 60.0% 85.7% 82.4% 74.6

% 

Total Count 5 10 35 17 67 

      

 

Table 68 shows that there was a significantly high statistical correlation with a P-

value of < 0.001 during prescribing between physicians who dealt with the same 

medicine which the patient had already at home and the patient’s   level of education.  

For the 5(100%) patients who were illiterate, the physician prescribed the 

medicine(s) again, ignoring the fact that the patient had the same medicine(s) at 

home. This was the same for the 4 (40%) of 10 patients who could read and write,   
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the 5 (14%) of 35 of patients with secondary education or below and the 3 (18%) of 

17 of patients with university or higher education. 

Whilst the physicians prescribed the medicines again, they informed 30(86%) 

of the 35 patients with secondary education or below and 14(83%) of the 17 patients 

with University or higher education to first use what they had already.  

It is evident that the physician repeated the same medicines  and ignored the 

fact that the patient has the same medicine at home to avoid patient confusion 

particularly if his patient was poorly educated  This  would create  a surplus of 

unused medicines at home with further wastages  along with risky outcomes for the 

patient .  On the other hand, the physician continued to prescribe the same medicines 

whilst telling higher educated patients to first use what he/she had already. 

Consequently, due to the absence of efficient coordination between the OPD 

hospitals, the physician relied eventually on his trust of his patient’s education level 

to understand the previous history of his patient’s medicines which were dispensed 

by other hospital. 
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Table 69. Extent Statistically the correlation between the pharmacist’s behavior in 

giving medication information to the patient and the patient’s family income.  

 

Table 69 shows that there was a significant statistical correlation with  a P-value of 

0.035 between patients receiving from the OPD pharmacist in addition to the dosage 

and directions for use  any other information such as drug name, side-effects, 

warning, storage directions and the patient family income.  

The majority of patients with average and less than average family incomes received 

or received sometimes such information from the OPD pharmacists. However, 2 

(100%)  of  the 2 patients with high or more than average incomes did not  receive 

from the OPD pharmacist in addition to the dosage and directions for use  any 

B3. When you use a certain medicine, do you 

get any other information in addition to the 

dosage and directions for use from the 

pharmacist? For instance, drug name,   side-

effects, warning, storage directions etc. 

Family Income 

Total 

 

 

P-value 

Less 

than 

average 

Average 

More 

than 

average 

 Yes Count 1 1 0 2  

 

 

 

 

 

 

0.035 

% within Family Income 25.0% 1.6% .0% 3.0% 

Sometimes Count 2 37 0 39 

% within Family Income 50.0% 60.7% .0% 58.2% 

No Count 1 23 2 26 

% within Family Income 25.0% 37.7% 100.0% 38.8% 

Total Count 4 61 2 67 
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information such as  the name of the drug, side-effects, warning, storage directions 

etc. This can be explained by the fact that the patient was unwilling to stand waiting 

for a long time in front of the OPD pharmacy windows and, therefore, they might 

leave somebody else such as his/ her son, helper or his own driver to collect their 

medicines.   They did so because they had chronic diseases and were experts in 

knowing how to use their medicines.  Moreover there was no such VIP waiting 

room.    

Table 70. Extent of the statistically correlation between patients’ behaviors if their 

medicines were consumed before the next appointment and the patient’s gender.   

 B5.  In the event that the entire quantity of the medicine prescribed 

to you was consumed before your next appointment with the doctor, 

what would you do? 

gender 

Total 

 

 

P-value 

 

Male Female 

 Visit another public hospital or clinic to obtain 

medicine 

Count 13 11 24  

 

 

 

 

 

 

 

 

 

 

 

 

 

0.019 

% within 

gender 

31.7% 42.3% 35.8% 

Repeatedly visit the emergency department to 

obtain the small quantities needed 

Count 1 0 1 

% within 

gender 

2.4% .0% 1.5% 

Attempt to obtain a sufficient quantity of medicine, 

taking advantage of relationships or friendships 

you have with hospital staff. 

Count 3 8 11 

% within 

gender 

7.3% 30.8% 16.4% 

Buy your medication from pharmacies outside the 

hospital 

Count 24 7 31 

% within 

gender 

58.5% 26.9% 46.3% 

Total Count 41 26 67 
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Table 70 shows that there was a significant statistical correlation with a P-value of 0.019 

between the patient’s gender and their behaviors in the event that the entire quantity of the 

medicine prescribed to them was consumed before the next appointment with the doctor.  24 

(59%) of 41 male patients bought their medicines from pharmacies outside the hospital 

which, as mentioned in Table 25, would be an additional source of surplus unused medicines 

within the patients’ homes. On the other hand, 11(42%) of 26 female patients visited another 

public hospital or clinic to obtain their medicines. Such actions would create prematurely a 

random shortage of medicines in the hospital drug stores.  

Table 71. Extent of the statistical correlation between patients’ behaviors if their medicines 

were consumed before the next appointment and the patients’ residency  

 B5. In the event that the entire quantity of the medicine 

prescribed to you was consumed before your next appointment 

with the doctor, what would you do? 

Residency 

Total 

 

P-value 

Riyadh other area 

 Visit another public hospital or clinic to obtain 

medicine 

Count 21 3 24  

 

 

 

 

 

 

 

 

 

 

 

 

 

0.009 

% within 

Residency 

43.8% 15.8% 35.8% 

Repeatedly visit the emergency department to 

obtain the small quantities needed 

Count 1 0 1 

% within 

Residency 

2.1% .0% 1.5% 

Attempt to obtain a sufficient quantity of 

medicine, taking advantage of relationships or 

friendships you have with hospital staff. 

Count 10 1 11 

% within 

Residency 

20.8% 5.3% 16.4% 

Buy your medication from pharmacies outside 

the hospital 

Count 16 15 31 

% within 

Residency 

33.3% 78.9% 46.3% 

Total Count 48 19 67 
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Table 71 shows that, statistically, there was a significant correlation with a P-value 

of 0.009 between the patients’ residency and their behaviors in the event that the 

entire quantity of the medicine prescribed to them was consumed before the next 

appointment with the doctor.   15(79%)  of 19 (patients, who lived outside the city, in 

which the hospital was located, tended to buy their  medicines from private 

pharmacies outside the hospital compared  to 16 (33%) of 48 patients who  lived  

within the city  in which the hospital  was located. 21(44%)  of  those 48 patients 

tended to visit another public hospital or clinic to obtain  their medicine.  

The researcher believes that missing an appointment with the clinic would 

force patients who live particularly outside the city to buy their medicines from 

private pharmacies or visit another public hospital or clinic to obtain them. 

Consequently, the absence of a commensurate amount of dispensed 

medicines for the patient with the length of time between the two appointments with 

the physician forced the patient him/herself to buy the medicines or try to obtain 

them from various sources. Therefore, such actions would create surplus unused 

medicines in the patients’ homes together with, prematurely, a random shortage of 

medicines in the hospital drug stores. 
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Table 72. Extent of the statistical association between patients’ behaviors if their 

medicines were consumed before the next appointment and the patient’s family 

income.   

 

B5. In the event that the entire quantity of the 

medicine prescribed to you was consumed before 

your next appointment with the doctor, what would 

you do? 

Family Income 

Total 

 

 

P-value Less than 

average Average 

More 

than 

average 

 Visit another public hospital or 

clinic to obtain medicine 

Count 0 23 1 24  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

0.004 

% within Family 

Income 

.0% 37.7%  35.8% 

Repeatedly visit the emergency 

department to obtain the small 

quantities needed 

Count 1 0 0 1 

% within Family 

Income 

25.0% .0%  1.5% 

Attempt to obtain a sufficient 

quantity of medicine, taking 

advantage of relationships or 

friendships you have with 

hospital staff. 

Count 0 11 0 11 

% within Family 

Income 

.0% 18.0%  16.4% 

Buy your medication from 

pharmacies outside the hospital 

Count 3 27 1 31 

% within Family 

Income 

75.0% 44.3%  46.3% 

Total Count 4 61 2 67 

% within Family 

Income 

100.0% 100.0% 100.0% 100.0

% 
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Table 72 shows that there was a significant statistical correlation with a P-value of 

0.004 between the level of their family incomes and patients’ behaviors in the event 

that the entire quantity of the medicine prescribed to them was consumed before the 

next appointment with the doctor. 1 of 2 patients with more than average family 

income visited another public hospital or clinic to obtain medicine, whilst the other 

patient bought their medicines from private pharmacies outside the hospital. Also, 3 

of 4 patients who had less than average family incomes and 27 (44%) of 61 patients 

who had average family incomes bought their medicines from private pharmacies.  

 

6.31 Final comment. 

The steps in drug supply to a patient in the Hospitals of Saudi Arabia involved when 

a patient comes to the hospital to get treatment are best shown in a linear flow 

diagramd and this is shown below. 
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(Dispensed 

Medicines) 

In the Patient’s 

Possession 

 

- (Pharmacy 

Warehouse)- 

(The Pharmacy) 

Receiving the 

Prescription 

(Dispensing the 

Prescription) 

Available Medicines 

 

- Purchases Department 

- Medicines Companies/Agents 

Medical Supply Administration 

-(Central Warehouse)- 

 Storing and Insuring Medicine  

 

Sufficient 

benefits 

from the 

medicine 

Some items are kept 

and not sent to the 

pharmacy because 

they are reaching their 

expiry date. 

Items are reaching 

expiry date. 

- The item is not 

provided by the 

agent. 

- The medicine   is 

reaching expiry 

date. 

Item is available, 

but it is reaching 

expiry date. 

- Medicines are no enough 

for his/her needs: 

- The patient may be forced 

to: 

- Direct purchase (or 

obtained from another 

source) + Refill = 

accumulated or surplus 

medication owned by the 

patient. 

 

-The patient is 

receiving the 

medicine fully or 

partially according 

to the refill system 

and depending on its 

availability. 

- Only dispensing 

available medicine 

without refilling. 

. 

The medicine is not 

available here, but 

perhaps it is 

available at other 

departments. 

Items are not 

available here due 

to: 

- Still in demand. 

- Not available at 

the Central 

Warehouse. 

Item are not 

available perhaps 

due to: 

- Still in demand. 

- Not provided by 

the agent.  

Import item 

Takes time 

An available Item 

became unavailable 

during the refill of 

the prescription. 

 

The patient has 

accumulated medicines 

at home, or more than 

he/she needs. 

Figure 10. The steps in drug supply to a patient in the Hospitals of 

Saudi Arabia involved when a patient comes to the hospital to get 

treatment 
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CHAPTER SEVEN 

DISCUSSION 

7.1 A very important preliminary comment. 

In any conventional thesis discussion it is usual to put the findings which 

have been experimentally determined, in perspective with the findings made by 

others on a similar topic, which have been published in the ‘literature’. For this topic 

such a comparison is extremely difficult. The major reason is that such system of 

free availability of medicines to all the citizens in Saudi Arabia is simply not found 

anywhere else in the world. The largesse of the government is such that the system 

used, is probably impossible by any other country in the world, as they do not have 

to rely on a system of central taxation of income and purchases, to provide the 

finance to run the system. Consequently, this unique system has no direct parallels 

against which to compare it against. Drug shortages may however have similar 

problems throughout the world and the necessity of Saudi Arabia to have a very high 

rate of drug importation causes some unique problems. Bearing these factors in mind 

the following discussion of the major findings made in this study is attempted. 

 

                                            7.2 Part One 

Focus group studies. 

The main objective of the preliminary studies using focus groups was to 

provide a descriptive and analytical profile related to the efficiency of the current 

prescribing and dispensing system in Saudi outpatient hospitals by exploring 

patients' impressions and their perspectives of the ‘service’ they had received. This it 

is thought was actually achieved for the following reasons. 
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The patient group discussions were very productive and they had a lot to say 

and were ready to talk with the researcher about their concerns, especially when they 

realized that their comments could be extremely useful and may help to improve the 

future effectiveness of health delivery to patients, like themselves. Consequently, 

during the discussions, different related topics were raised by the participants and 

their main comments centred around certain OPD drug-related issues with shortages 

in the OPD pharmacy and refill system. Most patients simply expected ‘as a fact of 

life’ to face drug-related problems during the visit to the OPD pharmacy, which 

indicates that there are defects in the drug dispensing system that cause this 

expectation to arise. 

 When the participants were asked about their overall satisfaction with 

outpatient departments, ignoring the problem of drug shortages, in the OPD 

pharmacy in particular, the majority answered that they were fairly or somewhat 

satisfied about the patient counselling they had received and due to the way in which 

information was given to them they had a high degree of trust in the pharmaceutical 

services. 

However, great dissatisfaction was expressed by the majority of participants 

about the shortage of medicines in the OPD pharmacy together with the long waiting 

times and inadequate communication between the pharmacist and the patient during 

the handling of the prescription for their medicines. Such a lack of communication 

during the dispensing process could have been one of the potential reasons for 

patients' misuse of medicines. In this context ‘misuse’ really means inappropriate use 

rather than the conventional ‘misuse’ used to describe the overuse of drugs for 

psychological/physical/dependency reasons.     
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It is well known that the medication use cycle includes the three key stages of 

prescribing, dispensing, and administration. Therefore, poor prescribing will 

potentially create poor dispensing and misuse with further potential adverse 

consequences in terms of patient morbidity, mortality and healthcare costs.  

As they were randomly chosen, it was not too unexpected to find that a 

number of different medicines had been prescribed to each of the group members 

covering a range of chronic diseases. The range of medicines has been presented in 

Table 11 and ranged between one to more than five items with an average of 4.2 

items. This average number of items shows to what extent patients are challenged to 

maintain correct use of medicines for lifelong conditions. If the reported values for 

the compliance rate of four times a day is the same in Saudi Arabia as it was reported 

elsewhere to be 51% as by Claxton et al., (2001) and this applies to all their other 

medicines then underdosage will apply for all the drugs taken as other studies have 

shown that as the number of medicines increase, adherence to the medication 

decrease (Coons et al., 1994: Donnan et al., 2002). If medicines can be reduced from 

three times a day to once a day then compliance rises from 59% to 83% (Eisen et al., 

1990) but this is not of course always possible for many therapies.      

This potential problem of a lack of compliance combined with a lack of 

communication and coordination between the healthcare professional staff will 

produce defects in “teamwork” which are vitally important in of all aspects of the 

process of prescribing and dispensing which may make the patients task of 

compliance more difficult. 

The finding that patients receive excessive quantities of drugs to avoid their 

being ever short of the required medication was a very unexpected finding.  

Although it would perhaps allow the patient to maintain an adequate level of their 
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own ‘domestic stock’ which would so last until their next hospital appointment the 

process does require an active overprescribing by the physicians.  

There is a potential serious aspect to this finding. The prescribers must have 

clearly ignored the hospital prescribing guidelines which sets the time limit for which 

prescriptions are to be written. Some physicians intentionally double the amounts for 

their patients, which may mean that the patient if the prescription is dispensed in full 

they will only use half or less of the prescribed quantity in a given time. It can never 

be predicted with certainty what shortages will occur and consequently, many 

medicines will be incorrectly taken away by the patient from the hospital stock, 

creating an improper movement from the stock holding to one which may be 

described as ‘patient stock holding at home’. Such incorrect prescribing disturbs the 

stock level in the central pharmaceutical system, as well as the difficulties produced 

for planning of the overall hospital stock, which will be depleted and thus the 

shortage of stock problem will be increasingly observed. Furthermore, although the 

physicians should record all patient medications in the patient's file along with the 

number prescribed this may not be done in order to hide overprescribing. This then 

leads to incorrect information in the file, so a source of what should be reliable 

information becomes unreliable. This may misguide future healthcare workers and 

make future planning vastly more complex.   

However, the researcher believes that such ‘leniency’ in prescribing 

medicines, which may be done in ‘good faith ‘for the patient is not always in the 

service of good healthcare, especially as it causes inadequate communication with 

the patient and/or a lack of coordination with other concerned departments.  Some 

patients when faced with an increased supply may interpret this, not unreasonably, 
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with the requirement to take an increased dosage. This could cause many unexpected 

events, especially overdosages, if the drugs are of the potent variety. 

A further complication about shortages is that many of the shortages occur 

for high priced medicines which have an implication for the drug budget and many 

of the drugs are required for diseases which need treating every day as they are 

palliative drugs, as diabetes, hypertension, diuretics and endocrine disorders so it is 

essential the stock is always present. Any shortages will compromise continuous 

treatments and of the 15 of the 17 items being dispensed, two were out of stock and a 

further 11 of the 15 items were only dispensed partially, shows the actual scale of the 

problem.   

Taking into consideration the hospital policy, the computer system will re-

arrange the medication amounts automatically when the patient has a prescription 

containing a medicine that was dispensed previously within that period from the 

pharmacy. However, the OPD hospital is working at increasing the amounts to a 

three- and six-month period with a refill for up to six to nine months for in and 

outside the city, respectively. This could actually make the situation worse and 

enhance the accumulation of surplus, unnecessary and unused medication within 

patients’ homes and further contribute to the shortage of medicines in the OPD 

hospitals.       

Also, in regard to the efficiency of services currently provided by the OPD 

pharmacy, in the patients' view they get the necessary services from the pharmacist 

and such simple things as the use of a secure container - which in the extremes of 

temperature in the country is obviously essential - and clearly printed labels 

containing all the relevant information required for the patient. However, according 

to the participants, they were really dissatisfied with long waiting times for 
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dispensing, made worse by inadequate communication by the pharmacist as to the 

reasons for the delay. Some patients/ participants commented that there was 

insufficient counseling of the ways to use their medicines and other general advice. 

Moreover, all patients/ participants said that there was not any difference in their 

counseling from the OPD pharmacy between their first visit and subsequent visits to 

obtain the same medicine.  

The problem of brand names was also an area for patient concern. They also 

disliked the frequent changes of brand names which were used to fill a prescription. 

This was said to confuse them, leading in some cases to them not taking medicines 

which as they were for chronic diseases was essential for them to do. This could have 

serious consequences in terms of patient morbidity, mortality and healthcare costs. 

These could all lead to greater expenditure at a later date. 

 

From the previous discussion several key findings indicated that the problems that 

the patients were facing and were essentially: 

1. Shortage of medicines within the pharmacy created by the doubling the doses 

by the prescriber contrary to hospital guidelines.  

2. Shortage of medicines within the pharmacy that has to be dealt with by the 

patients' purchasing their medicine(s) elsewhere. 

3. Shortage of medicines within the pharmacy that some patients deal with by 

visiting other hospitals to get their medicines. 

4. The finding that many patients had unused medicines within their home that 

results in a) keeping them to be re-used, b) returning them to the pharmacy or 

c) destroying them when they have expired 



289 

 

5. Long waiting times combined with a) the unavailability of prescribed 

medicine especially after waiting for a long time b) the frequent modification 

of medicine brand names, and c) the mistrust of medicines which by the 

patient have an unexpected name. 

 

Consequently, the researcher elicited three main indicators to represent the 

current efficiency of drug delivery in the outpatient dispensary These indicators 

include the shortage of medicines within the pharmacy, the phenomenon of surplus 

unused medicines within a patient’s home, and the length of waiting time to get the 

medicines from the pharmacy. 

Having discussed the results of the patients' focus group and thus obtaining the 

three guide indicators for the efficiency level it is appropriate to discuss the findings 

of the different participants from health professional staff which was experienced in 

their personal interviews. 

 

 7.3 Part Two 

Reflections on the interviews of hospital staff related to prescriptions and their 

dispensing. 

The main objective of performing personal interviews was to elicit data with 

perhaps a more professional input and of greater reliability from other influential 

participants from different outpatient hospitals, including the SFH.   

The conversations with the professional members from outpatient 

departments, including outpatient administration, physicians and pharmacists all 

centred around the three main indicators for the efficiency level of drug delivery in 

outpatients.  These were: 
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1. Shortage of medicines within the OPD pharmacies. 

2. Surplus of unused medicines within patients’ home. 

3. Long waiting time for receiving their medicines.  

As mentioned previously in Chapter One, Dr. Shabokshi, the former Minister 

of Health (2001) considered the fundamental economics of healthcare and stated it to 

be a pressing issue in a world of increasing costs. However, according to the 

concerned administrators interviewed for this thesis who were employed in the 

purchasing department, there was apparently no relation between the shortage of 

drugs in OPD pharmacy and the allocated budget for medicines. This concurs with 

the comments of the more recent Minister of Health (2002-9), Dr. Al-Manè, 

(2002/2009), who indicated that the kingdom spends about 10% of its annual budget 

on healthcare. He requested a better mechanism to control costs and rationalize 

spending with the optimal use of resources. From a different perspective, the Deputy 

Dean of Pharmacy College at King Saud University said that the shortage of 

medicines results not from budgetary problems but rather from the methods used to 

dispense drugs to the health sector, some aspects of which have been lax. In light of 

these findings and comments the problem does not seem to be one of budgetary 

constraints. So what is the problem? 

To shed light on this problem the OPD pharmacists emphasized the 

significance of the socio-demographic role, particularly the impact of an individual’s 

educational level on patient compliance and medication adherence.  Hence, 

pharmacy staff  were also aware of the importance of patient counseling during 

dispensing medicines to the patients.  From the patients comments pharmacist 

actually tried to help them understand the best ways to take their medicines. 

However perhaps this problem is much greater than simply trying to get them to be 
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more ‘adherent’ to treatment schedules, i.e. become more compliant, and rather it is 

one of an educational need to increase patients’ drug knowledge. 

For example a real example of this need for greater knowledge is for patient 

education of their drugs which is particularly important when a new medicine has 

been prescribed for them with a new generic name to patients for those suffering 

from chronic diseases who were used to receiving the same drug for many years. 

This educational policy should be used even if the new medicine contains the same 

active ingredient(s) and is identical in dosage form and potency.  The name is very 

important to the patient - as the interviews have clearly shown.  

The role of education is perhaps even more important if the new medicine 

differs in characteristics, including size or volume, shape, color, taste, appearance 

and preservatives from those previously taken. Consequently, the researcher believes 

if these issues are not discussed prior to both prescribing and dispensing to the 

patient, poor adherence to his/ her medication may be expected. Thus the importance 

of patient education emerges with the use of frequent alteration of medicines, so as to 

optimize the utilization of medicines, so reducing the unjustified wastages, and 

enhancing drug economy.  

The problem is made more difficult, according to the physicians, when 

generics are used which they consider to be of an inferior quality and involve 

changes in brand names. Such considerations may cause poor compliance for the 

medication, particularly if the patient requested a certain brand and receives a 

different alternative from the pharmacy. The patient will be compelled to seek an 

additional prescription for the brand that he/she used before and may be one of the 

reasons for the accumulation of unused medicines by the patient, which, in turn, 



292 

 

could lead to misused and wasted medicines, ultimately harming the drug economy 

of Saudi Arabia. 

One of the strategies to try and alleviate the problem has been the 

introduction of ‘automated technologies’, including electronic prescribing which has 

been attributed to reducing complaints from patients, which in turn suggests an 

enhanced patient satisfaction. However, even using this latest technology the 

complaints regarding the non-availability of medicines were not significantly 

lessened, even with a sufficient budget allocated for drug supply. The problem is 

simply more than one which can be solved by a ‘technological fix’. The average 

number of returned unused medicines logged into the system was not significantly 

reduced, even with the use of this automated system.  Finally, the idea of using one 

aspect of modern technology namely, emailing patients in regard to their concerns 

and to tell them of the drugs that are outstanding looks to be somewhere in the 

future. 

From all the information obtained for the thesis it was clear that both the hospital 

warehouse and pharmaceutical store area play a potential role in the ability of the 

pharmacy to supply medicine to the patient on time. Consequently, the participants 

highlighted that both hospital warehouse and OPD pharmacy should have an 

adequate storage space enough for adequate stocks to be maintained, especially if the 

stock balance can be achieved by placing and maintaining a scheduled drug order 

from the hospital warehouse. Thus, the current hospital stores were not considered as 

a potential causative factor for either the shortages of medicines or the supposed 

surplus of unused medicines. However, the researcher assumed that the concept of 

stocking amounts would be dependent on the condition that the pharmacy stock list 

consistently matching the stock in the main hospital warehouse. Consequently, the 
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researcher examined whether the out-of-stock items in the pharmacy were also out of 

stock in the hospital warehouse, and thus to what extent they correspond with each 

other. No simple relationship existed between the two. 

From the previous discussion of personal interviews with the OPD participants, 

including professionals selected from outpatient departments, including the 

outpatient’s administration, physicians, and pharmacists and patients waiting for 

their medicines from the pharmacy, the key findings were defects in the manner of 

prescribing and dispensing medicines. Consequently, the overall indicators can be 

summarized as follows: 

1. There is a shortage of medicines within the pharmacy and OPD pharmacies 

which was apparently due to the adopted way of prescribing and dispensing 

medicines. 

2. A surplus of unused medicines within the patients' homes indicates such a 

defect in the adopted prescribing and dispensing system. 

3. There is a long waiting time before receiving their medicines.  

4. Patient education is a very important tool to enhance patient drug adherence 

and should be enhanced.  

5. Automated technology was not the ‘single solution’ to avoid such defects in 

the prescribing and dispensing process. 

6. There was no simple relationship between such a defect and the allocated 

budget.  

7. The main hospital warehouse and the OPD pharmacy storage space have 

enough space for adequate stocks, and so a lack of space is not a reason for 

shortages of dispensed medicines. 

 



294 

 

Consequently, the researcher elicited from the previous interviews different data 

that were also related to the systems of prescribing and dispensing medicines in 

Saudi hospitals. As a result, the researcher believed that there was a need for further 

investigation into the efficiency level of the drug supply, stocking and distribution 

system, particularly within the hospitals. 

  

7.4 Part Three 

Analysis of the three Questionnaire Results 

Based on the results of the data analysis of the three questionnaires, the 

results clearly indicate that the patients experienced a shortage of medicines in OPD 

hospital pharmacies whilst there was in existence surplus unused medicines at home 

in addition to their need to wait for a long time to obtain their medicines for their 

chronic diseases.  A shortage of medicines influences general patient satisfaction and 

their trust, and consequently might compel them to keep a surplus of medicines at 

home.  In addition, a shortage of medicines would eventually lengthen the waiting 

time. This finding confirms the findings of the report that was mentioned in Chapter 

1 by the member of the Shura Council, Dr. Dahlan (2008), regarding the existence of 

a shortage of medicines and the long waiting time at the OPD hospital pharmacies. 

Both the  findings of shortage of medicines and the long delay obtaining the 

medicines were consistent e.g., with the findings of previous research concerning 

patient satisfaction  and the extent and quality of current pharmaceutical services 

provided by the Pharmacy Department regarding the MOI health sector (SFH and 

GAMS polyclinics) in Saudi Arabia (Al-Theyab, 2003).  

However, the researcher believes that SFHP in particular have a distinct and 

modern management and could be considered as an example for other Saudi 



295 

 

hospitals, especially since SFHP is a pioneer in using electronic prescribing and 

prescriptions. Therefore the outcome of this study was not oriented to any particular 

hospital, but aimed at examining the efficiency of prescribing and dispensing 

medicines throughout the Saudi OPD public hospitals for patients with chronic 

illnesses in particular. 

The findings from the analysis from the three questionnaires clearly confirm the 

existence of a problem in drug supply for OPD patients and defects in the process 

result in an inefficient prescribing and dispensing of medicines to the OPD patients.  

The main findings included the following: 

1. All patients throughout the country including patients with chronic illness are 

entitled to attend MOH sector hospitals or polyclinics.  

2. In addition to MOH hospitals, certain patients visit different hospitals to get 

treatment probably for the same illness.  

3. A lack of effective communication exists between the different public 

hospitals.  

4. Inadequate communication and coordination exists within the public OPD 

hospitals for example between the clinics and the OPD pharmacy.   

5. There is a lack of effective patient education resulting in the majority of 

patients or their carers not knowing the name of their medicines.  

6. An existence of inefficient interaction between the patient and the physician. 

7. An existence of surplus unused medicines at patients’ homes, due to  the 

availability of such medicines in the OPD hospital pharmacy, which might 

create a shortage prior to its scheduled date 

8. An existence of frequent shortages of medicines within the OPD pharmacies.   

9. An existence of surplus unused medicines at patients’ homes.   
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10. There was no statistically significant relationship between the shortage of 

drugs and the surplus of unused medicines.  

11. Many of the OPD patients have to wait a long time before receiving their 

medicines.  

12. The patients’ long wait at the OPD pharmacy ended sometimes in their   

becoming aware of the unavailability status of their medicine. 

13. From the questioning of 67 patients who were authorized to visit two 

hospitals, 9 (13.4%) of them were found to be eligible to visit more than two 

hospitals.  

14. All the public OPD hospitals utilize both manual and electronic filling / 

dispensing systems.  

15. The majority of patients with chronic diseases usually visit the OPD hospital 

once every three to six months, and obtain sufficient quantities for such a 

period.  

16. The result obtained from the three questionnaires indicated also five main 

reasons for the shortages; surplus unused medicines at the patients’ homes 

and the long wait at the OPD pharmacy to get their medicines. These were:  

 Certain patients may visit different hospitals to get treatment; therefore they may 

get duplicate medicines from different sectors for the same condition. This was 

supported by the result of the preliminary national study questionnaire (see 

below), 270 of 650 (41.5%) patients who had a chronic illness and attended 

MOH hospitals throughout Saudi Arabia were authorized to attend other public 

hospitals, due to the fact that they or their parents were dependents in different 

sectors. This finding confirms what Herbish (2011) believed, which was that 

some people can get a number of medical files at hospitals in the city rather than 
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using the private sector if he/she was financially able to do so. Thus he believed 

that it is rare for any physician to know the full treatment history of a patient 

who had been examined by others.    

 Effective communication and coordination within OPD hospitals and between 

hospitals in terms of sharing information about what has been dispensed to 

whom, when and where, simply as yet, does not exist.  

 Such multi visits together with lack of effective communication between the 

OPD hospitals lead to further surplus unused medicines that ultimately might 

lead to more shortages for other patients.  

 The majority of OPD patients get an appointment every three to six months to 

visit the clinic at the hospital, and obtain the amount of medicine required to 

cover such a period. Nevertheless, with reference to the previous interview 

study, the OPD hospital is working to increase this amount with a refill of up to 

nine months, i.e., both inside and outside the cities. This could actually make the 

situation worse and would increase the accumulation of surplus, unnecessary 

and unused medicines at patients’ homes and further contribute to the shortage 

of medicines in the OPD hospitals.      

 Various levels of patient education and inadequate patient counseling together 

with the problem of frequent changes of brand names confuse them and thus 

cause the surplus unused medicines.  Moreover this could have serious practical 

difficulties and consequences in terms of patient morbidity, mortality and 

healthcare costs. These could all lead to greater expenditure at a later date. 

These points are summarized in Figure 11 and  12. 
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Figure 11. The influence of visiting different hospitals to obtain treatment, together 

with the existence of a lack of intra/inter communication between the OPD hospitals, 

and inadequate patient education with regard to the efficiency of prescribing and 

dispensing process medicines 

 

 

 

Figure 12. The relationship between visiting different hospitals, surplus unused 

medicines and the shortage of medicines at hospital pharmacies  
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                                            7.5 Part Four 

The national questionnaire 

After completing the pilot studies, including the focus group discussions and 

personal interviews and examining drug distribution efficiency within hospitals, 

there was a need to investigate further the shortage of medicines throughout a greater 

number of Saudi hospitals to increase the ‘reliability’ of the data.   Consequently, the 

main objective of conducting the national questionnaire was to explore the extent of 

such shortages experienced in dispensing the prescribed medicines to the outpatients 

throughout Saudi Arabia and the number of public hospitals at which the patient can 

obtain treatment.  

In this national study, 650 questionnaires were distributed to 650 patients 

from 13 regions. Since the completion rate was 100% this means that the findings 

from the sample of 650 participants throughout Saudi Arabia have serious 

implications. The actual findings clearly found that the problem of prescription 

shortages was even worse than what suggested by the focus/discussion group studies. 

These results emphasize that the existing shortages of medicines throughout other 

Saudi hospitals is a major problem and is a basic a defect in the process for both 

prescribing and dispensing medicines.  Also, the finding about the number of 

hospitals patients could use to collect their medicines was seen on a national level 

and so was both unexpected and worrying.  

With regard to the public hospitals at which the patients were authorized to 

obtain treatment, regardless of the names of hospitals, some patients may deal with 

more than just two hospitals for the same illness, so they may get simultaneous 

treatment from different sectors for the same condition. The drugs may be different 

between the hospitals and so the patient receives effectively a double treatment for 
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the same condition. This is a recipe for serious problems for both pharmacological 

and potential toxicological effects.  

This study was limited to public hospitals, so private sector hospitals were 

excluded, although they are an additional source for dispensing medicines for the 

patients. The researcher believes that private hospitals are another potential means 

for a patient to accumulate surplus unused medicines, especially if the patient 

receives treatment simultaneously from public hospitals. Accordingly, the researcher 

believes that such an accumulation of unused medicines is due to treatment 

duplication, especially as a result of the lack of communication between the different 

public and private hospitals. This suggestion needs to be examined in the future. 

 

7.6 Part Five 

Steps to enhancing the efficiency of the prescribing and dispensing process of 

medicines at public hospitals. 

 

Based on the evidence obtained from a variety of sources which were:  

 

1. A review of literature of studies on health economics through ways to 

rationalize the use of medicines throughout the world. 

2. Results obtained from the qualitative approach. 

3. Results obtained from multiple interviews within different stages of the 

study with concerned patients and professional members of OPD public 

hospitals. 

4. The researcher’s personal experience of the best utilization of resources 

including medicines within public hospitals and SFHP in particular.  
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The major problems about frequent shortages of dispensed medicines by the 

public OPD hospitals, surplus of unused medicines at patients’ homes, the long 

wait to obtain medicines and the lack of effective communication and 

coordination between and within the OPD hospitals were the main important 

findings.  

  

Consequently, the four main steps that are recommended in order to enhance the 

efficiency of the prescribing and dispensing processes related to medicines at 

public hospitals. These steps include: 

1. Limiting the authority for patients to visit different hospitals to obtain 

treatment. In addition, an emphasis on creating effective communication 

between hospitals in matters of drug distribution.   

2. Enhancing the coordination within the public OPD hospitals, i.e. between the 

clinics and the OPD pharmacies. 

3. Creating effective communication between the different public OPD hospitals 

in order to create an efficient prescribing and dispensing process. 

4. Enhancing patients’ education together with encouraging efficient interaction 

between the patient and the health professionals.  This would enhance the 

patients’ compliance.   

 

Consequently, as shown by Figure 11, the main three factors are described 

which could avoid such a surplus of unused medicines in the homes of 

patients.These are a) limiting the authority of patients to visit different public 

OPDs,b) creating effective communication between these different hospitals 
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and c) enhancing patient education,  This would help to result in minimizing 

medicine shortages and reducing the long waiting time of patients at OPD 

pharmacies in order to obtain their medicines. 

Minimizing such an unjustified shortage of medicines would 

ultimately lead to an enhancement of the patients’ confidence.  As a result, 

the patient in turn would not seek to keep excessive amounts of medicines at 

homes. Consequently, correcting those three factors would benefit patients 

with chronic illnesses by enhancing the efficiency of the prescribing and 

dispensing process.  

 

7.7 The problem of Patients’ multiple visits to different hospitals. 

As was mentioned in Chapter Two, the Ministry of Health (MOH) is the 

government agency which bears the primary responsibility for the health care system 

in Saudi Arabia. According to recent statistics (Al Yemeni, 2011b) the MOH 

provides 60% of national care through 300 hospitals and 3000 Primary Health Care 

Centers. Hence, 40% of health services are provided by other sectors.  As part of this 

study, Table 12 has shown that the other providers form 41.5% of the visits made by 

the patients.  These are either there to serve certain entitled patients only, or are 

responsible for certain specialized services to society as a whole.  

Thus, statistically, it was expected that this 41.5% of health services is 

possibly covered by other government and private facilities and so the MOH 

provided only 58.5% of the health services in the country of the population studied. 

In 1991 the MOH data showed a 64% provision and the recent data of Al Yemeni 

(2011b) gave a value of 60% so the changes in provision have been minimal over the 

last 20 years. But the figures are not simple to interpret as the 41.5% of the patients 
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who use the other systems are eligible to come back any time to the MOH sector and 

obtain their treatments from MOH sector hospitals. Consequently all patients can 

visit the MOH sector as their ‘right’ but of course they may do so on a very 

unplanned basis and so making provision for them in the drug purchasing system is 

extremely difficult, if not impossible  

As mentioned in Chapter Two, the mission statement of the Ministry reads. 

“The provision of a comprehensive health care comprising preventative, 

curative and rehabilitative components commensurate with the Saudi Arabian 

culture, health ethics, citizens approval and having equitably distributed health 

services in addition to taking care of the health personnel in a means that will 

influence an acceptable performance” (WHO, 2006a). 

 Thus, the 41.5% covered by the other government and private facilities were 

not actually complementary to the provision of the MOH (58.5%).  The 64% (MOH, 

1991) of health services therefore was not a substitute for the remaining 36% of the 

MOH health services, but just a parallel provision to it.  According to Al Yemeni 

(2011b), they often serve the same patients. However, this situation refers to national 

health commitments linked with other sector regulations. Hence, any modification in 

this matter or any proposal would require strong support from the very highest levels 

of authority and a high level of motivation on their part to bring about such changes.  
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7.8 Part Six 

Patient education, situation and communication and co-ordination between 

public hospitals. 

 

General comments 

The short interviews in various departments including the ICT and with 

different senior health professionals from different categories in different sectors, 

together with some concerned patients who had been suffering from long time 

chronic illnesses produced some interesting data. All the interviews were held within 

10 days, between 15 and 25 July 2011, and every session lasted between 9 and 21 

minutes. So the data is very recent and concentrated on the lack of efficient 

communication and coordination between the different health sectors in addition to 

the matter of patient education.  

The objective of these interviews was guided by the overall objectives of the 

study as highlighted in Chapter One. Thus the interviews focused on the factors that 

hindered the provision of an efficient prescribing process and the dispensing quality 

of medicines by OPD hospitals together with the efficient and economic use of 

medicines.  These included four specific points:  

1) The feasibility of reliance on the current procedure for patient education and its 

influence on the patients’ behaviour in terms of their medication.  

2) The lack of influence of the patients’ education on patient behaviour. One aspect 

of which was the appropriate use of medicines to avoid medicine waste in the Saudi 

health system. 

3) Identifying an appropriate model for better patient education in term of their 

treatment of medicines.  
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4) How to deal with the existing situation of poor communication between OPD 

hospitals, thus seeking ways to create an efficient communication system and ensure 

proper coordination through an efficient exchange of patient information. 

 

From the data obtained from the participants of such interviews many 

comments about patient education emerged and as this is very important aspect of 

the correct use of medicines compliance with which it may be possible to use drugs 

more efficiently, the section which now follows takes a more detailed look at this 

problem. 

Many of the answers given addressed specific points and were repeated by 

everyone. The major problem was the suffering experienced by patients of the 

shortages of medicines and repeated visits by patients to more than one health 

facility, to obtain their necessary drugs.  

Another factor which emerged was that virtually none of them had neither the 

knowledge about any precautions to take when using their medicines, nor any 

information about the mechanism of how their medicines work in the body. Both 

factors could have a major negative impact on the patient medications compliance. 

One of the interviewees indicated that one of the reasons for poor patient counseling 

was that the patients may be in a hurry, hence time was a barrier to better 

communication. Clearly there is a problem of patient education 

 

7.8.1 Specific problems of Patient education 

Patient education is a part of total health (Bastable, 2006) and a fundamental 

constituent of modern health care (Drench et al., 2007).  According to AAFP (2000) 

it is “… the process of influencing patient behavior and producing the changes in 
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knowledge, attitudes and skills necessary to maintain or improve health …”.  This 

should be done through effective patient education which ensures that the patients 

have obtained the required information. Effective patient education can be applied 

through behavioural changes such that the patient should be motivated and feel a 

strong alliance.  Dreeben (2010) and Pawar (2005) added the need for establishing a 

sense of trust with the healthcare professional in order to create such a commitment 

and adherence to the message contained in the acquired knowledge. Dreeben (2010) 

further believes that the education should include also their family and the 

community in which the patient lives. According to an earlier study by Bastable 

(2006),” it is the responsibility of healthcare professionals working with inpatients, 

outpatients or even in an emergency setting”.   

The researcher believes that pharmacists being active members of the 

healthcare team can play a very important role in providing efficient patient 

counseling and hence better therapeutic outcomes and quality of life. Moreover, 

counseling by the pharmacist is the last opportunity that the patient has to understand 

everything about his medication before leaving the hospital, due to the fact that 

counseling in the pharmacy is based on the medicine being there and shown directly 

to the patient,  and thus cannot be compensated by others.  Additionally, counseling 

by the pharmacist enables the physicians to have more time for examination and 

diagnosis of the patients. 

However, according to Dreeben (2010), introducing patient education is 

difficult when the hospital is not properly organized to apply such an approach. 

Educating the patient should include teaching him/her all about general health 

education, specific illnesses and illness-related behaviour (APTA, 2001).   Falvo. 

(2004) emphasized the importance of patients' rights and suggested that they should 
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receive efficient education based on their individual needs.  This should be included 

in their medical records since this will help them achieve the goal of increasing their 

health status. 

 

7.8.2 Patient education with reference to Saudi Arabia 

In Saudi Arabia there are many national and international programmes and 

conferences for patient education held periodically in certain hospitals to support 

patients’ health knowledge. Every health facility provider has its own programme or 

has even integrated their approach with national or international education 

programmes.  These were via the media, through the use of pamphlets, or in the form 

of direct patient education programmes. Thus, in order to revitalize programmes to 

educate patients and their families and introduce them to their rights, the majority of 

hospitals have a video channel inside the hospital concerned with the deployment of   

behavior and health awareness in addition to medical advice for patients and visitors 

to the hospital, moreover there are different monthly bulletins and health education 

journals and social provided to patients.  

Many international health days have been held in Saudi Arabia health 

facilities, such as the world days of: Asthma, Breastfeeding Week, Disability, Drug 

Absue, Diabetes, Smoking Cessation, Thalassemia and Tuberculosis.   For example, 

on April 7, 2011 the World Health Day for Antimicrobial Resistance was held as part 

of World Health Day 2011. A Medical Therapy Symposium in Riyadh at the King 

Faisal Specialist Hospital on this topic was part of such an educational process.  

Education of the patients may enable them to use their medicines to produce 

a better result. But to do this drug availability and rational use of medicines is critical 

to the successful therapeutic outcome for patients (WHO, 2003). However there is 
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still a clear lack of patient education that focuses on the individual patient and the 

efficient use of resources.  

As mentioned earlier, the interviews included ones with senior health 

professionals and patients who were suffering from chronic illnesses of long 

duration,  in order to obtain their knowledge and to provide the researcher with 

different views and opinions.   

The results suggested the existence of difficulties in the events related to patient 

education which are held occasionally in Saudi Arabia. Moreover, information was 

obtained about the existence of poor patient counseling services delivered by the 

majority of OPD hospitals.   

 Consequently, from the previous interviews discussion, several key findings 

indicated the existence of problems that the patients were facing inappropriate 

education: 

- The health educations efforts do not focus on the individual patient achieve 

appropriate therapeutic goals with the optimal use of resources.   

- The importance of patient counseling is that it focuses on the individual 

patient, with the purpose of optimizing his/ her medication regimen in such a 

way as to best achieve appropriate therapeutic goals for that patient, in such a 

way as to achieve an optimal understanding of the patient’s experience.   

- Patient education does not focus on the patient individually in terms of the 

unique details of his illness and medication(s). 

- Patients’ education via the current kinds of activities does not include the 

provision of advice or guidance to OPD patients on how to contribute to 

enhancing the availability of medicines in OPD hospitals.  
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- One important issue that was highlighted is the importance of motivational 

factors.   The absence of incentives for the targeted patients was further 

substantiated by the existence of different barriers which inhibit patients’ 

education, thus impeding the benefits from such events.  

- The education events that are held from time to time, do not work in terms of 

explaining the risks of keeping medicines at homes and the consequent 

negative impact on the quality of health delivery.  

- Perceptive listening and careful observation of small details with regard to 

the patient is critical for a successful educational outcome. 

-  Most of the health education events are held in places which are not 

accessible to the majority of targeted patients. Hence, due to the distance 

involved, all patient education is not equally available. 

- Certain barriers also exist obtained from the demographic characteristics of 

the patients in the study (Table 13) such as the fact that 22.4% of patients 

with chronic diseases have a low education level, 38.8% are female, and 

28.4% live in other areas. Moreover, the age barrier may sometimes inhibit a 

patient’s ability to understand the information which is given and this will 

reduce the effectiveness of the therapy.  

Consequently, patients’ education is a fundamental way to better control any 

disease, because patient education campaigns do provide specialist disease education 

and counseling for patients.  It is possible to provide such a programme which helps 

to encourage appropriate behaviour in dealing with a particular disease. However, 

such educational campaigns do not focus on the individual needs of the patient and 

do not deal with how to enhance public awareness of the importance of rational drug 

treatment. Thus, they may not deal with the actual contribution(s) of the patients 
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might be with regard to improving the quality of health service delivery. In addition, 

the convening of such conferences tends to be at wide intervals - annual or biannual 

probably - and many patients do not know about them, or perhaps they simply cannot 

attend.  

 

7.8.3 Patient Counseling 

Patient counseling is intended to enhance the knowledge and awareness of 

the patient relating to his/ her medication and medical condition (Carrol, 2007). 

Thus, the researcher believes that the periodic patient education activities held so far 

in Saudi Arabia have been limited to one specific disease, while patient counseling in 

general is concerned with medicines associated with individual patients who may 

have different chronic diseases Thus the researcher believes that counselling offers a 

detailed and unique education directly related to specific patient conditions, 

including his/ her medication. 

Unlike an acute illness where the patient obtains treatment over a short 

period, a chronic illness requires follow-up treatment(s), drug therapy for life, and 

information on the common adverse effects, potential interactions, and the need for 

several lifestyle modifications (Lewis et al., 1997). However, with reference to the 

focus group discussions and personal interviews, it was obvious that the OPD 

pharmacy dealt with both acute and chronic illness patients equally, and thus there 

was no difference when it came to counseling them. Moreover, they do not have an 

adequate opportunity to communicate with the pharmacists at the time of receiving 

their medicine, particularly when they received them for the first time in relation to 

their chronic illness.  
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Also, from the preliminary comments from patients who took part in the 

focus groups, it was evident that there was insufficient counseling with regard to the 

ways in which the patients should use their medicines and there was a lack of other 

general advice. Moreover, all participants in the focus groups said that there was not 

any difference in the quality of counseling between their first visit to the OPD 

pharmacy and subsequent visits.  

Although the clinical pharmacy service was available in the majority of 

public hospitals in Saudi Arabia, findings from the last interviews confirmed that this 

service was not a part of the team's work in the OPD pharmacies.  Nevertheless, the 

researcher noticed that the phenomenon of lack of clinical pharmacists within the 

OPD pharmacy occurred in all hospitals used in this study. Thus, there was no 

clinical pharmacist involved in the task of patient counseling within the OPD 

hospitals pharmacies in Saudi Arabia. This problem is not unique to Saudi Arabia as 

it is recorded elsewhere in the world. 

            The findings suggests that the OPD pharmacies generally offer poor and 

inadequate pharmaceutical patient counseling especially for those patients with 

chronic illnesses or those who are disabled, because the counseling environment was 

not comfortable, private and confidential. Additionally, the findings of the study also 

confirmed that there was no private area specified for counseling services. According 

to Carrol (2007), “counseling is most effective when conducted in a room or space 

that ensures privacy and allows confidential communication with minimal 

distraction”. Furthermore Carrol (2007) suggested that the counseling room must be 

close to the OPD’s pharmacy windows to make regular dispensing easy and to be 

usable by those who are disabled. 
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Consequently, counseling is a very crucial part of the prescribing and 

dispensing process. Healthcare professionals including the pharmacist must 

effectively communicate instructions for medication and home treatment to the 

patient. Generally, the pharmacy department offers health education in conjunction 

with counseling for patients. 

In this study OPD pharmacists stated that they did not have the time to focus 

efficiently on the counseling of patients, due to the large number of patients waiting 

for service at the pharmacy. Thus the patients are not given sufficient time for 

counseling. In addition, patient counseling by the OPD pharmacies of public 

hospitals in Saudi Arabia is inhibited by physical barriers such as small dispensary 

windows with a large number of patients with different illnesses at these windows 

resulting in a lack of privacy (see Figure 13 below). Lewis et al., (1997) emphasized 

that patients suffering from chronic illnesses in many cases are involved in life-long 

drug therapy.  They move through a range of stages which require different kinds of 

management and so different kinds of information as they progress through the 

different stages of their disease.   
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Figure 13: A photograph o f dispensing windows of OPD pharmacies in a government 

hospital (patient view). Source: (Alyousif, 2006).  
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7.8.4 RECOMMENDATIONS 

 

1) Apparently, due to the large number of patients visiting the OPD pharmacies and 

the pressure of work, the OPD pharmacists do not have enough quality time with 

some patients, and are therefore unable to educate the patients efficiently. The 

pressure of work on the OPD pharmacists can be reduced through reducing the large 

number of unnecessary patient visits to the OPD hospitals. This could be done by 

introducing efficient communication and coordination between the different OPD 

hospitals.   

  

2) It is clear that the good knowledge on the part of patients was due to their 

familiarity with the repeated medication associated with those patients with chronic 

illnesses.  Thus the patients on their first visit to the OPD pharmacy for either acute 

illnesses, new chronic illnesses or with any newly prescribed medicine for chronic 

illnesses, did not have good knowledge about their medicines.   

Thus, such good knowledge and the long waiting time at the pharmacy with 

the lack of private interaction with the pharmacist motivated some patients to let 

their relatives or carers collect their medicines from the pharmacy on their behalf.  

This in turn created poor patient counselling outcomes.   

Such barriers to patient-pharmacy interaction have been shown to decrease 

compliance with the medication regimes and to misconduct with regard to the self-

management of health conditions.  

     Consequently, it is important to apply a patient-centred approach to 

developing advanced educational materials in each health facility for selected 

patients, in order to achieve an integrated work approach which is free of duplication 
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and redundancy, or to prevent the lack of some information that might hinder the 

achievement of the patient’s education and counseling goals. Consequently, 

pharmacists, being active members of the health care team, can play an important 

role in providing high quality patient counseling which would raise patients’ trust in 

the services offered by the pharmacy, and thus enhance patient compliance: 

 

Patients’ trust can be initiated by establishing relations with patients. This has a 

positive impact and is a step toward effective patient counselling which, as Carrol 

(2007) states, “starts with medications being handed over physically to the patient. 

The face-to-face contact will emphasise availability to answer any questions that the 

patient may have”.  

 

1. Preparing a private area within the OPD pharmacy devoted to educating the 

targeted patients, which should be equipped as Carrol (2007) mentions “with 

appropriate learning aids, e.g. graphics, anatomical models, medication 

administration devices, memory aids, written material and audiovisual 

resources…furnished with a few chairs and a low table, with literature 

pertaining to health matters” in order to achieve mor efficient councelling 

for those people. That would be the first time in Saudi Arabia. 

 

2. The targeted patients for the advanced counseling are any patient who is 

newly diagnosed with a chronic disease or who is being prescribed a 

particular medicine for the first time. That would be a precedent, being the 

first time to be applied in this manner in Saudi Arabia and possibly all over 

the world.  
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3. Assign a clinical pharmacist or trained pharmacist within the OPD pharmacy 

to counsel and educate efficiently those targeted patients of chronic diseases. 

That would be a precedent, being the first time to be applied in this manner in 

Saudi Arabia and possibly all over the world  

 Patient counseling should include all related information that potentially 

optimizes the patient’s drug regimen to best achieve a desired therapeutic 

outcome. That is includes direction of use, length of therapy, advice on side 

effects, precautions, proper storage, diet and life style, etc. providing such 

related information can be verbally, or in written form, or both.  

 In addition to the related patient medicines information, further advices in 

terms of action to be taken by the patient in the event of a missed dose, 

during Ramadan and fasting day and prescription refill information.  

 

4. In order to enhance the patient’s compliance, the pharmacist must enter into a 

dialogue with the patient to increase his/ her knowledge and understanding of 

why a medicine has been prescribed, how it works, and how and when to use 

the medicines. That would be the first time this has been applied in Saudi 

Arabia. 

 

5. Dialogue with the patient should include some general advice such as how to 

deal with a shortage of medicines, together with how to deal with any surplus 

of unused medicines at home, and what refill system is in place. That would 

be the first time this had been applied in Saudi Arabia. 
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6. Together with the instructions, the patient can be provided with a medication 

envelope which contains, for example, selected related recent medical 

publications and educational brochures, medication calendars and use 

reminders, etc. That would be the first time this had been applied in Saudi 

Arabia. 

 

7.9 Communication between public hospitals 

Developments in communication are the oldest and most prominent 

achievements in human history (PMI, 2004). It is an important part of all of our 

lives, and still remains the main connection between individuals and above all 

else is a critical factor in making medical progress.   

Communication is important for effective treatment, legal processes, 

ultimately saving lives and ensuring economic efficiency. It is an indispensable 

way to systematically enhance the utilization of any project’s resources.  

Optimal care of patients is dependent on good professional communication and 

interaction between general hospitals.   

Consequently, access to health care, patient safety and quality of health 

care are directly dependent on effective communication as ineffective 

communication skills may cause misunderstandings that may lead to inadequate 

services and failure in healthcare processes (OCR - AHA Collaboration, 2007). 

Altuwaijri (2008) said regarding patient history in Saudi hospitals “…is 

scattered amongst different healthcare providers with no one provider having 

the complete patient record except in very rare cases where the patient chooses 

to receive healthcare from one provider at all times”. Hence such a situation 

definitely causes a great waste of effort, time and money and threatens patient 
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safety.  Consequently, coordination and cooperation through an effective 

communication system between the OPD hospitals in Saudi Arabia is the 

common approach that is required for the control and organization of health 

services, particularly the process involving the prescribing and dispensing of 

medicines.   

 

7.9.1 Background as to how such a system could be used in Saudi Arabia. 

Information and communications technology (ICT) has the potential to 

make a major contribution to improving quality of health services.  ICT is 

defined by the World Bank (2006) as “… tools that facilitate communication 

and the processing and transmission of information and the sharing of 

knowledge by electronic means …”. This includes a range of technologies such 

as computers, electronics and the Internet. So, health information technology 

(HIT) includes a broad group of new technologies designed to deal with, and 

share, health-related information such as the health information about patients 

(Takvorian, 2007).  In the U.S., it is thought that HIT could save $81–$162 

billion or more annually and, moreover, significantly reduce morbidity and 

mortality (Taylor et al., 2005). U.S. health providers hope to enhance the 

efficiency of medical treatment including the prescribing, dispensing and 

administering of correct doses of medication.  This can be done through the 

easier access to, and sharing of, patient information, thereby improving care.  In 

addition, governments can save money by enhancing the efficiency of clinical 

practice (Takvorian, 2007). Today, effective clinical practice relies 

significantly on the technological systems that can create good communication 

and support the enhancement of the efficiency of the health process. Taylor et 
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al., (2005) agreed that better information systems can help in coordinating 

processes related to patient care between different health providers, through 

sharing the necessary information, providing management guidelines, and 

measuring and improving performance.  According to Altuwaijri (2010), it can 

be used to avoid any duplication of procedures and data entry. Thus HIT shows 

great promise for enhancing the efficiency, quality, and safety of healthcare. 

DesRoches et al., (2008) and RAND Corporation (2005) added that HIT can 

save funds and much improve healthcare quality. More recently,  Jones et al. 

(2011) agreed with its positive influences by stating “Electronic Health 

Records hold much promise for making health care better and less expensive”  

together with  the previous suggestion that it can be useful in its “Ability to 

Transcend Geographical Boundaries” (Crowe, 1998). So, I believe that it has 

a decisive impact for better managing patient care through safe use and 

the sharing of health information.  

Many healthcare organizations have embarked on the introduction of IT 

mainly to enhance their healthcare efficiency and so eliminate unnecessary 

costs (Altuwaijri, 2008).  As stated by Fontaine et al., (2010) - “The potential 

for health information exchange (HIE) to reduce costs and improve the quality 

of health care in ambulatory primary care practices is well recognized”. This 

is intended eventually to be linked with regional health information to form a 

Nationwide Health Information Network (NHIN) (Overhage et al., 2005) 

which, according to Takvorian (2007), “…enables health information to be 

shared among health decision makers, including consumers and patients, to 

promote improvements in health and health care”. 
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Some good example of effective communication and channels of 

interaction by the use of ICT on the part of public health care services providers 

can be mentioned. In Finland there is very effective communication since more 

than 90% of public health organizations have e-patient records. In the United 

Kingdom, some chronically ill patients are allowed to be completely 

independent at home by using Telehealth to monitor their situation. For any 

changes, they contact their GP who can deal with their condition.  In Spain, the 

Multi-channel Health Service Centre (MHSC), has developed the use of all the 

available channels of interaction such as the Web, the telephone, SMS, Digital 

Television and the possession of TIS (personal health card management) 

between the citizen and the health system in order to facilitate health care 

communication. In addition there is a telemedicine home care service which 

provides a range of services for domiciliary chronic patients, and enables the 

user to access information regarding their health through a personal health file. 

In Sweden, each citizen is identified by a unique 10 digit identification number 

to enable the staff in the hospital to access and share all patients’ information so 

increasing clinical efficiency. In Denmark there is a cooperative venture 

between the public and private sectors called the Medcom system.  This ensures 

the quality of the electronic information and communication system.  

Finally in Malta they have developed a single computerized register for 

all diabetic patients which allow the provision of information on the actual 

costs of treatment, and thus ensures efficient budget expenditure (HOPE, 2011). 

7.9.2 Intra hospital communication  

As mentioned earlier in this study, Saudi Arabia healthcare is characterized by 

free health delivery through different public hospitals to all patients. The mix of 
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medical facilities is complex as there are: private hospitals, diabetic care 

centres, specialist eye hospitals, chest diseases hospitals, cardiac centres, 

nursing homes, community health centres, pharmacies, pathology labs, 

psychiatric clinics, general medical practitioners, specialists, consultants and a 

range of other health professionals in addition to many different Saudi health 

associations and communication between all of them is rudimentary. In Saudi 

Arabia, there is poor communications and coordination among the various 

hospitals and, in particular, the OPD ones.  This is the dominant feature of the 

existing health services and the main reason for inefficient Saudi healthcare 

processes in terms of waste of resources in particular.  

It may be stressed that the problem will get worse as visits to such 

centres will increase in the future as chronic conditions among the Saudi 

population as these are expected to rise in the coming years.  Consequently, in 

this thesis, prescribing and dispensing processes are studied in order to enhance 

and guarantee cost effectiveness and quality of care in terms of the efficient 

process of prescribing and dispensing medicines for OPD patients with chronic 

illnesses. 

So what can be done to help this very difficult problem? 

 

7.9.3 Electronic health (e-H) in Saudi Arabia 

 Computerized databases are comprehensively used to store a variety of 

private data with regard to political, social and economic matters.   They 

contain information about the majority of human activities and convey various 

benefits to society. Obviously, most Saudi hospitals have their own of advanced 

computer systems within the hospitals themselves, including their wards and 
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sections so there are highly efficient communications services within an 

individual hospital. Some hospitals, such as the King Faisal hospital, have an 

in-patient telemedicine program which includes videoconferencing; tele-

pathology; tele-radiology; interactive distance learning programmes, and 

patient education seminar services that can be transmitted to other medical 

facilities in answer to both national and international medical needs. 

In many of the other hospitals they have a system for in-patient services 

using their own IT system and also possess a good communication system 

between their departments. However, there is no such electronic 

communication system or coordination existing outside the hospital i.e., with 

other hospitals. 

In the event of patient transfer between two hospitals, interaction can be 

via the documentation process containing all patient information, which ends 

with the arrival of the discharge letter to the receiving hospital. Thus the patient 

receives part of his/her medicines in his/her referring (base) hospital, but the 

further care would be provided by the second hospital.   

In Saudi Arabia, most of the intense technological attention in the health 

care communications "network" has been provided within the hospital system. 

Altuwaijri (2008) mentioned the example for internal electronic patient 

information i.e., the electronic medical record (EMR) system which is used 

within most of Saudi facilities for appointments, patient follow-ups, pharmacy 

and managing the medicines, laboratory and radiology information.  

In contrast a gap exists in communications between different health care 

facilities, particularly between the different OPD hospitals.  Consequently, the 

relevant medication information does not accompany patients with chronic 
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illnesses while on a visit to another OPD hospital. Moreover, currently some of 

primary care polyclinics still use paper-based records to record the receipt of 

health care services, including a copy of the prescribed medicines. As 

Takvorian (2007) commented in the NHIN paper entitled, "The Computer-

Based Patient Record"  - the use of such paper-based records contributes to the 

prevention of any further efficient electronic communications and patient 

information exchange with other OPD health providers in the matter of the 

chronic illness patients, thus disrupting the flow of patient-related information.  

Altuwaijri (2010) also agrees that the adoption of an electronic health care 

information system in Saudi Arabia is important because the amount of health 

information is increasing over time and the majority of hospitals still rely on 

paper to record their patients’ information. Moreover, most of the accessible 

information systems are generally of an administrative nature rather than 

having a patient-care focus.  

It is clear that hospitals in Saudi Arabia face increasing challenges in 

meeting the communication needs of a growing number of chronically ill 

patients.  This is particularly true of OPD hospitals and their patients with a 

range of chronic illnesses. It is crucial for the government to link each citizen 

with a system using a unique medical record number which should be linked to 

a central medical system.  This would link every hospital and clinic in the 

country through such a comprehensive information centre (NHIN). Takvorian 

(2007) defined NHIN as “…the path to a national network of health care 

information is through the successful establishment of regional health 

information organizations”. Hence every patient can have a security number 

which shows his information by a single click on the computer. This would 
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show where this patient had been previously and what the hospital did to 

him/her. Altuwaijri (2008) pointed out that even a smart card for health is not 

used for any electronic health information records purposes, although certain 

countries have already made use of it for such purposes.  Currently, the multi-

purpose smart card is confined to commercial purposes in Saudi Arabia. Yet, 

from the interview with the ICT professionals, to the best of their knowledge, 

that there is no project at the present time for the introduction of a Health Smart 

Card.  

However, it is well known that today in Saudi Arabia, there is no NHIN.  

Therefore, the government and policy makers should be aware of the 

importance of an NHIN system, and the current challenges facing healthcare 

today. 

The technology of communication must be employed in order to create 

a national health information network to meet the needs of patients and 

providers, thereby achieving the citizens' health and safety, and ultimately 

supporting the national economy.  Altuwaijri (2008) in his study of electronic 

health in Saudi Arabia and his proposal for a framework for its implementation 

and diffusion strategies, found that there was no e-information system in MOH 

facilities to connect them with other private or specialized health organizations, 

nor even to connect MOH facilities to one another. McGrail et al., (2010) 

believed that an EHR system with access for concerned people will save lives 

and improve health outcomes.  His comment “No more dithering on e-health: 

let’s keep patients safe instead” should perhaps be a message for everybody 

concerned with medicine in 2012. The development of e-health initiatives in 

various armed forces hospitals in Saudi Arabia is promising, hence its high 
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degree of acceptance shows that e-health services are present across a variety of 

demographic characteristics (Qurban and Austria, 2008). Accordingly, Almalki 

et al., (2011) emphasized in his article on the health care system in Saudi 

Arabia, the importance for further contributions and coordination with other 

related sectors in order to launch a comprehensive national system for health 

information. The big Saudi hospitals have independent and different health 

information systems which are not connected to each other (Altuwaijri, 2008). 

Subsequently, Altuwaijri, (2011) said that  “The National Guard Health Affairs 

(NGHA) was able to achieve most of the goals outlined in the IT strategic plan 

and, as a result, NGHA won the first Middle East excellence award in 

electronic health record (EHRs)”. This award was presented at the 2010 Arab 

Health Awards in Dubai, UAE, with QuadraMed CPR (QCPR™).  However, 

he said also, “In spite of NGHA success in the health IT field, Health Analytics, 

for informative decision making, was not achieved successfully. However, 

NGHA has a serious plan for achieving this goal in 2012”. Progress on an  e-

health systems is moving slowly in the MOH sector, which is the central health 

sector in the country (Almalki et al., 2011). Al Yemeni (2011a), the advisor to 

the Minister & General Supervisor of ICT at the MOH, said “…the e health 

national strategy is based upon four main pillars” One of them was 

“…establishes effective connectivity between all MOH hospitals, linking them 

to a national database”. Thus the researcher believes that the 40% of the health 

providers in Saudi Arabia which are from other sectors was excluded i.e., the 

MOH provides only 60% according to the Statistics Department, Ministry of 

Health; Saudi Arabia (2009). 
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Clearly, even if a strategy leading to such effective connectivity 

between all MOH hospitals, which represent the desired goal, is achieved 

successfully in the future, then communication and coordination between the 

MOH sector and other sectors will be improved. Moreover, the communication 

and coordination amongst the other sectors themselves, i.e., 40% of the Saudi 

health providers, will almost be non-existent, as the Ministry of Health sector 

represents only the 60% of the health providers. Consequently, the researcher 

believes that such a strategy does not meet the ambition to make health care 

sustainable and economically efficient. 

Although different studies have highlighted a number of barriers to e-

health popularity such as economic and financial barriers, the lack of 

knowledge and the lack of an existing regional information network will act as 

barriers, as will organizational factors and a lack of consistence in terms of 

national information standards etc. However, there are considerable benefits of 

introducing e health in the matter of health care efficiency and the economics of 

patient medication in particular (Pare and Trudel, 2007). However, to a large 

extent, most of these conditions are being considered at present in Saudi 

Arabia. 

As mentioned earlier, the interviews had included senior staff 

experienced in the field of ICT. The interviewees explored their own 

suggestions and those provided the researcher with a range of approaches and 

potential solutions. They also added new, perhaps unforeseen aspects, with 

regard to ICT amongst the OPD hospitals, with a consideration of the latest 

information technologies which will ultimately enable the researcher to choose 
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the most appropriate solutions and thus suggest the most efficient and effective 

ways forward.  

Consequently, the researcher found from the published literature, the 

interviews and his own long experiences of hospital pharmacies, a range of 

comments relevant to Saudi Arabia. 

 Some hospitals and medical centres still used paper records to 

maintain patient information.   

 Some hospitals were in the early stages of adopting IT. 

 Some hospitals had already started e-health and electronic 

information systems.  

 Most health organizations (health sectors) are in the advanced 

stages including the use of EMR and EHR.   

 In most of the facilities ‘within the health sector’, information 

systems are not connected with each other. 

 The different health sectors are not electronically connected 

with each other.  

 MOH’s information systems are not electronically connected 

with either private or other Government sectors hospitals. 

 The lack of integration has a negative effect on establishing a 

national health network. 

 There is no nationwide health information network (NHIN). 

 Currently, there is no project for the introduction of a Health 

Smart Card. Nevertheless, the researcher sees a strong 

commitment to the development of e-Health services.  
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If all these factors are considered then there is a lack of a NHIN system in 

Saudi Arabia in spite of its importance in terms of reducing the effort, time 

and money being spent and increasing the safety of patients. However, most 

the health sector hospitals do have systems for EMR and EHR. 

 

  In this study the researcher raised the issue of the Health Smart Card 

and its appropriateness to the current situation with regard to Saudi health 

communication. The absence of any integration of electronic services 

together with the expected delay in the completion of an e-health national 

network due to the existence of barriers, the Health Smart Card could be 

used in the absence of a national health communication network. In 

particular, such a device can work even in the absence of advanced 

electronic facilities or of the incompatibility of the existing computerized 

systems within the hospitals (EMRs or EHRs).  Moreover, it can be 

restricted for use to specific individuals who are most in need of continuous 

treatment as a result of suffering from chronic diseases and who 

consequently visit the OPD hospitals very frequently.  

The interviewees expressed their agreement regarding the capability of the 

Health Smart Card. They stressed the need to find a wider mechanism 

however in view of the absence of an effective national health information 

network, together with the waste of resources in the matter of the inefficient 

use of medicines by patients due to uncontrolled repeat visits to different 

hospitals at the same time, particularly in the case of those patients who 

suffer from chronic diseases and are seek the medicines the need.  
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Consequently there is a need to explore the role of the Health Smart Card 

and its role in the rational use of medicines. 

 

7.2.2.1 So, what is the Health Smart Card 

 Health Smart Cards are in widespread use in Europe, Asia and the 

USA. They are very small and very secure and serve to protect patient 

privacy. Smart cards contain digital logs with location, date, time, and the 

individual’s stamp to record every transaction. Smart cards also may contain 

digital prescriptions therefore mistakes made with prescriptions that are 

handwritten are eliminated and specifically as to the “quantity or quality of 

medications.” (HealthOne, 2011) 

I. How the Smart Card Works 

The smart card uses technology that stores a patient’s personal health 

information on a microprocessor chip embedded in the card that is the size of 

a credit card but that has a “small metal contact plate on the front which is 

how the reader accesses the medical information stored on the chip” and this 

is accomplished only with the permission of the patient who enters a PIN 

code. (Gemalto, 2011) and the patient’s PIN code is set by the patient at the 

time the smart card is issued. (Gemalto, 2011) The establishment of accurate 

patient identification who is receiving healthcare services is key in 

improvements to healthcare service delivery. 

II. Smart Health Card Provisions 

The work of Hsu et al. (2006) entitled “ADRs and Smart Health Cards” 

reported that the use of “computerized physician order entry and online 

alerts to reduce medication errors are common elements of medication 
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safety policy.” They reported of the implementation of an automated alert 

system for drug-drug interactions in Taipei Municipal Wanfang Hospital, a 

hospital managed by Taipei Medical University and also reported that the 

system “alerts the clinician in real time is a drug-drug interaction is 

detected for prescriptions” given at the hospital. The paper also stated that 

the system had the capability of detecting drug-drug interactions for 

prescriptions given from different hospitals by checking the electronic 

prescription records on the patient’s National Health Insurance (NHI) 

integrated circuit (IC) card. Four types of information are reported to be 

stored on the NHI IC card including: 

(1) Personal information; 

(2) NHI-related information; 

(3) Medical service information (including drug allergies, long-term care 

prescriptions, ambulatory care prescriptions and certain medical treatments); 

and  

(4) Public health information - including immunization records and 

willingness to donate organs (Hsu et al., 2006).  

III. Detection of Duplicate Medications 

More recent studies of Hsu et al (2011) entitled “Online detection of 

potential duplicate medications and changes of physician behavior for 

outpatients visiting multiple hospitals using national health insurance smart 

cards in Taiwan” reports on doctor shopping or “hospital shopping which 

means changing doctors or hospitals without professional referral for the 

same or similar illness conditions” and states that this practice is common in 

Hong Kong, Taiwan and Japan.” Because there is a lack of infrastructure for 
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health information and medication history sharing among hospitals and 

doctors, “doctor-shopping patients are more likely to receive duplicate 

medications and suffer adverse drug reactions.” (Hsu et al, 2011)  

The study reported utilized a computerized physician order entry (CPOE) 

system that alerts physicians when potential duplication medications are 

detected at the time the doctor prescribes the medication. The system is 

reported to have identified 2.36% prescriptions that contained at least one 

duplicate medication and the rate of potential duplicate medication alerts for 

the hospital’s pediatric department is reported at 2.78%. The rate of 

physicians that reviewed and revised their prescriptions based on the system 

alerts is stated at 29.25%. (Hsu et al, 2011) The findings in this study 

emphasized the key role that the smart health card plays in reducing 

duplicate medications being prescribed to patients. In a separate study 

reported by Runciman et al (2003) it was stated that 2-4% of all hospital 

admissions, up to 30% of patients more than 75 years of age are medication 

related, and up to 75% of these could be prevented and were due to 

medication errors. The study also reported “Errors occur in 15-20% of drug 

administration when ward stock systems are used and 5-8% when individual 

patient systems are used. Previous allergic reactions to drugs may not be 

recorded more than 75% of the time.” (Runciman et al, 2003)  

 

7.9.4 Summary and Conclusion 

 The Health Smart Card can be used particularly for those patients having 

chronic diseases thus in need of medicines throughout their lives. This would ensure 

a better availability of essential medicines, minimize their visits to hospital thus 
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leading to more efficient visits, fewer patients waiting at OPD pharmacies and less 

waiting time. All this would enhance patient confidence, thus diminishing the 

excessive hoarding of medicines at home. Consequently, this would lead to an 

increasing in the efficiency in terms of citizens' health safety, and ultimately would 

support the national health economy. 

 To improve patient safety and quality the Health Smart Card could contain 

basic health information with regard to an individual’s current health problems and 

current medicine usage, both of which are often the most critical information 

required by physicians. So, the health smart card offers a method to prevent 

prescribing of duplicate medications when patients visits multiple doctors, clinics or 

hospitals and as well as making provision for the  recording of allergies to specific 

medications to avoid adverse reactions occurring. As has been noted in the studies 

reviewed nearly 75% of adverse or allergic reactions to medications are never 

reported but with the use of the health smart card, the treating physician, clinic or 

hospital can readily and easily record such adverse reactions to medications and 

through use of the health smart card duplicate medication prescriptions are easily 

avoided as well. This system is clearly one of great potential. 

Adopting the health smart card will fill the gap left by the lack of 

communication between hospitals, especially in the absence of an (EMR) system in 

some hospitals and many primary cares.  Thus, the Smart Card Alliance (2009) has 

mentioned that “A smart card system can be self-contained and does not have to be 

integrated with other health information systems. That stated, greater efficiencies are 

gained when data can flow from the card into an electronic medical records system.” 

As mentioned earlier in regard of the demographic characteristics of the 

sample patients, questionnaires were distributed to them in Riyadh at a non-MOH 
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sector hospital which was a public tertiary hospital. Thus Table 1 showed that the 

number of patients who resided in other areas was 19 of 67 (28.4%) patients. In 

addition, 5 of 67 (7.5%) patients were illiterate, and 10 (14.9%) patients were able to 

read and write.  Consequently, 35.9 % were of low education levels, which indicated 

that there was a lack of intellectual balance amongst the patients with chronic illness.  

Both the residency outside the city and the low education level formed a 

considerable barrier in terms of physician – patient interaction. As shown by 

Table 20 this resulted in the fact that 34 (50.7%) of the 67 patients did not know the 

name of their medicines when they answered the question “When you visit a hospital 

or a medical center, how does the physician know the name of medicines previously 

dispensed to you from another hospital?”. Some of them said they described the 

shape, color and form of the medicines while the others answered that they bring a 

sample of any medicine that they are using.   

That barrier caused poor patient and physician interaction, and thus motivates the 

physicians to unintentionally repeat prescribing the unnecessary medicines that the 

patients have at home.   

Consequently, NHIN or any alternative system that can ensure an efficient 

communication and thus coordination between particularly the OPD hospitals is 

fundamental to improve the availability of medicines and thus the efficiency of the 

prescribing and dispensing process by OPD hospitals. At present, the Health smart 

card can play a significant role in communicating patient information to any 

concerned health facilities.   

The Health smart card (HSC) can contain the patient’s medical record, 

regardless of whether or not the patient is within the city or not, or whether he is 

Illiterate or highly educated, in order to accurately convey the entire medical picture, 
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even if age or language barriers impede effective communication. Overall, OPD 

patients particularly those with medicines for life can benefit from improved and 

faster medical care services. Hence, HSC can ensure for the targeted patients a better 

continued availability of medicines, avoid unnecessary visits to the physicians, which 

consequently would avoid offending the feelings of somebody obtaining unnecessary 

medicines on the account of another. This will enhance their confidence and 

calmness in terms of the availability of their medicines.  

Consequently, it can be imagined that all those defects found in the process of 

prescribing and dispensing medicines by the OPD hospitals to the patients who have 

chronic illnesses and thus the waste of medicines and the health of the patient can be 

rectified by creating efficient communication through a health smart card. 

 

7.10 Communication between public hospitals to improve the ability of the 

pharmacies to provide a better service for the patients. 

 

Developments in communication are the oldest and most prominent 

achievements in human history (PMI, 2004). It is an important part of all of our 

lives, and still remains the main connector above all, and a critical factor in 

making medical progress. Pharmacy is no exception to this critical factor in 

making medical progress.  

Communication is important for effective treatment, legal processes, 

ultimately saving lives and ensuring economic efficiency. It is an indispensable 

way to systematically enhance the utilization of any project’s resources.  

Optimal care of patients is dependent on good professional communication and 

interaction between general hospitals.   
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Access to health care, patient safety and quality of health care are 

directly dependent on effective communication, and ineffective communication 

skills may cause misunderstandings that eventually influence project process 

significantly and may lead to inadequate services and failure in healthcare 

processes (OCR - AHA Collaboration, 2007). Altuwaijri (2008) commented as 

regarding patient history in Saudi hospitals “…is scattered amongst different 

healthcare providers with no one provider having the complete patient record 

except in very rare cases where the patient chooses to receive healthcare from 

one provider at all times”. Hence such a situation definitely causes a great 

waste of effort, time, and money and threatens patient safety.  Consequently, 

coordination and cooperation through an effective communication system 

between the OPD hospitals in Saudi Arabia is the common approach that is 

required for the control and organization of health services, particularly the 

process involving the prescribing and dispensing of medicines.   

 

7.11 Proposed model for communication services between different health 

facilities  

The MOH is the main Saudi health provider and provides a network of 

hospitals and health care centers and can be viewed as a ‘national health service’ for 

the entire population. Consequently, it is recommended that the MOH adopt the 

health ID card and be the issuer and officer, and a legislator of the laws of use and 

mobility with it between all hospitals including the non-public hospitals in Saudi 

Arabia and how to benefit from it in obtaining the medication from the hospitals 

(Figure 14). Updating the card takes place with every new visit to the health facility, 

adding any new services such as medicines, prescriptions, lab results, X- rays etc. 
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Thus it always contains up-to-date, accurate, reliable administrative and clinical 

information to the healthcare provider. This kind of card will motivate the patient to 

be more aware and involved in his/ her health progress and hence help to empower 

patients to take a more active role in their health.  

The data on this card is not accessible unless the card is inserted into its reader, 

which is regulated by the MOH and distributed to all healthcare providers. This card 

could be used for all patients when they visit the OPD hospitals. However, it could 

be limited to those patients who use certain medicines, either because their medicines 

are for life or because of costs. Thus this card will improve the extent of medicines’ 

availability.  
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7.12 Outpatient health care provision in Saudi Arabia between shortages and 

waste: - recommendations of the future prescribing and dispensing process. 

 

Health care services in Saudi Arabia have been given a high priority by the 

government. They have increased and been enhanced significantly during recent 

decades resulting in considerable improvements in health care. However, it is known 

that the demand for health services continues to rise, as the prevalence of chronic 

diseases increases together with the high cost of medicines, which is likely to 

increase in the coming years. This will undoubtedly present a major challenge for the 

government of Saudi Arabia resulting from free services and the under-utilization of 

the potential of electronic health strategies. Consequently, it may influence the 

stability of Saudi economics especially as the government remains the main provider 

of health services to the public sector and is the primary financer of new hospitals 

and clinics within the country.  The majority of health care financing is provided 

through the Ministry of Health (MOH) and the other government health sectors. And 

this may create difficulties in ensuring a continuity of finance to ensure a continuity 

of supply of pharmaceuticals.  

This study aimed to find ways to help control the steadily increasing costs of 

healthcare in term of the prescribing and dispensing of medicines by the OPD 

hospitals in Saudi, especially for those patients who have chronic illnesses and need 

the medicines for life, and to improve their behaviour with their medicines and 

deepen their trust of the health provisions in Saudi Arabia through the work to ensure 

continuity of drug availability.  

This study was aimed at supporting the government in sustainability in 

assuming full responsibility for the treatment of the citizens, through the best use of 
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the free health care that is provided for all citizens and thus this study investigated 

the effectiveness of current prescribing and dispensing medicines particularly to 

those patients using medicines for life including the patients with chronic disease/s. 

 The results of this study showed that the prescribing and dispensing processes 

in public OPD hospitals were significantly inefficient particularly for those chronic-

disease patients with respect to the safety of patients and health economics. Hence, 

the overall findings of this study were: 

1. There has been a range of frequent shortages of dispensed medicines in OPDs 

of public hospitals in Saudi Arabia.  

2. Budgetary constraints have not been the main factor behind any shortages of 

medicines. Thus there is no relationship between medicine shortages and the 

budget allocated. 

3. There exists the phenomenon of surplus unused medicines within the 

patient’s home. 

4. Patients in OPD of public hospitals have experienced a long wait to obtain 

medicines in the OPD Pharmacy Department. 

5. There is inefficient patients’ counselling regarding their medication by the 

OPD pharmacists, particularly for patients suffering from chronic diseases. 

6. The clinical pharmacy services have not been involved within the OPD 

pharmacy services.  

7. There is a lack of effective communication and coordination between the 

OPD hospitals. 

8. Generally, there is an absence of an electronic database system. 
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9. Most of the hospitals in Saudi Arabia have advanced systems and thus they 

use their own EMR and EHR. However there is no nationwide health 

information network (NHIN).  

10. It is clear from the study results that the current formulation for provision of 

health services from different sectors to the OPD patients is not a 

complementary contribution between the different sectors’ services, but is the 

nearest thing to duplication of work repeated to provide the same service, and 

in consequence there is loss of time, effort and money, and an inherent risk to 

the patient. Hence this is one of the most important results that emerged from 

this study. 

 

7.13 Final comments 

Through the research results the researcher has found a confirmation that the 

main findings are: the existence of shortages of certain prescribed medicines at the 

OPD pharmacies, the phenomenon of surplus unused medicines at patients’ homes, 

and the long waiting time of patients in order to obtain their medicines at the OPD 

pharmacies. This undoubtedly indicates that the existing system of prescribing and 

dispensing processes by the OPD hospitals is not efficient. 

It has been found also through the sequential stages of this research that there 

is poor patient counselling, which has a negative effect on patients’ education in 

terms of their compliance and adherence to their medication. 

 OPD pharmacists deal with the patients equally during counselling. They do not 

differentiate between them or their cases. All patients stay in the waiting area until 

the next number is called.  
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The interviewee OPD pharmacists explained earlier (Chapter 2) that there 

were obstacles facing their counselling quality, including staff shortages, increased 

workload and traditional physical barriers such as small windows for dispensing 

medications. Moreover there was a lack of privacy for the patient during the 

counselling especially for patients with chronic illnesses. From the interviews with 

the focus group of OPD patients, all the participants indicated that they trusted the 

pharmaceutical services provided by the OPD pharmacy and thus generally felt fairly 

satisfied about their counselling, and they added that they did not notice any 

difference in counselling from the pharmacists between their first visit to OPD 

pharmacy in terms of new medicines prescribed and the next visits.  

 

Additionally, from the study findings, it was also found that there was a lack 

of efficient coordination between the OPD hospitals in terms of movements of their 

patients and their visits to various OPD clinics to get treatments. 

The number of unnecessary visits of patients to different OPD hospitals has caused 

wasting of time, effort, and money in addition to its inherent risks to the patient.  

Those uncontrolled frequent visits have led to uncontrolled prescribing and 

dispensing processes and thus the obtaining of unnecessary medicines by the patient. 

This has affected other patients in need of such medicines, which may have been 

consumed prematurely and become unavailable in the store for other patients. The 

unnecessary prescribed medicines will become useless for the patient and eventually 

will be wasted, or stored at home and possibly misused leading to inefficient 

outcomes. 
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Such numbers of unnecessary visits can be avoided if there is efficient coordination 

between the OPD hospitals. However, any coordination would not be efficient 

without a sufficiently efficient communication.  

 

Information and communication technology is one of the main supports in 

any health system that can benefit from the use of ICT. ICT can tackle a wide range 

of health-enabling knowledge gathering and knowledge sharing with easy access to 

health information. Hence it can play a role in reaching a specific patient’s 

information history. Consequently, this research supports the importance of ICT, as it 

can play a significant role in communication between different health facilities 

efficiently, particularly as efficient coordination among the different health care 

providers in Saudi Arabia is needed. However, there is growing concern about the 

lack of full use of e-health systems and consequently a delay in launching a 

comprehensive national system for health information (NHIN) in Saudi Arabia.  

As mentioned earlier, currently in Saudi Arabia there is a high wastage of 

medicines in OPD hospitals due to absence of communication and coordination 

between them. This lack of communication and coordination is attributed to the lack 

of a nationwide health information network (NHIN). However, the researcher sees 

the possibility of creating a computerised information communication network 

between the hospitals, confined to a targeted sample of patients who have chronic 

illnesses and require medicines for life.  
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7.14 FUTURE WORK 

 

 

 

Recommendations for future research of this topic 

 
As in any research project, the findings of this thesis have presented data 

which enables an agenda to be developed for future research and further 

investigation of this subject area. 

These are listed below and can be replicated in non-State hospitals in Saudi Arabia 

and these findings can be compared with the results of this study. 

1. This study indicated that patients who received medication for chronic 

illnesses were more likely to face medicines problems; therefore, it would be 

appropriate if such study can be replicated to explore such problems with 

acutely ill patients. 

2. This thesis indicated that chronically sick elderly patients were more likely to 

suffer a current lack of efficient communication with the hospital and 

therefore, it would be appropriate to identify easy ways for those patients to 

trace their medicines including the avaialability of refill(s) before attending 

their health facility.  

3. This study indicated the existence of surplus unused medicines phenomenon 

at some patients’ homes and if these are returned, then the correct handling 

of such medicines returned to the hospitals by the patients should be further 

investigated.  

4. An examination of the impact of using multiple brand names of medicines 

and their role in the irrational use of medicines by the pateints should be 

studied 
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5. Finally, this study indicated that the hospital physicians, pharmacists and 

their  patients were all actively  involved in the ‘ health services processes’ 

and the traditional steps involved when a patient recieves  treatment 

following diagnosis, prescribing, dispensing and adherence to their 

medication.  Since this process has been found to be complex then future 

research could explore limiting the general medical practitioner tasks in 

primary health care to be mainly diagnostic and follow up reports issued by 

the hospital.On the pharmaceutical aspects trained Pharm.D. staff in the OPD 

could dispense medicines according to the diagnosis report provided and so 

participate within a health care team in treatments of in and out patient 

departments.  

Consequently, the expereince gained by these  Pharm. Ds as they use 

their knowledge to supplement the abilities of prescribing consultant 

physicians and the nursing staff  in hospital may be transfer to the community 

and their role could be to facilitate drug prescribing in the community.This 

suggestion needs to be researched. 
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patients.  

 

2- Appendix B (Patients forms) 

(B 1) The final versions (English version) for the patients’ questionnaire that was 

distributed to them  

(B 2) Summary of the responses data for the 67 OPD patients that were entered in the 

SPSS for the analysis and followed by an example for illustration.  
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(C 2) The final versions of pharmacists’ questionnaire that was distributed to them.  
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Appendix: A1  

 بسم هللا الرحمن الرحيم

 

 السالم عليكم ورحمة هللا وبركاته،،

 تكلفة العالج بما يخدم رضى الرعاية الصحية ومنهاتكاليف  بين يديك استبيان أكاديمي قصير يبحث الزيادة المطردة في

عنك أو نيابةً عن ( بدقة و تأن)لذا آمل اإلجابة على هذا اإلستبيان القصير . المريض في المملكة العربية السعودية حفظها هللا

 ..أي قريب لك هو بحاجة متكررة للعالج

 

     :عند اإلجابة بنعم عن األسئلة اآلتية( √)ضع عالمة 

   :عندما تحتاج الى عالج طبي، هل معظم زياراتك تكون الى -(1)

 مستشفى حكومي □ 

 مستشفى خاص □ 

 

أو الى مركز طبي، هل تحصل دائماًمن الصيدلية على العالج الموصوف  خالل العشر زيارات السابقة لك الى المستشفى -(2)

 لك كامالً؟

 ال                           □ 

 نعم□ 

 

 :أي المستشفيات لتالية يمكنك زيارتها للحصول على العالج  -(3)

 مستشفيات وزارة الصحة □ 

 المستشفى الجامعي □ 

 المستشفى العسكري □ 

 مستشفى الحرس الوطني □ 

 الخدمات الطبية بوزارة الداخلية على سبيل المثال مستشفى قوى األمن □ 

 مدينة الملك فهد الطبية□ 

 صل التخصصي ومركز األبحاث مستشفى الملك في□ 

 مستشفيات أخرى □ 

 

 شكراً لك

 اليوسفعبد المحسن : الباحث

a_alyousif@hotmail.com 

mailto:a_alyousif@hotmail.com
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 بسم هللا الرحمن الرحيم 
 ..( نعم أو ال)سريعة على سبعة أسئلة  بإجابة المشاركين اختبار لفحص قابلية تطبيق االستبيان

(نسخة عربية)  

 مالحظات المشاركين نعم  ال

 واضحة ؟كانت هل أسئلة االستبيان  - 1  

 هل كان االستبيان سهل الفهم ؟ - 2  

 ؟منك وسريعهل كانت األسئلة متتابعة على نحو سلس و الرد كان تلقائي  - 3  

 ن معقول ؟اك ههل الوقت الالزم الستكمال  - 4  

 ستكماله ؟إهل كان اإلستبيان في مجمله، مباشر و سهل  - 5  

 وواضحة ؟سهلة  هل كانت لغة اإلستبيان  - 6  

 يمكن استكمال هذا االستبيان واإلجابة عليه بيسر وسهولة؟" غير أمي"هل تعتقد أن أي مشارك  - 7  

 

 :الوقت                              :التاريخ 

 (:إختياري)اإلسم 

 ( إختياري)تلفون جوال 

 ..شكراً لك 

 عبد المحسن علي اليوسف: الباحث

 : جوال

 a_alyousif@hotmail.com:  إيميل
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 بسم هللا الرحمن الرحيم
 

  -(إستبيان لمراجعي الصيدلية)-
 

 للمساعدة في إيجاد طرق أكثر اقتصادية في وصف العالج وصرفه للمرضى

 السالم عليكم ورحمة هللا وبركاته،،

 

 سيدتي/ سيدي العزيز 

أهدف في هذا البحث . في جامعة برادفورد Pharmacoeconomyأنا باحث أكاديمي دراسات عليا في إقتصاديات الدواء 

المريض في  العالج بما يخدم رضى تكاليف الرعاية الصحية ومنها إلى إيجاد وسائل علمية للتعامل مع الزيادة المطردة في

 .المملكة العربية السعودية حفظها هللا

و ألفراد أسرتك تكون على قدر من الجودة فرأيك مهم لنا لتقديم خدمة طبية لك   هذا البحث أنشئ ألغراض أكاديمية بحتة

 . وبأقل التكاليف، وبالتالي تعزيز األمن الدوائي  لك ولكل مواطن إن شاء هللا

وبالتالي . عنك أو نيابةً عن أي قريب لك هو بحاجة متكررة للعالج( بدقة و تأن)لذا آمل اإلجابة على هذا اإلستبيان القصير 

 .نا الغاليهو دعم لك و لكل مريض في مجتمع

هذا اإلستبيان  خمس دقائق، وفي حال وجود أي استفسار أو تود المزيد من المعلومات، أو لإلطالع  نتوقع أن يستغرق ملئ

 .على نتائج الدراسة، يمكنك التواصل معي مباشرةً أو عبر البريد اإللكتروني

 ...شاكراً لك سلفا 

 

 

 الباحث

 عبد المحسن بن علي بن محمد  اليوسف

a_alyousif@hotmail.com 

 

 

 

 

 



     :عند اإلجابة بنعم عن األسئلة اآلتية( √)ضع عالمة 

 (1)  :الجنس    

 أنثى   ذكر       

 

 :مكان اإلقامة للمريض( 2) 

 :أخرى □ الرياض                                                    □

 

 مستوى التعليم     ( 3)

  أمي   يقرأ ويكتب 

 الثانوية العامة وما دون     تعليم جامعي أو أعلى___________ 

 

    :دخل األسرة (4)

 أقل من متوسط     متوسط 

             فوق المتوسط   إجابة أخرى_____________________          

 

إلى آخره .. قلب، ربو هل تعاني كمريض من أحد األمراض المزمنة مثل السكري، إرتفاع أو إنخفاض ضغط الدم، مرض  (5)

 ويستدعي تكرارا العالج له؟

  نعم أعاني  ال أعاني من من مرض مزمن 

 

 :   السن( 6)

  52اقل من      52-52   

 53- 52   52فوق 

  

 (:يمكنك اختيار أكثر من واحد) أي من المستشفيات التالية يمكنك المراجعة فيها؟  (7)

 مستشفيات القوات المسلحة   الجامعيةالمستشفيات 

 مستشفيات الحرس الوطني  مستشفى الملك فيصل التخصصي ومركز األبحاث بالرياض 

  (:حدد)أخرى  ال يوجد 

 

 المركز الصحي ؟  كم عدد المرات تقريباً التي تتردد فيها كمريض على المستشفى أو (8) 

  ًمرة كل أسبوع تقريبا   مرة كل شهر 

 مرة كل ثالث شهور  مرة كل ست شهور 



 (عند الحاجة)بدون مواعيد   أراجع  (:حدد)أخرى 

 

 هل يصدف أن يصرف لك دواء يكون لديك منه في البيت؟ : عند مراجعاتك للمستشفى أو لمركز صحي ( 9)

  ( كثيراً )نعم   (أحياناً )نعم       

  ( أبداً )ال 

 عند مراجعتك للمستشفى أو لمركز صحي كيف يعرف الطبيب اسم الدواء الذي مازلت تستخدم أو سبق أن وصف لك؟  ( 11)

   أخبر الطبيب بإسمه ونوعه وشكله وغير ذلك 

   أوصف للطبيب شكل الدواء ولونه 

  أحضر معي عينة من الدواء 

  ال أعرف 

  (يرجى التحديد)أخرى 

 

     :هل تقوم بـ( بحالة جيدة ولم يستخدم)دواء في البيت فائض عن الحاجة في حال كان عندك ( 11)

 إرجاعه لصيدلية المستشفى  حفظه في البيت  إتالفه بالحال 

 ال لم يحصل أن كان لدي أدوية زائدة   (:يرجى التحديد)أخرى 

 

 :  في حال عدم إرجاعك للفائض من أدوية لصيدلية المستشفى؛ هل سبب ذلك برأيك هو( 12)

    ضيق الوقت 

   بعد المسافة بين البيت والمستشفى 

  احتمالية عدم توفره في الصيدلية في إحدى المرات القادمة 

  مستقبالً  ( أو أحد أفراد العائلة)احتمالية إحتياجك له 

  االعتقاد بأن صيدلية المستشفى لن تستفيد منه وبالتالي ستقوم الصيدلية بجمعه وإتالفه 

   (:    يرجى التحديد)أخرى 

 

 :غير متوفر( الخاص بك)من خالل مراجعاتك للمستشفى عادةً أو لمركز صحي حكومي كيف تعلم إذا كان الدواء ( 13)

 يقوم الطبيب بإخباري   أفاجأ بالصيدلي يخبرني 

 أحيانا الصيدلي و أحياناً الطبيب   (:يرجى التحديد)أخرى 

 

 (14 )تقريباً كم عدد أنواع األدوية التي توصف لك في كل مراجعة؟ 

 نوع واحد  نوعان 

 ثالث أنواع  أريعه أنواع 

 أكثر من أربعة 

 



 هل يقوم عادةً الطبيب بـ؟إذا رغب الطبيب وصف أو تكرار دواء لك، و يعلم أن لديك منه في البيت وبحالة جيدة، ( 15)

  تكرار وصفه لك، وتجاهل ما لديك من فائض من نفس الدواء في البيت 

  ًوصفه لك من جديد، لكن بعد أن يطلب منك استخدام ما لديك منه سابقا 

 وصفه من جديد،  بعد أن ينصحك بإتالف ما لديك من فائض سابق منه 

 

الصيدلي على معلومات أخرى إضافةً لنوعية الدواء وطريقة استخدامه مثل  عند استخدامك لدواء معين، هل تحصل من( 16)

 إسم الدواء واألعراض الجانبية له و التحذيرات و طريقة حفظه وغير ذلك ؟

   نعم   ًأحيانا   ال 

 

 الدواء؟عند مراجعتك لمستشفى حكومي، تقريباً كم من الزمن عادةً تطول فترة انتظارك عند الصيدليه للحصول على ( 17)

 أقل من عشر دقائق  عشرة إلى عشرين دقيقة 

 عشرين إلى ثالثين دقيقة  نصف ساعة إلى ساعة 

 أكثر من ساعة  

 

 : برأيك،  في حال انتهت كمية الدواء الموصوف لك قبل الموعد القادم مع الطبيب، هل تقوم بـ( 18) 

  مراجعة مستشفى أو مستوصف آخر للحصول على الدواء 

   مراجعة متكررة للطوارئ للحصول على الدواء ولو بكميات قليلة 

  محاولة الحصول على كمية كافية من الدواء مستفيدا من عالقات أو صداقات لك بالمستشفى 

  شراء الدواء على حسابك من الصيدليات األهلية خارج المستشفى 

 -  (: يرجى التحديد)أخرى 

 

 تحصل فيها على العالج كامالً خالل العشر زيارات السابقة للمستشفى؟ -لم  -التي ( يباً تقر)برأيك كم عدد المرات ( 19)

  ًمرة واحدة تقريبا   مرتين 

 ثالث مرات   أربع مرات 

 خمس مرات  أكثر من خمس مرات 

  دائماً أحصل على العالج كامال –ال 

 (اختياري:  )الصيدالنية المقدمة للمرضىمقترحاتك لو أتيحت لك الفرصة لتحسين مستوى الخدمة (  21)

 

  …………………………… (:إختياري)إيميل  /جوال /تلفون (: ..............................................إختياري)اإلسم 

 عبد المحسن اليوسف : الباحث :لالستفسار أو لمن يرغب التواصل

 a_alyousif@hotmail.com: إيميل aaalyous@bradford.ac.uk:إيميل

 :...................المكان    )   ( إستبيان رقم )
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Questionnaire to examine the most economical ways in which drugs can be 

both prescribed and dispensed in OPD Hospitals 

 

Dear Sir/Madam 

I am a postgraduate researcher conducting a study in the economics of medicine at The 

University of Bradford. Please find attached my questionnaire which aims to determine helpful 

ways of controlling the steady increase in medicine and healthcare costs. This research is 

designed for purely academic purposes. 

Your opinion is important, and in order to get enough reliable results please answer this 

questionnaire carefully and accurately. 

This questionnaire may take five minutes to complete. 

 

If you have any further questions or require any information, please contact me directly or via 

email. 

 

 Many thanks for your kind cooperation in advance, 

Kind regards 

 

 

 

Abdulmohsen Alyousif 

A_alyousif@hotmail.com 

Mob.  
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Tick (√) before the appropriate option: 

1-   Gender  

□- Male   

□- Female   

2-   Residency  

□- Riyadh   

□- Other area 

3-   Education Level  

□- Illiterate  

□- Can read and writes   

□- Secondary education and below    

□-University or higher education   

4-   Family Income  

□-Less than average   

□-Average    

□-More than average  

□-Other   

5-   Do you have a chronic disease, such as diabetes, high/low blood pressure, heart disease, asthma, 

etc., which requires a repeat prescription?  

□-Yes, I have a chronic disease   

□-No, I don’t have a chronic disease  

6-   Age   

□-Less than 25  

□-25-35   

□-36-45  

□-More than 45 

(7) Which of the following hospitals can you visit to obtain treatment (you may tick more than one 

option)? 

□- Military Hospitals  

□- University Hospitals   

□- National Guard Hospitals   

□- King Faisal Specialist Hospital and Research Center in Riyadh  

□- Other (please specify):      

□- None of them 



(8) Approximately how often do you visit a Hospital or a Medical Center? 

□- Once a week  

□- Once a month  

□- Once every three months  

□- Once every six months  

□- Only when necessary  

(9) On your visits to a hospital or a medical center, does it happen that your physician prescribes a 

medicine that you already have many of these at home?  

□- Yes (many times)  

□- Yes (sometimes)  

□- No (never)  

(10) When you visit a hospital or a medical center, how does the physician know the name of 

medicines previously dispensed to you from another hospital? 

□- I tell the physician the name, dosage, form etc. of my medicine.  

□- I bring a sample of any medicine that I have been using.  

□- I describe the shape, color and form of the medicines that I am currently using.   

□- I do not know    

□- Other (please specify): ……………………………………………………………………..    

(11) When you have surplus medicine, what do you do? 

□- Take it back to the hospital pharmacy  

□- Store it at home  

□- Discard it immediately 

□- No, never I did not have it  

□- Other (please specify): ……………………………………………………………………..    

(12) If you do not take surplus medicine back to the pharmacy, what is the most important reason? 

□- Lack of time 

□- Distance between my house and the hospital  

□- I am afraid that the medicine may not be available from the pharmacy the next time I need it 

□- You or one of your family members may need this medicine again  

□- Your belief that the pharmacy will not benefit from this medicine and it will be collected to be 

discarded 

□- Other (please specify): ……………………………………………………………………..    

(13) On your visits to the hospital or the medical center, how do you know if your medicine is not 

available? 



□- The doctor tells me    

□- The pharmacist tells me    

□- Sometimes told by the doctor and sometimes told by the pharmacist   

□- Other (please specify): ……………………………………………………………………..    

 (14) Approximately how many types of medicines are you prescribed on each visit? 

□- One type    

□- Two types   

3- Three types    

□- Four types    

□- More than four types    

(15) If the doctor wants to prescribe a medicine for you, and he knows that you already have the 

same medicine at home in good condition, what will the doctor usually do? 

□- Prescribe it again, ignoring the fact that you have the same medicine at home 

□- Prescribe it again, but tell you to use what you already have first    

□- Prescribe it again, and tell you to destroy what you already have at home  

□- Other (please specify):      

(16) When you use a certain medicine, do you get any other information in addition to the dosage 

and directions for use from the pharmacist? For instance, drug name,   side-effects, warning, 

storage directions etc.   

□- Yes     

□- Sometimes     

□- No     

(17) When you visit a public hospital, how long do you wait to get your medicine? 

□- Less than 10 minutes     

□- 10 - 20 minutes     

□- 20 - 30 minutes       

□- 30 - 60 minutes    

□- More than 60 minutes   

(18) In the event that the entire quantity of the medicine prescribed to you was consumed before 

your next appointment with the doctor, what would you do? 

□- Visit another public hospital or clinic to obtain medicine     

□- Repeatedly visit the emergency department to obtain the small quantities needed 1  

□- Attempt to obtain a sufficient quantity of medicine, taking advantage of relationships or friendships you 

have with hospital staff.     



□- Buy your medication from pharmacies outside the hospital     

□- Other (please specify): ……………………………………………………………………..    

(19) How many times did you not get your full prescription in your the last ten visits to the 

hospital? 

□- One time     

□- Two times    

□- Three times   

□- Four times   

5- Five times   

□- More than Five times   

□- No. I received my prescription in full every time    

 (20) If you had an opportunity to improve the level of pharmaceutical services, what would you 

suggest? (Optional) 

□-Reduce the Waiting time. 

□- Enhancing patients satisfaction by ensuring the availability of the important medicines  

□-Allow patients to obtain unavailable medicines from any nearby public pharmacy 

□- No suggestion  

 

 

Contacts: 

Name (optional):  

Mobile No. (Optional):  

Email (optional): 

 

Thank you… 
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Summary of answers for the 67 OPD patients with some chronic diseases  

(Questionnaire of 20 questions) 
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Questions 
  Questionnaires 

 

4 1 4 3 2 1 3 2 3 3 2 1 3 6 4 1 2 1 1 1 1. answers 

4 3 1 4 3 1 3 3 2 2 3 1 3 6 1 1 3 1 1 2 2.  

4 1 3 2 3 1 2 3 3 2 2 2 3 6 4 1 2 1 1 2 3.  

3 4 4 5 3 1 4 2 1 2 1 2 4 6 4 1 2 1 2 1 4.  

4 3 4 2 3 2 3 2 2 3 3 2 4 6 4 1 2 2 2 1 5.  

4 3 1 5 2 1 4 2 3 2 2 3 5 6 1 1 2 2 1 1 6.  

3 3 4 4 2 1 4 2 3 2 2 2 4 5 4 1 2 2 2 2 7.  

4 7 4 4 2 1 3 2 3 2 2 2 4 6 4 1 2 2 1 1 8.  

4 3 4 5 3 1 4 2 4 3 3 2 4 6 4 1 1 1 2 2 9.  

4 3 4 5 2 1 3 3 3 2 3 2 4 6 2 1 2 3 1 1 10.  

4 7 1 2 3 2 2 2 3 2 1 2 3 6 3 1 2 3 1 2 11.  

4 1 4 4 2 2 4 2 4 2 2 2 4 1 1 1 2 3 2 1 12.  

4 1 1 4 2 2 3 3 2 3 4 2 3 6 4 1 2 3 2 2 13.  

2 6 3 4 3 2 4 3 4 2 1 2 3 6 4 1 2 3 1 1 14.  

2 4 4 4 3 2 4 2 2 2 1 2 4 2 4 1 2 2 1 2 15.  

4 3 4 2 2 2 3 3 2 2 2 1 3 6 4 1 2 3 2 1 16.  

3 3 4 4 2 2 5 3 2 1 3 2 3 6 4 1 2 3 2 2 17.  

2 5 4 5 3 1 4 2 3 2 1 2 4 3 4 1 2 3 2 1 18.  

4 7 1 3 3 2 2 2 3 2 3 2 3 6 4 1 2 3 1 1 19.  

4 2 1 5 2 2 5 1 4 1 1 2 3 6 3 1 2 4 1 2 21.  

2 5 3 5 2 2 5 2 2 1 1 1 2 6 4 1 2 4 1 2 21.  

2 6 1 4 3 2 5 2 3 1 1 2 2 6 4 1 2 4 1 2 22.  

4 7 3 2 3 1 2 2 2 2 1 2 4 6 4 1 2 2 1 1 23.  



4 2 1 3 2 1 3 2 3 2 1 2 2 5 4 1 2 4 1 1 24.  

4 7 4 3 2 2 2 3 3 2 1 2 2 6 4 1 2 4 1 1 25.  

1 1 4 4 3 2 3 2 3 3 1 2 4 6 1 1 2 3 1 1 26.  

2 6 1 5 2 2 5 3 3 1 1 1 4 6 4 1 2 4 1 1 27.  

4 2 1 2 2 2 2 2 2 2 1 1 2 6 4 1 2 4 1 1 28.  

4 7 4 3 2 2 2 1 3 2 1 2 3 2 4 1 2 4 1 1 29.  

2 6 3 4 3 2 3 3 2 2 1 2 3 6 4 1 2 4 1 1 31.  

4 1 1 4 2 1 2 2 3 3 1 1 3 6 4 1 2 4 1 2 31.  

4 3 1 4 3 2 3 1 2 2 1 2 3 6 4 1 2 4 1 1 32.  

2 4 4 5 2 2 3 2 3 2 1 2 3 6 4 1 2 4 1 1 33.  

4 7 2 4 1 2 2 2 4 2 1 2 3 1 4 1 1 4 1 1 34.  

4 3 4 5 2 2 5 3 1 2 1 2 3 6 4 1 2 4 1 2 35.  

2 6 1 3 2 2 3 2 4 2 1 2 5 6 4 1 2 4 1 2 36.  

2 5 4 4 3 2 3 2 3 2 1 1 3 6 4 1 2 4 1 1 37.  

2 5 4 5 3 1 4 2 3 3 1 2 2 5 4 1 2 4 1 1 38.  

4 7 1 3 3 2 2 2 4 2 3 2 3 6 4 1 2 3 1 2 39.  

3 3 4 4 2 2 3 2 3 2 3 1 4 6 4 1 1 3 2 1 41.  

3 3 1 3 2 2 2 2 2 2 1 2 3 6 3 1 2 2 1 1 41.  

3 3 1 4 2 2 3 2 4 2 3 2 4 6 4 1 2 3 2 1 42.  

2 4 3 4 2 2 2 2 3 2 3 2 4 6 4 1 2 3 2 2 43.  

1 3 1 4 2 1 5 2 1 3 3 2 3 5 3 1 2 3 1 2 44.  

2 5 4 5 2 2 4 2 3 2 3 1 4 6 4 2 1 3 2 1 45.  

1 3 4 4 1 2 5 2 3 2 4 2 4 6 4 1 2 3 2 1 46.  

2 6 4 5 3 2 4 3 3 2 1 2 2 6 4 1 2 3 1 1 47.  

1 1 3 5 2 1 3 3 4 3 4 2 3 6 3 1 2 3 1 2 48.  

1 7 4 4 3 2 2 2 1 3 3 1 3 1 4 1 3 3 1 1 49.  

1 3 4 5 3 2 4 2 3 2 4 2 4 6 4 1 2 2 2 2 51.  

1 2 4 4 2 2 3 2 4 2 1 2 3 6 4 1 2 3 2 1 51.  

4 7 3 4 2 2 2 2 3 2 3 2 2 6 4 1 2 3 1 2 52.  

1 3 1 5 2 2 4 2 4 2 3 2 4 6 4 1 2 3 1 1 53.  



 

Example from the above table: the answers from questionnaire number 1:  

 

Question no 1 → answer is 1                               Question A5 → answer is 4   

Question no 2 → answer is 1                                Question A6 → answer is 3   

Question no 3 → answer is 1                                Question A7 → answer is 2   

Question no 4 → answer is 2                                Question B1 → answer is 3   

Question no 5 → answer is 1                                Question B2 → answer is 1   

Question no 6 → answer is 4                                Question B3 → answer is 2   

Question A1 → answer is 6                                   Question B4 → answer is 3   

Question A2 → answer is 3                                   Question B5 → answer is 4   

Question A3 → answer is 1                                   Question B6 → answer is 1   

Question A4 → answer is 2                                   Question C1 → answer is 4   

 

And so on for the rest of the questionnaires of the respondents 2, 2, 3  
 

 

 

 

 

 

 

 

 

 

4 1 1 4 2 2 3 2 4 2 1 2 3 6 4 1 2 3 1 2 54.  

4 1 3 4 3 1 3 3 2 2 3 2 3 6 4 1 2 3 1 2 55.  

1 2 4 5 3 2 4 2 2 3 3 2 3 6 4 1 2 2 1 2 56.  

4 3 4 5 3 2 4 3 2 2 1 1 3 6 4 1 2 3 1 1 57.  

4 7 3 2 2 2 3 2 2 2 3 1 3 6 4 1 2 3 1 2 58.  

2 6 3 5 3 2 5 2 2 2 4 2 3 6 4 1 2 3 1 2 59.  

3 7 4 4 2 2 3 2 3 2 3 2 4 6 4 1 2 3 2 1 61.  

1 1 1 4 2 2 4 2 3 2 4 2 3 6 3 1 2 3 1 1 61.  

4 7 1 3 2 2 2 2 4 2 3 2 2 6 4 1 2 3 1 1 62.  

4 3 1 4 2 2 4 2 1 2 3 2 3 6 4 1 2 3 1 2 63.  

1 3 4 4 2 2 4 2 3 3 3 2 3 6 4 1 2 3 1 1 64.  

4 2 1 3 2 2 3 2 2 2 1 2 3 6 3 1 2 2 2 1 65.  

4 3 4 2 3 2 3 2 4 2 3 2 3 6 4 1 2 3 2 1 66.  

1 3 1 5 2 2 4 1 2 2 3 2 4 6 4 1 2 3 1 1 67.  



Appendix: C1 

The pharmacists’ feedback 

Feedback sheet Test for the applicability of the pharmacists’ questionnaire.  

Participants were required to answer 7 questions by Yes or No. 

Feedback’s questions Yes No 

1- Were the questionnaire questions clear?   

2- Were the questions sequential, interdependent and easy to understand?   

3- Were the questions smooth spontaneous to answerer?    

4- Was the time required to complete reasonable?   

5- Did you, on the whole, find the questionnaire easy and straightforward 

to complete? 

  

6- Was the language clear and correct?   

7- Did you find those questions ‘on the whole’ conveying the desired 

meaning, comprehensively covering and objectively meeting the study 

objectives? Please add here your suggestion, if any.  

  

 

Contacts: 

Name (optional): ----------------------------------------

- 

Mobile No. (Optional): --------------------------------

-  

Email (optional): ---------------------------------------- 

 

Thank you… 

 

 

 

 

 

 

 

 

 



Appendix: C2 

A questionnaire to examine the most economical ways in which drugs can be both 

prescribed and dispensed in OPD public Hospitals 

(Pharmacists) 

 

Dear Sir/Madam  

 

I am a postgraduate researcher at the University of Manchester, U.K., conducting a research 

study for PhD in pharmacoeconomy.  

The aim of this survey is to get to know opinions of hospital pharmacists concerning the level of 

prescribing and dispensing medicines process efficiency by OPD hospitals.  

The results following questionnaire analysis will be used to help, improve and support drug 

economy offered to all patients in public hospitals.  

This research is purely for academic purposes, and all information is collected in one database 

and cannot identify the answers, however, be treated in the strictest confidence and remain 

anonymous.  

I would very much appreciate it if you could help by completing this questionnaire. And it may 

take less than 5 minutes to complete!  

You may be notified of the results as soon as possible upon your request after completion of the 

survey.  

 

Kind regards 

Abdulmohsen Alyousif 

aaalyous@student.bradford.ac.uk 

A_alyousif@hotmail.com 

Mob. 0555555237 
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Tick (√) before the appropriate option: 

    

(1)- How long have you been practicing in public hospital pharmacy?  

 □- Less than a year   

 □- 1-2 years    

 □- 2-4 years   

 □- 4 -8 years   

 □- More than 8 years    

(2)- What kind of filling/dispensing system is used in the outpatient pharmacy?  

□- Electronic filling/dispensing system only  

□- Manual filling/dispensing system only    

□- Both manual and electronic filling/dispensing systems 

□- Other (please specify) ...................................................................................... 

 ............................................................................................................................ 

(3)- In your opinion, what is the daily average number of patients with chronic illness who 

visit the outpatient pharmacy to obtain their medicines? 

□- Less than 50   

□- 50-100   

□- 100-150     

□- 150-200   

□- More than 200   

(4)-Out of every 100 patients with chronic illness visiting the outpatient pharmacy, in your 

opinion, how many of them failed to receive in full their prescribed medicines? 

□- 1- No, all received  their prescription in full. 

□- Less than 10 patients   

□-10 – 20 patients   

□- 20 - 30 patients   

□- 30 – 40 patients   

□- 40 - 50 patients   

□- More than 50 patients 

(5)- Does the pharmacy always have ready alternatives for the out of stock medicines, 

enabling doctors to prescribe suitable replacements?  

□-Yes   

□- Sometimes   

□- No, never   

(6)- Out of every 100 patients suffering from chronic diseases visiting the outpatient 

pharmacy, in your opinion, how many of them don’t have the necessary basic understanding 

of their medicines?  

□- Less than 10 patients   

□- 10 - 20 patients   

□- 20 - 30 patients   

□- 30 – 40 patients   

□-40 - 50 patients   

□- More than 50 patients 

 (7)- Based on your practice in the outpatient pharmacy, what is the main source of patient 

confusion?  



□- Similarity of packaging between different strengths of the same drug from the same brand. 

□- In some medicines, the higher strength version comes in a smaller size tablet and the lower 

strength in a larger tablet.       

□- Some patients have previously had different medicines for the same illness prescribed by 

another source.   

□- Some patients have previously taken the same generic medicines, but made by different 

companies.  

□- Other (please specify): ...................................................................................... 

............................................................................................................................ 

(8) - In your opinion, do you think that easy access to medication, in addition to the quantity 

and quality of medicine, are important factors in a patient's choice of hospital?  

□-Yes I think so 

□- No I do not think so 

□- Sometimes 

(9)- Does the pharmacy department in the hospital that you are working with have an 

accessible formulary from which physicians and pharmacy staff can find out the hospital's 

medicine stocks??1- □-Yes 

□- No 

□- I do not know 

(10)- During your daily work, how do you know soon that a particular medicine is out of 

stock in the pharmacy? 

□-By daily/weekly/monthly pharmacy articles  

□- During the daily dispensing of medicines to patients, you discover such unavailability   

□- Accidentally, through frequent calls and inquiries from the physicians asking about out of 

stock medicines   

□- Other (please specify): ...................................................................................... 

 ............................................................................................................................ 

(11)- In your opinion, is there an effective coordination between the OPD pharmacy that 

you are working with and the OPD pharmacies in other hospitals?  

□- Yes 

□- No 

(12)- In your opinion, what are the most appropriate methods for preventing or reducing 

situations in which patients hold surpluses of unneeded drugs that may eventually become 

waste?  

□ -The total amount of medicines prescribed should be only partially dispensed, with refills given 

when necessary. 

□ –Enhancing the interaction between the physician and his patient  

□ -Enhancing patient education  

□- Enhancing communications between hospitals 

□- Other (please specify): ...................................................................................... 

 ............................................................................................................................ 

(13)- In your opinion, what is the appropriate way to advise patients to deal with their 

leftover unused medicines, in order to avoid waste?   

□- Inform the prescribing physician of which medication he/she is already using.   

□- Promptly return leftover medication to the pharmacy 

□- Other (please specify): 



(14)- Does situation occur in which a patient returns his/ her leftover medicines to the 

pharmacy and at the same time he/she has a new prescription containing medicines similar 

to those returned? 

□-Yes (Always) 

□- Sometimes 

□- No (Never) 

□- I do not remember  

(15)- If the patient has leftover medicines and he/she wants to return them to the pharmacy, 

is the pharmacy always prepared to receive such medicines from the patients?  

□-Yes 

□- Sometimes 

□- No 

□- I do not know  

(16)- Is an accurate record kept of the circumstance in which patients have returned 

medicines? For example: the reason of return, the storage condition and if he/she has other 

extra unused medicines    

□- Yes 

□- No 

□- I do not know  

(17)- If the information obtained about returned medicines shows that the medicine is in 

good condition, in your opinion, what will usually be the next step taken by the pharmacy 

in order to deal with such medicines?  

□- Disposing of them properly 

□- Sending them be examined and possibly reused. 

□- Other (please specify): ...................................................................................... 

 ............................................................................................................................ 

(18)- Considering the existence of clinical pharmacy services in the pharmacy department, are 

similar clinical pharmacy services currently provided in the OPD pharmacy?    

□- Yes 

□- No 

(19)- In your opinion, what causes patients to accumulate unused medicines? 

□- The continued dispensing of medicines for a long period. 

□- A lack of patient education 

□- Inadequate communication between the patient and the OPD hospitals. 

□- Other (please specify): ...................................................................................... 

 ............................................................................................................................ 

(20)- If you had the opportunity to improve the level of pharmaceutical services, what 

would you suggest as the most appropriate method for managing the frequent 

unavailability of some medicines? (Optional). 

Contacts: 

Name (optional):  

Mobile No. (Optional):  

Email (optional): 

 

Thank you… 

 



Appendix: C3 

Summary of answers for the 33 pharmacists working in OPD hospitals (questionnaire of 20 

questions) 
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  Questions 

Questionnaire 

 1 3 2 2 1 1 4 4 1 2 2 1 1 3 2 2 1 2 3 1     1   answers 

 1 1 2 2 1 1 2 1 3 2 2 1 3 1 5 2 2 3 3 2 2            

 2 2 2 2 2 1 4 1 4 2 2 1 3 4 3 2 2 3 3 2 3         

 1 1 2 2 1 1 2 1 4 2 2 1 1 3 3 2 1 4 3 3 4         

 2 3 2 2 2 1 2 1 4 2 3 1 3 4 5 2 2 3 3 3 5         

 1 1 2 2 1 1 2 1 2 2 2 1 2 3 3 2 3 3 3 3 6         

 2 1 2 2 1 1 2 1 4 2 2 1 1 4 3 2 2 2 3 4 7         

 4 3 2 2 1 1 2 1 4 2 2 1 2 3 3 2 3 3 3 4 8          

 2 1 2 2 2 1 2 4 4 2 2 1 3 2 4 2 2 3 3 4 9          

 3 3 2 2 1 1 2 2 1 2 2 1 1 4 4 2 2 3 3 4 10        

 4 3 2 2 2 1 2 1 4 2 2 1 3 1 5 2 3 3 3 4 11         

 3 1 2 2 1 1 2 1 4 2 2 1 3 3 4 2 3 4 3 4 12 

 3 2 2 2 1 1 2 1 4 2 2 1 3 4 4 2 2 3 3 5 13 

 4 3 2 2 1 1 2 1 2 2 2 1 1 1 3 2 3 3 3 5 14 

 4 1 2 2 2 1 2 1 4 2 2 1 1 3 3 2 2 4 3 5 15 

 3 1 2 2 1 1 2 1 4 2 2 1 3 3 4 2 3 3 3 5 16 

 2 2 2 2 3 1 4 2 3 2 3 1 3 4 5 2 3 4 3 5 17 

 4 3 2 2 1 1 2 1 4 2 2 1 2 1 5 2 3 3 3 4 18 

 4 2 2 2 2 1 2 1 4 2 3 1 3 3 3 2 3 3 3 4 19 

 2 2 2 2 2 1 2 1 4 2 2 1 3 1 5 2 2 3 3 2 20 

 1 3 2 2 1 1 4 1 4 2 2 1 1 4 3 2 2 3 3 2 21 

 2 3 2 2 1 1 4 1 4 2 3 1 3 3 3 2 3 3 3 3 22 

 3 2 2 2 1 1 2 1 1 2 2 1 3 1 3 2 3 5 3 5 23 

 3 2 2 2 2 1 2 1 2 2 2 1 2 4 5 2 2 3 3 3 24 

 3 2 2 2 1 1 2 1 4 2 2 1 1 1 3 2 2 4 3 5 25 

 3 1 2 2 1 1 2 1 4 2 2 1 3 4 5 2 2 2 3 4 26 

 2 1 2 2 2 1 2 1 4 2 2 1 3 4 4 2 2 5 3 4 27 

 3 2 2 2 1 1 2 1 4 2 2 1 1 3 3 2 1 4 3 3 28 

 2 1 2 2 3 1 2 1 1 2 2 1 3 4 4 2 2 3 3 5 29 

 2 1 2 2 1 1 2 4 4 2 2 1 1 3 4 2 3 3 3 4 30 

 4 3 2 2 1 1 2 1 4 2 2 1 3 3 4 2 3 3 3 5 31 

 1 1 2 2 1 1 2 4 3 2 2 1 3 3 2 2 1 2 3 1 32 

 3 3 2 2 2 1 2 2 4 2 2 1 1 2 4 2 2 3 3 4 33 



Example (from the above table)for one questionnaire answers; as follow: 

Respondent of questionnaire no. 1: 
Question A1 → answer is 1                              Question B4 → answer is 2 

Question A2 → answer is 3                              Question B5→ answer is 1   

Question A3 → answer is 2                              Question C1→ answer is 4   

Question A4 → answer is 1                              Question C2→ answer is 4   

Question A5 → answer is 2                              Question C3 → answer is 1 

Question A6 → answer is 2                              Question C4 → answer is 1 

Question A7 → answer is 3                              Question C5 → answer is 2 

Question B1 → answer is 1                              Question C6 → answer is 2 

Question B2 → answer is 1                              Question C7 → answer is 3 

Question B3 → answer is 2                              Question C8 → answer is 1 

 

 

And so on for the rest of the 33 questionnaires respondents... 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Appendix: D1 

The physicians’ feedback 

Feedback sheet Test for the applicability of the physicians’ questionnaire.  

Participants were required to answer 7 questions by Yes or No. 

Feedback’s questions Yes No 

1- Were the questionnaire’s questions clear?   

2- Were the questions sequential, interdependent and easy to understand?   

3- Were the questions straightforward and could be answered without too 

much deliberation?  

  

4- Was the time required to complete reasonable?   

5- Did you, on the whole, find the questionnaire easy and straightforward 

to complete? 

  

6- Was the language clear and correct?   

7- Did you find that the questions ‘on the whole’ conveyed the desired 

meaning, and comprehensively covered the objectives of the study? Could 

you please add here your suggestion, if any? 

  

 

Contacts: 

Name (optional): ------------------------------------ 

Mobile No. (Optional): -----------------------------  

Email (optional): ------------------------------------ 

 

Thank you… 

 

 

 

 

 

 

 

 

 



Appendix: D2 

 

 

Questionnaire to examine the most economical ways in which drugs can be both prescribed and 

dispensed in OPD Hospitals 

 

Dear Sir/Madam  

 

I am a postgraduate researcher at the University of Bradford, conducting a research study for a 

PhD in pharmacoeconomy.  

The aim of this survey is to get to know opinions of hospital physicians concerning the level of 

prescribing and dispensing medicines process efficiency by OPD hospitals.  

The results, following questionnaire analysis, will be used to help, improve and support drug 

economy offered to all patients in Saudi Arabia 

This research is purely for academic purposes, and all information is collected in one database. 

The source of the answers cannot be identified in the database, and all data will be treated in the 

strictest confidence and remain anonymous.  

I would very much appreciate it if you could help by completing this questionnaire, which may 

take less than five minutes to complete!  

You may be notified of the results as soon as possible upon your request after completion of the 

survey.  

Kind regards                                                                                                                                                                    

Kind regards 

 

Abdulmohsen Alyousif 

A_alyousif@hotmail.com 

aaalyous@student.bradford.ac.uk 

Mob.  

 

 

 

 

 

mailto:A_alyousif@hotmail.com


Tick (√) before the appropriate option: 

 

(1)- Approximately how long have you been practicing in Saudi public hospital?  

□- Less than a year    

□- 1-2 year   

□- 2-4 year  

□- 4 -8 years  

5- More than 8 years   

 

(2) Out of every ten patients with chronic illnesses visiting the clinic, in your opinion, how 

many of them failed to receive all of the pharmaceutical medicines prescribed to them?  

□-No, all received their prescription in full.   

□-One patient    

□-Two patients    

□-Three patients    

□-Four patients    

□-Five patients or more 

    

(3)What do you think a doctor can do to ensure that patients continuously receive the 

correct drug without interruption in the event of temporary shortages in the pharmacy? 

□- Double the amount prescribed.    

□- Look for an alternative drug, or buy the drug from a private pharmacy 

□- This is a matter concerning the pharmacy. 

□- Other (please specify): ………………………………………………………………………. 

…………………………………………………………………………………………………… 

 

(4)Does the pharmacy always have ready alternatives for out of stock medicines, enabling 

doctors to prescribe suitable replacements?  

□- Yes   

□-Sometimes    

□3- No (never)   



(5)In your opinion, what are the most appropriate methods for preventing or reducing the 

event in which patients hold surpluses of unneeded drugs that may eventually become 

waste?  

 □-The total amount of medicines prescribed should be only partially dispensed, with refills given 

when necessary.  

 □-Enhancing the interaction between the physician and his patient     

□ -Enhancing patient education     

□- Enhancing communications between hospitals    

□- Other (please specify): ………………………………………………………………………. 

…………………………………………………………………………………………………… 

    

(6) Does the pharmacy department in the hospital that you are working with have an 

accessible formulary of medicines from which physicians can find out the hospital's 

medicine stocks?  

□- Yes   

□- No    

□- I do not know 

    

(7) Do you have any difficulty finding out the current stocked and out of stock medicines in 

the pharmacy?  

□- Yes     

□- Sometimes    

□- No   

   

(8)  During your daily work, how do you know that a particular medicine is out of stock in 

the pharmacy? 

□-By daily/weekly/monthly pharmacy articles  

□- Patients come back from the pharmacy to the clinic asking for alternatives to out of stock 

medicines.  

□- Through calls and inquiries to the OPD pharmacy.    

□- Other (please specify): ………………………………………………………………………. 



(9)  Does a doctor in his/her hospital clinic know what medicines are being used by his/her 

patients at home? In particular, is she/he aware of medicines dispensed to her/his patients 

from elsewhere in the same hospital?  

□- Yes       

□- Sometimes 

□- No  

 

(10)  Does the doctor in his/her hospital clinic know what medicines are being used by 

his/her patients at home if medicines are dispensed from a different hospital?  

□- Yes   

□- Sometimes  

□- No   

 

(11)  How can the doctor at his/her hospital clinic find out the medicines that a patient is 

currently using, assuming that the patient's medicines were dispensed from the same 

hospital?  

□- Through the patient’s electronic file in the hospital. 

□- Through reviewing the patient’s medical record file.  

□- The patient describes his/her medicine to his/her doctor  using details such as name, strength, 

dosage form, shape and colour etc.  

□- Other (please specify): ………………………………………………………………………. 

…………………………………………………………………………………………………… 

 

(12) How can a doctor in his/her clinic finds out the medicines that a patient is currently 

using if the medicines were dispensed from another hospital?  

□- Through the patient’s electronic file in the hospital. 

□- Through reviewing the patient's medical record file.  

□- Only if the patient brings a sample of his/her medicine, or tells the physician the name,    

strength, dosage form, shape and colour etc. of his/her medicines.  

□- Other (please specify): ………………………………………………………………………. 

…………………………………………………………………………………………………… 



(13)  In your opinion, do you think that ease of access to medication, in addition to the 

quantity and quality of medicine, are important factors in a patient's choice of hospital?  

□-Yes  

□- No  

□- Sometimes 

 

 (14) In your opinion, what is the appropriate way to advise patients to deal with their 

leftover unused medicines, in order to avoid waste?  

□- Use medicines properly or return them to the pharmacy  

□- No advice to be given. 

 

(15) If you had the opportunity to improve the level of pharmaceutical services, what would 

you suggest as the most appropriate method for handling the frequent unavailability of 

some medicines? (Optional) 

□- Pharmacy should only partially dispense any nearly out of stock medication, while providing 

patients with a refill system.   

□-This is a pharmacy issue that does not concern doctors. 10   

□- I do not know.    

□- No answer (left empty). ………………………………………………………………………. 

…………………………………………………………………………………………………… 

 

Thank you... 

 

Contacts: 

Name (optional):  

Mobile No. (Optional):  

Email (optional): 

 

Thank you… 

 

 

 



Appendix: D3 

Summary of answers for the 34 participants of physicians working in OPD hospitals 

(questionnaire of 15 questions) 
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Questionnair
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5 5 5 5 5 5 1 5 1 1 5 5 5 5 5 

  

1      answers  

5 1 5 5 1 5 1 5 1 1 5 5 5 1 5 2 

5 5 5 5 5 5 5 5 5 1 5 5 5 5 5 3 

5 5 5 5 1 5 1 5 1 1 5 5 5 5 5 4 

5 1 5 5 5 5 1 5 1 1 5 5 4 4 5 5 

5 5 1 5 1 5 1 5 5 1 5 5 5 5 3 6 

5 1 5 5 1 5 1 5 1 1 5 5 4 5 5 7 

5 5 1 5 5 5 1 5 1 1 5 5 5 5 5 8 

5 1 5 5 5 5 1 5 1 1 5 5 5 5 2 9 

5 1 5 5 1 5 1 5 5 1 5 5 5 5 2 10 

5 1 5 5 5 5 1 5 5 1 5 5 5 5 3 11 

5 5 5 5 1 5 5 5 5 1 5 5 5 5 2 12 

5 1 5 5 5 5 1 5 5 1 5 5 4 5 2 13 

1 1 1 5 1 5 1 5 5 1 5 5 5 5 2 14 

5 1 5 5 1 5 1 5 5 1 5 5 5 1 2 15 

1 1 5 5 5 5 1 5 1 1 5 5 4 5 2 16 

1 1 1 5 1 5 1 5 5 1 5 5 5 5 2 17 

5 1 5 5 5 5 1 5 1 1 5 5 4 4 5 18 

5 5 5 5 5 5 5 5 5 1 5 5 5 5 3 19 

5 5 5 5 1 5 1 5 1 1 5 5 5 5 5 20 

1 1 1 5 5 5 1 5 5 1 5 5 5 5 2 21 

5 5 1 5 1 5 1 5 1 1 5 5 5 5 5 22 

5 1 5 5 1 5 1 5 5 1 5 5 5 5 5 23 

5 1 5 5 1 5 1 5 1 1 5 5 5 5 5 24 

5 5 5 5 1 5 5 5 5 1 5 5 5 5 2 25 

5 1 5 5 1 5 1 5 5 1 5 5 5 5 2 26 

5 1 5 5 1 5 1 5 5 1 5 5 5 5 2 27 

1 1 1 5 1 5 1 5 1 1 5 5 5 5 2 28 

5 1 5 5 5 5 1 5 5 1 5 5 4 6 2 29 

1 1 5 5 5 5 1 5 1 1 5 5 4 5 2 30 

5 1 5 5 1 5 1 5 5 1 5 5 5 5 2 31 

3 2 2 3 2 2 1 3 1 1 3 2 4 3 5 32 

5 1 5 5 5 5 1 5 5 1 5 5 5 5 2 33 

5 5 1 5 5 5 1 5 1 1 5 5 5 6 5 34 



Example from the above table: the answers for the questionnaire/ respondent no. 1:  

Question A1 → answer is 3                              Question B4 → answer is 1   

Question A2 → answer is 3                              Question B5 → answer is 2   

Question A3 → answer is 3                              Question B6 → answer is 2 

Question A4 → answer is 2                              Question B7→ answer is 3   

Question A5 → answer is 3                              Question B8→ answer is 2   

Question B1 → answer is 1                              Question C1→ answer is 2   

Question B2 → answer is 1                              Question C2 → answer is 3 

Question B3 → answer is 3                                                                                                                                        

 

And so on for the rest of the questionnaires of the respondents 2, 2, 3 until the 34                                                
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix E (Picture): 

(1) A photograph of example for dispensing windows and waiting area of OPD tertiary 

pharmacies in a government hospital (patient view).   

 

 

Source: (Alyousif, 2006).  
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