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ABSTRACT

The thesis describes the contribution of community pharmacists to primary healthcare 

in Alexandria: current roles (Part I) and potential roles that could develop towards good 

pharmaceutical care (Part II). Concerning how such contributions could be more effective, 

Part m  explores pharmacists’ views about particular aspects of their practice, pharmacy 

under and post-graduate education. Part IV produced a booklet (discussing anti-diarrhoeals 

and diarrhoea management) as a distance learning resource.

In Part I, data was collected using a questionnaire addressed to 20% of all pharmacies 

in Alexandria and two 3 hour observation-studies at each of 25 pharmacies. In Part II 

interviews were conducted with 204 clients visiting 50 pharmacies and purchasing medicines 

without any prescription or recommendation from a pharmacist. This aimed to identify a role 

for pharmacists relevant to the needs of their clients. In Part m , interview study targeted the 

pharmacists working at each of 75 pharmacies. In Part IV, questionnaires and interviews 

were addressed to 60 pharmacists to investigate their opinions about the booklet while their 

management of diarrhoea was compared before and after booklet distribution.

The results illustrated the current role of community pharmacists in Alexandria and 

the potential for an enhanced role. Investigation indicated also the wide range of drugs 

supplied from pharmacies without a prescription or a recommendation from a pharmacist and 

for which the latter could have a crucial role to promote appropriate use. The findings raised 

that particular attention should be given by course organisers to the knowledge and skills 

pharmacists need to meet their role and duties. In this study, participant pharmacists 

identified strengths and weaknesses in pharmacy under-graduate education and suggested 

areas and changes that can contribute to meet their practice needs. Their support for 

continuing education was extensive. Pharmacists identified various areas which they wished 

to read about, which should be considered in future continuing education. The experience 

with the first booklet developed was satisfactory and its use as a model is recommended.
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Primary healthcare as defined by the WHO: “is the essential care made accessible 

at a cost the country and community can afford, with methods that are practical, 

scientifically sound and socially acceptable. Everyone should be involved in it, in addition 

to the health sector. At the very least, it should include education o f the community on the 

health problems prevalent and on methods o f preventing health problems from arising, or 

o f controlling them; the promotion o f adequate supplies o f food and o f proper nutrition; 

sufficient safe water and basic sanitation; maternal and child healthcare, including family 

planning; the prevention and control o f locally endemic disease; immunization against the 

main infectious disease and injuries; and the provision o f essential drugs. Primary 

healthcare is the central function and main focus o f a country's health system, the principal 

vehicle for the delivery o f healthcare, the most peripheral level in a health system stretching 

from the periphery to the centre, and an integral part o f the social and economic 

development o f a country. The form it takes will vary according to each country’s political, 

economic, social, cultural and epidemiological patterns. To be successful, it needs 

individual, community self-reliance and the maximum community involvement or 

participation” (WHO 1984).

Community pharmacists as defined by the WHO: “are the health professionals most 

accessible to the public. They supply medicines in accordance with a prescription or, when 

legally permitted, sell them without a prescription. In addition to ensuring an accurate 

supply o f appropriate products, their professional activities (Figure 1) also cover 

counselling o f patients at the time o f dispensing o f prescription and non-prescription drugs, 

drug information to health professionals, patients and the general public, and participation 

in health-promotion programmes. They maintain links with other health professionals in 

primary healthcare. In many countries, the community pharmacist is in a unique position to 

be fully aware o f the patient’s past and current drug history and, consequently, can provide 

essential advice to the prescriber” (WHO 1994a). By 1997, the WHO described the role of 

the pharmacist in the healthcare system in “The seven-start pharmacist” (see Figure 1) (WHO 

1997).

A “technical definition o f pharmacy ” stated." “pharmacy is that profession which is 

concerned with the art and science o f preparing from natural and synthetic sources suitable 

and convenient materials for distribution and use in the treatment and prevention o f disease.
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Extemporaneous preparation and small-scale manufacture o f  
medicines
Pharmacists everywhere continue to prepare medicines in the pharmacy. 
This enables them to adapt the formulation of a medicine to the needs of 
an individual patient. New developments in drugs and delivery systems 
may well extend the need for individually adapted medicines and thus In
crease the pharmacist's need to continue with pharmacy formulation. In 
some countries, developed and developing, pharmacists engage In the small- 
scale manufacture of medicines, which must accord with good manufactur
ing and distribution practice guidelines.

Domiciliary services
In a number of countries, the pharmacist provides an advisory as well as a 
supply service to residential homes for the elderly, and other long-term 
patients. In some countries, policies are being developed under which phar
macists will visit certain categories of house-bound patients to provide the 
counselling service that the patients would have received had they been able 
to visit the pharmacy.

Health promotion 20
The pharmacist can take part in health promotion campaigns, locally and 
nationally, on a wide range of health-related topics, and particularly on 
drug-related topics (e.g., rational use of drugs, alcohol abuse, tobacco use, 

: discouragement of drug use during pregnancy, organic solvent abuse, 
I  poison prevention) or topics concerned with other health problems (diar- 
rhoeal diseases, tuberculosis, leprosy, HIV-lnfectlon/AIDS) and family 
planning. They may also take part In the education of local community 
groups In health promotion, and In campaigns on disease prevention, such 
as the Expanded Programme on Immunization, and malaria and blindness 
programmes.

Monitoring o f drug utilization
The pharmacist can participate in arrangements for monitoring the utiliza
tion of drugs, such as practice research projects, and schemes to analyse 
prescriptions for the monitoring of adverse drug reactions.

Informing health care professionals and the public
The pharmacist can compile and maintain information on all medicines, 
and particularly on newly Introduced medicines, provide this Information 
as necessary to other health care professionals and to patients, and use it in 
promoting the rational use of drugs, by providing advice and explanations 
to physicians and to members of the public.

Responding to symptoms o f minor ailments
The pharmacist receives requests from members of the public for advice 
on a variety of symptoms and, when indicated, refers the inquiries to 
a medical practitioner. If the symptoms relate to a self-limiting minor ail
ment, the pharmacist can supply a non-prescription medicine, with advice 
to consult a medical practitioner If the symptoms persist for more than a 
few days. Alternatively, the pharmacist may give advice without supplying 
medicine.

Care o f patients or clinical pharmacy
The pharmacist seeks to collect and integrate information about the 
patient’s drug history, clarify the patient’s understanding of the Intended 
dosage regimen and method of administration, and advises the patient of 
drug related precautions, and in some countries, monitors and evaluates 
the therapeutic response.

Traditional and alternative medicines
In some countries, pharmacists supply traditional medicines and dispense 
homoeopathic prescriptions.

Processing o f prescriptions
The pharmacist verifies the legality, safety and appropriateness of the 
prescription order, checks the patient medication record before dispensing 
the prescription (when such records are kept in the pharmacy), ensures that 
the quantities of medication are dispensed accurately, and decides whether 
the medication should be handed to the patient, with appropriate counsel
ling, by a pharmacist. In many countries, the community pharmacist Is In 
a unique position to be fully aware of the patient’s past and current drug 
history and, consequently, can provide essential advice to the prescriber.

Report of •  WHO Consultative Group 
New Delhi, Imha 

13-16 December 1983

Report of a WHO Meeting 
Tokyo, Japan 

31 August-3 September 1993

WHO/PHARM/94.669 
DUtntwllon: General 

Original; English
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The role of 
the pharmacist 

in the 
health care system

The Role of the Pharmacist: 
'The seven-star pharmacist’

Caie-giver -  the pharm acist provides caring 
services. W hether these services are clinical, 
analytical, technological or regulatory, the 
pharm acist m ust be com fortable interacting 
with individuals and populations. Tlie phar
macist must view his o r her practice as inte
grated and continuous w ith those o f  the 
health care system  and other pharmacists. 
Services must be o f  the highest quality.

D ecision-m aker -  the appropriate, effica
cious and cost effective use o f  resources le.g.. 
personnel, m edicines, chem icals, equipment, 
procedures, practices) should be at the foun
dation o f  the pharm acist's work. Achieving 
this goal requires the ability to evaluate, syn
thesize and decide upon the most appropriate 
course o f  action.

M an ag e r -  the pharm acist m ust elfectiveiv 
ntanage resources (hum an, physical and fis
cal) and infonnntion; he or she m ust also be 
com fortab le  being  m anaged by others, 
whether an em ployer or the manager/leader 
o t a health care team. M ore and more, infor
m ation and its related technology will provide 
cha llenges to the pharm acist as he/she 
assim ics greaier responsibility for sharing 
infonnaiion about m edicines and related 
products.

L ife-lnng -leam er -  it is no longer possible to 
letim all one must learn in school in order to 
practice a career as a  pharm acist. Tlie con
cepts. principles and com m itm ent to  life-long 
learning must begin w hile attending pharm a
cy school and must be supported throughout 
the phannacist’s career. Pham iacists should 
learn how to learn.

L ead er -  whether the phannacist llnds him/- 
herself in multidisciplinary (e.g.. team) car
ing situations o r in areas w here other health 
care providers arc in short supply or non-exis
tent. he/she is obligated to assum e a leader
ship position in the overall welfare o f  the 
community. Leadership involves com passion 
and em pathy as well as the ability to make 
decisions, com m unicate, and m anage effec
tively.
C om m u n ica to r -  the phannacist is in an ide
al position between physician and patient. As 
such, he o r she must be knowledgeable and 
confident while interacting with other health 
professionals and the public. C omm unication 
involves verbal, non-verbal, listening and 
writing skills.

T e a c h e r -  the phannacist has a responsibility 
to assist with the education and  training o f  
future generations o f  pfiarmacists. Partici
pating as a teacher not only im parts knowl
edge to  others, it offers an opportunity for the 
practitioner to gain new know ledge and to 
fine-tune existing skills.

Figure 1 : The main activities of community pharmacists 

as envisaged by the World Health Organisation (WHO 1994a, 1997)
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It embraces a knowledge o f the identification, selection, pharmacological action, 

preservation, combination, analysis and standardization o f drugs and medicines. It also 

includes their proper and safe distribution and use, whether dispensed on the prescription 

o f a licensed physician, dentist, or veterinarian, or, in the instances where it may legally be 

done, dispensed or sold directly to the consumer” (Deno et al. 1966). This returns us to the 

origin of the word “pharmacy”. “Pharmacy” is derived from the Greek word “Pharmakon”, 

meaning medicine or drug and in other words, the pharmacist is the expert on drugs 

(Kremers & Urdang 1976).

Global interest in primary healthcare is continuously increasing. Although use of 

Medline is not a quantitative assessment, it can give some indication of the world activity 

in this area. Medline for the periods 1984-1990 and 1991-1998 revealed 3635 and 7872 

documents, respectively (Figure 2). When searching “healthcare” for the period 1993-98, 

one of the main headings listed in this area was “community health services” which 

constituted a total of 14.641 documents covering 14 different sections (Appendix 1). 0.8% 

of them involved “community pharmacy services”. A percentage that could be considered 

insignificant, nevertheless, it was considered globally and categorized in Medline as a source 

of health services for the community. Medline scope defined healthcare as the activities of 

professionals and their agents, addressed at health promotion, prevention of illness or injury, 

monitoring of health, maintenance of health, treatment of diseases and injuries in order to 

obtain a cure or, failing that, optimum comfort and function.

When Medline literature was searched for “pharmacists”, “pharmacies” or 

“community pharmacists” for the last 5 years (1993-1998), the word “pharmacists” was 

categorised between 19 different types of health personnel with a total of 17,771 documents, 

of these, 850 documents (5%) involved pharmacists or 1019 (6%) for pharmacists / 

pharmacies. Thus, in parallel to this international concern with “primary healthcare”, it was 

found that the number of documents dealing with pharmacists/pharmacies increased from 

1169 documents for the period 1984-90 to 2515 for 1991-98 (Figure 2).

Alexandria is one of the four major Metropolitan areas in Egypt (Figure 3), with a 

population 3.4 million in 1995, it is the largest port in the Arabic Republic of Egypt. It 

occupies 2879 sq. km in the north west of the Nile delta on the Mediterranean, 225 km from 

Cairo by the Delta road and 221 km by the Desert road (DHA 1992; The Ministry Council 

1995). In addition to being the second capital of Egypt, Alexandria is also considered as one
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Figure 3: Geographical map of Egypt (El-Zanaty et al. 1996)
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of the major summer resorts on the Mediterranean-being known as “the Pearl of the 

^Mediterranean” and “the Mermaid of the Mediterranean”.

The city is named after the Macedonian leader “Alexander the Great”, and was built 

in the Greek style by the architect Dinocratis in 332 B.C. It stayed the capital of Egypt until 

the Arab invasion in 604 A.D (ARATP). Historically, Alexandria was the meeting point for 

Graeco-Roman art, researchers and scientists. At present, it has been described as a “mille- 

feuilles” of cultures: European, Turkish, Jewish, Arab and Roman foundations laid three 

centuries before Christ, cultivated by Syrians, Armenians, Greeks, French and Italians 

(Redman 1997). It is not surprising then to know that in Alexandria there are 39 consulates, 

8 cultural centres (American, British, French, German, Greek, Italian, Russian and Spanish), 

connected to the rest of the world through 19 airlines, tourists and visitors are welcomed in 

54 hotels with 4041 rooms. The university boasts 22 faculties and 3 institutes 

accommodating 71,000 students seeking higher degrees (The Ministry Council 1995). 

Alexandria is also the location of the Eastern Mediterranean Regional Office of the World 

Health Organisation and has one of the largest conference halls in the Middle East. Of its 

main historical features, apart from an extensive legacy of archeological places (Figure 4), 

include the light house which ranks as one of the seven wonders of the world (ARATP) and 

Alexandria library which was considered as the first research institute in the history of the 

world.

In terms of healthcare, this is delivered through 96 hospitals (with 10,359 beds) and 

more than 1500 community pharmacies. With regard to drug use and supply, in Alexandria 

drug items including over-the-counter products can only be sold through a pharmacy. Outlets 

such as grocery stores, convenience stores and market stalls are not allowed to trade in these 

items (Personal communication: WHO 1998). Alexandria possesses some features that are 

characteristic of developed countries and others of developing countries. Alexandria is well 

endowed with community pharmacies; in 1993 there were 1442 (ASP 1993) and in 1998 

there were 1977. These are well distributed across the city and are easily accessible to the 

general population. They are all staffed by pharmacists, who are generally present in the 

pharmacy and available to clients throughout the day. Pharmacies are required to stay open 

a minimum of 8 hours per day, but are usually open 8 to 10 hours a day, six or seven days 

a week, with some pharmacies required by law to operate 24 hours (Personal 

communication: WHO 1998). However, in common with many developing countries, most
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Figures 4: Archeological places in Alexandria (ARATP)
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drugs stocked in the pharmacy are available for purchase by clients without a prescription. 

Theoretically, Alexandria with population of 3.4 million and nearly 2000 community 

pharmacies in 1998 distributed throughout the city, has about 0.7 pharmacies/sq km, readily 

accessible to contribute to the healthcare of 1180 capita/sq km of the population.

How do pharmacists contribute to healthcare? How do people contribute to their own 

healthcare through the community pharmacies? How does pharmacy education in Alexandria 

prepare graduates for their roles in the community?...These were among some of the 

questions it was hoped to find answers to, initially in the literature and subsequently via the 

research conducted in this thesis. In other words, role of pharmacists in community 

pharmacies of Alexandria.

When searching Medline for reports concerning Egypt (Medline 1984-90), 1312 

documents were found for the period 1984-1990. This increased to 3496 for 1991-98 (Figure 

2). In parallel to this growing interest involving “Egypt”, when “Egypt” was searched in 

combination with “primary healthcare”, “pharmacists”, “pharmacies”, or “community 

pharmacy service”, during the last 15 years, 13 and 5 documents appeared respectively for 

primary healthcare and pharmacists/pharmacies. Of the studies involving pharmacies and 

pharmacists as appeared the titles: “the study of the health services utilization and cost in 

Ismailia, in Egypt”(Abou-Zeid & Dann 1985), “treatment of childhood diarrhoea in rural 

Egypt” (Langsten & Hill 1995) “changes in healthcare in the Middle East and North African 

regions” (Barnard 1997), “rectal suppository (common sense and mode of insertion)” (Abd 

El Maeboud et al. 1991) and “Antecedents of the American Hospital Pharmacist” 

(Sonnedecker 1994).

Adding the word “Alexandria” to “Egypt” produced 501 reports for Medline 

(Medline 1984-98) between 1991-98. However, when primary healthcare or pharmacies were 

combined in the search, two documents were found for primary healthcare and none for 

pharmacies. Thus, both in the case of Egypt and Alexandria, searching Medline indicated an 

absence of documents that could be related to community pharmacists in general or their role 

in primary healthcare specifically. Of 8371 published documents over the last 15 years for 

community health services, only 3 appeared for Egypt and none for Alexandria.

Library search in Alexandria (library of the Faculty of Pharmacy, High Institute of 

Public Health, Institute of Medical Research, World Health Organisation and the Main 

library) and documents in the Centre of Information, Ministry of Health Regional Office and
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the Syndicate of Pharmacy showed the role of pharmacists in the community and their 

contribution to primary healthcare in Alexandria to be undocumented.

Background of pharmacy in Egypt

The practice of pharmacy in the Middle East reached its greatest height in Egypt 

flourishing between 3,000 and 4,000 years ago. Pharmacy in the Middle East, especially in 

ancient Babylonia and Assyria, is almost as old as in India. Globally, with the possible 

exception of hospital pharmacy, the oldest of the various fields of pharmacy is general 

practice, commonly called community or retail pharmacy. The earliest accounts relating to 

pharmacy date from 5000 B.C and are from Southern and Eastern Asia, with a possibility 

that the oldest concern India, with slightly more recent records from China (Deno et al. 

1966).The Egyptian medicine had sprung from various specialized practices taught by the 

father to his son or by the master to his pupil. Based on this, it was assumed that the art and 

science of pharmacy was a special branch of the art and the science of medicine (Kremers 

& Urdang 1951).

At least eight valuable ancient manuscripts dealing with medical subjects have come 

down from this period (Deno et al. 1966). The most illuminating is the George Ebers Papyrus 

(Figure 5), about 1500 B.C, listing hundreds of medicinal substances and prescription orders 

and contains the greatest number of drugs and formulae used by the ancient Egyptians 

(Berendes 1898; Kremers & Urdang 1976).

Egyptians knew most of the modem modes of administering drugs by 1500 B.C, such 

as gargles, snuffs, inhalations, suppositories, fumigations, enemas, poultices, decoctions, 

infusions, pills, lotions, ointments and plasters (Figures 6 A & B). In the Ebers papyrus 

alone, these various forms have been found to include more than 700 drugs, in more than 800 

formulas.
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Figure 5: Small section from the Ebers papyrus. The complete papyrus is almost 22 yards 

long and mentions about 700 medicinal substances (Berendes 1898).
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Figures 6: (A) The manufacturing of pharmaceutical and (B) the preparation of ointment^ 

in an Egyptian temple, 1500 B.C (Deno et al. 1966)

' Interpreted (from the top to the bottom): “the man at the extreme left appears to be hewing a plug for a 
container, or perhaps wood for the fire. In front o f him are a basket and three vase-shaped containers, probably 
containing the crude ingredients used by these ancient preparers o f medicines. To the right a workman holds 
a sieve over a container on the floor, next to him, a pedestal-table presumably bears a large mound o f finished 
ointment. The next two workmen are comm inuting crude ingredients, the one at the start o f the right half o f the 
panel using a mortar. The kneeling man appears to be shaping som e o f the cooled finished ointment into balls 
for transport. To his right an ointment cook stirs, in a kettle on the hearth, the melting animal fat with other 
ingredients until it has the proper consistency” (after W reszinski W .)



GENERAL INTRODUCTION

32

Health profile of Egypt

Background about the demography, structure & population

The Arab Republic of Egypt occupies approximately one million square kilometres 

of the northeast of Africa. Its boundaries are the Mediterranean Sea in the north, the 

Republic of the Sudan in the south, the Libyan desert in the west and the Red Sea in the east. 

Although a large country ; the total area of Egypt covers approximately one million sq km, 

only 5% of this area is inhabited. The majority of Egyptians live either in the Nile delta 

located in the north or in the narrow Nile valley. The population of Egypt was estimated to 

be 60.2 million in January 1996. Greater Cairo and Alexandria have a population of around 

11.5 and 3.4 million people, respectively (The Ministry Council 1995; El-Zanaty et al. 1996).

Egypt is divided into 26 govemorates (Figure 3), four of which are major 

metropolitan areas. The four urban govemorates (Cairo, Alexandria, Port Said & Suez) have 

no rural population (ENPC 1989; El-Zanaty et al. 1996). Each of the other 22 govemorates 

are subdivided into urban & mral areas. The population growth was 2% per year during 

1980-93 and life expectancy in 1994 was 66.7 years; higher in women (67.2) than for men 

(64.5) (Personal communication: WHO 1998).

The govemment has been committed to improving the health of children as a priority; 

a National Council of Childhood and Motherhood was formed identifying family planning, 

maternal and child health as priority areas. The plan for 1992-1997 encourages community 

participation in health, and emphasises the continual upgrading of health information areas. 

In line with this policy, the national programmes to control diarrhoea and acute respiratory 

infection were developed and childhood immunization was expanded to target poliomyelitis 

eradication and neonatal tetanus elimination before the year 2000 (El-Zanaty et al. 1996).

Between 1967-1995, the under-Eve mortality decreased from 243 per 1000 live births 

to 81, the infant mortality rates also dropped from 141 to 63 and the neonatal mortality from 

63 to 30. Among children under-five, the leading causes of deaths are respiratory diseases 

(34%) and infectious or parasitic diseases (26%). Deaths due to diarrhoeal diseases have 

steadily decreased.
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Concerning adults, premature deaths were caused by ischaemic heart disease (with 

an incidence of 0.05% for males and 0.024% for females), cerebrovascular diseases (0.046% 

for males and 0.038% for females), chronic obstructive pulmonary disease (0.052% for males 

and 0.039% for females) and lung cancer (0.005% for males). Results of study of urban and 

rural areas near Cairo showed 10% of the population over 20 years suffer from diabetes, 26% 

from hypertension and around 40% from obesity. Reported mortality rates are 20% higher 

among individuals suffering from hypertension and diabetes. Recommendations were then 

made that health promotion and prevention programmes need to focus on lifestyle and 

society induced illnesses, that physicians training needs to be improved through clinical 

training, medical and nursing education needs to be upgraded at both the university and in 

service levels, the National Drug Policy needs strengthening. It was envisaged that rational 

use of drugs would be expected to be significantly improved through education, treatment 

protocols and generic substitutes (Personal communication: WHO 1998).

Massive temporary labour migration to other Arab countries takes place among both 

the rural and urban population and among all sectors of the Egyptian population. Between 

1973 and 1983, and according to Stephen (1992), four times as many physicians, three times 

as many dentists, seven times as many pharmacists and twice as many nursing personnel 

were working abroad as in Egypt. As the author commented, it is well known that Egypt is 

a major exporter of health personnel - mainly at present to oil rich neighbours but in the past 

the USA, Canada, UK and West Germany have benefited. While the absence of the best 

qualified professionals has influenced quality levels on education and services in the country, 

the relatively well paid work abroad has on the other hand affected consumption patterns in 

the country. In 1996, the literacy rate was 61.4%. High illiteracy rates refer mainly to the 

older part of population; more than 60% of men and 80% of women above 65 years had no 

education, compared to only 6% of boys and 18% of girls in the age 10-19 years.

Development of medical faculties in Egypt and Alexandria

In 1908, was the opening ceremony of the University in Egypt. In 1938, the 

University of Alexandria developed from a branch of the Faculties of Arts and Law of Cairo 

University. In 1942, it became a state institution under the name of “Farouk I University” to 

constitute the Faculties of Literature, Agriculture, Commerce, Law, Medicine, Science and
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Engineering. In 1948/1949, the Faculty of Pharmacy was started within the Faculty of 

Medicine in the same building until the Faculty of Pharmacy building opened at the 

beginning of August 1956 and it became an independent faculty. The University was 

renamed “University of Alexandria” in 1953. As literature revealed, over the last four 

decades there has been a very substantial rise in the total number of students enrolled in the 

medical disciplines (Appendix 2). Except for Dentistry, Pharmacy, Engineering, Veterinary 

(five years) and Medicine (six years), degrees are four years. The ancient lighthouse of 

Alexandria was chosen for the crest of the University. The University constitutes 22 faculties 

and 3 institutes. The language is English at the Faculties of Science, Pharmacy, Engineering, 

Medicine, Dentistry, High Institute of Public Health and Institute of Medical Research, and 

arabic at the other faculties (University of Alexandria 1992; The Ministry Council 1995).

In Egypt, pharmacy education is provided by 13 public and 3 private schools of 

pharmacy. The duration of the study to get a bachelor degree in pharmacy and 

pharmaceutical chemistry has been specified to be four years preceded by one preparatory 

year. These five years are then followed by a minimum of two years work experience in 

hospitals of the Ministry of Health before the newly qualified pharmacist is free to run a 

community pharmacy. In order to operate a retail pharmacy independently, pharmacists are 

required to intern with a registered pharmacist for one year (The Ministry of Health 1955). 

For higher degrees in pharmacy, a diploma, master and doctorate degree can be obtained in 

different specialisations (University of Alexandria 1992).

After graduation, pharmacy students are automatically licensed by the Pharmacists’ 

Syndicate and given the title “Doctor”. Graduate pharmacists can pursue five potential career 

tracks. It is estimated there are approximately 2000 new pharmacy graduates per year, with 

a total of approximately 26000 pharmacists practising in Egypt; 60% of them are retail 

pharmacists (Figure 7) (Personal communication: WHO 1998).

Health & medical care

The 1952 government constitution announced free medical care as a basic right for 

all Egyptians. Healthcare in Egypt comprises the govemment sector, parastatal sector and 

private sector (Gomaa 1978; ENPC 1989). Total health expenditure estimated in 1990 

accounted to US $921 millions (WHO 1993b).
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graduate pharmacists in Egypt.
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The government sector is the largest component and provides its services through 

hospitals, health centres and health units. The service is accessible to the general public 

mainly free of charge, but in parts of it some nominal fee is required if the patient prefers a 

private or semi-private hospital room instead of ward accommodation. The parastatal sector 

is comprised of quasi-govemmental organisations in which govemment ministries have a 

controlling share of decision making. This includes Health Insurance Organisation; an 

insurer, financier and provider of care. It covers govemment employees, pensioners and all 

school-aged children. Less than 40% of the population has formal coverage. Both the 

govemment sector and the quasi-govemmental sector are termed “public sector”.

The “public sector” comprises health units, health centres, hospitals, matemal child 

health centres, immunization and public health programmes, namely “Population & Family 

Planning Programme” and “Control of Diarrhoeal Diseases and Acute Respiratory 

Infections”, it also includes university hospitals and medical schools. In Egypt there are 18 

medical schools (faculties of medicine) affiliated with the major universities and operating 

36 university hospitals.

The Egyptian Health Insurance Organisation was created after the enactment of the 

health insurance law in 1964 with the mission of covering the entire Egyptian population 

within 10 years. In 1975, by law, health insurance was compulsory for all employees 

working in the govemment sector, some public and private sector employees, pensioners and 

widows. In 1993, a student health insurance programme was introduced to cover more than 

14 million students. This increased the total beneficiary population from ~ 4.9 million in 

1992 to ~ 20.7 million in 1995 (El-Zanaty et al. 1996).

Private sector comprises private pharmacies, private doctors and private hospitals 

and clinics of all sizes. It also includes a large number of non-govemmental organisations 

providing services; religious affiliated clinics and other charitable organisations. A health 

insurance model (Medical Union) includes the 4 medical syndicates; physicians, dentists, 

pharmacists & veterinary surgeons, further to its aims established in 1988, to serve and 

provide coverage for members of the syndicate, spouses, children, retired and widows / 

widowers of deceased members. Some professional organisations and companies arrange 

health insurance on behalf of their members or employees and possibly their families.

One estimate of the relative-use of medical facilities, indicated that the ratio of 

govemment to private sector is 1:7 (Saad El-Din 1984). Data reported about outpatient
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service utilisation indicated that the majority of outpatient visits were to private providers 

(56%), while 36% accounted for Ministry of Health and other public facilities. On the other 

hand, nearly 85% of all inpatient-stay occurred in either a Ministry of Health, govemment 

or public facility, with only 11% inpatient-stay is in private facilities.

Healthcare personnel

In 1997, there were an estimated 330,000 registered health personnel licensed to 

practice, as stated by the Ministry of Health record (Personal communication: WHO 1998). 

This comprised 125,000 (37.9%) physicians, 16,000 (4.9%) dentists, 36,500 (11.1%) 

pharmacists, (2.6%) graduate nurses (considered to have the level of training which allows 

them to take responsibility for managing their own work as opposed to following the 

instructions of a physician), (0.3%) nurse technicians, (5.5%) technicians, (3.2%) nurse 

assistants / midwives, (22.5%) diploma nurses (have a limited level of education, training 

and experience). Another 12.2% consists of dieticians, rehabilitation therapists and other 

qualified staff.

Two-thirds of all physicians are employed by the public sector. Thirty-four per cent 

of total number of physicians are employed by the Ministry of Health, another 5.2% are 

employed by the Health Insurance Organisation. Concerning pharmacists, the percentages 

are 2.49% and 2.5% in Ministry of Health and Health Insurance Organisation respectively. 

Other employers include the Ministry of Higher Education, Curative Care Organisations, 

non-govemmental organisations and private hospitals.

Doctors are allowed to work for the govemment and in the private sector 

simultaneously if they wish; 88% of those with private practices are also employed by the 

govemment to improve their income. The Egyptian National Healthcare Providers Survey 

showed that 89% of the physicians in the sample have multiple jobs (73% have 2 jobs, 14% 

have 3 jobs & 2% have 4 jobs). Over 60% of physicians are specialists (Stephen 1992; 

Personal conununication: WHO 1998).
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Drug supply

In Egypt, only licensed physicians, dentists and veterinary surgeons are allowed to 

write prescriptions which are normally written in English but occasionally in Arabic. Latin 

is sometimes used when the prescription has a preparation to be compounded. Prescriptions 

are always handwritten by the doctor (not printed) and never written by a receptionist or a 

nurse. Prescriptions are returned to the patient (except for some drugs as will be detailed 

below) who is then free to present it as many times as s/he wishes at a pharmacy of her/his 

own choice. There is no time limit after which the prescription becomes invalid.

In 1997, there were about 36,000 pharmacists in Egypt and 13,000 to 14,000 

community pharmacies. Drug items can be supplied and dispensed only through a pharmacy 

(in a few cases, free samples from medical representatives to their relatives or friends). 

Pharmacies can be owned only by pharmacists and no one is legally allowed to own more 

than 2-3 pharmacies. The 13,000 - 14,00 pharmacies are owned by 10,800 owner 

pharmacists, implying that, on average 20 to 30% of them own more than one pharmacy. 

According to the Ministry of Health regulations, a pharmacist cannot be the manager of more 

than one pharmacy (The Ministry of Health 1955). To obtain a licence to open a pharmacy, 

one of the requirements states that the pharmacy surface area should be not less than 25 sq 

metres with a special area for the laboratory, and any new pharmacy should be at least 100 

metres (when measured between two traffic lights) from the nearest neighbouring pharmacy. 

The pharmacy cannot be a part of a supermarket or any store selling other than medicines. 

Pharmacists are limited in what they can sell and are restricted in the items they can offer in 

the pharmacy. Besides locally manufactured pharmaceutical products and few imported with 

the consent of the Ministry of Health, they are allowed to trade in baby care products 

(including baby food but excluding toys, accessories & clothes), cosmetics. Items identified 

for health & hygiene can also be found in the pharmacy (excluding clothes & accessories). 

More than half of the pharmacies indicated that, in addition to prescribing and dispensing 

drugs, they also recommend their customers to undertake particular laboratory tests to help 

diagnose their clinical condition (Personal communication: WHO 1998). There are no 

pharmacy technicians in Egypt, but pharmacists often employ and train, in most of cases, 

high school graduates to work in the pharmacy. It is also quite common to employ pharmacy 

students and medical students as assistants.
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In terms of drug supply from pharmacies, products that affect the CNS are classified 

by the Ministry of Health into three schedules. For schedule one, a prescription form 

obtained from the Directorate of Health Affairs is used. After dispensing, the prescription 

is stamped with the pharmacy address, retained by the pharmacist and an entry made in both 

a prescription book and controlled drugs register. Products on this list include any product 

which contains more than 100 mg per single dose or more than 2.5% total amount of codeine, 

pholcodeine or dihydrocodeine or any product containing amphepramon, flunitrazepam, 

alphacamphrine, stadol, or any crude drug like ephedrine or phenobarbitone. Narcotics 

should be within the limit allowed by law; 0.06 grammes maximum for morphine ampoules,

0.65 grammes for pethidine ampoules and 0.3 grammes for morphine tablets. The second and 

third schedules include products that should be prescribed on special prescriptions stamped 

and provided by the Medical Union Syndicates. For products listed in the second schedule, 

the prescription is stamped with the pharmacy name and address and retained by the 

pharmacist. Products included on this list are all diazepam derivatives or products containing 

ephedrine, phenobarbitone. For this category, no more than two products, can be included 

in one prescription. In case of products in schedule three, the prescription is not retained by 

the pharmacist, any amount can be supplied for the customer’ use and this includes Librax® 

tablets (clidinium bromide & chlordiazepoxide), Migrainil® tablets (ergotamine, 

meprobamate, dipyrone, pentobarbital sodium & caffeine anhydrous) and Rivotril® tablets 

or drops (clonazepam) (CAPA 1987).

Unless it is a govemment health insurance prescription, patients have to pay for all 

their medicines at the full retail values. Prices are fixed by law and almost all original packs 

have the price printed by the manufacturers on them. The pharmacists receive a price list 

every few months listing the pack sizes and prices of all products manufactured in Egypt. 

There is an informal instmction that restricts pharmacies from cornpeting on prices of drugs. 

Pharmacies may compete with each other on services, quality of medical advice, time spent 

with customer, hours of operation. Some pharmacies do have private agreements with local 

companies that allow the employees of the company to receive the prescription free of charge 

or with a small prescription charge and the total bill is then paid by the company later to the 

pharmacy.

Computers are a rarity in Egyptian pharmacies and instructions about drug use to the 

patient are hand written by the pharmacist or the assistant in the pharmacy on the original
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package; no label or patients records are used. Product packaging always contains an insert 

“pamphlet” with written information about the particular product. This data sheet is always 

written in English, in some cases in arabic too.

Drug production & marketing

In Egypt, pharmaceuticals account for 3.6% of all health spending; 85% of which is 

private. There are 25 companies actively manufacturing drugs, of which 6 are publicly 

owned. Drugs are distributed all over Egypt to an estimated 14,000 pharmacies, 540 hospitals 

and 3,000 clinics and health centres. Over 90% of the pharmaceuticals consumed are 

produced locally, however, over 65% of their raw materials are imported. In 1995, there were 

2.278 drugs sold in Egypt, that constitute 350 to 400 different chemical groups including 

about 6 dosage forms (different strengths and route of administration). All products have to 

be re-registered every 10 years. National drug policy limits import of finished drugs to those 

items which cannot be manufactured locally, those which are technologically advanced or 

life-saving. Concerning exports, the volume has been estimated at -  88 US $ million during 

1994. Many manufacturing companies export their products to the Middle East countries 

(Yemen, Saudi Arabia, Bahrain, Oman, Qatar, Jordan, UAE, Syria, Lebanon), Africa 

(Nigeria, Sudan, Ethiopia, Eritrea, Libya, Kenya, Djibouti) and various other countries 

(Romania, Russia, Pakistan) (Personal communication: WHO 1998).

Role of pharmacists in the healthcare system

Whether for Egypt or for Alexandria, no quantitative or qualitative studies describing 

the role of pharmacists in the community have been found in local documentation.

In parallel to this, was the report of the Minister of Health in Egypt which indicated 

that of all community services available in Egypt, 80% comprised community pharmacies 

(Figure 8) and the remainder would include the health centres, clinics and hospitals. Apart 

from hospitals, pharmacies are the sole source of prescription and over-the-counter 

medication; 84% of the drugs are dispensed from community pharmacies and the rest from 

hospitals, clinics or health units (Personal communication: WHO 1998). Comments made 

included: “pharmacies are present in all regions and are easily accessible to the population.
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Figure 8: Types and per cent of community health services listed in the 
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whereas public hospitals and clinics are more widely dispersed. Except for emergencies, 

public health services are open for only limited periods during the day. They are often 

crowded and there may be long waiting times to see a physician. In poorer regions, clients 

may not be able to afford to consult a private physician'' (Stephen 1992). Statements from 

researchers included: '"pharmacists are held in high regard in Egyptian society and are well

recognised as providers o f drug information the pharmacist is held in the eyes o f the

Egyptian public as equal in status to the physician and works under the title Doctor" (Mason 

1993).

Whether locally or internationally, the contribution of community pharmacists to 

primary healthcare in Alexandria remained a matter of guesswork. Consequently, this gave 

us the chance to develop our study and this thesis, as an investigation record of the 

contributory role of community pharmacists to primary healthcare in Alexandria.

The study in this thesis consists of four parts:

Part one, entitled “Current Roles of Community Pharmacists in Primary Healthcare”, 

involved a postal questionnaire survey to 20% of community pharmacies, followed by 

observation studies in 25 pharmacies in Alexandria, 1993/94.

The findings and results obtained from this part suggested a further study to 

investigate clients’ use and understanding of drugs supplied from pharmacies and the 

potential role of community pharmacists in primary healthcare. This was also the title of Part 

two of the thesis. It involved conducting face-to-face interviews with clients who entered 50 

community pharmacies in Alexandria. This was preceded by preliminary field work in five 

pharmacies and 25 other pharmacies as a first stage, in 1994/95.

Part three conducted in 1994/95 “The Profession and Pharmacy Education: An 

Overview” would be of a particular value to investigate how pharmacy education can 

develop to meet pharmacists’ role.

Using some of the data obtained in part three, a continuing distance learning 

programme for community pharmacists in Alexandria was developed: “The Pharmacist’s 

Booklet: to keep in your pocket: A Distance Learning Programme for Community 

Pharmacists, 1996/97”. Two booklets were issued under the umbrella of this thesis; the first 

booklet: “What to recommend for diarrhoea?” and the second “What to advise about 

diabetes?”, both were for distribution to all community pharmacies in Alexandria. Studies
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involved in this part consisted of three stages. In stage one was the development of the 

booklet and its evaluation by eight professionals; academic pharmacists, community 

pharmacists and physicians. A face-to-face interview was used for this stage. Stage two, was 

the assessment of the pharmacists’ recommendations for and management of diarrhoea 

before and after the distribution of the booklet. This involved the development of two 

scenarios for the assessment of pharmacists’ use of the booklet. Sixty pharmacies were 

approached and the scenario study was conducted before and after the distribution of the 

booklet. Stage three involved evaluation of the booklet by the pharmacists themselves and 

this was carried out using a questionnaire and face-to-face interview studies.



OBJECTIVES OF THE THESIS

44

Objectives of the thesis

The objectives of the thesis have been to investigate the current roles of community 

pharmacists in Alexandria, to address potential roles for pharmacists in the context of the 

community needs, health care practices and drug use by people, to identify how pharmacy 

under-graduate education can be revised to meet the pharmacists roles, duties and 

responsibilities and to initiate local pharmacy continuing education as perceived by 

pharmacists. The importance of findings obtained appears in Knapp et al. (1965) and Trostle 

(1996) statements, respectively:

“A better understanding o f the role and the role development o f the 

pharmacist’s occupational position should help the educator to prepare the 

student better to fulfill his professional responsibilities ”

Local policymakers often need local results to convince them to act, and 

researchers need information about local determinants to design appropriate 

intervention strategies ”

This thesis could be an opportunity for the initiation of research in pharmacy practice and 

the development of pharmacy practice course as a part of pharmacy under-graduate 

education in Alexandria.

Part I of the thesis is concerned with the study of the extent of community 

pharmacists’ role in dispensing, sales, responding to clients’ illnesses and their management 

of health problems presented.

Part II of the study focussed on the patterns of drug supply from pharmacies and 

clients’ information about and use of drugs purchased from pharmacies without a 

prescription from a physician or a recommendation from a pharmacist. This would be of 

importance on how the pharmacists’ advisory role should develop to ensure appropriate use 

of drugs and management of health problems by clients.

Part III explored community pharmacists’ views about particular aspects of their 

work and pharmacy education (under & post-graduate). The data obtained from this part is



OBJECTIVES OF THE THESIS

45

of particular importance to the Faculty of Pharmacy at the University of Alexandria. Findings 

could enable the development of a model of pharmaceutical care and pharmacy practice 

curriculum applicable to Alexandria.

Part IV involved three stages: the development of a “Booklet” as a resource for 

distance learning programme to community pharmacists in Alexandria, comparison of 

pharmacists’ recommendations for and management of diarrhoea before and after the 

distribution of the first issue of the booklet, then exploration of pharmacists’ opinions about 

the booklet they received. This continuing education programme aimed to ensure that 

community pharmacists are equipped with sufficient knowledge to respond to clients 

symptoms, to advise on proper management of health problems and drug use, and to be able 

to identify problems for which further medical investigation is warranted and refer the client 

appropriately.

The studies planned for the thesis included the participation of both community 

pharmacists and clients. Assessment and investigation were based on postal survey 

questionnaires, observations, interviews and scenario study techniques.
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Introduction & Aims

Outside Alexandria or Egypt, roles of pharmacists in the community and how they 

contribute to primary healthcare have been widely studied and identified in research (D’Arcy 

et al. 1980; Smith 1989; Smith et al. 1990a; Sutters & Nahthan 1993; Gilbert 1995; Sheppard 

et al. 1995). Investigations included their work patterns (Fisher et al. 1991a; Ortiz et al. 

1992a), details of their practice in non-prescription medicine sales and counseling (Fisher 

et al. 1991b; Bissel et al. 1997a), in responding to symptoms and interacting with customers 

(Smith & Salkind 1990b; Morrow et al. 1993; Stromme & Haugli 1996; Bissel et al. 1997b), 

in prescription dispensing and counselling about prescribed medicines (Phelan 1987; Fisher 

et al. 1991c; Evan & John 1995; Livingstone 1996; Aslanpour & Smith 1997), their advisory 

role (Boylan 1978; Phelan & Jepson 1980; Marklund et al. 1990; Smith & Salkind 1990c), 

counselling role (Feehan 1980; Laurier & Poston 1992; Blom et al. 1993; Krska et al. 1995), 

their role in primary healthcare of children (Cunningham-Burley & Maclean 1987), in health 

promotion (Smith 1992a, 1992b; Paluck et al. 1996), in prevention of drug misuse (Roberts 

et al. 1991), in patient education (The First Pharmacy World Congress 1991 ; Alkhawajah & 

Eferakeya 1992; Asscher et al. 1995), in improving adherence in patients with asthma 

(Munzenberger 1993 ; Joint Committee 1995) and recognition and management of insomnia 

(Wincor 1990). Other studies have also discussed and acknowledged their role as sources of 

medical care (Seyla 1988), providers of care (Crawford 1992), their extended roles (Smith 

1990; Hamilton 1998) specifically in cholesterol screening (McKenny 1993), alcohol and 

drug abuse (Ives et al. 1994), stopping smoking (Nathan 1991), psychiatric illnesses (Levin

1995), as an advisor and educator on prevention and treatment of HIV infection (Keene & 

Stimson 1991; Noormohamed & Ferguson 1993; Cockerill et al. 1996) and immunization 

among pre-school children (Nahata 1994).

The pharmacists’ role is shown moving towards prescribing. In the USA, a 

prescribing role for the pharmacist is reported to have been established in at least 14 states. 

The impact of their role was seen to reduce medication errors, lower pharmaceutical costs 

and diminish complications (Carmichael et al. 1997). In the UK, the recent report on 

prescribing, supply and administration of medicines opens the gate to utilise pharmacists’ 

skills more effectively and introduce pharmacist prescribing (Crown 1989-1999). In 1999,
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a pilot scheme was launched in the Royal Infirmary of Edinburgh (Hughes et al. 1999).

This part aims to investigate the current and actual roles of community pharmacists 

in primary healthcare in Alexandria and to identify potential roles that can be addressed for 

better pharmacy practice. The research includes:

1. Investigation of the nature of pharmacists’ roles in the pharmacies in response to 

requests from clients or volunteered during sales.

2. Assessment of the extent of each role: whether dispensing, sales or responding to 

clients ailments.

3. Investigation of the pattern of drug dispensing and identification of potential roles 

of community pharmacies in rational use of drugs.

4. Identification of the range of healthcare issues presented in pharmacies, advice 

requested by clients and the management of health problems by pharmacists to 

determine the needs and support required in education and professional practice.
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Method

To obtain background information that could quantitatively describe pharmacists’ 

roles and activities, this suggested that a postal questionnaire would be an appropriate 

technique to achieve this aim. As references indicated (Moser & Kalton 1971; Bell 1993) and 

as other researchers experience revealed (D’Arcy et al. 1980; Laurier et al. 1986; Smith 

1990), a questionnaire was considered to be the basic method when an overview was sought 

and large coverage of sample was required.

The results of this survey should illustrate participants’ self-reporting of their roles 

and activities in the pharmacy. What pharmacists report/think/believe they do. However, this 

cannot describe what is actually happening in pharmacies. What they think they are doing 

is one matter and what is actually happening is another. To study the latter; what pharmacists 

actually do and perform in community pharmacies, it was necessary to observe and record. 

While a questionnaire survey can provide information on what pharmacists say/think/believe 

they do, observation should record what they actually do. And this is the main difference 

between both techniques: questionnaire and observation (Oskamp 1977; Hanson 1980).

To collect detailed information without disrupting the pharmacist’s work patterns, 

observation was useful and acceptable technique used for many years by investigators in 

pharmacy practice research (Berardo et al. 1989; Hays & Livingstone 1990; Smith & Salkind 

1990c). In previous studies looking at the pharmacist’s work patterns (Fisher et al. 1991a), 

non-prescribed medicine sales and counselling (Fisher et al. 1991b), prescription dispensing 

(Fisher et al. 1991c), frequency of counselling on prescription medicines in community 

pharmacies (Krska et al. 1995), communication and interaction between customers and 

pharmacists (Stromme & Haugli 1996), observation was a satisfactory and efficient method 

applied to collect the required data.

Audio-taping has been used by other researchers in similar investigation (Smith et 

al. 1990a; Smith 1992a). However, because pharmacy practice research is not common in 

the community of Alexandria, customers in particular are not familiar with audio-taping as 

a method to collect data and therefore it was feared that some clients could initiate visits by 

neighbours, friends or third parties to the pharmacy during the study-period for amusement 

or out of curiosity. This could have implications for pharmacists’ further cooperation and



PART I; Method

50

participation in the study. In terms of expense, suitable equipment which could be used 

without impeding and obstructing the pharmacist’s work is not easily available or cheap 

enough to be accessible.

An observation can include: non-verbal behaviours (bodily movements not 

associated with language), spatial behaviours (extent of individuals movements towards or 

away from others), extra-linguistic behaviours (aspects of verbal behaviour other than the 

words themselves like speaking rates, loudness etc.), linguistic behaviours (actual content 

of talking) (Robson 1993). In the present study, observation based on linguistic behaviours 

was targeted. Observers would visit pharmacies for a specified period of time to record on 

the spot, in hand-writing, the dialogue - word for word - between the pharmacy staff and the 

clients.

In our study here, “postal questionnaire” and “observation”, both were applied to 

investigate the actual roles of community pharmacists in Alexandria. The next few pages 

give the details involved in the performance of both techniques.
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1. Questionnaire study

This involved distribution of a questionnaire to a large number of pharmacies. As 

stated earlier, the survey aimed to obtain background information that could describe the 

roles of pharmacists in the community. In addition, data about the selected pharmacy and the 

participant pharmacists were also sought.

Pharmacies were randomly selected throughout Alexandria using the General Index 

of Pharmacies produced by Alexandria Syndicate of Pharmacists (ASP 1993) as a sampling 

frame. Two-hundred and eighty-six pharmacies were randomly selected out of 1442 

pharmacies listed in the index. This sample size ensured that all regions of Alexandria were 

represented in the sample. The index classifies Alexandria into areas and provides a list of 

pharmacies operating in each area. Random selection was carried out by a non-arabic reader 

who ticked pharmacies from the lists provided.

The method below describes the following:

1.1. Development of the questionnaire

1.2. Content of the questionnaire

1.3. Conducting the study

1.4. Data processing and analysis

1.1. Development of the questionnaire

This was initiated by identifying the variables required and which could be analysed 

to describe the roles and activities of pharmacists in community pharmacies in Alexandria. 

This was followed up by the development of sets of direct questions. Possible responses were 

explored and listed to provide pre-categorised responses when required for some questions.

Guidelines for the development of a questionnaire were defined following reference 

to “Doing your research project: A guide for the first time researcher in education and social 

science” (Bell 1993), “Survey methods in social investigation” (Moser & Kalton 1979) and 

also other researchers’ experience in pharmacy practice research through related published 

studies. Both references gave useful examples of questions and words that should be avoided
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in developing a questionnaire: too long or double questions as the respondent may remember 

only part of the question and respond to that part, double-negative questions as they develop 

chance of confusion, presuming, hypothetical or offensive questions.

All the suggested questions were reviewed for clarity, meaning and validity. The 

purpose of the question, the outcome expected and method of analysis were discussed. The 

type of data required for the study allowed the use of mainly closed questions. This type of 

question has the advantage of being easier and quicker to answer and analyse. Because the 

questionnaire was written in English, the words were also checked for simplicity, ambiguity 

or imprecision. To eliminate any confusion or assumption some words were translated to 

Arabic and non-leading examples were added. Surveys via postal questionnaire lack the 

opportunity of researcher presence to clarify any ambiguity or eliminate confusion when data 

was collected.

In an attempt to maintain participants cooperation in completing all the questions 

asked, attention was paid to the layout and design of the form. As the type of the question 

permitted, the method of answering was kept consistent throughout the questionnaire.

The priority and importance of included questions were also checked simultaneously 

with their ordering and sequence. The questionnaire begins with easy, straightforward 

questions and moves on to less simple and more sensitive issues; for example all information 

about the characteristics and the size of the business or pharmacists’ views and opinions 

were not placed at the beginning of the questionnaire.

Three other colleagues (two of whom own and practise in community pharmacies) 

helped to evaluate the developed questionnaire. This evaluation aimed to spot problems, 

review clarity and wording of the questions (easy to understand, not leading, would mean 

the same to all respondents) and to give an opinion about the questionnaire (appearance, 

layout, ease to follow).

The questionnaire was revised and printed. Copies were developed on stationery 

displaying the logo of the Faculty of Pharmacy, University of Alexandria*. It was believed 

this would promote the trust and cooperation of the participants.

1 This applies to all printed matter sent to participants throughout the studies conducted in the
thesis
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1.2. Content of the questionnaire

A copy of the questionnaire form is enclosed in Appendix 3. The questionnaire began 

by an introduction addressed to the participant. It gave instructions to the respondents 

showing how to answer the questionnaire, informed them briefly about the type of 

information, the importance of completing it and answering all the questions included. They 

were also assured about the confidentiality of the information and invited to contact the 

researcher for any information about the study. The questions covered the sections below:

Section one Information gathered about the pharmacy

a. Demographic location of the pharmacy (type of area, the street, abundance of other 

pharmacies, hospitals or clinics and characteristics of clients)

b. Business characteristics of the pharmacy (opening hours, days closed, number and 

qualifications of pharmacy staff)

c. Age of the pharmacy

It has been reported that the contribution of community pharmacists to healthcare and 

the extent of their roles, may depend on the location of the pharmacy (Smith 1989). It may 

be expected that clients’ needs at community pharmacies and the extent of each need can 

vary with the nature of the area, the location of the pharmacy and its proximity to other 

health centres. This could have implications for pharmacists’ practice and their views about 

their roles or aspects of their work.

Section two Information gathered about the respondent pharmacist

a. Year of graduation

b. Position in the pharmacy

c. Beliefs and feelings (their perceptions, their satisfaction with public views, 

aspects of work they like the most and the least, ways they keep their 

knowledge up-to-date)

Section three Information was sought on services available in the pharmacy 

Respondents were asked to give an estimated number of people who visit the pharmacy in
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the morning and in the afternoon, requesting each of the health services listed in the 

questionnaire. These health services included:

a. Dispensing a physician's prescription

b. Dispensing a health insurance prescription

c. Re-dispensing a prescription previously dispensed

d. Dispensing an OTC medicine

e. Asking the pharmacist's recommendation for a suitable product for minor cases

f. Seeking advice on health for baby, child and adult

g. Injection administration

h. Compounding preparation,

e. Other services not listed above.

1.3. Conducting the study

Every effort was made to obtain as high a response rate as possible. According to 

Oppenheim (1992) better response rates may be achieved by advance warning (to inform the 

selected participants about the study in advance and invite them to participate), explanation 

of selection, how they had been chosen to participate and informing about sponsorship of the 

study which in some cases could be a powerful motivator. The appearance of the envelope 

sent and how professional it looks, the paper quality used, printing and the general layout 

could all affect the response rate. When addressed to the respondent personally, with a stamp 

on and not commercially franked, it can have a better chance of being opened and read. 

Inclusion of a stamped addressed return envelope can motivate respondents by reducing the 

effort / work in returning it. Confidentiality, anonymity of data and assurance that no one 

except the research team could access the information - that it was impossible for the 

respondent to be identified, was also a key factor. A reminder letter, although adding extra 

cost to the study also making respondents consider how they are traced and the promised 

confidentiality, could be considered to obtain higher response rates. Finally, most 

importantly, the topic selected, its relevance and importance to the participant, is the main 

key to achieving a high response rate. Approaches used in this study considered the above 

recommendations as follows.
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1.3.1. Telephone calls

Out of the selected 286 pharmacies, 226 of them had a contact telephone number 

listed in the sampling frame used (ASP 1993) and a sample of them (126 pharmacies) were 

telephoned. The call aimed to inform the pharmacist about the study (purpose and method), 

introduce the researcher, the supervisors and the institute responsible. They were told about 

the data required and were assured about the confidentiality of the information given. The 

name and the work address of the researcher was given for further information if needed.

63 of them were reached: 62 agreed to participate and return the questionnaire 

completed and one refused to take part in the study. In 14 other cases, there was no 

pharmacist present at the time of the call with whom to speak. The remaining 49 could not 

be reached by the telephone (13 wrong telephone number, 36 there was no answer). Later 

stages of the study revealed that 9 of them had closed and were not operating any more.

1.3.3. First distribution of the questionnaire

A questionnaire form, covering letter and a stamped addressed empty envelope for 

return were sent by post to the selected pharmacies. The package was weighed in the post 

office for appropriate stamping. This was to avoid technical problems that could hinder 

mailing and/or affect the response rate. The address of the sender was added on the posted 

envelope for return in case it was not delivered. A total of 285 envelopes were posted to the 

selected pharmacies.

In the covering letter (enclosed in Appendix 4) the researcher and the supervisors 

introduced themselves to the participant pharmacists, explained the purposes and aims of the 

survey, conveyed its importance and assured total confidentiality and anonymity of 

responses. An emphasis was made on the importance of obtaining representative results. 

Participants were also informed about the second stage of the study.
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1.3.3. Follow-up of participants

As a large number of non-respondents renders the sample unrepresentative and can 

seriously bias the results, follow-up would greatly increase the value of the study enabling 

more accurate generalizations. Once the questionnaire was distributed, the follow-up plan 

was to send a reminder letter for non-respondents and a thank you letter for respondents 

(shown in Appendices 5 & 6, respectively). However, in the follow-up calls made to check 

if they received the questionnaire many claimed not to have received it. If the questionnaire 

has not been delivered to a pharmacy, this could possibly be due to an inaccurate pharmacy 

address entry in the sampling frame (ASP 1993) and/or inefficient post service. This led to 

the decision of replacing postal contact by telephone calls and hand delivery.

Reminder calls were then made to those pharmacies who had not returned the 

questionnaire after two weeks from the first mailing and could be contacted by telephone. 

This involved 168 pharmacies (the remaining had no telephone listed to be contacted): 27 

pharmacists promised to complete and return it, 20 others claimed they had already 

completed and sent it by post, 65 claimed not receiving it, 2 had lost it and one refused to 

take part. In 4 cases, no pharmacist was present at the time of the call to speak to, in 5 cases, 

the pharmacist who received the questionnaire was away for a trip or holidays. The 

remaining 44 pharmacies could not be reached through the telephone (wrong numbers in 18 

cases, no answer in 26 cases).

1.3.4. Second distribution of the questionnaire

Because of the inefficiency of the postal service, all non-respondent pharmacies 

should be visited in person when the questionnaire could be delivered and collected later by 

hand. The courier would drive around a selected district or follow a planned route calling at 

non-responding pharmacies, and those who claimed not to receive it. There were fifteen 

pharmacies which were located far away, expensive for a courier visit, had no telephone for 

contact and their areas were represented by others respondents, these were excluded from
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the second delivery. This delivery targeted the remaining pharmacies’ (numbered 174).

Estimated costs were discussed and agreed by those responsible and further 

questionnaires with a covering letter (Appendix 7) were delivered and collected again by a 

courier a few days later. Participants were told about the inefficiency of the post service and 

the intention to collect the questionnaire when completed by courier.

1.4. Data processing and analysis

Each question was labelled for its variables, coding frames were developed and data 

were coded for entry into a Statistical Package for the Social Sciences (SPSS/PC+ 1983, 

1990 & 1996). Analysis was performed for frequencies and descriptive statistics. In cases 

of questions with no pre-categorised answers, responses obtained were translated, responses 

with common issues were grouped and computed for frequencies.

 ̂ S ince 75  com pleted questionnaires w ere returned out o f  the 285 pharmacies included, another
20  had closed  dow n, 15 were excluded from the fo llow -up  (located far aw ay), one the 
pharmacist refused to take part (when reminded).
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2. Observation study

This involved visiting pharmacies in different parts of Alexandria and collecting the 

required data by observation. The observation aimed to record activities happening in 

community pharmacies in Alexandria. This would provide a description from real life 

practice of the roles of community pharmacists and their contribution to primary health care.

Pharmacies randomly selected for the questionnaire and which returned the 

questionnaire (or claimed they already sent it at the follow up stage) and could be contacted 

by telephone were taken as a sampling frame. One representative pharmacy was selected 

from each of the different areas of Alexandria. The size of the sample and duration of the 

study-visit were determined using the questionnaire findings as guidance.

The method presented below discusses the following:

2.1. Selection and training of observers

2.2. Conducting the study

2.3. Data processing and analysis

2.1. Selection and training of observers

Observers were pharmacy students who had completed at least two years of their 

under-graduate pharmacy education. In fulfilment of the University requirements, the third 

year students must undertake vacation experience in a community pharmacy. In fulfilment 

of our study needs, it was important that the participant student had a training period and 

experience in community pharmacy practice. This was to ensure that the observer would be 

knowledgeable of different trade names of drugs available in the pharmacy. This would 

enable quicker, more accurate and relevant observation especially when a drug was 

prescribed, recommended or requested by name during the study visit.

Student members of the ASPSA (Alexandria Scientific Pharmacy Students’ 

Association) in the Faculty, involved in seminars and related activities were approached. 

Fourteen of them agreed to attend training sessions and collaborate in the observation study. 

Training was to ensure that relevant and valid data would be collected with good inter and
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intra-observer reliability. Students were trained in observation techniques and accurate 

recording. During this training period, the objectives of the research and methods involved 

were explained and discussed.

The training included a role-play session where the researcher with another colleague 

acted as pharmacist and client, while students were asked to write down the interaction 

occurring: what was said (questions, information, advice) exactly as spoken (without 

interfering by personal opinion, view or using a third person to describe the content) and 

what was seen (prescriptions, drugs). The dialogues recorded were reviewed against the role- 

play and checked for reliability.

Students were provided with an observation form (record sheet) and observer note 

(shown in Appendices 8 & 9). The form was to be completed for every client visit to the 

pharmacy during the observation period. It constituted a section to complete information 

about the pharmacy (name, location, number of pharmacists working) and another to record 

the observed case including record of the approximate age and sex of the client. The observer 

here has to make sure to record the name(s) of the product(s) involved in the interaction. A 

third section was to record additional information, when possible, such as who the client 

spoke to, was the consultation with the patient or a representative, what was the relation of 

the representative to the patient and the service(s) involved in the observed case.

The observer note included a reminder of the aim of the study, method and 

information needed for the research. Emphasis was made on the importance of visiting the 

pharmacy at the time agreed with the pharmacist and during the period specified, to record 

the interaction occurring word for word and exactly as spoken. Observers were advised to 

be positioned near the place where conversation was likely to occur so that the exact 

consultations could be overheard.

2.2. Conducting the study

Two-three hour study-visits were made to each of 25 pharmacies at different times 

and days. Visits were preceded by telephone calls to inform the pharmacist about the study, 

to ask them to take part and to arrange for the time and date of the visit. The calls also 

allowed explanation of the method of collecting the data which should not affect the business 

or hinder the activity in the pharmacy, to assure confidentiality of data processing and the
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anonymity of participants - no pharmacy or pharmacist's name would be or could be 

identifiable from the results. Pharmacists were given the name of the observer supposed to 

visit.

After the first three-hour-visit and before the second, observers were telephoned to 

check in case any difficulty was encountered. In the case of observers visiting more than one 

pharmacy, their experience with the first pharmacy was discussed before visiting a second 

and the observation instructions were reviewed. Follow-up of observers all through the study 

and monitoring of difficulty or ease, gave the opportunity to encourage the observers with 

their work, which maintained their interest and sincerity.

2.3. Data processing and analysis

Unlike the questionnaire study, all data collected from the observation was in Arabic; 

hand written by the observers. Analysis in this case was preceded by translation of half the 

observed cases. To initiate the analysis process, a random sample of data was read and 

discussed regarding how to describe the content of the case involved. This resulted in 

identification of variables and the development of a coding frame for each. At the first stage 

of analysis, all data were coded for the services requested or offered and drugs involved in 

the interactions. Further detailed analysis was carried out on the health problems presented 

to the pharmacy staff and recommendations made. Data was coded and computed for 

descriptive statistics using the Statistical Package for Social Science (SPSS/PC+1983,1990,

1996).
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Results

The results presented below represent the data obtained from returned questionnaires 

and observation during two 3 hour study-visits in each of 25 pharmacies.

The results below illustrate data obtained on:

1. Questionnaire results

1.1. Response rate

1.2. Characteristics of the pharmacies

1.3. Information about the pharmacists

1.4. Pharmacy services

2. Observation results

2.1. Response rate

2.2. Services requested from pharmacies

2.3. Health problems and symptoms presented by clients and 

pharmacists’ recommendations and management of them

2.4. Pattern of drug supply to clients

3. The questionnaire results compared with the observation results
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1. Questionnaire results

1.1. Response rate

Two hundred and eighty six pharmacies were approached for the study, although, 44 

were found to have closed down (20 found after the first distribution, 24 after the second) 

and 15 excluded from the follow-up (no telephone to contact them and expensive to visit). 

A total of 227 pharmacies were then included in the study and its follow-up, following the 

initial mailing, 75 completed questionnaires were returned, following the second distribution 

73 questionnaires were received resulting in final response rate of 65% (148/227).

Concerning the remaining 79, one refused to take part in the study when telephoned 

before the distribution of the questionnaire, one refused to complete it when reminded. After 

the second distribution (hand delivery), 3 pharmacists claimed they had lost the 

questionnaire, 8 refused to receive it and 66 did not respond. Financial constraints prevented 

further follow-up and revisiting of pharmacies.

1.2. Characteristics of the pharmacies

1.2.1. Location of the pharmacy

As illustrated in Table 1, the majority described their area to be residential (busy or 

quiet), two-thirds of them are located on a main street, whHe the remaining are in an inner 

region. In terms of proximity to any other health centres (hospitals or clinics), according to 

Table 2 results, except for 9 who reported not to be close to any, a remaining 138 reported 

they are. Of the latter, a significant majority are close to private clinics. Fewer pharmacies 

were close to public health facilities (clinics or hospitals).

1.2.2. Age of the pharmacy

Many pharmacies were long-established: 75.1% (110/148) had been open for at least 

10 years, 36.3% (53/148) had been open for more than 20 years. Less than 1% (1/148) had
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Table 1: Location of the pharmacy

Location Number of pharmacies Percent of pharmacies

Area (n=143)
- busy residential 43 30.1
- quiet residential 39 27.3
- shopping centre 20 14.0
- centre of the city 15 10.5
- suburban 11 7.7
- offices area 2 1.4
- other type areas “ 13 9.1

Street (n=146)
- main street 100 68.5
- inner region 46 31.5

a) One case reported for each: Popular, quiet, residential (busy 4  months and quiet 8 m onths), normal 
residential, residential & centre o f  city, shopping & busy residential, shopping & in the centre o f  the city, 

shopping & offices  area, shopping, o ffices & residential. U nspecified  in 4  cases.

Table 2: Proximity of pharmacies to other health centres

Health centres Number of 
pharmacies 

(n=147)'

Percent of 
pharmacies

Number of health centres

Min Max

Private
- clinics 121 82.3 1 50"
- hospitals 59 40.1 1 4

Public
- clinics 32 21.8 1 3
- hospitals 30 20.4 1 4

Health Insurance
- clinic 39 26.5 1 3
- hospital 18 12.3 1 2

Pharmacies 145 100.0 1 60"

a) 145 in case o f  pharmacies
b) 33% are c lo se  to 5 or more

c) 56.6%  are c lo se  to 1-4 pharmacies, 30.2%  close  to 5-6  and 13.2% clo se  to 7 and more.



PART I: Results

64

been open less than 2 years.

1.2.3. Opening hours

64.0% (94/147) of pharmacies remained open for the whole day without a break, 

approximately 11-12 hours. Other 36.1% (53/147) took a few hours break (lunch, usually 2 

to 3 hours). During the week, 35.2% (51/145) were open 7 days a week, 3.5% (5/145) closed 

for half a day. 61.4% (89/145) closed for one day per week (usually Friday and sometimes 

Sunday).

1.2.4. Non-pharmacists staff in the pharmacy

79.7% (118/148) had a permanent assistant working in the pharmacy. 42 of them had 

more than 2 assistants (9 of them had more than 5).

1.3. Information about the pharmacists

1.3.1. Pharmacists’ thoughts and satisfaction with the public view of their roles

51.4% (74/144) of pharmacists thought they are considered by the public as both a 

professional and a business person, for another 44.5 % (64/144) this was as a professional. 

A minority, 4.2% (6/144) reported it as a business person. Looking at their satisfaction with 

the public view of their roles, the majority (101/141) were satisfied.

Comparing the results between pharmacists who thought they are considered a 

professional person with those who reported business person or both (professional and 

business as well), and their satisfaction with the public view, the Chi-square test (p<0.025) 

indicated a significant association, those who reported professional person included more 

pharmacists satisfied with the public view than those reported business person or both.
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1.3.2. Aspects of work enjoyed most and liked least

Table 3 details aspects of work pharmacists enjoy the most. 216 responses were 

obtained from 140 respondents (50 gave 2 responses, 12 gave 3 responses and 1 gave 4 

responses). As the results of the table illustrate, the highest percentage enjoy recommending 

over-the-counter products and compounding.

On the other hand, when asked about aspects of work they like the least, 94 

responses were reported in 80 questionnaires (10 gave 2 responses and 2 gave 3 responses). 

As indicated in Table 4, administration and management are on the top of the list, followed 

by recommending over-the-counter products then compounding.

1.3.3. How pharmacists keep their knowledge up-to-date?

With the assumption this question made in that respondents keep their knowledge up- 

to-date, responses have limited value, as will be discussed later. Reading and experience 

were reported by 111 and 103 respondents, respectively. In addition, discussions with 

physicians and medical representatives were source of knowledge to 77 and 76 pharmacists, 

respectively. Attending courses, reading pamphlets or T.V. programmes were reported by 

17.

1.4. Pharmacy services

Estimates made by pharmacists of the number of clients who seek the pharmacy for 

various services are summarised in Figures 9-11. The figures illustrate the percentage of 

pharmacies versus reported estimated number of clients for different services (Figures 9-11). 

Table 5 provides description of the results.

Figures 9 (A, B & C) represent the estimated number of clients who go to the 

pharmacy per day for a private or a health insurance prescription to be dispensed and to have 

re-dispensed a product that had been supplied on a prescription before, respectively. In the 

three figures, the highest percentage of pharmacies was found to receive between 11 to 20 

clients for such services. The high percentage of pharmacies which do not receive any clients 

for health insurance prescription (government) dispensing could be because such
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Table 3: Aspects of work pharmacists “ reported liking the most

Aspect of work liked the most Number of 
responses

Percent of 
responses

Making a recommendation for
over-the-counter product/product for minor ailments 63 31.7
a product & follow-up the case of the patient 3 1.5

products for people who don’t trust physician ' 2 1.0

Compounding 63 31.7

Administration, management and business 43 21.6

Giving advice
on health care 7 3.5
to see a physician 2 1.0
on dose regimen and check they understood 1 0.5

Dispensing prescriptions 9 4.5
Dealing with the public 3 1.5
First AID 1 0.5
Wound dressing 1 0.5
Being in the pharmacy 1 0.5

Total 199 100.0

(Not reported: 8 cases)

a) T w o hundred and sixteen responses w ere obtained by 140 respondents (8 did not report any). Ten o f  them  
reported they like all aspects o f  their work w hile another 7 claim ed they do not like any. The remaining 

199 responses are listed in the Table.
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Aspect of work liked the least Number of 
responses

Percent of 
responses

Making a recommendation for
over-the-counter product or product for minor ailment 14 17,72
product for people who do not trust their doctors 1 1,27

Management and business as a whole 15 18,99
Dealing with taxes and paper work 6 7,60
Counting and reviewing health insurance prescription 4 5,06
Dealing with companies to return products 2 2,53
Check and follow-up of expiry dates 1 1,27
Checking stocks and preparing orders to companies 2 2.53

Compounding 10 12,66

Working until late 1 1,27

Dispensing Health insurance prescription 1 1,27
Dispensing prescription 1 1,27
Extra-medication on a prescription because of friendship 

between some physicians and medical representatives 1 1,27
Presence of many trade names and problems caused with 

physicians about different substitutes 3 3,80

Selling cosmetics or baby’s products 3 3.80
To be a salesman; selling products without advice or 

handing products out of the shelves 2 2,53

Giving advice on health care 1 1,27
Giving injections 1 1,27
Dressing wound 1 1,27

Dealing with public 1 1,27
Dealing with people asking for prohibited drugs 1 1,27
Dealing with people who do not understand easily 1 1,27
Insistence of clients to get advice or product for a 

complaint that needs medical examination 2 2,53
Being unable to help people can not afford to pay for 

their medicines 2 2,53
The decline in the role of pharmacists 2 2,53

Total 79 100,05

a) N inety four responses w ere obtained by 80 respondents (68 did not report any). Three o f  them  claim ed they 
do not like any aspects o f  their work w hile 12 reported they like all. The remaining 79  responses are listed  

in the Table,
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Estimated number of clients in each pharmacy per day

Figure 9: Estimated number of clients who go to the pharmacy per day: 
(A) for dispensing of a private prescription, (B) for dispensing of a health 
insurance prescription and (C) to re-dispense a product that had been 
supplied on a prescription before.
N ot recorded cases: 8, 29  and 39 for (A ), (B ) and (C), respectively.
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pharmacies do not have an arrangement with the government to offer this service.

Figures 10 (A, B & C) show the results obtained in the case of requests for over-the- 

counter medicines, the pharmacist’s suggestions for a product for minor ailments and for 

advice about the health. The highest percentage of pharmacies receive between 6-10 clients 

requesting the pharmacist’s recommendation for a product, advice on the health of a baby 

or a child. In cases of requests for over-the-counter medicine and advice on the health of an 

adult, the range increased to 11-20 clients.

Figures 11 (A, B & C) illustrate the estimated number of clients who go to the 

pharmacy for injection administration, for a compounded pharmaceutical product, for 

pregnancy testing and wound dressing. The number of clients reported to seek these services 

varies greatly between pharmacies. The percentage of pharmacies receiving no clients was 

higher for these services than others illustrated in Figures 9 & 10.

Table 5 gathers the mean, median and minimum and maximum values for the data 

obtained. For all the listed services, the mean number of clients is higher for the afternoon 

period than the morning. A wide variation between the minimum and maximum values is 

observed: compounding pharmaceutical products was not a common service in the majority 

of pharmacies (over half reported zero or one item per day), however, there were a few 

pharmacies for which this activity was high. Comparing the median, the value obtained for 

clients visiting the pharmacies for over-the-counter sales was seen higher than having a 

prescription or any other service..

In addition to the services listed in the questionnaire, blood pressure measurement 

and sugar level testing were reported by 25% (37/148) and 11% (16/148) of respondents, 

respectively. Stitching wounds, explaining medical reports, performing sensitivity tests and 

first aid were also stated, each on one occasion.

Whether the pharmacy is located in a residential area or a business type area, is 1 or 

20 years old, the extent of services reported is compared in Tables 6 & 7. However, the 

results obtained should not be extrapolated to achieve any generality. The design of the study 

does not allow identification of confounding factors. The location of the pharmacy or its age 

cannot be considered the only variables to affect pharmacy services.

Table 6 compares the results obtained for residential areas and business areas. The 

Mann-Whitney statistical test (p<0.05) indicated a significant relationship between the 

number of clients reported to visit the pharmacy having a private prescription, requesting a
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Figure 10; Estimated number of clients who go to the pharmacy per day:
(A) for over-the-counter medicines, (B) for the pharmacist's recommendation 
for a product and (C) for advice on the health of a baby, a child and an adult 
according to the legends shown.
Not recorded cases: 15 and 16 for (A ) and (B ), and 20, 16 and 12 for the legends shown  
respectively in (C).
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(C)
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Estimatednumber of clients in each pharmacy

Figure 11: Estimated number of clients who go to the pharmacy per day for 
injection administration (A) and compounded pharmaceutical product (B) 
or per month, for pregnancy testing or per week, for wound dressing (C).
Not recorded cases: 16 for (A ), 34 and 27 for legends shown in (B ) and 7, respectively  
and 6 for legends shown in (C), respectively.



Table 5: Number of clients visiting the pharmacy for each of the listed services

Services Mean number of clients (max-min) Median Mode (per day)

(per day)

per morning per afternoon per day

For dispensing of a private prescription 8.5, (50-0) 19.0, (100-0) 27.5, (120-0) 20 15, corresponds to 14 pharmacies

For dispensing of a HI® prescription 6.3, (50-0) 6.5, (40-0) 12.8, (120-0) 8 0, corresponds to 13 pharmacies

For a product previously supplied on prescription 8.8, (100-0) 13.9, (200-0) 23.0, (300-0) 15 30, corresponds to 13 pharmacies

For over-the-counter medicines 14.4, (100-1) 21.6, (200-1) 36.0, (300-2) 25 30, corresponds to 16 pharmacies

For pharmacist’ recommendation of a product 8.2, (50-0) 11.5, (50-0) 19.7, (100-0) 15 30, corresponds to 14 pharmacies

For advice on the health of a baby 4.9, (30-0) 6.6, (40-0) 11.5, (60-0) 10 10, corresponds to 24 pharmacies

For advice on the health of a child 5.3, (30-0) 7.3, (50-0) 12.6, (70-0) 10 10, corresponds to 26 pharmacies

For advice on the health of an adult 6.8, (50-0) 8.7, (50-0) 15.5, (80-2) 12 10, corresponds to 18 pharmacies

For injection administration 4.4, (20-0) 8.8, (50-0) 13.3, (70-0) 10 0, corresponds to 29 pharmacies

Compounding pharmaceutical products

suggested by the pharmacist 1.1, (10-0) 1.6, (20-0) 2.7, (30-0) 1 0, corresponds to 53 pharmacies

prescribed by a physician 1.7, (40-0) 2.8, (70-0) 4.5,(110-0) 2 0, corresponds to 29 pharmacies i
?

a) R efers to “Health Insurance”. N ot all pharmacies in Alexandria have a contract to dispense health insurance (governm ent) prescriptions.

« - jto



Table 6: Estimates of demands from pharmacies reported to be located in the areas listed below.

Services per day ^
Statistical description of estimated number of clients visiting pharmacies reported to be in

the areas listed for the services listed

residential type area ^ (n=99) business type area (n=40)

mean median min-max mean median min-max

For dispensing of a private prescription **
For dispensing a health insurance (government) prescription

25
12

20
9

0-120
0-70

35
16

27
10

2-120
0-60

For a product previously supplied on a prescription ** p=® °̂ ^ 19 14 0-90 33 20 0-300

For over-the counter products 35 25 2-300 40 30 9-250

For pharmacist’s recommendation of a product ** 19 13 0-100 23 20 4-100

For advice on the health of a baby 
For advice on the health of a child 
For advice on the health of an adult ** p=° 025

12
12
14

10
10
12

0-60
0-70
2-80

12
13
19

10
10
15

0-60
2-40
4-60

Compounding pharmaceutical product
- suggested by the pharmacist
- prescribed by a physician

3
5

1
2

0-30
0-110

2
4

0
4

0-15
0-15

Other services
- injection administration
- pregnancy testing
- wound dressing

13
2
7

10
0
4

0-70
0-40
0-50

14
3
6

10
0
0

0-40
0-40
0-30

a) Except in cases o f  pregnancy testing and wound dressing w hich are per month and per w eek data respectively.
b) Quiet, busy or suburban
c) O ffice type, shopping centre and centre o f  the city  
**p: Significant relationship detected  (p<0.05).

U)



PART I: Results

74

product previously supplied on prescription, asking for the pharmacist’s recommendation for 

a product for minor-ailments or for an advice on the health of an adult and both area types.

Table 7 shows the results obtained for the estimated number of clients for pharmacies 

established 5 years ago or less and 10 years or more. Statistical testing performed using the 

Kruskal-Wallis test (p<0.025) detected significant relationships between the age of the 

pharmacy (values not categories) and the estimated numbers for clients having a private 

prescription, requesting the pharmacist’s recommendation for products, seeking advice on 

the health of a baby and a child and injection administration.



Table 7: Estimates of demands from pharmacies reported had been established 5 years or less and others 10 years or more.

Services per day “
Statistical description of estimated number of clients visiting pharmacies

had been established 5 years or less had been established 10 years or more

mean median min-max mean median min-max

For dispensing of a private prescription ** p=® ̂ 19 15 6-40 31 25 2-120
For dispensing of a health insurance (government) 
prescription

5 0 0-25 14 10 0-70

For a product previously supplied on a prescription 22 18 2-70 24 15 0-300

For over-the counter products 26 18 7-75 41 30 4-300

For pharmacist’s recommendation of a product ** p=oooo 19 14 3-70 22 15 0-100

Advice on the health of a baby ** 6 5 0-10 13 10 0-60
Advice on the health of a child ** p=® 9 7 3-40 14 10 1-70
Advice on the health of an adult 11 10 3-20 16 12 2-80

Compounding pharmaceutical products
0-30- suggested by the pharmacist 2 2 0-7 3 1

- prescribed by a physician 4 3 0-18 5 3 0-110

Other services
- injection administration ** p=® 12 12 0-25 15 10 0-70
- pregnancy testing 4 0 0-40 2 0 0-40
- wound dressing 6 5 0-30 7 2 0-50

I
S’

a) Except in cases o f  pregnancy testing and wound dressing w hich are per month and per w eek data, respectively, 
**p: Significant relationship detected (p<0.025). ■ « j
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2. Observation results

2.1. Response rate

Twenty-five pharmacies were selected for the study. When pharmacists were 

telephoned and asked to take part, two pharmacists did not wish to participate and a third 

strongly wished to involve a student known to the pharmacy instead of our trained observer. 

These were replaced by another three from the same area. When the observer visited the 

pharmacy, two pharmacists changed their mind about the observation and a third wanted to 

be interviewed rather than observed. When the observation started, one pharmacist disliked 

the student recording the details of the conversation and refused to continue. Thirty-two 

pharmacies were approached to obtain 25 pharmacies in the study. A response rate of 78%.

2.2. Services requested from pharmacies

A total of 1066 interactions involving 1011 clients occurred during two 3 hour study- 

visits made to 25 pharmacies. This corresponds to an average of 43 such cases per pharmacy 

during the 6 hours of study-visit, or 7 per pharmacy per hour. The maximum number of 

interactions in any pharmacy was 134 and the minimum was 10.

Table 8 shows the type and frequency of services requested from pharmacies during 

the two 3 hour study-visits . The highest percentage of cases (51 %) was for sales of products 

requested by name. Comparison of results among pharmacies is illustrated in Appendix 10.

2.2. Health problems or symptoms presented by clients and pharmacists’ 

recommendation for management

A separate analysis of the health problems and symptoms for which advice was either 

volunteered by the pharmacist or requested by clients was conducted. This included cases 

in which the client asked for a named product and advice was given (45 cases), the client 

requested the pharmacist’s recommendation for a suitable product (121 cases) and 23 cases



Table 8: Services requested from 25 pharmacies during two 3 hour observation-studies

The service requested Total Number of cases (%) Median per 
pharmacy in 6hr

Range 
min max

Dispensing
- private prescription
- health insurance prescription

172 (16) 
33(3)

5
1

1 25 
0 8

Sales
- of products requested by name by client (no advice given)
- of products requested by name by client and for which some 

advice was given

538 (51) 

45(4)

15

1

5 71 

0 6

Advice requested by client and product was sold / the 
pharmacist’ recommendation for a product for a particular 
ailment 121 (11) 4 0 12

Requests for other health services of which:
- advice or information on symptoms or drug use (no sale)
- administration of injection
- wound dressing
- measuring blood pressure

23
24 
3 
2

52(5) 1 0 7

Sales of non-drug product 86(8) 2 0 19

Request for address of physician 10(1) 0 0 7

Miscellaneous ^ 9(1) 0 0

Total 1066 (100)

I
S’

a) Included requests where client asked to refund or exchange a product, about the price o f  a product, to see the manager o f  the pharmacy and i f  they measure blood  
pressure in the pharmacy.



PART I; Results

78

of advice on symptoms or drug use where no sale of products occurred (Table 8). The main 

categories of clinical problems obtained from the analysis are illustrated in Figure 12 and 

details listed in Table 9.

2.2.1. Respiratory symptoms and headaches

This included 39 cases. Eight clients requested products for common cold and a 

further two for influenza. The products supplied were combinations including two or more 

of an analgesic / antipyretic, sympathomimetic, antihistamine and Vitamin C. Such 

combinations are known in pharmacies as “common cold combinations”. When the 

recommended product was supplied, on one occasion, the patient who reported influenza 

symptoms was also advised to take plenty of fluids and bed-rest, and on another occasion, 

the pharmacist asked the age of the patient and if s/he was hypertensive before supplying 

Contac® (phenylpropanolamine & isopropamide).

Eight clients presented with headache. In 3 cases, the client was supplied Novalgin® 

(dipyrone), in 2 cases Rivo® (acetyl salicylic acid), in 2 cases Optalidon® (propyphenazone, 

butalbital & caffeine) and in one case Ketofen® (ketoprofen). As the interactions recorded 

during the observation indicated, no additional questions were asked or advice given.

Seven clients requested products for sore throats, two of these clients specifically 

requested an antibiotic. In 4 cases antibiotics were dispensed and in the other cases, lozenges 

or analgesics were given. Antibiotics were also recommended and supplied to the 4 cases of 

tonsillitis.

In cases reporting coughs (7 cases), before a product was given, it was established 

whether or not the patient was producing mucus. However, the discussion did not extend 

beyond this and in all cases a cough product was supplied. Various products were dispensed 

containing combinations of expectorants, mucolytics or/and antihistamine. These products 

were Bisolvon® (bromohexine), Bronchistal® (ammonium chloride, chlorpheniramine, 

ephedrine & guiaphenesin), Toplexil® (oxomemazine, guiaphenesin & paracetamol) and 

Actifed® (dextromethorphan, triprolidine & pseudoephedrine).

For two clients presenting with fever, Novacid® (dipyrone) and Paramol® 

(paracetamol & dihydrocodeine) were given.
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Figure 12: Problems & symptoms presented by clients during two 3hour 
observation study in 25 pharmacies (n=189)
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Table 9: Detailed breakdown of symptoms and problems presented by clients to pharmacists 
and for which an advice was given or products recommended by the pharmacists.

Symptoms and problems presented by the clients Number of cases Percent

Respiratory tract problems
- common cold / runny nose
- headache
- sore throat
- tonsillitis
- cough with mucus
- dry cough
- fever
- flu
- breathing difficulty 
Skin / hair problems
- infection
- inflammation
- wound
- bums / sunburn
- hair infestation
- hair loss
Gastro intestinal tract problems
- diarrhoea / vomiting / spasm
- constipation
- worms
- flatulence
- hyper-acidity 
General health / diet
- vitamins
- diet to lose weight
- appetiser
Oral / dental problems
- toothache
- mouth abscess
- oral hygiene
- concern about growth of infant’ s teeth 
Eye problems
- infection
- soreness
- injury 
About drugs
- dose / administration
- therapeutic use / effectiveness
- comparing different brands
- use in pregnancy
- sensitivity to product 
Miscellaneous
- urinary tract symptoms
- pain (unspecified)
- menstmal problems
- drowsiness
- vertigo
- sexual problems
- circulatory problem (unspecified)
- sleeping difficulty
- earache
- numbness in leg

Total

8
8
7
4
4 
3 
2 
2 
1

13
10
5 
3 
1 
1

25
2
3
1
1

6
3 
1

4 
2 
3 
1

6
1
1

19
10
6
2
1

3
3
2
2
2
2
2
1
1
1

39 20.6

33 17.5

32 16.9

10

10

38

5.3

5.3

4.2

20.1

19 10.1

189 100.0
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In one case with breathing difficulties, the client requested a product s/he described 

to the pharmacist which was found to be Kenacort® (triamcinolone) and asked what other 

action should be taken. The pharmacist recommended to go to a physician or a hospital for 

examination, and for the present, to use Kenacort®. No other cases with respiratory 

symptoms were referred to a physician or a hospital.

2.2.2. Skin problems

This included 33 cases. Symptoms of skin infection included boils, carbuncles, 

scabies, taenia, acne or black spots. Diagnosis of taenia and scabies was made by the 

pharmacist. Products supplied for skin infection included Icthammol ointment, Terramycin 

cream® (oxytetracycline & polymixin B sulphate), Taenia-Cure cream® (tolnaflate). Iodine 

salicylic paint, Ectomethrine ointment® (permethrin ), Eurax cream® (crotamiton ) and 

sulphur soap. Advice on general hygiene (daily hot bath, boiling cloth, avoid transmission 

of infection), to check the sugar level and not to use a prescribed product (phenol 95%) was 

provided with products sold to different clients.

In another 10 cases, symptoms of skin inflammation were presented (rash, allergy and 

inflammation). Advice and recommendations of pharmacists ranged from a referral to a 

dermatologist, stool analysis to Tavegyl® (clemastine fumarate), Kenacomb® cream 

(triamcinolone acetonide, neomycin sulphate, gramicidin & nystatin), Betaderm® cream 

(betamethasone valerate), Anallerge® tablets (chlorpheniramine maleate), Daktacort® 

(hydrocortisone & miconazole nitrate), Allergyl® syrup (chlorpheniramine maleate) and 

Calazol® lotion (calamine, antazolin, camphor, phenol and glycerol).

In 5 cases, wounds were involved, 3 of them asked the pharmacists’ recommendation 

about their cases and the other 2 requested a suitable antiseptic for an oozing leg and a 

wound. Products supplied were Mercurochrome, Chlorhexitol, Sofratol and an antibiotic. 

Requests for a suitable product for skin bums were made in another 3 cases. Calazol lotion®, 

Nivea milk and cosmetic cream were supplied.

In the last 2 cases, one involved hair infestation where Licid lotion® (tetramethrin & 

piperonyl butoxide) was supplied and the second was about hair loss in which the client was 

advised to continue applying a particular compound preparation recommended by the 

pharmacist.
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2.2.3. Gastro intestinal tract problems

Diarrhoea, vomiting and/or spasm constituted the most common gastro-intestinal 

problems presented. During the study-visits, 20 clients came to the pharmacy requesting a 

suitable product for, or advice on, the management of diarrhoea, vomiting and/or spasm. In 

10 cases the patient was a child under 12 years, 5 of these were under 3 years and 2 others 

under 5 years old. In one case, a stool analysis was advised before a drug was recommended, 

when diarrhoea was accompanied by skin rash, in the other 9 cases, a drug was supplied. The 

products supplied were Amrizole® (metronidazole) in 2 cases, Kapect® (kaolin & pectin 

combination) in 2 cases, and Diastop® (kaolin & calcium carbonate combination), Buscopan® 

(hyoscine), Cortigen B6® (cortisol extract), Spasmotal® (pipenzolate & phenobarbitone) and 

Enteroquine® suspension (di-iodohydroxyquinoline, phthalylsulphathiazole, sulphadimidine, 

kaolin, homatropine, bismuth carbonate, vitamins) were supplied in one case each.

2.2.4 General health & diet

There were 10 cases in which clients requested advice about vitamins and diet. Two 

of these wanted to lose weight and a third requested an appetite stimulant. In the former two 

cases, pharmacists recommended Bran products, and in the third case, the client was advised 

on diet and recommended Pizotifen; an appetite stimulant. One client, on a diet, but feeling 

lethargic, received dietary advice from the pharmacist. Six clients requested information 

about vitamins products, in these cases the advice of the pharmacists focussed on the dosage 

and administration of the products.

2.2.5 Oral & dental symptoms

In four cases the clients requested suitable analgesics for toothache, they were 

supplied Ketofen® (ketoprofen), Novalgin® (dipyrone), Glifanan® (glafenine) and 

Dentocalm® (benzocaine & clove oil). Mouthwashes were supplied in the cases involving 

oral hygiene. Two cases reporting an abscess were recommended to see a dentist.
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2.2.6. Eye problems

The results indicated 8 cases in which clients requested advice on the management 

of a particular eye problem. Six clients presented with sticky secretions in the eye, two of 

them were supplied Terramycin® eye ointment (oxytetracycline), another two were given 

Isomephenicol®, Mephenicol® eye drops (chloramphenicol), one was given both and one who 

had already been using Terramycin® eye ointment but claimed that the symptoms were still 

persisting, was recommended to use Amoxil forte®; oral amoxycillin in addition to the 

ointment. In all cases, advice was also given about use of the product or risk of spread of 

infection to other members of the family.

In one case of accidental injury, Prisoline® eye drops (naphazoline & 

chlorpheneramine) was sold. In another case, the client presented with sore eyes from 

excessive rubbing and requested an eye wash, the product name was not recorded.

2.2.7. Drug related advice

Thirty-eight cases of responding to symptoms presented and advised sales, included 

information about drugs. In 19 cases of them, this concerned dose and administration; when 

to take; before or after a meal, if the dose should be reduced, if the drug should be repeated, 

or how to take it. Products involved included Max-Flat® (dimethicone & silicone dioxide), 

Zaditen® (ketotifen), Aspocid® (acetylsalicylic acid), Altiazem® (diltiazem hydrochloride), 

Cardiket® (isosorbide dinitrate), Persantin® (dipyridamole), Spasmotal® (pipenzolate bromide 

& phenobarbitone). Solcoseryl jelly® (protein-free extract from the blood of calves), 

Tegretol® (Carbamazepine), Caladryl lotion® (calamine, diphenhydramine, camphor & 

glycerol), Hostacorten® (prednisone), Capoten® (captopril), Naprosyn® (naproxen), Natrilix® 

(indapamide), Sutrim® (trimethoprim & sulphamethoxazole), Ibiamox® (amoxycillin), 

Brufen® (ibuprofen) and Calcium tablets. Other products included oils: Almond oil, Chicorya 

oil and Castor oil. Unspecified products included products for pin worms, mouth wash, an 

antibiotic and soap for a fungal infection.

Another 10 cases involved clients’ enquiries to clarify therapeutic use and 

effectiveness of some products. These included Icthammol ointment, Melleril®(thioridazine), 

Nitroderm® (glyceryl trinitrate), Urosolvine® (piperazine hydrate, colchicine, atropine
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sulphate & sodium citrate), Tarivid® (ofloxacin), Cortigen B6® (suprarenal cortical extract 

& vitamin B6), Sutrim® (trimethoprim & sulphamethoxazole), “Common Cold Combination” 

(combination that includes two or more of an analgesic/antipyretic, sympathomimetic, 

antihistaminic and viatmin C) and Vicks® (oxymetazoline, menthol& eucalyptol).

In 6 other cases, the requests involved comparisons between different brands: 

Migrainil® (ergotamine,, meprobamate, phenobarbitone, caffeine & tocoferol) and Acupan® 

(nefopam), Coramine (nikethamide) and Cotesor® (heptaminol), Entocid® (di- 

iodohydroxyquinoline, phthalylsulphathiazole & streptomycin) and Streptophenicol® 

(streptomycin & chloramphenicol), Disflatyl® (dimethicone & silicone dioxide) and Flatidyl® 

(dimethicone) and Brinerdin® (reserpine, clopamide & dihydroergocristine) and another 

antihypertensive. Enquiries consisted of whether one is more effective than another, side 

effects and in one case, comparison was between different forms; Nigella Sativa tablets or 

solution.

Suitability of products for pregnancy was checked for a prescribed Folone ampoule® 

(oestradiol benzoate) and for safety of antibiotics. Sensitivity to penicillin was raised in one 

case requested Penadure ampoule® (long acting penicillin).

2.3. Pattern of drug supply to clients with and without prescription

The total number of drugs supplied in 150 hours of observation was 1174. As Table 

10 illustrates, 59.6% of the total number of products were requested by patients/clients, 

another 40.4% were accepted with professional advice; physician’s prescription or 

pharmacist’s recommendation.

Two hundred and five prescriptions were presented, 172 were private prescriptions 

and 33 were health insurance prescriptions. Half of the prescriptions were for more than one 

item; the mean number of items per prescription was 1.6. Moreover, 15% of clients without 

prescriptions purchased more than one item.

All drugs supplied during the observation were categorised according to therapeutic 

groups listed in the Egyptian Index of Medical Specialities (The Ministry of Health 1986-87) 

in conjunction with the Therapeutic Index of Available Drugs in the Egyptian Market (The 

Ministry of Health 1992) as will be presented below.
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Table 10: Drugs supplied from 25 pharmacies during two 3 hour observation-studies

Type of supply Number of drugs Percentage of drugs

Prescription from physician 329 28.0

Recommended by the pharmacist 145 12.4

Request for particular product by clients 700 59.6

Total 1174 100.0
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2.3.1. Anti-infective products

A total of 232 anti-infective products were dispensed. This accounts for 19.8% of all 

items. Of these 232 items, 35.8% were on prescriptions, 50.4% were requested by clients by 

name and 13.8% were recommended by the pharmacists during the study (Table 11). Further 

analysis of the results showed that 23.7% of the prescriptions for anti-infectives included 

more than one anti-infective product and five clients requested two different anti-infective 

products.

2.3.2. Analgesic, antipyretic & non-steroid anti-inflammatory products

A total of 190 analgesic preparations were dispensed; accounting for 16.2% of all 

items supplied. Of the 205 prescriptions presented in pharmacies, an analgesic was on 40 of 

them. Of these 190 items dispensed, 25.3% (48/190) were prescription items, 14.7% (28/190) 

were pharmacists’ recommendations and 60.0% (114/190) were requested by clients.

As detailed in Table 12, simple analgesics containing acetylsalicylic acid, dipyrone 

or paracetamol comprised 45% of all analgesics. In 31 cases dipyrone containing products 

were supplied, dipyrone was the sole ingredient in the product supplied in 21 cases. With 

regard to paracetamol containing products, in 6 of the 20 cases, the product contained 

Propyphenazone & Caffeine as well. For 16 cases, the product supplied also contained 

Phenobarbitone.

A further 35.8% of supplied analgesics were Non-Steroidal Anti-Inflammatory Drugs 

(NSAIDs); amounting to 6% (68/1174) of all items supplied during the observation. Nine 

different NSAIDs were dispensed.

Other analgesic preparations supplied included prequasone, tizanidine, pipoxolan, 

nefopam, pizotifen, antipyrine, various topical rubs, cartilage and bone marrow extract from 

young animals (for arthritic pain) and local anaesthetics for oral/dental pain. In addition to 

that, Migranil®; a combination product containing ergotamine, meprobamate, dipyrone, 

phenobarbitone and caffeine was also supplied (6 cases); no prescriptions were presented for 

this product.
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Table 11: Anti-infective products supplied from 25 pharmacies during two 3 hour 

observation-studies

Anti-infectives supplied Number of products Total

Prescription 

from physician

Requested by 

the client

Recommended by 

the pharmacists

- Antibiotics 

(including Sulphonamides)

47 42 9 98

- Antifungals (oral) 2 0 0 2

- Antiamoebics 3 1 2 6

- Anthelmintics 1 3 3 7

- Hydroxyquinolines

- Hydroxyquinolines with

0 4 4 8

other antibiotic 4 5 1 10

- Antibacterial for urinary

tract infection 1 7 0 8

- Antibacterial (vaginal use) 1 0 0 1

- Antifungal (vaginal use) 0 1 0 1

- Tonical anti-infectives:

antibiotics 9 28 4 41

antifungal 8 15 1 24

antifungal with antibacterial 2 0 0 2

antiparasitic 2 1 2 5

- Antibiotic eye preparations 3 10 6 19

Total (%) 83 (35.8) 117(50.4) 32(13.8) 232 (100.0)



PART I: Results

88

Table 12: Analgesic, antipyretic & non-steroidal anti-inflammatory products supplied from 

25 pharmacies during two 3 hour observation-studies

Products supplied Number of 

products

Percent

Simple analgesics “

Acetylsalicylic acid containing products 

Dipyrone containing products 

Paracetamol containing products

86

35

31

20

45.3

Galfenine or Floctafenine products 11 5.8

NSAIDs (excluding acetylsalicylic acid) 68 35.8

Others ^ 25 13.2

Total 190 100.0

a) N o products included more than one o f  acetylsalicylic acid, dipyrone and paracetamol.
b) Include: prequasone, tizanidine, pipoxolan, nifopam , pizotifen, antipyrine, various topical rubs, cartilage 

& bone marrow extract o f  young animals, local anaesthetics and ergotam ine, meprobamate, dipyrone, 
phenobarbitone & caffeine com bination product.
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In addition to the above stated analgesic products, and as will be discussed later, 

many of cough products, common cold remedies and products for urinary tract infection 

contained an analgesic ingredient.

2.3.3. Drugs for respiratory system

A total of 139 products were dispensed for respiratory symptoms; which constitutes

11.8% (139/1174) of all items supplied during the observation study. They accounted for

11.8% (39/329), 11.0% (77/700) and 15.8% (23/145) respectively of prescription items, 

products requested by clients and recommended by pharmacists.

Looking at the supply of the 139 respiratory products (Table 13), 28.1% items were 

prescribed by physicians, 55.4% were sold to clients at their request and 16.6% were 

recommended by the pharmacists. The table also shows that cough mixtures and common 

cold remedies comprised 64% (89/139) of products dispensed for respiratory problems. All 

except 3 of the cough mixtures, i.e. 45 products, were combinations including up to 5 

constituents such as antihistamines, xanthines, ephedrine, analgesics, expectorants, steroids 

and bronchodilators; 11 products, in fact, included at least four constituents. Ten preparations 

also included Phenobarbitone. The constituents of the products supplied with and without 

prescriptions were similar. All the products for common cold were also combinations 

including an analgesic and/or a sympathomimetic and/or an antihistamine and sometimes 

also caffeine.

Besides categories of products listed in Table 13, an unknown number of antibiotic 

products dispensed will have been for respiratory symptoms. The only occasions in which 

pharmacists recommended antibiotics for upper respiratory symptoms were eight cases when 

the clients presented sore throat or tonsillitis symptoms. Moreover, while many analgesics 

supplied, will have been for the relief of symptoms of common cold, many of common cold 

remedies given, as discussed above, contained an analgesic.

2.3.4. Drugs for gastro-intestinal system

A total of 113 products for gastro-intestinal symptoms were supplied during the 

observation; accounting for 9.6% (113/1174) of all items supplied. Categories of products
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Table 13: Drugs for respiratory system supplied from 25 pharmacies during two 3 hour 

observation-studies

Products supplied Number of products Total

Prescription 

from physician

Requested by 

the client

Recommended by 

the pharmacists

Cough mixtures 20 20 8 48

Common cold remedies 3 28 10 41

Nigella Sativa oil 0 4 0 4

Bronchodilators 2 6 0 8

Theophylline derivatives 2 3 0 5

Antihistamines 3 5 1 9

Steroids 5 1 1 7

Throat lozenges 0 5 2 7

Nasal decongestant (local) 4 5 1 10

Total (%) 39 (28.1) 77 (55.4) 23 (16.6) 139(100.1)
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involved are listed in Table 14 and included anti-diarrhoeal, antispasmodic, antacid, anti

emetic, laxative and digestive. Antibacterial, anthelmintic preparations and products 

containing hydroxyquinolines are listed with the anti-infectives categories (Table 11). In 

Table 14,17 anti-diarrhoeal products were dispensed, besides the hydroxyquinolines shown 

in Table 11. Two of them were oral rehydration preparations; one was prescribed and the 

second was requested by the client. Products containing kaolin were dispensed in seven 

cases. Other remaining anti-diarrhoeal products contained methyloxine, loperamide, 

domperidone and diphenoxylate.

2.3.5. Vitamins and nutritional supplements

Of all drugs supplied, 9.9% (116/1174) were vitamin preparations. Bran or food 

substitutes were supplied in an additional 12 cases. Out of the 128 vitamin preparations and 

nutritional supplements, 35.0% of vitamin preparations were prescribed by physicians, 

61.0% were sold to clients on their request and 4.0% were recommended by pharmacists. 

Seventeen percent of all prescriptions included a vitamin product, which comprised 12.5% 

of all prescription items. Ten percent of clients’ requests (70/700) for named products and 

3.0% of the pharmacists’ recommendations were for vitamins. Of all vitamin products, 74% 

were combinations of which 39% were combinations of the B vitamins.

2.3.6. Drugs for cardiovascular system

As listed in Table 15,90 items for cardiovascular disorders were supplied during the 

observation period (7.7% of all drugs dispensed). Of them 63.3% were sold at the request 

of clients and 36.7% were on prescription. No product in this category was dispensed upon 

a recommendation from pharmacists.

2.3.7. Dermatologicals

Of all items supplied, 145 were topical preparations which accounts for 12% of all 

drugs dispensed. The antibiotic, antifungal and antiparasitic preparations which were found 

to comprise half of all topicals (72 of them) are included in Table 11. The results indicated
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Table 14: Drugs for gastro-intestinal system supplied from 25 pharmacies during two 3 hour 

observation-studies

Products supplied Number of products Total

Prescription 

from physician

Requested by 

the client

Recommended by 

the pharmacist

Anti-diarrhoeal 6 8 3 17“

Anti-spasmodic 7 20 6 33

Antacid 3 18 1 22

Anti-emetic 8 9 3 20

Laxative 2 11 2 15

Digestive 2 3 1 6

Total (%) 28 (24.8) 69 (61.1) 16(14.1) 113(100.0)

a) Included 2 cases o f  Oral Rehydration Therapy.
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Table 15: Drugs for cardiovascular system supplied from 25 pharmacies during two 3 hour 

observation-studies

Products supplied Number of products “ Total

Prescription 

from physician

Requested by the 

client

Nitrates 3 6 9

Ca-Channel blockers 3 8 11

Diuretics 3 2 5

Beta-blockers 2 6 8

ACE inhibitors 2 4 6

Other antihypertensives 2 6 8

Digoxin 1 3 4

Other cardiac-acting drugs 4 1 5

Drugs for peripheral vascular disease 5 13 18

Anticoagulants 1 3 4

Lipid-lowering agents 7 5 12

Total (%) 33 (36.7) 57 (63.3) 90 (100.0)

a) N o  product w as recom m ended by pharmacists.
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also that three of the topical antibiotic preparations included a steroid. In addition the 

following products were supplied: antiseptic/disinfectant (21 items), steroid (14 items), 

antihistamine (13 items), protective or moisturiser (12 items) and others (13 items).

2.3.8. Eye preparations

A total of 45 eye preparations (3.8% of all items) were supplied, five of which were 

on prescription. Nineteen preparations included an anti-infective (Table 11), 11 included a 

steroid and 20 were a combination of a decongestant and an antihistamine. Two clients 

purchased products for glaucoma.

2.3.9. Drugs acting on the central nervous system

A total of 51 products acting on the central nervous system were supplied. Sedatives, 

hypnotics, tranquillizers and antidepressants comprised 1.9% of all drugs supplied. 

Anticonvulsants accounted for a further 1.0%. Categories of drugs supplied are listed in 

Table 16. The majority of drugs were supplied to clients at their request.

2.3.10. Other drugs supplied

These included: hypoglycaemic agents (27), hormone preparations (26), anorectal 

products (21), oral/dental products (15), hair products (9), uricosurics (8), skeletal muscle 

relaxants (7), vaginal douches (6), parenteral fluids (5), anaesthetics (4), cytotoxics (2), 

diagnostic agents (1) and a contraceptive (1).
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Table 16: Drugs acting on the central nervous system supplied from 25 pharmacies during 

two 3 hour observation-studies

Products supplied Number of products Total

Prescription 

from physician

Requested by 

the client

Recommended by 

the pharmacists

Sedatives / hypnotics / 

tranquilizers 7 11 0 18

Antidepressants 2 2 0 4

Anticonvulsants 3 9 0 12

Antiparkinsonian 1 5 0 6

Cerebral stimulants / 

vasodilator 1 4 0 5

For motion sickness / 

vestibular function 1 3 2 6

Total (%) 15 (29.4) 34 (66.7) 2 (3.9) 51 (100.0)
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3. The questionnaire results compared with the observation 

results

To compare results, the number of services that occurred during the 6 hour 

observation study-visits were extrapolated to represent the number of services that would 

occur in the whole day (average 10 hours). In common with other studies (Krska et al. 1995) 

the number of services per day estimated by the pharmacists in the questionnaires was 

generally higher than the numbers extrapolated from the observation periods. Figures 13 

(A&B) illustrate results obtained in the case of dispensing private prescriptions (Figure 13 A) 

and requesting the pharmacist’s recommendation for a suitable product (Figure 13B). Out 

of 19 pharmacies compared by their data, in 13 cases (cases 1, 4-6, 8-11, 13-15, 17 & 18) 

and 9 cases (cases 1, 5, 7, 12-17), respondents to the questionnaire gave an estimate close 

to the observation record for clients requesting the pharmacist to recommend a suitable 

product for minor ailments and to dispense a private prescription, respectively. In 6 cases of 

these, the estimated number given for both services, was almost the same in both studies. 

Among different services respondents were questioned about, these two services in particular 

were chosen for comparison to eliminate the possible modifications to practice that can occur 

because of the presence of a researcher.

The Wilcoxon Signed Ranks test (p<0.05) indicated that overestimations detected in 

the questionnaire results are statistically significant in case of prescription dispensing but 

insignificant in cases of pharmacists’ recommendation of a product for minor-ailments.
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Figure 13: Number of clients who enter the pharmacy per day for (A) a private 
prescription dispensing and (B) the pharmacist's recommendation for a suitable 
product for a minor ailment, as estimated by respondents in the questionnaire 
results and identified from the observation study.
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Discussion

One of the objectives of the thesis was to explore the current roles of community 

pharmacists in Alexandria and to address potential roles for them in the context of actual 

community needs, healthcare practices and drug use by the public, in addition it was hoped 

that these findings might stimulate further research in pharmacy practice. Before considering 

discussion of the findings, the first part of this section covers the different methodological 

aspects in terms of difficulties encountered and limitations of the study, together with 

particular issues that warrant consideration for future field research in Alexandria. The 

second part of this section discusses the findings and their implications, in the context of the 

current contribution of local pharmacists to healthcare and the strengths and weaknesses in 

pharmaceutical care provided, with special consideration for future research 

recommendations.

1. Methodological aspects and conducting the study in Alexandria

1.1. Methodological consideration and limitations of the study

In the method section, differing techniques that have been used by other researchers 

to conduct studies with similar aims were covered. It was decided that a questionnaire survey 

and observation study-visits were the most appropriate techniques to investigate the current 

roles of pharmacists from their own perspectives as well as from real-life practice. The 

suitability of the techniques used for the current investigation, their advantages and 

disadvantages compared to other tools and reasons behind their selection are also discussed.

It is worth stressing that the advantages expected of applying each technique were 

actually obtained in practice: the questionnaire allowed a wide coverage with efficiency in 

terms of time and effort involved both in conducting the study as well as data processing and 

analysis, in addition to giving the respondent the chance to complete it at his/her own 

convenience. The observation provided a description from “real-life practice” which 

consequently can stand as a stronger evidence base towards proposed calls for 

implementations and recommendations for improvement.

On the other hand, not unexpectedly in field research, as revealed in the method
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section and discussed below, “conducting the study” taking the tool from “design” to 

“processing and conducting the study”, was not lacking in difficulties. Moreover, as raised 

in the corresponding results, with regret, inspite of all efforts and precautions taken in 

designing the questions, on further evaluation of their design during data analysis and 

processing, those posed to obtain a demographic description of pharmacies were not 

considered to produce data reliable enough to pursue cross-tabulation and to provide 

explanation of some of the findings. In other words, asking respondents to classify the 

location of their pharmacy and socioeconomic level of its area, using closed questions with 

pre-categorised answers, exposed the data at the risk of individual’s perception rather than 

facts. While an area can appear middle-class to one pharmacist, it can be poor/middle to 

another. Their indicators for their description are unknown and hence the unreliability of the 

data. Statistical significance testing was performed out of interest rather than to conclude or 

interpret. This limited their use to descriptive purposes, while repeatedly stressing with their 

presentation in the results that they were “as reported by respondents”, as further discussed 

below.

It has been reported that the questionnaire technique bears the disadvantage of 

producing superficial data that cannot be checked for seriousness (Robson 1993). This, in 

fact, supported the decision that the results obtained cannot be used to perform “cross

tabulation” between variables to identify or build relationships. Alternatively, it can be used 

in combination with other techniques for triangulation purposes or designed so that methods 

for reliability checking and measurement can be applied (such as the split-half or Cronbach’ 

alpha methods).

Although they did not provide self-contained explanation of the findings or identify 

relationships between the studied variables, both studies were useful to provide an overview 

of pharmacists’ roles in community pharmacies in Alexandria, according to the original aims.

Questionnaires were distributed to a random sample of pharmacies in Alexandria and 

the sample size was chosen to obtain representative pharmacies from all areas in Alexandria. 

The number of pharmacies selected from each area was proportional to the total population 

size. It should be acknowledged that in deciding about the sample size, 10% of all 

pharmacies in the city was seen as sufficient to include all areas in the city and appropriate 

for the analysis and representativeness of the results. However, as the response rate was very 

unpredictable, no other research having been conducted in this field for Alexandria which



PART I: Discussion

100

could provide guidance on the likely response rate, a decision was made to double the sample 

size - in case at worst a 50% response rate was obtained, which in fact was close to what 

actually happened in the study. Doubling the size of the sample was to increase the chance 

that all areas of Alexandria would be represented in the response. This outweighed the 

disadvantages of the higher costs involved.

In the case of the observation study, the sampling frame used consisted of pharmacies 

chosen which previously responded positively to the questionnaire survey. The sample 

recruited could be criticised in that it represented only pharmacists who responded positively 

to the questionnaire, i.e. showed interest in participation. Inclusion of previous participants 

for further study can induce a bias in the overall significance of the response rate obtained, 

namely, the extent of pharmacists’ willingness to co-operate in the study. The response rate 

obtained for the observation study reflected participants’ perceptions about the technique 

used: as their responses showed, a few pharmacists, although they had participated 

previously in the questionnaire survey at an earlier stage and agreed to further participate in 

the observation study, refused to continue when at the observation visit was made or after 

the observation started. The researcher was aware of the limitation in the significance of the 

response rate obtained from previous participants. By using respondent pharmacies as a 

sampling frame, the aim was to obtain a picture about: what pharmacists think they do 

(questionnaire study), cases from their real-life practice (observation study), how clients at 

the pharmacies studied understood their medication and health problems (Part II) and 

pharmacists’ perceptions of their roles and pharmacy education (Part III) as explained later 

(Part II: methodology). In fact, the selection of 25 pharmacies for the observation study from 

a sample of 148 (respondents to the questionnaire) allowed representation of the different 

areas in Alexandria. Furthermore, the data sought constituted real-life cases as they occurred 

at pharmacies and in which any pharmacists’ response to participation in the study, could not 

affect the findings.

Typical for self-completed questionnaire survey is the greater risk of a low response 

rate. In the current study, a 31% response rate following the initial postal delivery and a 

further 36% following the follow-up and distribution by a courier, was obtained. Hand 

delivery resulted in only 26% increase in the percent response rate, which could also be 

attributed to the follow-up calls. The initial and final response rates both were quite 

disappointing. Although this cannot be representative of all community pharmacies in
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Alexandria the 65% total response rate included pharmacies which responded from all areas 

in Alexandria and constituted over 10% of all pharmacies in the city. Therefore all regions 

of the city were represented in the completed questionnaire. The time and financial 

constraints of the study did not allow further investigation of reasons for the second delivery 

non-response. This could be perhaps because community pharmacists were not familiar with 

this type of research, did not prefer English as a language used for the questionnaire, had job 

or time constraints, were not interested to take part or other unknown reasons.

Observation study-visits were also made at pharmacies in all regions of the city. 

Observation study showed a higher initial response rate than the questionnaire (89%) when 

the potential participants were first contacted, however this could be attributed to the fact that 

those who were approached for the observation study-visits were those who completed the 

questionnaire and initially showed positive response, and also telephoned by the researcher 

specially to invite them to take part and to set a date for the study-visits.

Comparison of some of the results obtained: what respondents thought they did 

(questionnaire results) and what real-life cases demonstrated (observation findings) using as 

examples: the estimated number of clients visiting the pharmacy to have a prescription 

dispensed or to request a particular product by name (questionnaire) compared with the 

extrapolated results obtained from the observation studies, suggests an over-estimation by 

pharmacists in the questionnaire results. This was statistically significant in the case of 

prescription dispensing and insignificant for requests for a product by name. This is in 

common with other studies (Ortiz et al. 1989; Krska et al. 1995), over-estimation can be one 

of the drawbacks of self-completed reports. It could possibly be explained as over-estimation 

by pharmacists in estimating daily activities or as an effect of possible modifications to 

practice because of the presence of a researcher, so called Hawthorne effect (Mays 1994; 

Savage 1996). To control the bias of the self-completed technique, some researchers 

emphasized to participants the confidentiality of the data (Paluck et al. 1996). To minimise 

the Hawthorne effect, some researchers attempted to establish a rapport with the staff and 

spending some time (average of 20 minutes) in each pharmacy before commencing the data 

collection. This was to make the staff feel at ease and to familiarise the researcher with the 

staff (Aslanpour & Smith 1997). In the present study, this effect was not believed to 

influence the findings since the extent of demands made at the pharmacies, the observed 

pharmacists’ response to problems presented by clients were unlikely to have been affected.
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Even if pharmacists had attempted to modify their practice (e.g. by increasing their 

availability to clients), their knowledge of health problems would not have been affected.

Alternatively, instead of requesting an “estimate”, another possibility is to use the 

“diary technique” where respondents would have to record their activities at given times. 

More precisely, to count the frequency of occurrence within a period of time. In contrast with 

the questionnaire, this should provide a real number rather than an estimation. However, this 

technique cannot eliminate the possibility of “mis-reporting by respondents” and hence 

cannot be used as the sole method of investigation. Using it in combination with observation 

technique may be a solution.

To compare between both studies more accurately, one would need to conduct 

observation study-visits at each pharmacy for longer period of time over the day and include 

different days of the week so as to obtain an average for comparison with respondents’ self- 

reporting in the questionnaire. The observation was not planned to study inter- or intra-day 

variation hence the three-hour study-periods may not have been typical of the pharmacists’ 

activities; some studies have shown that there are periods when the study sites were busy in 

providing a particular service (dispensing prescriptions) while there were many periods the 

pharmacy was relatively quiet (Bissell et al. 1997b). In the present study, there is no data that 

can ascertain when the observation took place: at “busy” or “quiet” periods in the day at each 

of the visited pharmacies. Variations in the type and extent of interactions happening at 

pharmacies are likely to exist between different periods of the day and days of the week, 

possibly due to pharmacies operating hours, clinic opening times, consumer shopping 

patterns or other reasons (Fisher et al. 1991a, b, c). Hence two three-hour observation periods 

at pharmacy may not reflect a complete working day as estimated in the questionnaire. 

Consequently, the comparison between the results of both studies was only tentative rather 

than for triangulation and reliability checking and hence worth stressing that no conclusion 

about “over-estimation” in the questionnaire results can be made. However, without the 

observation study, it would not have been possible to explore the pattern of drug use, 

management of problems at pharmacies and other findings solely revealed by the observation 

studies.

In fact, both studies showed similar results in the pattern of requests for the various 

services. The highest incidence and estimates were for requests for products by name, higher 

figures were for private prescription dispensing compared to national health insurance
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prescriptions and injection administration was more in demand than other extended services 

(blood pressure measurement or wound dressing).

1.2. Methodological aspects of the research at community pharmacies in Alexandria

The literature quoted in the methodology section indicated that the techniques used 

were adopted from other researchers’ studies with similar aims and protocols. Hence, the 

research problems already highlighted sometimes in previous studies and in textbooks of 

social research, such as recruiting participants, low response rates, costs involved etc. were 

not unexpected. In the present study, there were several issues related to the research 

conducted in Alexandria that should be considered in future, locally run, field studies. The 

details concerning conducting the study were covered in the method section and below are 

possible suggestions to overcome or avoid these problems occurrence. Recommendations are 

also made to ease conducting the study, as applicable. The key problems encountered which 

are believed to have an important influence on the response rate and conducting the study 

arose in the use of the postal service, costs involved in hand delivery, finding up-to-date 

contact lists and information about pharmacies currently operating.

Some pharmacists received their questionnaire and returned it completed without 

problems, some were returned to the sender due to incorrect address or premises closed 

down. These all indicated an efficient postal service, meanwhile there was a complaint 

repeated by many pharmacists when telephoned, that they did not receive the mail while 

suggesting inefficiency in service, did not exclude the possibility that mail could have simply 

been mislaid by pharmacy staff or the pharmacist, perhaps a different pharmacist received 

it, sometimes poor mental recall of receiving such mail or other reasons. In summary, 

delivery of the questionnaire by post did not seem the most reliable method to contact 

potential participants. Hand delivery although increasing the cost and possibly limiting the 

sample size, was found to be more reliable in delivering and collecting the questionnaire.

The other problem encountered was inaccuracy in the list of pharmacies which is 

currently and most commonly used. In future work, a researcher is advised to seek lists of 

pharmacies in Alexandria from more than one source. The health authority regional offices 

and some major wholesalers may be of help, the sample selected can then be checked and 

their correspondence details matched or verified. The researcher will need to make his/her
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own “population index”. In the present study - conducted in 1993/94 - 16% (44/286) of 

pharmacies selected and listed in the index used (ASP 1993) were found closed down.

Also, whether using postal contact or hand delivery by courier, it was found 

particularly useful to make introductory calls to inform about the potential study, further calls 

to check receipt of the questionnaire and to encourage its completion. However this is not 

always possible sine one of the problems encountered was the unavailability of telephones 

in some pharmacies, the only contact with these would be using visits, which are not always 

feasible in a survey study.

2. Implications of findings in the context of local pharmacists current contribution 

to healthcare and for future research, and the strengths and weaknesses in the 

pharmaceutical care provided

Pharmacists have been identified as accessible health professionals in many parts of 

the world. The long opening hours of pharmacies indicated that pharmacy services in 

Alexandria are no exception. Slightly under two-thirds of pharmacies reported remaining 

open for the whole day without a break, this will most probably be 12 hours on average. An 

operating day in an Alexandrian pharmacy often starts at 9-10am until 10-11 pm. Those 

closing for lunch will take a break ranging from two to three hours in the afternoon. 

Accessibility to pharmacies extends to include a seven day week. According to the results 

obtained, the maximum a pharmacy would close during a week is one day and this 

corresponded to the majority, leaving the remaining open seven days a week.

Such a pattern of long operating periods demonstrating wide availability of 

community pharmacies to the public should draw the attention of educators and those 

responsible for health, to their impact on the public health care. The findings of the present 

study allowed identification of the type and extent of services occurring at pharmacies, 

sought by clients also the pattern of drug supply. They highlight strengths and weaknesses, 

address responsibilities which need to be taken and can provide a guidance or make 

recommendations towards implementing and further ensuring good practice in local 

healthcare.
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2.1. Services offered at pharmacies were not all conventional in nature

Both the questionnaire and the observation findings suggest that the main tasks of 

community pharmacists in Alexandria were not dissimilar to those performed by pharmacists 

in other parts of the world. Dispensing prescriptions, responding to symptoms and being a 

source of drugs and drug information remain their main roles. However, in addition, there 

were other services that highlighted extended services offered and obviously sought by 

clients at pharmacies, namely, blood pressure measuring, sugar level monitoring, wound 

dressing and injection administration. Blood pressure measurement and sugar level 

monitoring, undertaken by some pharmacists could provide a basis for discussion of health 

problems and public education during casual visits by clients. The proportion of pharmacies 

reported offering these services was particularly high (more than three-quarters and more 

than a half, respectively). Such findings indicated extended or unconventional services in 

demand at pharmacies, which may demonstrate unique characteristics to their added 

contribution to healthcare. They also raise concern about providing a service for which 

pharmacists at present are not formally trained to perform. Particularly for wound dressing 

and injection administration, the training pharmacists received during undergraduate 

pharmacy education does not qualify them to perform such tasks. According to the 

questionnaire findings, there was no pharmacy which reported having a nurse among the staff 

who could be assumed to perform these procedures. This highlights areas of training and 

education for pharmacists that can be addressed, it also underlines particular considerations 

(community demands, advantages of continued provision of the service at pharmacies) and 

responsibility (of pharmacists, health policy makers and educators) that should be taken, as 

detailed in a wider perspective of the general discussion of the thesis.

The questionnaire and observation studies both illustrated considerable variation in 

the extent of demands for different services at pharmacies. For example, prescription 

dispensing could reach over a hundred per day in one pharmacy but zero in another 

(questionnaire result). During the observation visits the maximum number of interactions 

which occurred in one pharmacy was over a hundred and only ten in another. Although the 

questionnaire study included questions about characteristics of the area in which the 

pharmacy was located and in the study-visits observers were requested to record a 

description of the area and the vicinity of the pharmacy visited, in the questionnaire study
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the validity of the questions and responses collected were doubtful (being highly dependent 

on the respondents’ own description and perception) and in the latter, in addition to the poor 

reliability mentioned, the data was incomplete. As a consequence, it was not possible to 

conclude relationships or identify contributing factors to such variation. Variation among 

pharmacies could be attributed to other confounding factors, for example people in different 

areas will have different requirements of pharmacies, also individual pharmacies have 

particular specialities: pharmacies in different areas might offer different services, or have 

a different quality for each particular service, which clients are aware of and use. Some 

researchers have attributed variations among pharmacies as due to pharmacy characteristics 

(location, age, area, operating hours), to the pharmacy staff (age, sex, perception, attitude, 

experience, number of staff at the pharmacy, etc.) or clientele characteristics (Fisher et al 

1991a,b; Smith 1989). Future work can identify and assess possible factors contributing to 

such variation in Alexandria.

2.2. The advisory role of pharmacists

During the observation studies, many clients were found seeking advice and 

recommendations, in addition to counselling given when dispensing a prescription. The 

findings illustrated a wide range of health problems presented at pharmacies but also 

indicated that pharmacists’ advisory role can extend further.

During the 150 hours of study-visits, the number of requests for health advice and 

advised sales was 218. If extrapolated to Alexandria as a whole, in which there were 1440 

pharmacies at the time of the study, this would correspond to over 100,000 requests per week 

in the city. This would constitute over 22,000 recommendations about respiratory tract 

symptoms, over 21,000 about information on drugs, over 19,000 about skin/hair problems, 

over 18,000 related to GIT symptoms, nearly 5,000 concerning eye problems presented and 

nearly 6,000 constituted advice on vitamin intake and oral/dental symptoms in each case. The 

wide range of problems presented to the pharmacists reflects high expectations of clients 

from them as providers of healthcare and advice and indicates a strength in the role of 

pharmacists in the community. But on the other hand, this raises questions about the quality 

of advice given and how pharmacy education and pharmacists’ knowledge equip them to 

respond effectively. In future studies it may be useful to look at factors facilitating or
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mitigating against the provision and quality of advice at pharmacies, pharmacists attitudes 

towards such roles as well as client perceptions, so that feasible recommendations can be 

made on how such roles can extend and be best used.

In the present study, the interactions observed in circumstances where the client 

sought the pharmacist recommendation for a particular complaint, can illustrate an overall 

poor response to management of symptoms presented. This could be indicated by the lack 

of questions asked of the client prior to a recommendation, the nature of questions posed, the 

product recommended or the information provided. For example, in the area of cough 

management, before recommending products for coughs, the discussions did not extend 

beyond the pharmacists establishing whether or not the client was producing mucus. 

Presence of other symptoms or chronic illnesses, current administration of any drugs or the 

duration of the symptom did not show on the pharmacist’s checklist, meanwhile combination 

products for coughs and products containing ephedrine/pseudoephedrine, dextromethorphan 

or phenobarbitone were recommended. It is completely understandable that it is out of the 

pharmacists’ hands to control the constituents of the product manufactured and marketed for 

coughs, however this does not diminish or eliminate their responsibility in controlling their 

misuse and at least supplying safer and simpler preparations, if drug supply was even 

necessary at all.

The situation with the management of some other health problems was not dissimilar 

to that seen with response to coughs. Management of diarrhoea, vomiting and spasm hardly 

ever included advice about fluid intake or Oral Rehydration Therapy, although in half of the 

cases the patient was a child. Other examples were seen with clients seeking information 

about vitamin products, here the recommendations of the pharmacy staff focussed on the 

dosage and the administration of the product, rather than any check or discussion concerning 

the need for the vitamin, the diet followed or the benefit of using it, if any.

If the above results can emphasise and indicate something, it is how the clients visit 

pharmacies expecting to receive advice and recommendations on managing their health 

problems which, according to Table 9, were of a wide nature in addition to enquiring about 

different aspects of information about drugs. Pharmacists were found making diagnoses such 

as for skin problems and recommending drugs for taenia and scabies. The recommendations 

to be made from the results include providing pharmacists with the information and training 

they need to meet such community demands.
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Various factors can mitigate against the effective role for pharmacists and quality of 

services offered at pharmacies. While other studies worldwide have concluded that many 

pharmacists require additional skills, training and continuing education in order to perform 

their roles more effectively, they also highlighted the importance of other factors, such as 

lack of time, interest or client acceptance that must also be considered. Future work can 

investigate factors that can enhance and others which hinder such roles from the perspectives 

of pharmacists and their clients in Alexandria. Perhaps this could be related to pharmacists 

(perceptions, willingness, attitude, workload, time constraints, knowledge and training etc.), 

to clients (acceptance, education, attitude, belief, habits etc.) and/or other miscellaneous 

factors (policies of the local health system, practice regulations, incentives etc.).

Use of computers is a rarity at pharmacies with prescriptions and requests being 

dispensed or provided on the spot. Pharmacists rely on the knowledge they can recall for 

checking prescriptions, giving advice and to responding to other requests. Instructions on 

drug dosage are usually hand written by the pharmacy staff, if the client wishes this. Stress, 

fatigue and workload are additional factors that are very likely to affect the service provided. 

This would be expected to affect the quality of services offered through pharmacies as well 

as the actual benefit of these to the clients. For example in a typical pharmacy situation: the 

client presents the prescription or their request to the pharmacy staff at the counter and the 

pharmacist starts to proceed with dispensing or the request. Drugs, unless those compounded 

in the pharmacy laboratory, are all ready packed and stocked on the shelves in patient packs 

as supplied by the manufacturer. If the pharmacy is busy, clients will gather at the counter 

but some queue order is maintained. This system of no-waiting and being served on the spot 

may be very convenient for the client, however, in a busy pharmacy or during a busy period 

this can have implications on the quality of advice, if any, and information clients receive 

from the pharmacy staff, in addition to considerations of privacy during counselling.

While the requests made by clients for pharmacists advice and recommendations 

represent the latter advisory role in response to such requests, the pattern of drug supply from 

pharmacies identified a potential further advisory role for pharmacists in providing what can, 

more accurately be described as “volunteering and initiating”. In this role the pharmacist 

would be expected to volunteer and initiate the provision of the advice; whether or not 

his/her advice is specifically requested. Drug supply from pharmacies indicated that a high 

proportion of drugs in all therapeutic categories were supplied without a prescription or
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advice from the pharmacist. This included half the anti-infective agents, and the majority of 

products for treatment of chronic problems in which some monitoring would be required 

(e.g. cardiovascular problems, epilepsy, asthma, diabetes) and drugs for which serious 

adverse drug reactions are relatively common (e.g non-steroidal anti-inflammatory drugs, 

hypnotics and tranquillisers). It could be argued therefore that pharmacists’ contribution in 

this area was minimal, however, the aim of the study was to identify potential roles for 

pharmacists to develop rather than underlining deficiencies.

Safe and rational use of products supplied following client requests will depend on 

their knowledge and understanding of the symptoms and drugs purchased. In some cases, the 

drugs purchased will be a further supply of products previously obtained on a prescription. 

However, an assumption cannot be made that these supplies are therefore appropriate and 

problems with drug therapy are more likely to arise with long-term use. Clients taking drugs 

for chronic disease should be monitored for continued efficacy and possible adverse effects. 

Persistent symptoms may be masking a potentially serious underlying problem for which 

other investigations should be conducted. What may appear to a client as being a 

reoccurrence of a problem, may in fact be something quite different. A similar problem in 

a child or adult may require a different response.

Information on the knowledge base or rationale of the public in Alexandria, in terms 

of beliefs about their medication and understanding of their illnesses is not available. This 

suggests a need for further research that should evaluate public ideas and beliefs about drug 

use in Alexandria. Studies elsewhere have reviewed cultural, historical, economic reasons 

that determine public usage of drugs (van der Geest & Hardon 1990; Gerald 1991).

2.3. Issues of particular concern

Treatment of diarrhoea in children The use of Oral Rehydration Therapy 

(CRT) for the treatment of diarrhoea in children, and proper management of diarrhoea, as 

covered in part IV, has been widely discussed by researchers and promoted by those 

responsible for this issue both globally and locally. However, ineffective and potentially 

harmful pharmaceuticals continue to be marketed for diarrhoea (Harris & Black 1991) and 

as the results indicated, are being recommended by pharmacists and prescribed by 

physicians. Some of the drugs supplied in these cases have received adverse publicity and
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have been banned in other countries (Claeson & Clements 1989). Knowledge and use of 

ORT has been widely investigated, one study in Egypt found that 96.5% of mothers know 

about ORT (ENPC 1989), another study carried out in a public hospital in Alexandria 

reported that 72% of mothers gave their infants with diarrhoea oral fluids (El-Geneidy et al. 

1983). Thus the findings of the study-visits may be surprising. However, the public hospital 

survey was limited to mothers attending a particular clinic, thus the extent to which the 

findings can be generalised may be questionable. Also, other research has doubted the 

validity of surveys to obtain data on the use of ORT, showing the results to be dependent on 

the way the questions are asked and how ORT is interpreted by interviewees (Larson & Mitra 

1992).

There are similar concerns in other countries, about the extent to which inappropriate 

treatments are recommended for children with diarrhoea both by pharmacists and physicians 

(Greenhalgh 1986; Tomson & Sterky 1986; Smith 1991). During investigation of 

recommendations made for diarrhoea in thirteen pharmacies of cities in an unnamed African 

country, ORT was not recommended as first-line therapy in any of the pharmacies (Yudkin 

1990). A similar study carried out in Newcastle indicated that half of the pharmacists 

interviewed and nearly three quarters of pharmacists visited by researchers posing as a 

parent, recommended inappropriate treatment of childhood diarrhoea (Goodbum et al. 1991). 

Moreover, nearly half of the mothers who used medicines at home, used inappropriate 

treatment.

Banned products still available on the market Dipyrone

and hydroxquinolines are requested by clients, recommended by pharmacists and prescribed 

by physicians. What are the reasons for this? Although they are inexpensive when sold in a 

single strip, do sale volumes make such a profit as to mitigate against withdrawing them from 

the market?

Dipyrone is an analgesic and hydroxyquinolines were recognised previously as anti- 

diarrhoeal. Unless there is a proven and rational therapeutic reason for continuing the use of 

the former, safer analgesics can obviously replace it. Concerning the drug, it has been 

reported: is not safe. It is not an essential drug. It offers no significant therapeutic benefit

fo r the risk it presents. Therefore, the only course o f action is to ban dipyrone and other 

pyrazolone analgesics, immediately” (Chetley 1993). Hence, in many parts of the world
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dipyrone has been considered a dangerous drug and is no longer used (Chetley 1993). 

Serious adverse effects often leading to fatalities were observed and confirmed more than 60 

years ago (Kneedler 1946; Hart 1952; Best 1963; DHEWNR 1964; Huguley 1964; Reynolds 

1996).

Concern has also been expressed about the use of hydroxyquinolines for the treatment 

of diarrhoea (Claeson & Clements 1989; Harris & Black 1991; Chetley 1993). Commenting 

on hydroxyquinoline “more recently, the World Health Organization was equally hard

hitting about the hydroxyquinolines. The side -effects associated with the hydroxyquinolines, 

while not common, can be severe. The use o f these products in the treatment o f acute 

diarrhoea and amoebiasis cannot be justified, and there is thus no rational for their 

continued production and sale” (Chetley 1993). Their use for diarrhoea, as thoroughly 

covered later in Part IV of the thesis, is no longer recommended due to their harmful effects, 

especially since the use of an anti-diarrhoeal generally was found unnecessary as it is a self- 

limiting condition. Thus, it is considered by many countries world-wide that the risks of 

these drugs outweighed their beneficial use.

The present investigation found these products continuing to be manufactured, 

marketed, prescribed, recommended by pharmacists and requested by clients. Dipyrone, was 

at the top of the list of analgesics used and recommended, its products constituted nearly a 

quarter of simple analgesics and were also an ingredient in many combination products for 

common cold. The common use of dipyrone as a simple analgesic opens to question the 

quality of information available to clients and health-professionals in Alexandria. Similarly, 

di-iodohydroxyquinoline containing compounds were dispensed instead of Oral Rehydration 

Therapy. Both for dipyrone or hydroxyquinolines, further study should reveal whether clients 

and health-professionals are aware of the dangers involved and how they view them.

It is surprising then, if global surveys and reports have verified and shown the risks 

associated with their use of these drugs, that Egyptian prescribing is lagging behind. Further 

local proof and identification of cases caused by such drugs surely will cost money, time and 

effort, in addition to the complicated procedures involved in such clinical identification. This 

raises issues about the awareness of healthcare workers of the risks associated with the use 

of such products, about existing local health policies and marketing practice, as discussed 

below. It is worth mentioning (as discussed in Part IV) that participant pharmacists reported 

there was information they did not know before or had forgotten about, and surprisingly, in



PART I: Discussion

112

most of the cases, this information was drug-related. In fact, investigation of package inserts 

of products containing hydroxyquinoline preparations, in Egypt, indicated an absence of 

information concerning its particular adverse effects (Claeson & Clements 1989, Appendix 

11). In contrast, a warning was included on the use of dipyrone (Appendix 11).

The practices of the pharmaceutical industry to maximise profits, often to the 

detriment of the health of people, has received much criticism. Heavy and inappropriate 

marketing and exaggerated claims with inadequate and incomplete information have aroused 

(Melrose 1982; Rolt 1985; Davis 1992; Nahata 1988; Personal communication: WHO 1998).

Management of coughs, sore throats & tonsillitis Many of the products 

marketed for coughs are distinguished as being for productive (coughs with mucus) or dry 

coughs. Pharmacists in Alexandria, as elsewhere, before recommending a product, 

established “what type of cough” it was. The perceived need to classify a cough in this way 

so enabling the selection of a product, may detract from the other possibly more important 

questions in the management of coughs, e.g. identification of contributory factors and 

possible underlying problems (Blenkinsopp & Paxton 1993). A report on pharmacist 

continuing education about coughs listed a series of answers that should be sought before a 

cough product is recommended: duration of the cough and its history, nature of the cough 

and appearance of sputum, timing of the cough, smoking status, other symptoms, regular 

medication taken and products tried already to treat the symptoms (Blenkinsopp et al. 1990). 

Each has significance and courses of action that can range from an over-the-counter product 

for a minor or self-limiting cough to specialist referral for more serious underlying diseases; 

cancer, heart failure or others. The ingredients of cough mixtures supplied, whilst of doubtful 

efficacy (Joint Formulary Committee 1993-94), were similar to products supplied in other 

studies (Khallaf et al. 1991; Smith 1992b). Sore throats and tonsilitis were the only 

respiratory complaints for which the pharmacists recommended antibiotics.

Combination preparations Phenobarbitone was contained in many of the

cough remedies and analgesics. While the risk exists that the product user may develop 

barbiturate-dependence during the supply of these products, in this study, no client was 

warned of this potential for dependence. The problem of dependence in those taking 

hypnotics and tranquillisers is also well documented. The majority of drugs acting on the
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central nervous system, including those known to cause dependence were requested without 

a prescription. Except in the cases of drugs for motion sickness, no questions were asked or 

information given by the pharmacist.

The majority of vitamin products supplied were also combination products which are 

used as nutritional supplements rather than to address a specific deficiency. The 

appropriateness of widespread prescribing and supply of vitamins preparations is doubtful. 

In what the British National Formulary (Joint Formulary Committee 1993-94) quoted 

concerning their use: ‘'vitamins are used for the prevention and treatment o f specific 

deficiency states or where the diet is known to be inadequate..they may be prescribed to 

prevent or treat deficiency but not as diet supplement...their use as general ‘pick-me-ups’ is 

of unproven value”. While production of vitamin combination preparations is seen in the 

markets of either developing or developed countries, however, their use may be expected to 

differ in the sense of professional practice, widespread knowledge and public understanding 

of them. Local data about the extent of their prescribing, use, and public beliefs about their 

benefits, may be interesting data for comparison and useful for local healthcare monitoring.

As with the use of cough and cold remedies, many of which are believed to be of 

doubtful efficacy, these drugs are probably overused. Supplies of these products may simply 

increase the strain on financial resources, a problem which has a greater implications in 

poorer communities and those with limited access to health care.

In the aspect of use of combination products, the Essential Drugs List of the WHO 

was based on avoidance of fixed-ratio combinations, selection of drugs by generic name, 

inclusion of just one or two drugs from a given chemical group, which were most cost- 

beneficial. These recommendations have been adopted worldwide, in both developed and 

developing countries (WHO 1990b). In Alexandria, however, fixed-ratio combination 

products are still in favour and there was little evidence of generic prescribing. In some 

therapeutic areas, particularly cough, cold remedies and vitamin supplements, as appeared 

in the therapeutic index of available drugs in the Egyptian market (The Ministry of Health 

1992), large numbers of very similar products were available.

Whether banned products still available on the market, production of products of 

doubtful efficacy and safety, use of combination preparations with doubtful appropriateness, 

health problems that could have been better managed, all seem to illustrate forms of 

inappropriate or perhaps irrational use of drugs. Factors contributing to such results, with the
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background of literature findings, may be the lack of information has been identified as being 

among reasons attributable to irrational use of drugs, in addition to lack of continuing 

education, training in pharmacology, shortage of recognised drug regulatory authorities, 

presence of large numbers of drugs on the market, excessive demands by patients, the belief 

that “every ill has a pill” or the attitudes of members of the medical profession to the 

methods of drug promotion (WHO 1988). Various other publications covered reasons behind 

irrational use of drugs which in all cases were closely related to the WHO’s report, 

summarised as a lack of information or unbiased information, deficiencies in prescribing by 

physicians, strong marketing campaigns (Rolt 1985; Greenhalgh 1986; Tomson & Sterky 

1986; Greenhalgh 1987; Fabricant & Hirschhom 1987; Nahata 1988; van der Geest & 

Hardon 1990; Yudkin 1990; Davis 1992; Goel et al. 1996).

In parallel to this, literature also indicated that some health professionals have been 

found to make an assumption that because a product is available over-the-counter it must be 

safe (Greenhalgh 1986).

With respect to pharmacists, their inappropriate over-the-counter prescribing has also 

been identified as contributing to irrational use of drugs (Greenhalgh 1986; Tomson & Sterky 

1986; Greenhalgh 1987; Yudkin 1990). Literature attributed this to the biased or poor drug 

products and symptom management information accessed by community pharmacists, since 

much of this information is in the form of promotion from pharmaceutical companies 

(Nahata 1988; WHO 1988; van der Geest & Hardon 1990; Goel et al. 1996). As indicated 

in the questionnaire results, over half of respondents reported that they keep their knowledge 

up to date through discussion with medical representatives.

Pharmacists are well placed to educate the public about rational drug use and hence 

they need to be aware of the marketing of many drugs which have been shown to be 

ineffective, suboptimal treatment and/or potentially harmful. The role of the profit motive 

in the sale of products, especially expensive items must be addressed. In pursuing 

professional activities, pharmacists must also consider how far their responsibility extends 

to ensure appropriate use of drugs.

Hence, implementation of the rational use of drugs was raised as a responsibility of 

governments, professionals as well as consumers (Fabricant & Hirschhom 1987), as 

discussed from a wider perspective in the general discussion of the thesis.
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Conclusions

In conclusion, community pharmacists have an important part to play in primary 

health care in Alexandria. While the findings illustrated clients seeking their help on a large 

variety of health problems, they also indicated missed opportunity of pharmacists’ advisory 

roles in the pattern of drug supply. Pharmacists need wide ranging knowledge and skills. 

There is a need to ensure that pharmacists are equipped to manage the health problems 

presented by clients, advise on the use of drugs and identify problems for which further 

investigation is warranted and refer appropriately. The advisory role of pharmacists 

highlighted, and their extended roles performed to meet consumer needs for services in 

which they are not formally trained, have implications that should be considered by decision

makers and educators for the future of pharmacy in Alexandria.

The high proportion of drugs dispensed without a prescription or advice from 

pharmacists indicates a potential role for pharmacists in ensuring rational use of drugs and 

better management of health problems. The supply of drugs requested by clients may or may 

not be safe and appropriate. Drugs which are considered high-risk are in common use, both 

with and without a prescription. Hence the potential contribution of pharmacists could be 

immense towards ensuring rational use of drugs.

The common use and marketing of drugs banned from many parts of the world due 

to their potentially toxic or serious effects and which could be replaced by safer alternatives 

raises questions about the availability or uptake of drug information by health professionals 

and their clients in a city which possesses characteristics expected to be favourable in the 

promotion of rational drug use.
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’ The generic names o f  drugs mentioned in this part are listed in Appendix 12
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Introduction & Aims

Findings of Part I indicated that over half of all drugs obtained from community 

pharmacies were supplied without either a prescription or advice from pharmacists or their 

staff. This included half the anti-infective agents and the majority of products for treatment 

of chronic problems in which some monitoring would be required. While re-supply of 

products without further prescription is accepted as part of pharmacy services, however, it 

is unclear whether this re-supply is appropriate or if any monitoring of long term use occurs. 

In addition, products for presumed minor symptoms may be masking more serious 

underlying problems. These drugs would be used by people who may or may not be well 

informed about their medication.

As indicated by the literature, similar situations for drug supply were found to exist 

elsewhere (Ledogar 1975; Greenhalgh 1987; Le Grande & Ngemyuang 1989; Price 1989) 

and patients were recognised to be an important source of medication in themselves “self- 

medication” and for others (Homedes & Ugalde 1993 - comprehensive bibliography in 

Hardon etal. 1991). In a South American country, 75% of the medicines sold were purchased 

by consumers for self-medication (Ledogar 1975). In Ecuador, the survey revealed that 51% 

of the consumers presented no prescriptions (Price 1989). In India, the percentage was 64% 

(Greenhalgh 1987) and 70% in villages of Thailand (Le Grande & Ngemyuang 1989). 

Because the individuals have their own ideas and beliefs about dmg use (Michel 1985; van 

der Geest & Hardon 1990; Homedes & Ugalde 1993), safe and appropriate use of these 

products will depend on the client’s knowledge and understanding of the health problem for 

which the medication was purchased. In the industrialised countries of Europe, North 

America and the Pacific, self-medication constitutes 50-90% of all therapeutic interventions 

(van der Geest & Hardon 1990). For some investigators this indicates a continuous growth 

of consumers’ self-awareness, self reliance and responsibility for health (van der Geest & 

Hardon 1990). In developing countries this is believed to be encouraged by poor people who 

cannot afford to see a doctor as well as by rich people who previously saw a doctor and use 

the same products for apparently similar conditions (Michel 1985; Bezold 1990; Homedes 

& Ugalde 1993).

A number of researchers have drawn attention to the use of pharmaceuticals (Zellmer 

1995), self-medication (Gerald 1991; Hoog 1992; Kanji & Hardon 1992) and irrational drug
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use (van der Geest & Hardon 1990; Ahonen et al. 1993). These problems are believed to be 

particularly acute in developing countries. Many studies and reports have looked into drug 

use in developing countries ( WHO 1985; Greenhalgh 1986; van der Geest & Hardon 1990; 

Laing 1990; Homedes & Ugalde 1993; WHO 1993b) and hazardous self-medication 

(Christopher et al. 1979; Tomson & Sterky 1986) in particular for children and pregnant 

women (van der Geest & Hardon 1990). Researchers have often been critical of the lack of 

information on drug use, lack of quality control, free availability of prescription drugs, 

unethical marketing practices resulting in irrational use and overuse of some drugs whilst 

essential products remain unavailable (van der Geest 1987). Antimicrobial agents can be 

purchased in most developing countries over the counter without prescription (Lansang et 

al. 1990; Levy 1991); an antibiotic capsule could be purchased as easily as a bottle of “coca 

cola” (Ibrahim 1995). The problem of overuse of antibiotics and development of resistance 

particularly where a prescription is not required for their supply, is widely acknowledged 

(Amidi et al. 1975; Hawkey 1998; Levy 1998). A study by the WHO programme for 

appropriate health care technology has shown a correlation between the occurrence of multi- 

resistant bacteria and consumption patterns (Chetley 1993). Promoting safe and rational use 

of the most suitable drugs is a responsibility of pharmacists (WHO 1994a; Arocho et al. 

1995). Particularly for developing countries, the importance of the role of community 

pharmacies, as a main source of drugs, has been addressed and stressed worldwide (WHO 

1994a). Patients can be prevented from misusing medicaments with the aid of instructions 

and information provided by their pharmacists (Rantucci & Segal 1986). Improvements in 

the method of offering information on drug administration and instructions may contribute 

to increased levels of compliance, correct usage and better understanding of the medicine 

being prescribed (Ohshima et al. 1995). The potential contribution of community pharmacists 

to primary care could therefore be immense.

In Alexandria, in terms of drug use, the city can be described as possessing features 

that are characteristic of developed countries and developing countries. Unlike many 

developing countries and in common with many developed countries, community pharmacies 

are all staffed by pharmacists who are generally present in the pharmacy and available to 

clients throughout the day. However, in common with many developing countries, most 

drugs stocked in the pharmacy are available for purchase by clients without a prescription. 

Drugs that are unavailable in many developed countries because of the risks of adverse
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effects, are still manufactured, marketed, prescribed by physicians, recommended by 

pharmacists and requested for purchase by clients. Meanwhile, poor documentation exists 

about patients’ use, understanding of the drugs supplied and their health problems.

This Part aimed then to study clients’ use and understanding of drugs supplied from 

pharmacies also to consider implications for the potential role of community pharmacists in 

primary healthcare in Alexandria. The investigation focussed on patients’ use of antibiotics, 

cough products as examples of products used for acute illnesses and cardiovascular, 

insulins/oral hypoglycaemics products as examples of drugs used for chronic problems.

The study of antibiotics and cough products use was of particular interest. The 

literature does not lack warnings concerning the threat of bacterial resistance to antibiotics 

(Amidi et al. 1975) and acute respiratory infections are recognised as the first or second most 

common cause of mortality and morbidity among children under five years of age in 

developing countries (NARI 1995). It is reported that 43% of child death in Egypt is 

preceded by illness in which the child is reported to have suffered from coughing, difficulty 

in breathing and other symptoms of acute respiratory infections (Nofal et al. 1991). 

Meanwhile, an average of 26.5% of drug expenditure in Egypt are misused (Ghoneim 1994).

The findings of this study would inform how an advisory role for pharmacists, 

relevant to the needs of their clients and in the context of healthcare provision in Alexandria, 

could be developed.
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Method

The study aimed to investigate clients’ use, knowledge and experience with 

medicines together with their management and monitoring of their health problems. To study 

medicine use by the public, the WHO produced guidelines for researchers investigating drug 

use in communities (Hardon et al. 1992), van der Geest & Hardon (1988) discussed the 

methodological suggestions for field research about drug use in developing countries and 

Hardon et al. (1992) summarised five methods to study the provision and use of drugs in 

developing countries, namely: structured interviews, non-structured or informal interviews, 

observation techniques, study documents and group discussions.

As interviews could allow us to amplify interesting answers or to find out more about 

a given answer (Bell 1993; Robson 1993), such advantages made this technique the most 

appropriate for the current investigation. An interview as we know, offers the option of 

explaining the question when necessary, discussing what is said, clarifying any ambiguity 

or foliowing-up interesting responses.

The main study conducted in this part was preceded by an exploratory phase in five 

pharmacies. This was to explore clients’ and pharmacists’ acceptability of the study method, 

to test feasibility of the suggested method to collect the data and to identify areas of 

questions for the main study. The main study was preceded by initial field work in twenty- 

five pharmacies. This allowed design of a more focussed study and the development of 

interview schedules for the final work.

The method below details the following:

1. Exploratory phase

2. Main study

2.1. Initial field work

2.1.1 Content of the interview

2.1.2. Data processing and outcomes

2.1.3. Feasibility and response rate

2.1.4. Conclusions

2.2. Final work

2.2.1. Content of the interview
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2.2.2. Conducting the study

2.2.3. Analysis

1. Exploratory phase

From the 25 pharmacies previously involved in the observation study, 5 pharmacies 

were approached. They were the most accessible (convenience sampling) but from different 

area types: one was in a residential middle/high class area, two were in shopping/office areas 

and two in residential moderate/poor class area. Pharmacies were telephoned and pharmacists 

were thanked for their previous participation (Part I study), told about the findings that 

highlighted the roles of pharmacists in primary healthcare and invited to take part in the 

present study. The method intended to collect the data was explained and they were assured 

that the interview would be conducted following the purchase so as not to interfere with 

business in the pharmacy. All pharmacists agreed to take part and a date and time for the 

study-visit were set.

Pharmacies were visited for one 5 hour study-visit, and all clients who entered the 

pharmacy with a prescription for dispensing (private or health insurance prescription), to buy 

a particular product, seek recommendation, advice or other services (such as injection 

administration or blood pressure measurement) were told about the study and invited to take 

part.

The interview involved collection of information about the client (age, sex), the user 

of the product (age, sex), the service requested from the pharmacy, the patient’s use of and 

information about the purchased product, how the client found out about the product, the 

health state of the user (if s/he had other health problems or took other medicines), symptoms 

experienced, the health problem for which the product was intended to be used and if any 

previous attempts were made to manage the problem.

The use of interviews to collect data was found acceptable to pharmacists and clients; 

not one pharmacist or client refused to take part. In some cases, when necessary, clients did 

not mind a short waiting time until the researcher finished interviewing someone else. A total 

of 227 services occurred in the pharmacies (including prescriptions, sales and advice about 

medical products or symptoms) involving 219 clients. The maximum number of interactions 

in any of the 5 pharmacies was 62 and the minimum was 37. All interviews were translated
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into English and preliminary analysis was initiated to identify number of clients, types and 

frequency of services and drug(s) involved. Sixty-two percent (140/227) of services that 

occurred were requests for particular products by name by the clients. This involved 179 

products from a vast range of drug groups; those used for minor as well as chronic ailments.

Clients’ responses formed a helpful basis to identify and set question topics for wider 

and deeper investigation. The outcome of this phase was an interview form which initiated 

the main study.
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2. Main study

This study was designed to target all clients who would visit selected pharmacies 

during the study-period. The 25 pharmacies which previously participated in Part I of this 

thesis (observation study) were selected for this study. The rationale of such selection was 

that the results of this stage, together with the results obtained in Part I could form a 

complete study about pharmacies, their pharmacists and clients: clients needs from 

pharmacies, the use of drugs and the pharmacists’ roles. However, difficulties encountered 

during the data collection - as detailed below - made the investigation in these 25 pharmacies 

into initial field work and necessitated the development of a further more focussed 

investigation (final work) in another 50 pharmacies.

2.1. Initial field work

All the 25 pharmacies were contacted, 24 agreed to participate but one refused (the 

owner reported there had been a robbery accident in the pharmacy and did not wish to 

overload the pharmacist present with the stress of having research run in the pharmacy). Each 

of the other pharmacies were then visited and interviews were conducted with clients visiting 

the pharmacies during one 3 hour-visit.

2.1.1. Content of the interview

During the study-visit, clients were approached for an interview (a copy of the 

interview form is enclosed in Appendix 13). Information was collected on the purchaser 

(relationship to the drug user, age, sex) as well as the user of the product (age and sex). The 

type of service requested and names of drugs involved were also recorded.

In an attempt to obtain information about clients’ knowledge concerning the 

product(s) supplied, all interviewees were asked for information about the product(s). 

Management of the health problem was investigated by asking them about the health 

problem for which the product was intended to be used, when it started and the symptoms 

(if any), if any action had been taken already and if a doctor had been seen. Whether the 

patient had other health problems or was using other drugs, was also explored in the
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interview.

The remainder of the interview was conducted depending on the service requested 

by the client - whether dispensing a prescription, requesting a particular product by name, 

asking for the pharmacist’s advice or recommendation for a suitable product, requesting 

injection administration, blood pressure measurement or others.

When the request was to dispense a prescription (private or health insurance 

prescription), the names of drugs prescribed, date of the prescription, dose and dosage 

regimen were recorded. If the prescription had been dispensed before, the reason for its 

repetition, how frequently they do this and when they last saw the doctor were explored.

Where a particular product was requested, additional data was collected about how 

they found out about this product, their knowledge of it (if they read or had been told 

anything about it), if it had been used before, how they used it (dose regimen) and any 

previous or future contacts with doctors.

When the request was for advice or recommendation of a suitable product for a 

particular illness, information about the health problem (duration and symptoms) and their 

management of it before visiting the pharmacy (consulted a doctor or tried other medication) 

was sought.

For clients who requested to have their blood pressure measured or the sugar level 

tested, information about how they monitor these (how often, where, when and the last time 

they saw the doctor) was collected.

2.1.2. Data processing and outcomes

All interviews were translated into English, some variables were illustrated and 

coding frames were constructed. Data were coded for the interviewee relation to the drug 

user, type and number of services requested, the health problem presented by the client and 

the drug(s) supplied. Because of the multi-purpose of some drugs, drugs were coded 

according to their classification in the “Egyptian Index of Medical Specialities” and 

“Therapeutic Index of Available Drugs in the Egyptian Market” (The Ministry of Health 

1986-87, 1992) and not to the health problem described by the interviewee. For example if 

“paracetamol” was requested for “cold”, it was coded under analgesic (used for cold) rather 

than “product for cold”. The same with antihistamines which were used for catarrh by one
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client and for a skin problem by another. On the other hand, coding of the problems reported 

was based on the client description or specification of the illness.

The three hour-study period in the 24 pharmacies allowed recording of 566 requests 

for health services by 522 clients. Twenty-one percent (117/566) were dispensing a private 

physician prescription, 6.9% (39/566) were dispensing a health insurance prescription, 58% 

(329/566) were requests for a particular product by name, 7.8% (44/566) were requests for 

a recommendation of a suitable product, 5.5% (31/566) constituted other services (injection 

administration, wound dressing and blood pressure measurement) and 1.1% (6/566) was for 

advice without a sale. The types and extent of services were similar to those obtained earlier 

in the observation study (Part I), similar percentages were obtained in cases of requests made 

for particular products by name. The drugs requested by name, without a prescription or a 

recommendation from the pharmacist, included 418 products: 10.5% (44/418) for skin 

problems, 12.9% (54/418) for gastro-intestinal problems, 11.5% (48/418) for 

vitality/vitamins, 21.1% (88/418) for upper respiratory tract problems, 7.7% (32/418) 

analgesic anti-inflammatory, 5.8% (24/418) for eye, 5.8% (24/418) for cardiovascular and 

5.0% (21/418) hypoglycaemic products. Looking specifically at anti-infectives, these 

constituted 11.7% (49/418) of all drugs requested by name for upper respiratory, gastro

intestinal, skin and eye complaints.

The analysis also indicated that in 37.1% (210/566) of cases, the client was a third 

party and requested the service for someone else. Interviewing a third party had implications 

for the completion of the interview and obtaining the required information. The client was 

the user of the product or the person accepting the service from the pharmacy in 40.5% 

(229/566) of the cases or a parent requesting the service for a son or daughter in 14.7% 

(83/566). With the remaining 7.8% (44/566), the researcher omitted to ask the purchasers 

their relation to the user.

2.1.3. Feasibility and response rate

The interview technique gave the opportunity to check interviewees for their 

understanding of the questions posed and ensured obtaining the information required. Out 

of 566 requests made by 522 clients, only six clients refused the interview and one could not 

participate due a hearing problem (this involved 7 requests). However, for 90 of the requests
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made by a third party, not enough information could be gathered about the user of the 

product, for another 25 requests, interviews were incomplete (the interviewee was in a hurry 

or the interviewer needed to stop to consider clients waiting to be interviewed). In addition, 

48 requests were missed (the clients left the pharmacy before being told about the study).

The plan had been to include in the study all clients who visited the pharmacy during 

the study period and to interview them about each drug they were supplied, the health 

problem for which they were in the pharmacy and other health problems they had, this could 

not be achieved. This led to consider this stage as exploratory work.

2.1.4. Conclusions

Experience acquired in this stage, in other words, including every client, service, drug 

and health problem, showed more cases and information were likely to be missed. It raised 

the need for “selection” and “focus”: which clients, drugs or services would be better 

candidates to illustrate examples of drug use and understanding by clients in terms of the 

potential roles for community pharmacists in Alexandria. These difficulties highlighted the 

importance of design and planning prior to a study.

Clients had been identified in our earlier investigations according to the services they 

seek from pharmacies, as those requesting to dispense a prescription, recommendation or 

advice and a product by name, in addition to other services such as injection administration, 

sugar level testing, blood pressure measurement or similar monitoring. According to Part I 

findings and exploration made in this stage, a request for a product by name constituted 55% 

and 58% of total number of services requested by clients in the two studies, respectively. 

Pharmacists can have a role in ensuring better management of health problems and rational 

use of drugs if the problem is discussed with their clients before supplying them with the 

required medicine. This led to the decision that the target interviewees would only be clients 

who requested products by name, with a piece of paper, pamphlet or empty product box, in 

other words, without a prescription or a recommendation from the pharmacist.

Selection of the drug groups to be studied aimed to include groups used for chronic 

problems and those used for acute illness. For the former, products used for cardiovascular 

problems and diabetes, for the latter, antibiotics and cough products were recruited as 

examples. These drug groups were widely supplied (without a prescription or advice from
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the pharmacist) during the observation study (Part I) and the current stage.

2.2. Final work

This involved conducting interviews with clients requesting particular cardiovascular 

products, products for diabetes, cough products or antibiotics, by name. Fifty pharmacies 

were randomly selected from all parts of Alexandria using the General Index of Pharmacies 

previously used in Part I (ASP 1993). In cases of a negative response from pharmacies 

(refusing to take part when telephoned/visited, found closed when visited or no pharmacist 

present to give permission), the pharmacy was replaced by the next pharmacy in the list or 

the nearest pharmacy in the area visited.

2.2.1. Content of the interview schedules

Two interview schedules were developed, one to suit investigation about products 

used for chronic problems (cardiovascular products and products for diabetes) and a second 

for cases of products used for acute illnesses (cough products and antibiotics) (Appendices 

17 & 18). In both cases, the interview focussed mainly on collecting detailed information 

about the use and understanding of products purchased and the health problem for which the 

product was intended to be used. Additional information about other products used and 

health problems experienced were to be recorded but not explored. This would allow deeper 

investigation about the use of particular products with a background about the health state 

of the user.

The interviews included closed type as well as open-ended questions. Using 

responses collected during the exploratory phase and the initial field work, skips were 

inserted. Considerations taken to develop the questionnaire in Part I were applied here as 

well. This included the wording of the questions (simple words, not-biased or leading), their 

sequence and the priority of the questions.

Notes for each of the interview schedules was developed. It was believed this may 

maintain reliability during data collection. It aimed to remind the interviewer of particular 

aspects. It stressed that the questions included should not be modified, explained or 

interpreted for the interviewee and if not understood, the question wording should be
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reviewed later. It summarised the different drugs for each of the different drug groups that 

should be included in the study. These drugs were extracted from the Egyptian Index (The 

Ministry of Health 1986-87) and the BNF (Joint Formulary Committee 1995).

While most of the questions were the same in both interviews, others were more 

specific to emphasize patients’ use of products and management of chronic problems 

(diabetes, cardiovascular problem) or acute illness (cough & antibiotics). The core of both 

interviews included five sections:

Section one Observation made before the start of the interview. This recorded the

names of drugs requested and classified the service (sale, injection administration, blood 

pressure measurement or sugar level testing). This section was followed by a “skip” based 

on the relation of the purchaser to the user.

Section two Whether the purchaser of the product was the user or a parent of the

user. This section gathered information about their use, knowledge and experience with the 

requested drug(s)

a) what did they know about this drug?

b) what was it used for? (used as a probe for the question above)

c) how did they find out about it?

d) how much did they take and when ? (used to introduce to the question below)

e) did they know if it could have side effects? (pre-categorized answers were given; 

yes, no, don’t know) and if yes, how did they find out about them?

f) did they know anything else about the drug ? (a repeated question to remind the 

interviewees to add details they may have forgotten)

if  the requested product had been used before

a) did the user experience any side effects? (pre-categorized answers were given: yes, 

no, don’t know)

If yes, what were they?

I f  the product requested was for cardiovascular problems or for diabetes

a) did they vary the dose? (pre-categorized answers were given; yes, no, sometimes) 

and if yes, why, when and how they did?

b) how long has this drug been used for?
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if  the product requested was an antibiotic or for cough

a) how did they decide about the dose?

b) if it had been used before? (pre-categorized answers were given) 

and if yes, when was the first time and how often did they use it?

Section three Whether the purchaser was the user, the parent of the user or a third party, 

this section sought information about the health problem for which the product was requested 

and the patients’ management of it.

a) what health problem or symptom was the product for? (interviewees were asked 

to describe the health problem and if there were any accompanying symptoms, 

and if yes, what they were?)

b) how long had the user had this problem?

c) if any other drugs were taken for this problem or the accompanying symptoms? 

if yes, what were they?

if the product requested was for cardiovascular problems or for diabetes

a) when the doctor was last seen for the health problem?

b) when the patient last had the blood pressure/sugar level measured? 

who did it for them?

c) when was the time before that (who did it for them?)

d) how they decide to have it checked (why /when?)

if the product requested was an antibiotic or for cough

a) had the patient been seen by a doctor for this health problem? 

if yes, when was this?

if not, had a doctor ever been consulted? if yes, when was this?

b) if there were any other accompanying symptoms with the health problem? 

if yes, what were they?

c) if any other medication had been tried?

if yes, what drugs? and how they found out about these?

Section four To collect information about the health state of the drug user:

a) did the user have other health problems? 

if yes, what they were?



PART II: Method

130

b) did the user take any other medication for other health problems? 

if yes, how many and what were these drugs?

c) how often were they used? (regularly or occasionally)

Section five This constituted classifying personal questions (Oppenheim 1992); age, sex, 

occupation of the user and if the user had a health insurance or other health service. In the 

case of cough product sales, information about if the user smokes or not was also collected. 

In the case of positive responses, they were further asked about the approximate number of 

cigarettes smoked each day.

2.2.2. Conducting the study

Some pharmacists or their staff were approached by telephone, others were visited. 

In both cases, the pharmacists were informed about the aim and the procedure of the study. 

Telephone calls had the advantage of ensuring that the pharmacy would be open at the time 

of the visit, a pharmacist would be there in case his/her consent was needed to run the study 

and sometimes to get directions for the safest/easiest way to find the pharmacy (no A-Z map 

is available for Alexandria).

One three-hour visit was made to each of the 50 pharmacies and data was collected 

using face-to-face semi-structured interviews with clients immediately after the purchase. 

Visits were made at different times of the day and days of the week: 29 pharmacies were 

visited between 9 am and 2 pm, 3 between 2 and 6 pm and 18 between 6 and 11 pm. All 

clients during the period of the study-visit requesting one or more products for cardiovascular 

disease, diabetes, coughs or antibiotics without either a prescription or a recommendation 

from the pharmacist or a member of their staff, were eligible for inclusion. In addition, all 

clients who desired to have their blood pressure measured (if cardiovascular products were 

used), to have injections administered of any of the above drugs groups or who wanted to 

have their sugar level tested (if products for diabetes were used) were also invited to 

participate.

In all cases, the interviewer introduced herself to the client as a researcher referred 

by the Faculty of Pharmacy to identify health care that should be developed for better use of 

drugs and appropriate management of health problems, relevant to client needs in
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Alexandria. Clients were informed about the four different groups of drugs included in the 

study. This was believed to have an effect in reducing anxiety or discomfort in cases of 

clients worrying that it is an inspection or check on people who misuse drugs, especially 

cough products and antibiotics purchasers.

2.2.3. Analysis

Straightforward descriptive analysis was performed. Variable labels and values were 

defined, coding frames were devised from data collected in random sample interviews, data 

was coded and analysed using the SPSS (SPSS/PC+ 1990, 1996). No instant coding was 

made during the interview. “Office coding” (coding after the field of collection terminates) 

was applied (Oppenheim 1992).

Analysis was initiated for all collected interviews and then for each drug group 

(antibiotics, cough products, cardiovascular products and anti-diabetics), individually. 

Analysis of all interviews additively aimed to give an overview on certain aspects such as 

sex, age, health state of users, use of health insurance or relationship of the purchase to the 

user.
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Results

A total of 233 products from the four groups (97 cardiovascular products, 54 

insulin/oral hypoglycaemics, 33 cough products and 49 antibiotics) were involved during the 

150 hours of study-visits. Sixteen of these products were requested for injection 

administration (5 purchased and 11 brought by the patient). In addition, 15 cases were 

requests for blood pressure measurement.

Sixty-three per cent of the products supplied were requested by name, 6% were 

described to the pharmacists and the remaining clients produced a piece of paper or the old 

package.

Results obtained regarding the four groups of drugs provided information about the 

users of the products (age, sex, relationship to the purchaser and health conditions). For each 

particular group of drugs, the results identified the various health problems involved in the 

request of the product and the management and monitoring of their condition. Cases where 

the purchasers were the users, were targeted for more information about their experience and 

use of the requested product (how they found out about the product, knowledge of it, side 

effects, dose variation).

The results below illustrate data obtained on:

1. Response rates

2. Users of the products

3. The use of cardiovascular products

4. Requests made for blood pressure measurement

5. The use of insulins and oral hypoglycaemics

6. The use of antibiotics

7. The use of cough products
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1. Response rates

1.1. Response rate from pharmacies

A total of 84 pharmacies were approached to obtain 50 pharmacies since in 14 cases 

the pharmacy was found to be closed (closed at the time/day of the visit, for decoration or 

closed down), in 10 cases there was no pharmacist to give consent to run the study and in 

another 10 pharmacies, the person available at the time of the visit (the pharmacist or an 

assistant) refused to participate. The details of approaches made are shown in Appendix 16.

1.2. Response rate of clients

During the 150 hours of study visits, a total of 233 products from the four groups 

were requested in addition to 15 requests for blood pressure measurement. This involved 213 

clients. Interviews were successfully conducted about 222 of these products and 14 cases of 

blood pressure measurement. Thus data about 95.2% (236/248) of these cases was collected. 

This involved interviews with 204 clients, which accounts to 95.8% of all clients (204/213). 

No client refused to take part. Nine clients were omitted from the interview either because 

the client left the pharmacy too quickly, before being told about the study and invited to take 

part or s/he did not find what they requested (8.1% of the total number of products requested 

were out of the stock at the pharmacies).

2. Users of the products

2.1. Relationship to the purchaser

A high proportion (66.5%) of all products were purchased for use by someone else 

(7.7% were purchased by a parent of the patient) (Table 17). This included 67.7% of 

cardiovascular products, 58.5% insulins and oral hypoglycaemics products, 67.7% of cough 

products and 72.3% of antibiotics. These findings have important implications for 

pharmacists in their role in pharmaceutical care.
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The user was Number of products requested Total (%)

Cardiovasculars hypoglycaem ics A ntibiotics Cough

a) the purchaser 29 22 13 10 74 (33.5)

b) the purchaser’s parent 20 11 2 7 40(18.1)

c) the purchaser’s child 0 0 14 3 17 (7.7)

d) a family member 29 16 10 10 65 (29.4)

e) the purchaser’s friend 0 1 1 0 2 (0.9)

f) the purchaser’s employer 9 3 6 1 19 (8.6)

g) the purchaser’s neighbour 3 0 1 0 4(1.8)

Total 90 53 47 31 221 (100.0)
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2.2. Age

There were marked differences in the ages of the users taking the different drugs 

groups. As illustrated in Figure 14, 49% (18/37) of the antibiotics purchased were for 

children under 10 years, whilst 51% (20/39) and 54% (45/84) of products for diabetes and 

cardiovascular problems were for people over 50 years. Cough products were purchased for 

use by all age-groups.

2.3. Sex

The majority of products for diabetes (38/51 ) and cardiovascular problems (including 

cases requiring blood pressure measurement) (54/93) were for use by women and for coughs 

were for use by men (20/31) (Figure 15). In the case of antibiotics, the ratio of both sexes 

was similar (21 male and 20 female).

2.4. Concurrent health problems or medication

Broad information about the health state of the patient: if other health problems 

existed or if other medicines were taken is summarised in Tables 18 (A, B & C). Almost half 

of responses (88/182) reported that the user of the product had other health problems in 

addition to that for which the requested product was to be used (Table 18 A). Almost half of 

the products requested were used concomitantly with other products for the same problem 

(Table 18B) and for other health problems (Table 18C).

Thirty-nine per cent (71/183) of users had health insurance, in 63% of these cases 

(47/71) this was the national health insurance and in the remaining cases, this was private 

health insurance organised by their employers. The remaining 61% (112/183) did not have 

any health insurance.
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Figure 14: Percentage of cardiovascular (CV) products (n=84), products for 
diabetes (n=39), antibiotics (n=37) and cough products (n=28) used by 
different age groups
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Figure 15: Percentage of cardiovascular products (n=93), products for diabetes 
(n=51), antibiotics (n=41) and cough products (n=31) used by male and female 
patients
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Tables 18: Concurrent health problems or medication

A) If the user of the requested product had health problems other than the one for which the 

requested product was used

having other Number of cases reported in Total (%)
health problems

Cardiovasculars H ypoglycaem ics A ntibiotics Cough

- cases reported “yes” 44 29 7 8 88 (48.4)
- cases reported “no” 29 15 30 20 94 (51.7)

Total 73 44 37 28 182(100.1)

B) If the user of the requested product was taking other medicines for the same health 

problem

use of other Number of cases reported in Total (%)
medicines

Cardiovasculars H ypoglycaem ics A ntibiotics Cough

- cases reported “yes” 32 18 28 12 90 (51.1)
- cases reported “no” 39 23 9 15 86 (48.9)

Total 71 41 37 27 176 (100.0)

C) If the user of the requested product was taking other medicines for other health problems

use of other Number of cases reported in Total (%)
medicines

Cardiovasculars H ypoglycaem ics A ntibiotics Cough

- cases reported “yes” 46 27 7 6 86 (47.8)
- cases reported “n o ” 26 16 30 22 94 (52.2)

Total 72 43 37 28 180(100.0)
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2.5. How the requested product was found out about?

This information was collected from the cases where the products requested were for 

use of the purchasers themselves or their children. As Table 19 shows, in the cases of 

cardiovascular or antidiabetic products, this was from a physician in a clinic or in a hospital 

(the majority were from private physicians), whereas for antibiotics and cough products, 

pharmacists appeared in 7% of cases and friends and relatives in another 8%. The 

percentages tabulated highlight the predominance of the private services, compared to the 

public system.

While this question identified how the user found out about the requested product, 

results cannot reflect whether the source caused the purchase on this particular occasion 

during the study-visit, as presented below “if the patient had seen a doctor” and “when the 

patient had last seen the doctor”.

3. The use of cardiovascular products

A wide range of cardiovascular products were purchased without a prescription. This 

amounted to 97 products. As shown in Table 20, products requested included nitrates, 

cardiac glycosides, diuretics, beta-adrenoreceptor blockers, peripheral and central 

vasodilators and lipid-lowering agents. Interviews were conducted for 90 of the 97 products. 

As tabulated earlier (Table 17), 29 of the products requested were for the use of the 

purchasers themselves and the remainder were for use by someone else.

3.1. For how long had the requested product been used?

The requested products were being used long-term. Of 75 collected answers, 76% 

indicated more than one year’s use (16% more than 5 years) (Table 21).
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Table 19: How did the patient  ̂find out about the requested product?

The patient found out 
about the product from

Number of products requested
Total (%)Cardiovasculars H ypoglycaem ics A ntibiotics C ough

- a private doctor 22 19 11 4® 56 (63.6)
- health insurance clinic 1 2 0 1 4 (4.6)
- private hospital 4 0 0 0 4 (4.6)
- public hospital 1 0 5 1 7 (8.0)
- relative/friend doctor 1 0 3 0 4 (4.6)
- a pharmacy 0 0 3" 3^ 6 (6.8)
- the parents 0 0 1 0 1(1.1)
- a relative 0 0 1 2 3(3.4)
- a friend 0 0 1 1 2 (2.3)
- a neighbour 0 0 0 1 1(1.1)

Total 29 21 25" 13 88(100.1)
a) T his information w as co llected  only from cases where the purchaser w as him /herself the user or a parent 

o f  the user
b) Eight in a private clin ic, 2 in a polyclin ic and 1 where the purchaser w as a physician
c) In 2 cases the pharmacist was a w ife  or a daughter
d) T w o other cases could not remember w ho was their first source, they knew  the drug had used it for a long  

tim e
e) In tw o cases the purchaser found out about the product from his w ife  and later the doctor prescribed it
f) In these three cases the purchaser found out about the product from  a friend and later a pharmacist 

recom m ended

Table 20: Groups of cardiovascular products requested

Groups of drugs Number of products Percent of products

Nitrates/Ca-channel blockers 23 23.7
Peripheral and central vasodilators 20 20.6
Antihypertensive and diuretics 13 13.4
Diuretics 9 9.3
Antihypertensive 8 8.3
Beta-adrenergic 8 8.3
Cardiac glycosides 6 6.2
Anti-sclerotics 4 4.1
Antihypotensive 3 3.1
Antifibrinolytics and haemostatics 2 2.1
Lipid lowering drugs 1 1.0

Total 97 100.1
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3.2. For how long did the patient have the problem for which a cardiovascular product 

was requested?

Of 74 respondents who were able to supply information about the users (Table 22), 

89.2% reported the users had the problem for more than one year, 33.8% more than 5 years.

3.3. When had the patient last seen a doctor about the problem?

Seventy responses were collected. For 73%of the cases this was within two months 

and for 10% it was a year before (Table 23). Out of 73 responses, 44 reported having no 

health insurance. Of those remaining, 18 were covered by government health insurance and 

11 had employers health insurance.

3.4. If the patient had checked his/her blood pressure?

Of 69 who were able to give this information, 57 (83%) reported monitoring their 

blood pressure. As Table 24 indicates, the last time this group had it measured varied from 

a few days to more than a year before. Meanwhile, the remaining 17% reported they did not 

check their blood pressure. Of these, one patient had a balloon for arterial stenosis, a second 

had a heart problem (on Lasix®, Isordil®, Rhonal® and Nitromack®), a third had rheumatic 

fever (on Lanoxin®), a fourth had arterial stenosis (on Isordil®) and a fifth had hypertension 

and diabetes. Those remaining reported circulatory disorders (taking Rhonicol®), eye 

problems (taking Trivastal®, Doxium® and Venoroton®) and venous disorders (on Dioven®).

3.5. What health problem was the requested product used for?

As detailed in Table 25, in 54.6% of the cases, a problem with the blood pressure was 

reported; in 88% this was high blood pressure.
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Table 21: For how long had the requested product been used for?

Length of time Number of cases Percent of cases

- less than a month 4 5.33
- more than a month but less than a year 14 18.67
- 1 to 5 years 45 60.00
- more than 5 and less than 10 years 9 12.00
- more than 10 years 3 4.00

Total 75 100.00

Table 22: For How long did the patient had the problem for which the product was 
requested?

Length of time Number of cases Percent of cases

- less than a month 2 2.70
- more than a month but less than a year 6 8.11
- 1 to 5 years 41 55.41
- more than 5 and less than 10 years 11 14.87
- more than 10 years 14 18.92

Total 74 100.01

Table 23: When had the patient last seen a doctor about the problem?

Length of time Number of cases Percent of cases

- a month ago 32 45.72
- more than a month but less than 2 months 19 27.14
- more than 2 but less than 6 months 12 17.14
- a year ago 5 7.14
- more than a year 2 2.86

Total 70 100.00

Table 24: When did the patient last had the blood pressure checked?

Length of time Number of cases Percent of cases

- less than a month 33 57.90
- between one and 2 months 16 28.07
- more than 2 months and up to 6 months 5 8.77
- more than 6 months and up to a year 2 3.51
- more than a year 1 1.76

Total ' 57 = 100.01
a) An additional 12 reported they did not have their blood pressure checked.
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Table 25: Different problems for which cardiovascular products were requested by clients

Problems Number of products Percent of products

Blood pressure 42 54.6
- high blood pressure 27
- high blood pressure/heart failure 1
- high blood pressure/arterial obstruction 1
- high blood pressure/extra beats 1
- high pressure/pain in the left arm 4
- high pressure/angina/aortic incompetence 3
- low blood pressure 4
- irregular blood pressure and heart beats 1

Heart problems 21 27.3
- thrombus 2
- successive heart beats 2
- rheumatic fever 2
- rheumatic fever and arterial obstruction 1
- arterial obstruction 9
- venous disorder 1
- heart beats 1
- unspecified 3

Cerebral disorder 6 7.8

Hyperlipidemia 1 1.3

Eye problems ** 5 6.5

Liver disorder 2 2.6

Total 77 100.1

a) T he problem s w ere categorized according to the client description.
b) O ne patient had a laser operation (as described by the patient representative, there w as clouding o f  the eye) 

and a second com plained o f  eye  sight loss due to ageing. The drugs involved  w ere peripheral vasodilators 
(Trivastal® & Trental®) and drugs used for treatment o f  venous circulatory disorder (Venoroton® & 
Doxium®).
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3.6. Concurrent health problems or medication

As detailed earlier (Tables ISA, B & C), 60%, 45% and 64% of cardiovascular 

products requested were used by patients with other health problems, taking other products 

for this problem and taking products for other health problems, respectively. In some cases, 

this constituted 4-6 other products (cases 13, 31, 37 & 42: Appendix 17). As illustrated in 

Table 26, a wide range of health problems were described by the interviewees, in which 

diabetes accounted for almost half of the cases.

3.7. Cases where the purchaser was the user

This constituted 29 cases as indicated in Table 17 previously. Cases where the 

respondent was purchasing the product for his/her own use allowed investigation of their 

experience and knowledge about the drug requested.

3.7.1. Dose variation

Forty-five percent said that they adjusted the dose themselves. Some respondents 

commented on how and why they varied the dose. In some cases variation was a result of 

forgetfulness but other issues were commonly raised, indicating that many of these patients 

were active in decisions relating to their use of medication for cardiovascular problems. A 

wide range of comments included: ‘7  only use it when I ’m angry ” (for Blokium 50®), ‘7  take 

more if I feel dizzy” (for Stugeron®), ‘7 take it only when 1 do not feel well” (for K-chlor®), 

‘7 reduce the dose because it causes me insomnia: I every alternate day or every week even " 

(for Capoten®) and “It depends on the burning in the chest, the effort I make and if I f  eel 

cingry” (for Isordil 5mg®).

3.7.2. Side effects

Out of the 29 cases, in 7 the respondent reported s/he experienced side effects, in 19 

they said they did not while 3 were unsure. Regarding whether the product could or could 

not have side effects, for the same group of clients, 6 confirmed it could have side-effects.
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Table 26: Concurrent health problems experienced by patients using cardiovascular products

Cardiovascular 
problems for which the 
product was requested

Other health problems “ the user has

Hypertension Number 
of cases

health problems

2
1
1
1
1
1
1
1
1
1
1
1
1
1
1

diabetes
diabetes and muscle-ache
diabetes, dizziness and poor memory
diabetes, irregular heart beats and cerebral disorder
otitis media
joint problem
oedema in the knee
rheumatism, renal colic and eye inflammation 
sinusitis
congestion of trachea and vocal cord 
aortic artery disorder and thrombus in the eye 
heart failure, hemorrhoids, dizziness 
inflammation of the bile 
liver dysfunction and trouble in the colon 
spastic colon

Hypertension and
- Heart failure
- arterial disorder
- pain in the left arm

1
1
4

diabetes
diabetes
diabetes

Irregular heart beats 1 hypertension, diabetes and cerebral disorder

Thrombus 1 hypertension

Irregular blood pressure 
and heart beats 1 uremia

Unspecified heart 
problems

1
1
1

indigestion and cataract 
diabetes
diabetes, cataract and liver disorder

Arterial obstruction 
and narrowing

1
2
1
1
1

diabetes and glaucoma 
diabetes and hypertension 
hypertension
heart problem and feeling of asphyxia 
constipation

Cerebral disorder 1
1
1
1
1

diabetes, hypertension
diabetes, hypertension and neuritis
diabetes, hypertension and irregular heart beats
diabetes, stomachache and blurred lacrymating eye
hypertension, stomachache and rheumatism

Hyperlipidemia 1 hypertension

Liver disorder 1
1

diabetes and cough
diabetes, heart problem and cataract

Eye problems 3 diabetes

Total 45

a) The problem s were categorized according to the client description.
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5 said it could not and the remaining 18 did not know.

4. Requests made for blood pressure measurement

During the study-visits, a further 15 clients who did not purchase any cardiovascular 

products asked to have their blood pressure measured. Information collected about their 

monitoring of blood pressure is summarised in Table 27. Except for cases 2,3 & 9 (listed in 

the table) which reported low blood pressure, the remaining were hypertensive. In most 

cases, previous blood pressure measurement also occurred in the pharmacy and it was for a 

routine check-up. Most of them were covered by health insurance. Eight out of 13 clients 

were taking medication for their blood pressure problem. When they were further asked 

about the dosing they use and if they vary it at all, their responses included: “/  increase the 

dose if  I feel tired or the measured blood pressure was high” (for Capozide®), ‘7 took 1-2 

tablets and sometimes I stop it if  I feel alright: no headache or not sleepy and tired” (for 

Brinerdin® in case 7), “either one daily or every alternate day or sometimes none, it depends 

if I forget or Ifeel less tired” (for Diorox®), “1 or Vi tablet and sometimes none: it depends 

if I have headache at the back o f my neck” (for Capoten®) or “could be 1 daily or every 

alternate day or I stop it: depends if  tired, drowsy or headache” (for Brinerdin®, case 13).

Only cases using Zestril® lOmg and Betaloc® reported not varying the dose. Cases 

3 and 6, while not specifying the medication taken, both reported they also varied the dose. 

Their decision about the dose was related to how they felt: “if  sleepy or drowsy or want to 

vomit I take 2 or 3 daily, and at other times I stop it” & “I see how the blood pressure is, 

110/90 is normal so 1 stop taking the drug, but i f  it was 170 or 1901 take a whole tablet in 

the evening, if  low volume o f urine or less frequent urination I assume the blood pressure is 

high and take the diuretic”.



Table 27: Collected responses from clients who requested blood pressure measurement during the study-period in the pharmacies.

Case Age & sex how long had 
the problem?

last had it 
measured?

last saw a 
doctor?

when decide to 
measure it?

where? If having 
HI^?

drugs taken, if any?

1 60 male 15 years 1 week 1 week routine HI  ̂clinic / pharmacy yes Capozide / Tenormin

2 20 female 2 years 1 year 1 year symptoms ® HI clinic ^ yes none

3 31 female 2 years 3 weeks 2 months every 2 weeks HI clinic ^ yes 2 drugs ®

4 57 male 4 days never did before 8 years never did before pharmacy yes none

5 39 male 1 year 1 month 8 months occasionally ^ pharmacy no Betaloc

6 74 male 1 year 1 week 2 weeks weekly pharmacy yes 2 drugs ®

7 54 female 9 years 6 months a week symptoms clinic / pharmacy no Brinerdin

8 59 male 10 years 2-3 days a week monthly pharmacy no Zestril lOmg

9 32 male 4-5 years 2-3 months never symptoms pharmacy no none

10 40 female 6 years 2 weeks 2 weeks symptoms ® pharmacy yes Diorox

11 64 male 5-6 years a week 2 years weekly pharmacy yes none

12 54 male 5-6 years a day 3 years almost daily pharmacy yes Capoten

13 40 male 6 years a month a month monthly pharmacy yes Brinerdin
a) Pain in the head
b) To check from time to tim e, when there is a chance to have it measured
c) Feeling tired, sleepy, heavy head or headache
d) Blurred vision or tired
e) Feeling tired
f) Health insurance
g) U nspecified

i
S'

ON
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5. The use of insulins and oral hypoglycaemics

Thirty products were oral hypoglycaeroics (28 sulphonylureas, 2 biguanides) and 24 

products were insulins (Table 28). Of the 54 cases, 46 involved purchases only and in 8 the 

clients requested insulin administration. Interviews were conducted with purchasers of 53 

of the 54 products. As illustrated earlier in Table 17, with 22 cases, the product was for the 

use of the purchaser, in the remaining 31 cases, purchasers were a third party: a family 

member, neighbour, friend or an employee.

5.1. For how long had the requested product been used?

As with for cardiovascular products, the hypoglycaemics were also being used long

term. Out of 44 answers collected, the majority (86%) had been for at least a year (23% 

more than 5 years), for 4.5% of the cases this was less than a month in addition to 9% less 

than a year (Table 29).

5.2. For how long had the patient had diabetes?

As reported by respondents, the requested insulin and oral hypoglycaemics were 

being used by patients having diabetes between 6 months to 23 years. For all 45 responses 

the purchaser provided information about the user, 95.6% (43/45) reported use was at least 

a year (57.8% more than 5 years) (Table 30).

5.3. When did the patient last have the sugar levels tested?

As Table 31 shows, in 21 of 41 respondents (51%) had it measured in the previous 

month. In 14 cases this was done in a doctor’s clinic, another 14 in a laboratory, 8 in a 

polyclinics, 4 in a hospital and 1 in a health insurance clinic. Twenty-one respondents 

reported routine measurement of sugar levels ranging from every day to every 4-5 months. 

Others reported that decisions to measure sugar levels were determined by symptoms: 

tiredness and fatigue, frequency of urination, thirst, vertigo, oedema, itching or feeling 

sleepy.
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Group of drugs Number of products Percent of products

I. Insulins

- Rapid acting insulin

- Intermediate acting insulin

24

1

23

44.45

II. Oral hypoglyceamics

A) Sulphonylureas

- Chlorpropamide

- Glibenclamide

- Gliclazide

- Glipizide

28

1

18

7

2

51.85

B) Bisuanides 2 3.70

Total 54 100.1
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Length of time Number of cases Percent of cases

- less than a month 2 4.55
- more than a month but less than a year 4 9.09
- 1 to 5 years 28 63.64
- more than 5 and less than 10 years 5 11.36
- more than 10 years 5 11.36

Total 44 100.00

Table 30: For how long had the patient had diabetes?

Length of time Number of cases Percent of cases

- less than a month - -

- more than a month but less than a year 2 4.44
- 1 to 5 years 17 37.78
- more than 5 and less than 10 years 9 20.00
- more than 10 years 17 37.78

Total 45 100.00

Table 31: When did the patient last have their sugar levels tested?

Length of time Number of cases Percent of cases

- less than a week 3 7.32
- more than a week and up to a month 21 51.22
- more than a month and up to 2 months 7 17.07
- more than 2 months and up to 6 months 7 17.07
- more than 6 months 3 7.32

Total 41 100.00
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5.4. When the doctor had last been seen about diabetes?

As Table 32 shows, 16 of 41 (39%) indicated the patient had seen a doctor in the 

previous month. For 3 cases (all purchasing an insulin product) this was at least a year 

before.

5.5. Concurrent health problems or medication

It was tabulated earlier (Table 18 A) that 29 out of 44 (66%) of products requested 

here were used by diabetics having other health problems. As illustrated in Table 33, for 

many of the cases, this was a blood pressure problem. Concerning if the product user was 

taking other medication, in 44% (18/41) of cases the user was taking other drugs for diabetes 

(Table 18B). In many cases these were other hypoglycaemic products, in other cases, this 

was a vitamin and 63% (27/43) was indicated for cases using other drugs for other health 

problems (Table 18C). Appendix 18 details the various products listed by the interviewees.

5.6. Cases where the purchaser was the user

This constituted 22 cases. As with the cardiovascular products, more information was 

collected about the users’ experience with the drug.

5.6.1. Dose variation

Almost half of the users (10/21) reported that they adjust the dose themselves. In 70% 

of the cases (7 out of 10) the drug was insulin. Some respondents reported they reduce the 

dose and of their comments: '‘when I feel alright, less urination and not thirsty or dizzy, /  

reduce the dose to the half”, “every week because o f the fear that the sugar level drops, /  

reduce the dose to the half fo r  1-2 days then back to the normal dose ”, “if I don’t eat much, 

I reduce the dose to 3/4 or the half”, “if the result o f the sugar level is low (170-180), I 

reduce the dose to half”.

Other users vary the dose differently, among their answers were: “I stop the insulin 

in case 1 feel I made efforts”, “I usually take 3/4cc insulin after breakfast, but if  the sugar
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Table 32: When the doctor had last been seen about diabetes?

Length of time Number of cases Percent of cases

- in the last 2 weeks 12 29.27
- more than 2 weeks but less than a month 4 9.76
- 1 - 2  months ago 15 36.59
- more than 2 months but less than a year 7 17.07
- a year ago 3 7.32

Total 41 100.01

Table 33: Concurrent health problems experienced by diabetics

Other health problems the patient had, as described by the interviewee Number of 
cases

Hypertension
Hypertension and aortic incompetence
Hypertension, aortic incompetence, angina, hemiplegia and weak vision
Hypertension, irregular heart beats, rheumatic pain and drowsiness
Unspecified heart problem
Irregular heart beats and cataract
Hypotension and irritable nerve of the stomach
Irregular blood pressure
Irregular blood pressure and glaucoma
Irregular blood pressure, heart valve incompetence and liver problem 
Rupture of the artery of the leg 
Cerebral disorder 
Rheumatic pain
Eye problem (inflammation/blurred vision)
Cataract
Hernia
Previous hepatitis 
Pneumonia and renal problem 
Renal colic 
Bronchospasm 
Spastic colon
The gall bladder has been moved time ago, a hole in the diaphragm and 

sensitivity to sulpha drugs 
The patient is pregnant and sometimes hypertensive

Total 29
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level is low, I take l/2cc instead, and if  high (180), I take the 3/4cc, it depends on the 

analysis result ”, “when I feel tired I take an extra I/2cc insulin in the evening ”, “it depends 

on the amount o f food I eat, it is important not to faint: days I eat a lot, I increase the dose, 

and if  I didn ’t eat properly, I reduce the dose ”, “in summer, I take one tablet ofDaonil®and 

in winter two, also if  I eat a lot especially sweets or I feel difficulty in breathing, I increase 

the dose to half a tablet but if I walk long distance and bum sugar, I reduce the dose then ”, 

“I usually take oral hypoglycaemics (Diamicron® & Glucophage®) and no insulin unless the 

frequency o f urination increases, I use insulin in addition''.

5.6.2. Side-effects

Reports from patients using insulins and/or oral hypoglyceamics stated 4 out of 22 

experienced side effects: one reported it as being habit forming and should be taken 

otherwise he felt that there is something missing (this was with Insulin NPH®), a second 

reported resistance to the drug and said that it did not affect him anymore (for Insulin Nilab 

R NPH®), a third on Insulin Nilab NPH® reported inflammation at the site of injection, and 

the fourth reported that Insulin Lente 40 made him feel weak “I cannot walk much or do my 

work properly and my bones are aching ”. Conversely, of the remaining 18,17 said they did 

not experience any side-effects and one did not know if s/he had suffered side-effects.

Concerning their knowledge o f whether the product could have side-effects or not, 

68% (15/22) reported they did not know, 14% answered it did not have side-effects and 18% 

(4/22) confirmed it could have side-effects, namely allergy (Insulin NPH®), inflamation at 

the site of injection (Insulin NPH®), or complications if taken in higher dose than 

recommended or taken on an empty stomach (in case of Daonil®).
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6. The use of antibiotics

A wide range of different oral and parenteral antibiotics were requested without a 

prescription, including those for injection administration in the pharmacy. Interviews were 

conducted with 49 clients about 41 antibiotics purchased and 8 were requested to be 

administered parenterally. As shown in Table 34, the products supplied included penicillin 

derivatives (21 cases) and sulphonamides (with and without trimethoprim) (7 cases). Among 

other products requested were aminoglycosides, cephalosporins, tetracyclines, 4-quinolones, 

macrolides, spiramycin, rifampicin and chloramphenicol (with and without streptomycin).

6.1. What health problem the requested antibiotic was to be used for?

As indicated in Table 35, the antibiotic products were purchased for a wide range of 

symptoms. These included cases of tonsillitis, sore throat, catarrh, nasal congestion (a total 

of 20 cases): gastritis, nausea and vomiting (6 cases): fever (3 cases): other symptoms 

included post-operative wounds, carbuncles or boils, dental problems, eye inflammation and 

kidney infection.

6.2. For how long had the patient had the problem for which an antibiotic was 

requested?

Information regarding the symptoms and drug use was gathered from 38 clients. In 

33 cases the symptoms had emerged within the last week, in 3 cases this was less than 2 

weeks. One case reporting eye inflammation had experienced the symptoms for at least a 

year. The remaining 12 cases, one was missed and eleven did not know.

6.3. If a doctor had been consulted about this problem?

Information was obtained about 31 cases and the responses constituted two extremes: 

7 had consulted a doctor the previous day, 3 had never done so. For the remaining, it ranged 

from 2-5 days (8 cases), a few days/2 weeks (4 cases), 1-2 months (2 cases), 4 months up to 

a year (3 cases), more than a year (4 cases) and “a while ago... At happened before, I know
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Groups of antibiotics Number of products Percent of products

Penicillins 21 42.86
Sulphonamides including Trimethoprim 7 14.29
Aminoglycosides 5 10.21
Cephalosporins 4 8.16
Tetracyclines 4 8.16
Quinolones 2 4.08
Rifampicin 2 4.08
Macrolides 1 2.04
Spiramycin 1 2.04
Chloramphenicol 1 2.04
Chloramphenicol / Streptomycin 1 2.04

Total 49 100.00

a) T he list o f  antibiotic groups included in the investigation was obtained from the “Therapeutic Index o f  
A vailable Drugs in the Egyptian Market” (M inistry o f  Health 1992).

Table 35: Health problems for which antibiotics were requested

Health problems Number of products Percent of products

Sore throat/tonsillitis/catarrh/blocked nose 20 51.28
Gastritis (stomachache/fever/vomiting) 6 15.39
Fever 3 7.69
Post operative/post stitching wounds 3 7.69
Carbuncles/boils 2 5.13
Eye inflammation 2 5.13
Teeth problem 2 5.13
Kidney inflammation 1 2.57

Total 39 100.01
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the treatment” (this was for Hiconcil 500mg® purchased by a 34 year old for sore throat).

Clients who reported that they had never seen a doctor about their health problem 

included people purchasing potent antibiotics for symptoms that had emerged within the 

previous few days: a 41 year old purchased Tetracycline® and vitamins for sore throat 

symptoms that emerged the previous day: a 12 year old asked for sulphamethoxazole/ 

trimethoprim combination for fever that started the previous day. The same combination was 

also purchased by a 40 year old for inflammation he had in the upper-lid of the eye which 

appeared 3 days earlier.

6.4. Cases where the purchaser was the user or parent

This constituted 27 cases. Against the background of world-wide concern about the 

use of antibiotics (prescribed by physicians, recommended by pharmacists and self- 

medication by individuals) and to illustrate real cases of antibiotic use in Alexandria, the 

cases collected are enclosed in Appendices 19A & B.

6.4.1. Dose and dosage

Except for case 7 (listed among cases where the purchaser was the user: Appendix 

19A) and case 13 (where the purchaser was the parent: Appendix 19B), in all the remaining 

cases the interviewee (user or parent) knew the dose they would take. Whether this dose was 

therapeutically recommended or not, was outside of this study. This investigation was limited 

to patients’ use of the drugs purchased, rather than evaluation of the appropriateness of the 

therapy. However, of the responses obtained that could have implications for potential roles 

of community pharmacists were the following cases:

Cases where the purchaser was the user (Appendix 19A) 

case 3: Tetracid®used by a 65 year old having sore throat, tonsilitis and earache, he 

said ‘7 will take one capsule every 6 hours fo r  7 days" 

case 4: Tetracid-V®, used by a 41 year old having sore throat, he said “only 1 or 2 

capsules, that is it ...with 6 hours spacing.. ”.
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Cases where the purchaser was the parent (Appendix 19B)

case 4: E-Mox 250mg® for a 16 month old having cough and fever for three days, 

the father replied ‘'if mild case three times, if serious case four times, to finish 

2 bottles”,

case 9: Hiconcil 250mg® for a 5Vi year old boy having sore throat started one day 

previous, the parent stated “every 6 hours, to complete 2 bottles, one to treat 

and the second prophylactic”.

Some patients described their decisions about the dose (cases where the purchaser 

was the user), “the physician prescribed three - Garamycin® vials - then a follow-up visit, 

but I administered four, until I get time to go ”, “It was every 8 hours, it did not work - 

Tetracid!® capsules-1 made it every 6 hours ”, “It should have been in the morning - Unasyn 

vial®-1 could not make it, I  took it at lunch time ”, “sometimes I took it once a day - Flumox 

Ig vial® - as it burns.At should be every 12 hours”.

Parents also made decisions regarding doses for children (cases where the purchaser 

was the parent), “if it is a mild illness, I will give 3 times a day instead o f four - E-Mox 

250mg® for a 16 month old daughter”, “according to the case, I will start with 2 capsules - 

Streptophenicol® capsules for a 15 years old daughter - then every 6 hours and if she 

becomes better, so every 12 hours until she is totally cured”.

6.4.2. Side-effects

Whether the purchaser was the patient or the parent of the patient, information was 

collected about side-effects of the antibiotic the patient had experienced, if the product had 

been used before, and also their knowledge about whether the product could have side- 

effects. Sixteen responses were collected from users or parents who had used the product 

before: parenteral antibiotics (penicillin combination, ampicillin/sublactam and

aminoglycosides) and oral antibiotics (ampicillin/sublactam, tetracyclines, sulphamethoxazol 

& trimethoprim combination, aminoglycoside & chloramphenicol combination and 

rifampicin products). Apart from 3 cases who could not define if there were side-effects and 

one who reported burning sensations when injected, the remaining 12 reported no side- 

effects with the product. Eight of the 16 did not know if the product could have side-effects
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and one reported it could not have any (that was for a product containing sulphamethoxazole 

& trimethoprim). The rest - who reported that they knew the product could have side-effects - 

listed: vertigo for ampicillin/ sublactam, rash for the same combination, urine discolouration 

for a rifampicin product and effects on the kidney/liver function for a tetracycline product.

For cases which had not used the product before, of 9 collected answers, one reported 

a sensitivity reaction for a parenteral penicillin product, a second reported that the product 

could not have side-effects (that was for an ampicillin/sublactam combination product), the 

rest did not know if it could have side-effects - this was for parenteral aminoglycosides, 

parenteral chloramphenicol, oral ampicillin/sublactam products and a sulphamethoxazole / 

trimethoprim combination product.

7. The use of cough products

Thirty-three cough products were purchased by 29 clients. The purchases included 

expectorants, mucolytics and cough suppressants (Table 36). Most (27/33) were compound 

preparations and 78% (21/27) of them contained codeine/dihydrocodeine, dextromethorphan 

or ephedrine/ pseudoephedrine. Seventy-five per cent (21/28) of the products had been used 

before by the patient.

7.1. What health problem was the requested cough product used for?

Problems for which the products were requested included coughs as well as other 

respiratory symptoms (Table 37). In one third of cases the symptoms had persisted for at 

least two months. 75% of users (21/28) had tried other cough products to relieve the current 

coughing, moreover, 44.5% (12/27) were using other non-cough products for the same 

problem. Regarding whether the patient had seen a doctor or not, analysis indicated that 6 

had never done so, 3 did 4 years previously and 4 did more than a year previously. In the 

remaining cases, the doctor had been seen within the last 2 weeks (3 cases), 1-6 months (8 

cases). Forty-five percent (14/31) reported that the users were smokers.
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Table 36 : Cough products requested

Cough products requested Number of 
products

Percent of 
products

Simple cough preparations ^
- Mucolytic ^
- Cough suppressant ^

4
1

12.1

Compound cough preparations containing
- Codeine/Dihydrocodeine ®
- Ephedrine/Pseudoephedrine ^
- Dextromethorphan ®

21
8
5
8

63.6

Other compound cough preparations ^ 6 18.2

Herbal products 2 6.1

Total 33 100.0

a) L ist o f  cough products included in the investigation was obtained from  the “Therapeutic Index o f  A vailable  
Drugs in the Egyptian M arket” (M inistry o f  Health 1992).

b) A ll contained one ingredient (cough ingredient), but one o f  the cough suppressants contained also
antihistamine

c) B rom hexine H Cl, carbocisteine or acetylcisteine.
d) D ihydrocodeine, dextromethorphan or pipazethate
e) In addition to other ingredients such as ephedrine, balsam tolu, chlorpheneram ine maleate, phenylephrine, 

prom ethazine, tincture A conite or bromoform.
f) In addition to other ingredients such as guaiaphenesin, triprolidine, dexchlorpheneram ine maleate, 

theophylline, diphenhydram ine, amm onium chloride, sodium  benzoate, potassium  citrate, syrup tolu or 
tincture Ipeca. N o  codeine, dihydrocodeine or dextromethorphan contained in any o f  these products

g) In addition to other ingredients such as ephedrine, guaiaphenesin, chlorpheneram ine maleate, 
phenylephrine or diphenhydram ine

h) Four products contained am m onium  chloride in addition to Ipeca, sodium  citrate, m enthol, phenylephrine, 
chlorpheneram ine, sodium  camphsulphonate, sodium  citrate, prom ethazine HCl, tincture squill. Senega  
extract, glycerin, guaiaphenesin, syrup pectoral, phenyltoloxam ine dihydrogen citrate, chloroform , syrup 
tolu, acephylline piperazine or bromhexine. T he remaining products contained tinctures (Lobelia, 
Stramonium, Ipeca, Squill or Belladonna), L iquorice extract, potassium  iodide, terbutaline sulphate, 
guaiaphenesin, diphenhydram ine, noscapine, chlorpheneram ine m aleate, phenylephrine, pholcodine, 
phenylpropanolam ine, oxom em azine, paracetam ol, sodium  benzoate, promethazine, sulphoguiacol or 
salbutamol sulphate.
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Table 37: Symptoms for which different cough products were requested

Health problems Number of products Percent of products

Productive cough 7 25.00
Non-productive cough 7 25.00
Mucous in the chest 4 14.29
Bronchospasm/chest asthma/wheezing 3 10.72
Cough suppressant 2 7.14
Dependency 5 17.86

Total 28 100.01
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7.2. Concurrent health problems

Concerning whether the users of the cough products supplied had other health 

problems or not, out of 28 responses 8 cases reported that the user had other problems, which 

included:

postural hypotension (45 year old female taking Paracodin R etard  - dihydrocodeine 

bound to amberlite resin - for a productive cough, bronchospasm and wheezing),

hepatitis & diabetes (49 year old male, using Mucophyline® - brom hexine HCl & 

acephylline piperazine - for a dry COUgh),

diabetes (65 year old female using Toplexil® - oxom em azine, guiaiphenesin, paracetamol & 

sodium  benzoate - for mucus in the chest),

hypercholesteraemia (40 year old female using Trisolvin® -  ambroxol HCl, theophylline 

& guiaiphenesin - for a productive cough),

lung oedema & vomiting (a 25 year old male using Codipront® - codeine & 

phenyltoloxamin - for COUgh),

gout (50 year old female using Bronchophen® - dextromethorphan HBr, diphenhydramine 

HCl, ephedrine HCl & guiaiphenesin - for a productive COUgh) and

ulcer (47 year female using a herbal product Sekum® for bronchitis & cough).

One last case reported feeling weak, fainting and pain at the top of the head (24 year 

male using Bronchistal® -  amm onium chloride, chlorpheniramine m aleate & tincture ipecacuhana - for 

productive cough).

7.3. Cases where the purchaser was the user or parent

Cases where the purchaser was the user or parent allowed further investigation about 

their use and knowledge of the drug requested. This constituted 13 cases (see Table 17 - 

detailed in Appendix 20 A & B). For example, when asked about their experience of any side- 

effects of the drug requested, one reported loss of appetite and stomach upset with 

Codaphen® and a second mentioned about the sedative effect of Isilin®. The remaining 11, 

included 9 who did not experience any side-effects with Tussivan-N®, Codaphen®, Selgon®, 

Tussipect®, Bronchistal®, Bronchophen® (2 cases) and Tailliu®, two were unaware of any 

side-effects felt with Pholprine®. Regarding whether the product could have side-effects, a
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user of Tussipect® claimed it could interfere with products for allergy (antihistamines) and 

a user of Bronchistal® reported that any drug will have side-effects. For the remainder, a 

parent using Pholprine® for his twins stated that it could not have any side-effects, and users 

didnotknowif rw55iv<3«-A/®, Codaphen®, Selgon®, Isilin®, Tussipect® and Bronchophen® h^d 

side-effects.
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Discussion

1. Methodologically related difficulties encountered in conducting the study in 

Alexandria

In this study, sixty pharmacies were approached from all parts of Alexandria to obtain 

a final sample of fifty. Considering the need to represent all areas in Alexandria in the 

sample, bearing in mind the financial and time constraints, together with the importance of 

gathering sufficient cases for the study, a sample size of fifty was considered appropriate to 

fulfill these considerations. A difficulty that cannot be ignored was the absence of 

pharmacists in some pharmacies visited, mainly those where no reminder telephone call was 

made. Among 84 pharmacies approached to obtain the 50 which took part in the study, 17% 

were found closed / closed down when a visit was made, in another 10 there was no 

pharmacist present to give his/her consent (which constituted 12% of cases), moreover, 

among the 50 who agreed to take part, 8 had no pharmacist at the time of the visit to be 

interviewed for the Part III study (16% of the cases). Thus, in 21% of the total there was no 

pharmacist at the time of the study visit. While this had an effect on the research in terms of 

time and effort involved to replace such pharmacies or contact at another time, more 

important were the implications on the quality of pharmaceutical care provided via such 

pharmacies, as addressed with a wider perspective in the general discussion. It is also worth 

mentioning that one of the problems encountered was the unavailability of a telephone in 

some pharmacies, the only contact with these would be by a visit, which increased the 

financial costs and time involved in the study.

An excellent response rate (95%) among the client interviewees was achieved, 

indicating the sample is representative of this group of pharmacy clients. No client refused 

to take part, the very few cases omitted from the study were due to clients leaving the 

pharmacy too quickly in order to be approached for the study. There was no incentive or 

obligation for the client to participate, however they sometimes even waited for the 

researcher to finish interviewing a previous client. This high degree of cooperation is very 

promising for future social science research in the community of Alexandria. Such a high 

participation rate may also indicate that the clients did not mind spending longer at 

pharmacies discussing their medicines and health problems. This can have implications on
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the potential roles pharmacies can have in health education and promotion, as discussed in 

a wider perspective in the general discussion of the thesis.

A face-to-face interview was an efficient technique to collect data on clients’ use, 

experience and knowledge about cardiovascular products, insulins/oral hypoglycaemics 

(used as examples of drug groups for chronic problems), antibiotics and cough products 

(used as drug examples for acute ailments). Particularly with the interview study technique, 

it is worth noting that the more familiar the researcher was with the questions contained, the 

easier and straight forward were the interviews, and although the schedules were semi

structured, the interviews were run as an informal conversation which the researcher believed 

potentiated the interviewee’s interest in the interview. However, one of the key problems 

encountered here was the high proportion of individuals requesting the above products, 

without a prescription and purchasing them for use by another person. This would not be 

unexpected for products for children or patients whose conditions (symptoms and illness) 

kept them in bed. However, the findings were similar for cardiovascular products and 

antidiabetics which were used predominantly by older age groups also for long term periods. 

Excluding cases where parents were purchasing drugs for their children, more than half of 

the clients were a third party. Until this study there was no data on the proportion of third 

party sales in community pharmacies in Alexandria. Similar findings were reported by 

Kamat & Nitcher (1998) during their research in Bombay.

The high proportion of third party purchasers also has implications for future 

pharmacy practice research and underlines consideration that should be taken in design and 

planning. While, in many cases, the respondents were able and willing to supply relevant 

information related to the user of the product, this was not always the case and as a result, 

only limited data was obtained in some cases. Other questions concerning information about 

patients’ knowledge of the drugs, dose used, their decisions about dose variation and 

experience with the drug side-effects should be more accurately answered, if responses were 

collected from the drug users themselves.

Increasing the sample size or extending the study visit-period would allow the 

collection of a wider number of cases but clearly would not eliminate the high proportion of 

third party cases. An alternative solution may be to change the research site (e.g arranging 

visits to meet the patient at home), however it was important for the aim of the research here 

to meet clients requesting a product by name from pharmacies. If the target was only
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patients’ use and understanding of their medication and health problems, obviously meetings 

with the candidates could have been arranged outside pharmacies where the sample would 

have constituted the users of the product and not the third party. Carrying out research in 

households would have allowed the interviewing of users themselves. This would aim to 

study patients’ use and understanding of their medication generally, but would not allow to 

investigation of the use of drugs under the circumstances of supply without either a 

prescription or a recommendation by a pharmacist. Hence the aim of the current study - 

potential roles for pharmacists would not have been directly investigated. In addition, 

findings such as the proportion of third party purchasers would not have been obtained. It is 

worth mentioning that due to the lack of patient medication records it would not have been 

possible to track a particular drug group users, unless met at clinics of specialists.

The high proportion of third party purchasers has implications for community 

pharmacists and their staff perceptions and practice in providing pharmaceutical care. 

Gathering information on the appropriateness of drug use, checking patients’ management 

and monitoring of their health problems will generally be more effective if the patient is 

present in the pharmacy. However, with the pharmacist’s job description and commitment 

to ensuring rational and safe use of drugs, absence of the patient could present some 

problems but should not affect the initiation of radical advice or warnings when necessary: 

tetracycline (known to affect liver and kidney function and indicated for serious infections) 

was used by a 65 year old for a sore throat, a course of one capsule every 6-8 hours for 5-7 

days. The pharmacists’ role in checking - “what is it for..why?” could have an immense 

effect on safer use of drugs and appropriate management of health problems. In fact, when 

the drug is supplied to a patient’s representative, it is worthwhile to be more prudent and alert 

about checking. In this respect, Evans & John ( 1995) found that their participant pharmacists 

were offering significantly more items of information to clients collecting prescriptions on 

behalf of another person than those receiving prescription medicines for their own use.
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2. The drug use and potential roles for community pharmacists in Alexandria

2.1. Use of cardiovascular products, antidiabetics and monitoring of health problems

These drugs were included in the study to provide information about users of long

term medication for problems that are generally considered to require professional input. The 

products were available for purchase, and in these cases, sold without a prescription. 

However, from the results of this study, it was apparent that these products were “repeat 

prescription medication”. Many of these clients reported that they had consulted a medical 

practitioner within recent months and thus their medication may have been the subject of on

going review, although this was not always the case. It would have been useful if the 

investigation had looked at the reasons for the last visit for consultation. Whether routine 

check up, appearance of new symptoms or worsening of the problem were the trigger factors 

to seek medical advice, is unknown.

Patients on long-term medication, especially the elderly, are more likely to have 

medication related problems, such as adverse drug reactions (D’Arcy 1984). In fact, other 

studies have revealed a high proportion of elderly people taking potentially interacting 

combinations (Smith et al. 1995). In the current study, the majority of patients were taking 

other medication concurrently both for the present and other conditions. Some clients were 

on six or seven different drugs (Appendix 17: cases 13,24,37,42 & Appendix 18: case 33). 

Many diabetics are taking products for cardiovascular problems and vice-versa; while all 

responses collected indicated that the product supplied had been recommended in the first 

instance by a physician, appropriateness and the need for re-supply were unknown. With 

respect to concomitant use of drugs, recommendation has been made elsewhere (The Royal 

College of Physicians 1984) that not more than 3-4 drugs should be given each day if 

possible.

Evaluation of the medication and identification of errors or interactions were not in 

the scope of the study, however, inevitably out of researcher curiosity, scanning of 

concomitant administration of other drugs indicated hazardous interactions and risks of 

enhancement or antagonism of the drug effect in twenty-three and thirty-five precent of 

cardiovascular and anti-diabetic drugs used, respectively (details are shown in Appendices 

17 & 18). Prescribers may have been aware of these interactions and in this case their reasons
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would be worth checking and exploring. Conversely, this might not be the case and in this 

situation should be made aware.

The interviewees responses revealed that the majority of the cardiovascular product 

users were monitoring their blood pressure and most of them last had it measured within the 

previous two months. Only a minority reported not having their blood pressure checked, 

however, these were taking products affecting this and had heart problems that would be 

expected to require intermittent blood pressure monitoring. Similarly, for the results about 

sugar levels monitoring, the majority of those using anti-diabetics had it tested within the 

previous two months while a minority more than six months, previously. The findings raised 

questions about patients’ understanding of their health problems in the sense of monitoring 

and prevention of complications. The need for monitoring and routine checking of blood 

pressure may or may not be discussed with their physician. Lack or poor monitoring of blood 

pressure and sugar level testing by patients taking cardiovascular products and anti-diabetics 

respectively, can be an outcome of a decision made or a beliefs of the patients, it may also 

be lack of awareness that there is a need for it. The detection of a percentage of patients not 

having their blood pressure checked although being on products affecting this and with heart 

problems raises a question about patients appreciation of the benefits of monitoring to 

prevent complications or ensure better control of their health problem. Local community 

pharmacists are well situated to discuss this with the patient. Through community 

pharmacies, patients can be routinely reminded about health monitoring. While this has a role 

to reassure patients about their health and enhance their compliance with medication, it can 

also detect early signs of further complications or the need for a referral.

All age-groups were involved in these cases from teenagers to 80 year old however 

most were in their 40's or 50's. Others were teenagers or in their twenties and not 

unexpectedly, other patients were in their 60's, 70's and 80's. In common for all groups would 

be the need to ensure appropriate management of problems, prevention of complications and 

safety of the drugs used, while ensuring medication compliance and reassuring the patient. 

Depending on these differences in the age of the patient, of the problems, duration of drug 

use, the focus of pharmacist counselling and educational role will differ.

For example, in counselling elderly people, consideration should be given to the fact 

that they are more likely to be on a long-term multi-medication regimen, they are also more 

susceptible to adverse drug reactions and to other problems associated with ageing or body
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function impairments such as hepatic or renal incompetence, in addition to risks associated 

with their concurrent use of over-the-counter medication. In fact, in the latter respect, elderly 

people were recognised elsewhere as a group of patients with a higher rate of over-the- 

counter purchases (Fisher et al. 1991c). The situation is unlikely to be different in 

Alexandria, however future work should compare such findings. Whether the results show 

this or not, since over-the-counter and prescription medicines are both obtained from 

pharmacies, the pharmacist is in a unique position to counsel the elderly and check correct 

and appropriate drug use. With younger age groups, there is often anxiety, worry and threat 

of the health problem affecting their future normal life. Consideration of these aspects in 

counselling can help reassure these patients and ease the acceptance of and adaptation to 

their illness. Advice and guidance on life-style modification (such as healthier diet, exercise, 

smoking cessation etc.) can be a major benefit to the patients. Against the background of Part 

III exploration, perceptions of community pharmacists about their services include being:

“good listener...the family’s doctor...the family’s friend ....  a psychiatrist..” suggest

encouraging indicators.

Concerning roles for pharmacists in advising on healthier life-style and diet, it was 

noticed that over half of anti-diabetic users were taking a vitamin preparation (Appendix 18). 

In two cases (cases 2 & 33), the patient used three vitamin products, however, the need for 

vitamins and minerals for diabetics is not proven. It has been reported that vitamins are not 

needed if a well balanced diet is eaten and diabetes complications if they occur will be 

associated mainly with chromium and selenium deficiencies - where a varied diet intake can 

provide enough of these elements (Silman 1997). In the present study some patients were 

taking the same ingredients in several preparations. Comparing the products used, case 2 in 

the Appendix records Farcovit B 12® capsule, V2 plus® capsules and Adenoplex® injection. 

Three vitamin products, all contain vitamin B12 and nicotinamide, two of them contain 

vitamins B l, B2, B6, biotin, essential phospholipids, sources of calcium, phosphate, 

saflower, inositol and folic acid. The first vitamin (Farcovit) is formed of 14 constituents, the 

second contains 26 ingredients and the third 4.
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2.2. The use of antibiotics

A wide range of different antibiotics were supplied. The range of antibiotics 

requested was not dissimilar to one that appeared in a study on self-medication in Mexico 

(Calva 1996), penicillins, aminoglycosides and tetracyclines were among the most commonly 

requested during the study. As the findings of the study indicated, in many cases the 

antibiotics supplied without a prescription were being used for symptoms that had emerged 

within a few days. It was reported elsewhere (Kamat & Nichter 1998) that clients tendencies 

to self-medicate were associated with a marked decrease in thresholds of tolerance to 

symptoms. Many of the symptoms (e.g. cough, cold and sore throat) would be expected to 

be short-term self-limiting conditions for which antibiotics would be expected to provide 

little benefit. The results indicated frequent usage of many antibiotics that have toxic effects 

and are not considered first-line drugs or the safest for these symptoms, especially if only 

experienced for 1-2 days. Chloramphenicol, tetracycline and aminoglycosides are used by 

elderly 70 and 75 years old as well as given to babies (7 months old). For instance, on what 

defines chloramphenicol: “is a potent broad-spectrum antibiotic, however, it is associated 

with serious haematological side-ejfects when given systemically and should therefore be 

reserved for the treatment o f life-threatening infections, particularly those caused by 

Haemophilus influenzae, and also for typhoid fever”. Tetracycline, in addition to doubtful 

efficacy as a result of increasing bacterial resistance, and its effect in exacerbating renal 

failure, is only indicated in the management of a diagnosed infectious diseases. 

Aminoglycosides, in addition to the cautionary aspects involved in its use for elderly and 

infants, adjustment of dose and monitoring of certain body functions, together with drug 

plasma concentration, are indicated for rather serious and diagnosed life-threatening 

conditions (septicaemia, meningitis, endocarditis or prostatitis) (Joint Formulary Committee 

1993-94) rather than seven month old infants with a cough, wheezing, rhinorrhea and fever 

that had emerged three days previously or a 10 week old baby with a cough and 

bronchospasm starting two days previously (Appendix 19, cases 3 & 7).

Unless further studies assess prescribing habits, no explanations can be given about 

this issue. In reference to the situation in other countries, many factors were found to 

contribute to inappropriate prescribing. Concerning circumstances of prescribing antibiotics 

for gastro-intestinal and respiratory tract infections, inappropriate prescribing was attributed
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to many factors. These included: excessive promotion of products by pharmaceutical sales 

representatives (Avom et al. 1982), pressure from patients or relatives for a drug prescription 

regardless of indication (Schwartz et al. 1989), over-reliance on personal experience rather 

than scientific data, pressure from other health workers (high volume practices requiring use 

of the prescription as a “terminator strategy” to keep the consultation short) (Soumerai 1989), 

a perception by physicians of the difficulty in diagnosing these infectious diseases in the 

absence of adequate laboratory support and therefore their tendency to treat using a “shot

gun” approach (Kunin et al. 1987) or the perception of many practitioners that antibiotic will 

cure faster or prevent the complications of non-bacterial diseases (Calva 1996).

Meanwhile, there were the calls made by the WHO for attention to the dangers of 

antibiotic resistance (Kunin et al. 1987; Kunin 1993). By discussing the symptoms with their 

clients, pharmacists may be able to ensure and promote appropriate management of 

problems. In the use of antibiotics, for example in suppling a liquid preparation of antibiotic, 

pharmacists can give a warning/reminder: shake well before use, store in a refrigerator, not 

to be used after a certain date, complete the course. In cases of antibiotic injection 

administration, the pharmacist can enquire about sensitivity of the patient to the medicine, 

check appropriate storage of the vials especially in case of multi-dose form.

As pointed out by Price (1989), interventions at pharmacies could decrease 

distribution of those drugs with more serious side-effects and increase awareness among 

consumers of safer alternatives. Pharmacists, by ensuring and increasing public awareness 

about circumstances of inappropriate antibiotic use, particularly those related to therapeutic 

failure and development of bacterial resistance, can have an immense contribution towards 

the targets of rational use of drugs and “health for all”. The fact that the provision of 

healthcare is predominantly private and most of patients have to pay for their own medication 

may facilitate a positive public response to campaigns and advice on the rational use of 

drugs. Unlike the UK for example, where antibiotic supply is controlled by prescriptions and 

under a scheme of National Health Insurance, patients may assume its rational use is 

attributed rather to national economic policy or financial constraints.

Referral of patients to a physician or enhancing pharmacist intervention and advisory 

roles, on the other hand, cannot produce better outcomes if they are not adequately equipped 

with the knowledge, up-to-date information and professional standards required to respond 

efficiently and ethically. Most of antibiotics are expensive, and moreover are supplied as
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“over-the-counter” products; no prescriptions are needed or even recommendations by 

pharmacists - to obtain it from pharmacies, the client needs just to request it, as the current 

study demonstrated. The extent to which profit can mitigate against professional advice is 

unknown.

Lack of systematic continuing education generally and the limited instruction in 

clinical pharmacology specifically, which have been addressed for health care workers in 

developing countries (Lee et al. 1988), including pharmacists, also exist in Alexandria 

(Personal communication: WHO 1998). Studies elsewhere had shown that antibiotic therapy 

courses were more recommended by physicians for individuals with minor conditions 

(diarrhoea or an acute respiratory infection) than those who did not visit a professional, and 

hence addressed the need for designing and assessing the effectiveness of programmes that 

aim at improving prescriber behaviour (Calva 1996). In agreement with the author, these 

programmes should be tailored using information obtained from local studies on the 

educational and socioeconomic forces controlling this practice. Approaches to improve 

physician prescribing have included a wide distribution of printed educational materials or 

prescription audits with feedback.

The training of pharmacists and laws of pharmacy practice in Alexandria need to 

address the fact that pharmacists are requested by the public to administer parenteral 

antibiotics. As discussed earlier, parenteral administration is a service that formally does not 

fall under pharmacy services but is nevertheless requested and accepted as a pharmacy 

service.

2.3. The use of cough products

In many parts of the world, over-the-counter sales include a large number of cough 

products (Chetley 1993). With coughs, in Alexandria as elsewhere, people are less likely to 

have consulted a physician. While, many claimed they had found out about the product 

through a medical practitioner, the majority had not seen a doctor about the condition.

A significant minority of these clients reported symptoms that had persisted for at 

least two months and may therefore have merited advice from the pharmacist. Many of these 

clients were smokers; as elsewhere, community pharmacists in Alexandria may be well- 

situated to undertake health promotion activity. Elsewhere in the world, pharmacists roles
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have been identified in smoking cessation programmes, health promotion and education 

(Nathan 1991; Paluck et al. 1996).

The findings identified a crucial but also urgent need for better control of cough 

product supply from pharmacies. Preparations containing codeine, ephedrine, phenobarbitone 

constituted the majority of products requested. During the study-visits, comments were made 

by the pharmacy staff on the misuse of such products as cheaper alternatives to recreational 

drugs by purchasers of Tussivan-N®, Codaphen®, Paracodin® who reported the product was 

for the use of their mother or another relative. It has been previously reported that abuse of 

an over-the-counter product could for some people, be a cheap alternative to street drugs or 

to lessen withdrawal symptoms (Wills 1993). Such findings raised a question about the 

seriousness and precision of responses obtained from users. Only one interviewee reported 

his use of the requested cough products for addiction purposes. The extent of this happening 

with other cough product users cannot be verified. Previous practising experience of the 

researcher suggests that, if such situations occur, making profits (as some sell these products 

for higher prices), maintaining loyalty of clients or competition with other pharmacies “if I 

don’t give it to him, he will get it from another pharmacy” were among the “anecdotes” often 

heard during the researcher’s experience practising as a community pharmacist. Conversely, 

there will be other pharmacists who strictly prohibit the supply of such products, especially 

when in doubt of its appropriate use or if suspicious of a recreational purpose, and more often 

they will have one answer for this type of client “sorry, we don’t have it”. It will also be 

heard said by pharmacists: “if you supply once, they will call again for re-supply...it will be 

more difficult to say no more or out of stock”. As was raised previously in the Part I 

discussion, some pharmacies may be more specialist in one service than others, clients know 

about this and look for the service at this particular pharmacy, similarly with the reputation 

of the pharmacy in respect to the supply of particular products. It should be stressed that none 

of the above “anecdotes” were evidence-based but rather are statements often head during 

the researcher’s practice as a community pharmacist.

Whether the requested cough product was supplied to the client during the study-visit, 

it was believed that the validity of such data is doubtful. The response of the pharmacy staff 

to the request can be influenced by the presence of the researcher in the pharmacy. In all 

cases, obviously there is a need to set out restrictions on the supply of these products and 

ensure they are complied with. Before any recommendations can be made for potential role
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for pharmacists and how their contribution can control the misuse of cough products, it may 

also be important to make the public aware of these restrictions. This may help to protect the 

ethics and standards of pharmacy profession in Alexandria and also to assist or enforce 

pharmacists to better control their supply.

2.4. Certain categories of patients may better monitor their health problems with 

pharmacists advice and reassurance

2.4.1. Drug regimen decision-makers

The comments made indicate that users make their own judgements about, and 

adjustment to, their dose regime. As concluded elsewhere, individuals have their own ideas 

and beliefs about drug use (Michel 1985; van der Geest & Hardon 1990; Homedes & Ugalde 

1993). Either for cardiovascular or antidiabetic products, almost half of the patients 

interviewed were found adjusting and varying the dose themselves. In most of the cases with 

diabetes the drug involved was insulin. While the study identified patients with more rational 

decisions about the dose variation (such as reducing the dose of antidiabetic: "if less 

urination, feeling alright - not thirsty or dizzy -, depends on the sugar level, depends on the 

analysis results, if  not eating much or depend on the amount o f food eaten”), it also 

identified patients who would reduce, stop the medication due to fear of hypoglycaemia, 

weather changes between seasons (only one tablet in summer but two in winter), or swap 

from oral hypoglycaemic to insulin depending on the frequency of urination. In case of 

cardiovascular products, administration was more likely to be forgotten than alteration of 

dose occurring. More than half of the drugs requested were for use for a blood pressure 

problem and it seems that among those who varied the dose, the drug dose chosen was 

related to the feeling of anger rather than a measured blood pressure. Although few cases 

were recorded, they demonstrate poor rational and inappropriate use of medication, examples 

include: because an ACE inhibitor drug was believed to cause insomnia, the patient decided 

to change the regimen to one tablet every alternate day or even every week instead of the 

prescribed daily intake; another patient taking a beta-adrenoreceptor blocking drug, abrupt 

withdrawal of which is to be avoided and maintenance does of which is required, only used 

the drug when he was angry. As demonstrated in studies elsewhere, pharmacists, with
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improving methods of offering information on drug administration can contribute to 

increased levels of compliance, correct usage and better understanding of medicines 

(Obsbima et al. 1995).

Amongst this group, pharmacists could adopt an innovative approach with clients, 

advising and reassuring them about their decisions whilst promoting safe and appropriate 

drug use. It will not be feasible to ask pharmacists to check on each patient and drug user, 

but it will be more practical to identify those with poor medication compliance or 

misconceptions and understanding of their medication. While nearly three-quarters of 

cardiovascular and a similarly proportion of anti-diabetic drugs users were found to have 

consulted a medical practitioner within the previous couple of months, for the remaining it 

was a longer period, even a year or more. This group of clients could be identified by their 

local pharmacists to get more attention for provision of advice and counselling. Ideally these 

roles should be offered to all clients, but it may be more feasible to be selective. It may be 

necessary that pharmacists initiate the interaction with the clients, i.e. volunteer the advice 

rather than waiting to be asked for it. There is a possibility that the client would not be aware 

of the need for advice. Clients who do not ask for advice may still need it. To achieve better 

understanding of health problems and appropriate use of drugs, pharmacists contributions 

should go beyond their advisory role, which means “client education” and “health 

promotion”. Whether pharmacists will enjoy performing such roles and clients will accept 

the services volunteered, would be an interesting future investigation.

2.4.2. Awareness of drugs side-effects

This was the second major area identified as lacking from clients understanding of 

their medication and where pharmacists can have a crucial role in contributing to better use 

of drugs. The statements made by the interviewees about side-effects of their medication 

suggested poor awareness and knowledge. The situation was similar in the case of products 

used for long term (cardiovascular and anti-diabetic products) as well as short term treatment 

(antibiotics and cough products). Although, half of the cardiovascular and anti-diabetic 

products had been used at least 5 years and in case of antibiotics, half of the clients had used 

them before for their children, few users reported they experienced side-effects of the 

products and a majority did not know any existed. Compared to other studies, patient
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awareness of non-prescription medication side-effects in Scotland and Australia (Christopher 

et al. 1979; Chua et al. 1991) indicate less than 10% and 25% of respondents were 

knowledgeable. A lack of knowledge about the side-effects of a medicine could enhance the 

patient’s acceptance of the drug, however, ignorance of side-effects could be dangerous 

where a drug with serious and irreversible side-effects is available over-the-counter.

As mentioned earlier in the thesis, product packaging in Egypt always contains an 

insert “information leaflet” with written information about the product, this includes 

composition, properties of the drug, indications of use, dosage and administration, side- 

effects, precautions and contraindications. For some products, the pamphlet contains other 

information such as interactions with other drugs, pharmacodynamic/pharmacokinetic 

properties and special precautions for storage. For almost all the products, the pamphlet is 

written in both English and Arabic. In other words, information if sought, will be available 

to the users. But whether the patient wishes to know these details, has not been studied.

These findings highlight the need to ensure knowledge of these side-effects/hazards 

at the level of those responsible for developing national policies and training personnel 

appropriately particularly educators and health authorities, so that awareness can be 

transferred to health care workers and subsequently the public.
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Conclusions

In an attempt to identify how advisory and potential roles of community pharmacists 

can develop in the context of the needs, health care practices and drug use of their clients, 

this part of the study was designed to explore clients’ use, experience and knowledge about 

drugs they request from pharmacies. Both pharmacists’ and clients’ response rates to the 

study were excellent. This study represents a base line overview of clients use of particular 

drugs but does not reflect their beliefs or concepts about medicines. The majority of clients 

purchasing products for chronic conditions were found to have some contact with medical 

practitioners. However, this is not necessarily a requirement for the purchase of the product.

The results demonstrated that pharmacists could have an important role advising on 

the management of minor illness and monitoring long-term drug use, for which they need 

both clinical knowledge and inter-personal skills. Pharmacists can assist patients to evaluate 

their symptoms and to decide about dose variation, with consideration of concurrent health 

problems or use of other drugs. A pharmacist as a health care advisor can play a crucial role 

in checking drug interactions and probable clinical risks. The study also confirms earlier 

findings and identifies clients’ demand for services which pharmacists at present are not 

formally trained and may be not sufficiently qualified. These demands and needs should 

indeed be addressed in curriculum development and health policy decisions.

One of the most important outcomes of the study is the need identified for an 

educative role for pharmacists and the specific areas they can have impact to ensure safer, 

more effective use of drugs. Potential roles for pharmacists in Alexandria cannot be better 

described than as Zellmer (1995) said on another occasion ‘\.to shift the focus o f pharmacy 

practitioners from dispensing to phafmaceutical care". If considering the FIP’s statement 

(CIPF 1996) of principle on responsibilities of pharmacists towards a request for a medicine 

by name ‘'when a nonprescribed medicine is requested by name, the pharmacist should not 

assume that the inquirer has adequate knowledge o f the medicinal product. In all cases, the 

person should be asked if  any other medication is being taken and if the medicine has been 

used previously before deciding whether the medicine requested is appropriate for supply 

or whether it is necessary to ask additional questions before deciding on the advice to be 

given”. Although, the high proportion of third party sales results in some limitations, this 

should not be a barrier towards pharmacists’ duties and responsibilities to ensure safe and
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appropriate use of drugs.

However, before appropriate advice on usage of drugs, health care could be provided, 

adequate information and education should be supplied in pharmacy education and to 

pharmacists practising in real-life situations. Poor documentation exists about the level of 

training pharmacists receive and how aware they are of the specific indications, dosages, 

contraindications, side-effects or interactions of the drugs they sell. Similarly to other 

researchers recommendations, our data recommend the need for effective educational 

programmes to improve prescribing decisions. Improvement of drug information at all levels 

of health care was identified as the key pre-requisite to control irrational use of drugs (Kafle 

et al. 1992; Ross-Degnan et al. 1996).

Future research needs to be conducted to explore patients’ understanding to other 

group of drugs. Such research will be of vital importance to understand people beliefs and 

mis-conception and identify areas for public education.

The findings of this study opened the gate for the Part III investigation to identify the 

needs in pharmacy under-graduate and post-graduate education for pharmacists to meet their 

responsibilities in the community.
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Introduction & Aims

This Part was developed as a consequence of the study involved in Part I of the thesis. 

The findings showed the pharmacists were requested to give advice on a wide range of health 

problems. In parallel with these findings, was the interest of the Faculty of Pharmacy 

(Alexandria) in revising the under-graduate pharmacy curriculum. As a part of this 

development, it was proposed to introduce pharmacy practice as an independent course. In 

order to be effective, it is important that pharmacy practice teaching is both relevant to the 

pharmaceutical needs of clients and applicable to the context in which it is to be practised.

The findings concerning roles of community pharmacists in Alexandria, together with 

the Faculty of Pharmacy plans for reviewing the curriculum, both raised questions about 

pharmacists’ perceptions of particular aspects of their work, their views regarding 

undergraduate education received in pharmacy and their perceptions of continuing education. 

In other words, has the pharmacist the appropriate knowledge to manage patient drug 

therapies and advise effectively?

Reviewing the global situation regarding the self-perception of community 

pharmacists concerning their practice and pharmacy education (undergraduate and 

continuing education), a plethora* of research was found. However, unlike some research 

findings that could be inter-transferable globally, world-wide findings cannot be adopted to 

tailor a model for pharmacists in Alexandria. With respect to this, the WHO (1994a) stated:

'‘the education and training o f pharmacists should be based on their attainment o f 

educational objectives that correspond to the profession tasks relevant to the country 

concerned, and to their roles, functions and responsibilities in health teams....To 

maintain the relevance o f undergraduate education to changing patterns o f practice, 

curricula should be kept under regular review by academic pharmacists, together 

with pharmacists from all aspects o f practice and other concerned parties*'

Searching the International Pharmaceutical Abstract (IPA 1999) for the period 1990-1999  
about “pharmacy curriculum”, “pharmacy under-graduate education” or “pharmacy continuing  
education” show ed 1133, 12 and 315 docum ents, respectively.
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To meet the changes needed in the pharmacy profession, the concept that any 

professional, once qualified and licensed, remains competent to practice for life has been 

coming increasingly under review, both from within the professions and by the public. 

Continuing education has become not only a professional responsibility but, increasingly, 

a social expectation (Nona et al. 1988; Holland 1992; WHO 1994a, 1998).

This part of the thesis targeted community pharmacists in Alexandria and investigated 

their views and perceptions concerning particular aspects of their practice and pharmacy 

education. Such investigation should document an overview from pharmacists in Alexandria.
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Method

In previous studies looking at pharmacists’ professional self-perceptions, Sorensen 

(1986) and Lasselain (1991) chose the interview method to collect the data they needed. 

Meanwhile, when a wider survey was required to record opinions about job and career 

satisfaction among pharmacists and students a postal questionnaire was used for the study 

(Smith et al. 1985; Sadik et al. 1991; Ortiz et al. 1992b). Questionnaire method was applied 

to assess pharmacists’ satisfaction with their pharmacy under and post-graduate education 

(Arocho et al. 1995; Mottram & Rowe 1996; Mudhar et al. 1996).

In the present study, the targeted data was to illustrate three main areas: pharmacists’ 

perceptions about particular aspects of their daily practice in the pharmacy, their experience 

with pharmacy under-graduate education and their perception of the development of a 

pharmacy continuing education programme. A self-completion postal questionnaire did not 

seem the optimal method to achieve the required data. Face-to-face interview was believed 

to be more appropriate. It should allow interviewees to express themselves spontaneously 

with their own language and ideas. When Robson (1993) compared the interview with other 

techniques, the author pointed out “asking people directly is an obvious short cut in seeking 

answers”. As explained, while a postal survey allows anonymity and confidentiality which 

can encourage participants to give their own ideas and beliefs, an interview, with the 

presence of the interviewee, can encourage participation and involvement.

Since the aim was to investigate interviewees’ thoughts and views, open questions 

constituted the main part of the interview schedule. The suggested interview schedule was 

circulated and discussed with colleagues, among them were community pharmacists who 

acted as interviewees. This allowed an assessment of the feasibility and validity of the 

interview. This also helped the researcher to become more familiar with the questions to run 

the interview in the shape of a structured conversation rather than questioning. This attempt 

to memorise the questions did not eliminate the need to have the interview schedule in hands 

during the data collection to maintain a structured conversation and reliable data.

Pharmacists working in 74 pharmacies were eligible for the present study. These 

pharmacies were the participants in Part II of the thesis (24 pharmacies in the initial phase 

and 50 pharmacies in the final work). Both studies: Part II and this part were conducted 

during the same study-visit. Interviews with pharmacists followed the 3 hour data collection
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period with clients. This sequence was believed to help mitigate against any change in 

pharmacist’s practice that could occur due to certain issues raised in their interview (as Part 

II detailed earlier, clients requesting a particular product by name were the target of the 

study, meanwhile pharmacists were asked their thoughts about what clients expect from them 

when the latter request a product by name). Although pharmacists were informed about the 

intention of interviewing, the objective was laid broadly; their views and opinions about 

practice and pharmacy education.

The method described below details:

1. Content of the interview

2. Data processing and analysis

1. Content of the interview

The interview schedule (Appendix 21) consisted of the four sections below:

Section one Information about the pharmacist working in the pharmacy as well as

the pharmacy itself:

a) number of pharmacists working in the pharmacy and their position (owner, 

manager or secondary pharmacist),

b) number of non-pharmacist staff working in the pharmacy and their roles,

c) opening hours of the pharmacy.

Section two Information gathered about what the pharmacists think clients expect

them to do specifically, when a prescription is dispensed or when clients request a particular 

product by name. This section also collected the interviewees’ responses about circumstances 

where they believe they should give advice.

Section three Concerned continuing education in pharmacy:

a) year of graduation of the interviewee,

b) if they have heard about “continuing education” in any profession, 

if yes: where was this ?

c) if they have taken part in any professional education since graduation.
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if yes: what, when and where was this ?

d) their thoughts about continuing education for pharmacists in Alexandria and the 

most appropriate methods for them

e) their priorities for topics to be covered in the educational programme and reasons 

for this choice.

Section four Information about the interviewees’ own experiences and opinions about 

the pharmacy education they received in the University of Alexandria:

a) how relevant was their study in the faculty to their needs in the pharmacy ? .

b) what can they suggest to fulfill pharmacists’ needs?

c) what changes they would like to see ?

2. Data processing and analysis

With closed type questions (such as the number of pharmacists and non-pharmacists 

working in the pharmacy, opening hours or year of graduation), as was indicated in Part I and 

II data processing, the analysis is straightforward to describe quantitatively the responses 

obtained. In the case of open type questions, the participants’ own terms and expressions are 

the most central data, which are processed for qualitative analysis. As was stated concerning 

the latter'VAgrg is no clear and accepted set o f conventions for analysis corresponding to 

those observed with quantitative data ” (Robson 1993) and “ there is fa r less agreement here 

- to the accepted way to analyse data - than fo r  quantitative methods” (Coolican 1999). In 

fact in the current data analysis, three other different attempts at data processing and analysis 

were made before reaching the current one, as detailed below. In terms of data processing 

and analysis, this was referred (Coolican 1999) to be iterative in the sense that as further 

information is analysed, categories can be changed, or further subdivided and each sub

category may become reorganised. Thus, preliminary categorisation is generally flexible and 

broad.

Depending on the purpose of the study: description/exploration, hypothesis testing, 

theory/hypothesis generation or intervention and change/action, data processing and analysis 

will proceed accordingly. Generally, this is classified into two major aims: descriptive 

framework or theoretical propositions (Robson 1993; Coolican 1999). With the background
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of Coolican explanations, when the study aims at a descriptive/exploratory investigation, as 

in the case of the present research, the findings attempt to be “purely descriptive”. The 

attempt of analysis here, using a “content analysis” approach, is simply to reduce the 

qualitative data to code and produce frequency counts, resulting in a quantitative summary. 

In the case of a study aiming at hypothesis-testing, analysis will look for debate, 

contradiction or agreement in the data obtained and comparison of the findings against the 

research predictions (the hypothesis under test). Where this approach has been performed 

elsewhere (for example: Anderson 1998), data processing involved sentence by sentence 

analysis, constant comparison between data and analysis already performed and organisation 

of responses into the various ideas that emerged. As Coolican (1999) highlighted, the 

findings and conclusions are based on meaning and arguments, not on a statistical 

significance test. In the case of research aiming at generation and construction of theory, a 

“grounded theory approach”, data processing here attempts to identify patterns and 

relationships across the various categories so that the analysis can provide explanations of 

particular observations and develop a theory.

While a researcher, according to Coolican (1999) can be guided to deal with the data 

and initiate the analysis based on the purpose of the study, Robson (1993) on the other hand, 

while tackling drawing of conclusions from qualitative data, provided wider tactics. In the 

latter, the author recommends: ‘'categorising data and frequency counts (counting), noting 

patterns or themes (patterning), grouping responses with similar characteristics (clustering), 

grouping variables into a small number o f hypothetical factors (factoring), demonstrating 

the type o f relationship (if any) between variables (relating variables), developing chains 

between variables (building o f causal networks) and attempting to find general 

explanations/propositions for the findings (relating findings to general theoretical 

frameworks) ”. From the perspective of the researcher, comparing Robson tactics with what 

was understood from Coolican guidance, it seems that the former may have the advantage 

of excluding a missed opportunity in identifying or explaining a hypothesis that could be 

incorporated in the gathered data, however care should be taken not to exhaust the data 

beyond its purpose of collection and credibility.

Inspite of the complex nature of qualitative data analysis, it appears that the golden 

rule in qualitative analysis that one must consider all through the process is the purpose of 

the data gathered. In common with all methods, the researcher should be very familiar with 

the data to be analysed in order to identify coding units and start grouping items together to



PART III: Method

184

develop categories with common issues or for comparison. Unlike a quantitative approach, 

categories may not be pre-defmed or determined by the researcher prior to data collection 

but rather evolve from the data during its processing and analysis: an “inductive analysis” 

technique. Categories can be those used by the participants themselves, so called “indigenous 

categories”, others can emerge during data collection “researcher’s categories”, as further 

discussed below. In addition, the literature can be of help to check pre-existing categorisation 

and feasibility to adopt this for the processed data, as exemplified below.

In presenting the findings, quotations (the participants’ words and statements 

extracted from the data) are used to exemplify a perspective. Their use in the results can be 

illustrative or constitutive. In the latter, the quotation made plays a role in forming the idea. 

Concerning the debate on how representative these quotations are, some writers (Bryman 

1988) argue for researchers to make available their entire data collection so the reader can 

check on the full context in which statements were made.

In the current study, to initiate the analysis, the original responses obtained from all 

the collected interviews were copied and listed together. As the data collection was 

conducted in Arabic, it was necessary for the researcher to translate this into English. Every 

effort was made during translation, with attention to detail, to preserve the exact content, 

meaning and expression of the interviewees’ responses.

In fact, at the time of the study design, development of the interview schedule, 

conducting the study and at the early stages of data treatment and analysis, the study was 

always referred to as a semi-structured interview with open type questions. As the reference 

to the study being qualitative was missing from the researcher’s consideration, so also were 

qualitative methods of analysis. The need was recognised during the planning of the study 

and development of questions to consider many aspects (relevance of questions to the aim, 

wording, meaning etc) and among these was: how will the data be analysed? Although 

considered, this was assumed it would consist of “quantifying and counting for frequency”.

Since the nature of the data sought in the present part was exploratory, a descriptive 

analysis approach was used. The overview purpose of the study and the design of the 

interview used, in the sense of the depth and structure of questions, could not permit 

alternative analysis to deduce theory or test a hypothesis. It should be acknowledged that the 

aims planned for the study did not propose any hypothesis and did not start with a particular 

theoretical framework, but were an attempt at a purely descriptive overview. For example, 

the data was not collected to explore a pattern that pharmacists who reported previous
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participation in a continuing education programme were also those who claimed negative 

experience and views concerning their pharmacy under-graduate education. It could be 

proposed that participants perceiving lack or weak relevance of pharmacy under-graduate 

education to their needs in practice, were more positive in attending continuing education to 

fulfill their needs which under-graduate education did not meet, or vice-versa; those with a 

negative experiences in under-graduate education have no faith in further education, or a 

third possibility that reveals no relation. Such an aim would have needed a more focussed 

and different interview structure.

With reference to the interview schedule and the questions included to cover 

participants perceptions about pharmacy education, the interview was initiated by an open 

question (what are your views on the education in the faculty of pharmacy?). This question 

was guided by structured questions (how relevant to your needs in the pharmacy; have you 

suggestions concerning pharmacists’ education needs, usefulness of courses and what 

changes you would like to see?). No further questions were posed to the interviewee, so all 

received the same set of questions in the same order as designed in the interview schedule; 

no discussion or argument was developed, as detailed previously. This highlights the lack 

of in-depth insight from the investigation for use in evaluation of pharmacy education, 

however, it was useful in exploring and identifying areas and categories from the local 

perspectives of participant pharmacists in Alexandria that could provide a background for 

designing grounded theory or hypothesis testing techniques in future studies. Before moving 

towards such techniques, an exploratory approach is the preliminary and pre-requisite step 

at earlier stages of investigation. Some data can allow bridging of the gap between 

description and hypothesis testing and other data may lead to theory building within the same 

investigation; considering the limitations of the current study, this was not the case here.

Apart from the value of the study as a first local investigation in these areas, as a 

source of a wide range of information and diverse opinions that can be used to construct tools 

for future more focussed studies, and in addition to its characteristics of illustrating authentic 

spontaneous responses, there were limitations to the use of the data. These limitations lay in 

the purpose of the study being an attempt to begin investigations into the pharmacy 

profession and education from the perspective of pharmacists in Alexandria and to illustrate 

what thoughts or experience participants reported - hence one should be careful about 

exhausting the data gathered by interpretation and extrapolation for conclusions. Grounded 

theory or hypothesis testing could not be used as alternatives.
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Responses gathered were looked at in order to identify those with common issues and 

group them together under a provisional name, a ‘thematic analytic’ approach for 

categorising (Coolican 1999). These different groups constituted the main categories for the 

coding frame and responses with common issues were listed as their sub-categories. The 

literature was checked for pre-existing categorisation that could be adopted, as detailed later 

under particular sections of the results.

For example, in the data processing and analysis of responses for role perceptions of 

pharmacists, the literature was checked for similar study areas and subsequent analysis and 

categorisation procedures. Two types of studies were identified: the quantitative type based 

on questionnaires (Knapp et al. 1965; Chappell & Barnes 1984; Smith et al. 1985) which 

categorised responses into a professional role or business role and the qualitative interview 

(Lasselain et al. 1991 ; Sorensen et al. 1986) which provided a more complex characterisation 

of pharmacy professional perceptions. For Lasselain, pharmacists’ self-perception included 

a social role (helping people through financial difficulty and also to learn to live with their 

disease) and a technical role (distribution of the medication; advising on hygiene and 

prevention, informing or explaining about medication, dosages and the necessity of medical 

advice). Sorensen (1986) classified the role perception into four types: the technical 

(pharmacists as the experts on medicines in relation to other health professions and the 

users), holistic (the pharmacist has a humanistic view of the user), conforming (they are 

committed professionally to a lesser degree and adapt their work in the pharmacy to their 

private life) and business roles (the pharmacist can manage any problem which appears to 

support the customer’s free choice and increase the pharmacy turnover, the pharmacist here 

competes in the market).

In the current study, Lasselain’s two categories alone were not sufficient to describe 

all responses obtained, and the Sorensen description appeared to contain deeper descriptions 

of pharmacists personality, which the design of the current study would not allow to judge. 

The description of a business role was adopted, the holistic role was replaced by 

socioeconomic related aspects believing it would be less confusing and more familiar to the 

reader. To illustrate some unconventional roles for checking during prescription dispensing 

in the current responses, the technical role described by Sorensen was replaced by two 

categories; checking and dispensing related aspects.

The different areas covered during the interview were initiated by open type 

questions, however each of these questions was assisted with a closed type sub-question.
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Inclusion of the latter was to provide guidance on the data on which to concentrate. Dealing 

with closed type questions allowed quantitative treatment of some of the data, reducing them 

to codes and frequency counts. In addition to the coding and categorisation performed, some 

quotations were also included - the interviewees original statements - to illustrate some of 

the findings, for example, when participants were asked about the relevance of pharmacy 

education to community practice, a response such as “100% not relevant...after graduation 

I felt like a new bom left alone in the market”. From a quantitative point of view, this 

response can be added to responses categorised as “education seen as non-relevant”, 

however from qualitative point view, the feeling expressed in the statement cannot be 

ignored. This led to the decision to process “content analysis”, analysing the response phrase 

by phrase and attempting quantitative or qualitative description, as applicable. A statement 

like “after graduation I felt like a new bom left alone in the market” was enclosed in the 

findings as a “constitutional quotation” under a theme of responses that illustrated feelings 

after graduation.

At the time of the study, the researcher was aware that data treatment would need 

special processing compared with closed questions in the sense of extracting all responses 

for the same questions and gathering them together with many “cut and paste” steps. The 

SPSS software was seen as the usual and most commonly used programme for data analysis. 

However, having only sixty interviews in this study excluded this option for data entry and 

analysis and instead the data was treated manually (by photocopying, cutting and pasting to 

gather responses togther and subsequent content analysis). During the study period 1994/95, 

computer software for qualitative data analysis (such as NUD*IST) was unavailable and not 

commonly used; described by Coolican (1999) lately as “the modem and labour-saving 

way”. In fact, during that period, studies found in literature constituted quantitative 

approaches and the “cut and paste” technique was the conventional way to process 

qualitative data.

Later, several computer software packages were found for use in searching, retrieval 

and organization of data, a summary of the software available is listed by Coolican (1999). 

Their advantages were described in reducing analysis time, permitting flexibility, making 

processing more systematic, ensuring completeness and allowing checking or revision. For 

the current study, it was too late to use a software-based approach. Apart from the efforts 

involved in hand-written translation of the interviewees, manual treatment of data 

(photocopying, cutting, pasting and gathering responses to questions together) and
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developing specific manual steps to retrieve particular issues raised in responses for further 

analysis, there were also familiarity with the data, and the extra cost and time that would 

have been used if computer assistance was sought.

Initially, several different analytical attempts were made prior to the current data 

processing and analysis. The first attempt involved quantifying and counting for frequency. 

Using quantitative analysis solely to present the findings was not successful, e.g counting 

number of participants who happened to mention “pharmaceutics as a useful course” and 

reporting that they were six or seven participants, was seen of no value. Instead separation 

of such responses into a category containing “courses seen useful” and another recognised 

as “not useful”, can be more helpful information for health educators in revising pharmacy 

curriculum.

The second attempt, conversely, was to drop any quantitative approach, to take a step 

back and give general feedback. Although this can provide a good summary, it was more like 

“journalism” or a “chat” rather than a documentary study. Dismissing quantitative 

presentation of data will leave the reader wondering about “how often” and the extent of 

responses. It was believed that quantitative figures may be more powerful arguments to 

convince those responsible in education and authority of the need for changes. This led to 

the third attempt which consisted of “coding and tabulation of frequency counts” , in addition 

to inclusion of illustrative quotations made by participants. The researcher was left with the 

problem of “which response to use for illustration” or “why use this particular response?” 

Stating that it was selected to illustrate a “typical example” was not seen by the researcher 

as a justifiable reason. It was believed some bias from the researcher may still be contained 

in the selection. This led to the current analysis being applied: categorising, frequency counts 

when applicable, in addition to constitutive quotations, as detailed previously.
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Results

The results below illustrate data obtained about:

1. Response rate

2. Participants’ profiles

3. Pharmacists’ thoughts about particular aspects of their roles

3.1. What clients expected from them when presenting a prescription?

3.2. What clients expected from them when requesting a product by name?

3.3. What services should be provided by pharmacists?

3.4. Circumstances in which participants felt they should give advice to 

the client?

4. Pharmacists’ experience with pharmacy education in the University of

Alexandria

5. Pharmacists’ perceptions of pharmacy continuing education

1. Response rate

As detailed earlier, pharmacists selected for this study (Part III) were those working 

in pharmacies involved in the Part II study (in the initial field work and final work stages). 

Of the 25 pharmacies selected for the initial field work, one pharmacist refused to participate. 

Of the 50 pharmacies which participated in the final work, in 8 there were no pharmacists 

to be interviewed (non-pharmacists were operating the pharmacy at the time of the 3 hours 

study-visit, in 3 there was a graduate physician instead). In another pharmacy, the pharmacist 

had already been interviewed^. Interviews were conducted with the pharmacist working in 

each of the remaining 65 pharmacies. No pharmacists here refused to participate. A total of 

65 interviews were then completed.

* In order to preserve the m eaning and content o f  the responses as much as possib le, interview ees 
responses w ere literal translations from Arabic and hence som etim es differ in grammar to standard English

 ̂The pharmacy was selected tw ice in the sample; once am ong the 24  pharmacies w hich participated in 
stage one and the second tim e when it was the nearest pharmacy to a pharmacy w hich could not take 
part (decorating & being refitted).
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2. Participants’ profiles

Profiles of interviewee pharmacists in terms of position in the pharmacy, year of 

graduation and information about the pharmacy operating hours or if there were non

pharmacist assistants, are gathered in Table 38. As the Table shows, the majority of 

respondents were both owner and manager, a high percentage were practising pharmacy for 

over 10 years if based on the year of graduation and the year this study was conducted 

(1995). The number of assistants working in the pharmacies varied; in 18 pharmacies there 

were none, in 31 others there were 2 or more (10 in one pharmacy). Eight pharmacies out of 

73 were run, at least during the three hours of the study-visit, only by the non-pharmacist 

assistants. Forty-three pharmacies of the 73 were open to the public all days of the week.

3. Pharmacists’ thoughts about particular aspects of their roles

This section constitutes the responses collected from pharmacists regarding their 

opinions about client expectations of them when presenting a prescription and when 

requesting a particular product by name. It also concerns their views about services that 

should be provided by pharmacists and their beliefs about when they usually give advice. 

Regarding what pharmacists believed is expected when dispensing a prescription or when 

a product is requested by name, a wide range of answers were obtained which cover various 

roles of pharmacists. To describe the results in terms of pharmacists’ roles, other 

quantitative studies have categorised these into a professional role or business role (Knapp 

et al. 1965, Chappell & Barnes 1984 and Smith et al. 1985). A more complex 

characterisation of pharmacy professional perceptions investigated through qualitative 

interview, was used by Lasselain et al. (1991) and Sorensen et al. (1986). For Lasselain, 

pharmacists’ self-perception of occupational roles was divided in two categories: a social 

role and a technical role. The former describes their roles in helping people through financial 

difficulty and also to learn to live with their disease. The latter covers the distribution of the 

medication (advising on hygiene & prevention, informing or explaining about medication, 

dosages and the necessity of medical advice). Sorensen (1986) classified the role perception 

into four types: the “technical”, “holistic”, “conforming” and “business” roles. As defined
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Table 38: Pharmacists’ profiles

Pharmacists 
Number Percentage

Number of pharmacists present at the time of the visit (n“=73)
Zero 8 11.0
One 64 87.7
Two 1 1.4

Status of the interviewed pharmacist (n*’=65)
Owner 1 1.5
Owner and manager 39 60.0
Manager 2 3.1
Second pharmacist 23 35.4

Number of years of graduation ' of the interviewed pharmacist
(n'*=65)

Less than a year 1 1.5
One to 5 years 13 20.0
Over five to ten years 7 10.8
Over ten years 44 67.7

Number of non-pharmacist assistants present at the time of the 
visit (n“=73)

Zero 18 24.7
One 24 32.9
More than one (one pharmacy had 10) 31 42.5

Number of days the pharmacy closes during the week (n“=71)
Zero 43 60.6
Half day (Friday) 2 2.8
Half day (Sunday) 3 4.2
Two half days (Friday & Sunday) 1 1.4
One day (Friday) 9 12.7
One day (Sunday) 6 8.5
Sometimes Friday 7 9.9

a) Refers to the number o f  pharmacies about w hich the data was collected
b) R efers to the number o f  pharmacists about w hom  the data was co llected
c) Calculated from  the year w hen the study w as conducted (1995)
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by the authors, in the technical role the pharmacists were described as looking upon 

themselves as the experts on medicines in relation to other health professions and the users. 

In the holistic role, the pharmacist has a humanistic view of the user (the pharmacist cares 

for the user’s problem), of his/her own working functions in the pharmacy and the health 

service as such. The conforming role described pharmacists when they are committed 

professionally to a lesser degree and adapt their work in the pharmacy to their private life; 

the pharmacist deals with drugs and has no visions about new tasks either for the pharmacist 

as such or for the pharmacy or on behalf of the users. The business role defined pharmacists 

who saw themselves as experts who sell a healing commodity; the customer contacts the 

expert to buy medicine, to get qualified professional guidance and the pharmacist can 

manage any problem which appears to support the customer’s free choice and increase the 

pharmacy turnover. The pharmacist here competes in the market. Responses obtained from 

this study were categorised to describe checking/advisory related aspects, 

business/management and socioeconomic related aspects, in addition to dispensing roles, not 

dissimilar to the Sorensen’s (1986) classification.

3.1. What pharmacists thought clients expected from them when presenting a 

prescription?

The main categories used to describe the responses are presented in Figure 16 and 

listed in Table 39. This included five categories: dispensing related aspects, checking and 

advisory related aspects, socioeconomic related aspects, business/management related 

aspects and additional roles. A response of a participant was analysed to be included in a 

category only once. This produced a total of 165 different aspects of service 65 participants 

thought the clients expected from them when dispensing a prescription (2.5 average aspects 

described per participant). The shortest responses obtained were given by six participants, 

they were:

“to have the prescription dispensed"

“just to dispense the prescription "

“to get the drug, if they expect something to happen and it did not, they will ask for  
it"
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socioeconomic related others

(20.61%)

(23.64%)
business & management 

related aspects

dispensing related 

aspects

(31.52%)

(18.79%)
checking & advisory related 

aspects

When presenting a prescription

b u s in e s s  &  m a n a g e m e n t  

r e la te d  a s p e c ts
so c io e c o n o m ic  re la te d  

a s p e c ts

(22.41%)

(15.52%)

c h e c k in g  &  a d v is o ry  

r e la te d  a s p e c ts

(60.34%)

d is p e n s in g  r e la te d  a s p e c ts

When requesting a product by name

Figures 16: Clients' expectations from pharmacists when presenting 
a prescription or requesting a particular product by name, as viewed 
by pharmacists (n=65)
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Table 39: Detailed breakdown of clients’ expectations from pharmacists when presenting a 

prescription, as viewed by pharmacists (n=65)

Clients’ expectations as viewed by pharmacists Number of 
pharmacists

Dispensing related aspects

- to write/explain how to use it
- to dispense it and explain/write how to use it
- to get the medicines/to have the prescription dispensed

Checking and advisory related aspects

- to check prescription, dose, duration, contraindication or interaction
- check the prescription for error, amend it or refer the client to the doctor
- to check, discuss or give opinion about the medication prescribed, its 

suitability to the complaints
- to advise to see another doctor if the treatment is not appropriate
- to give opinion about the doctor and the medication
- to give opinion about the doctor, the medication and amend it if required
- to give opinion about the dose, the medication and amend them if necessary
- to amend the dose if it was too high
- to check the dose, duration or call the doctor
- to answer all their questions
- to give advice when necessary (side effects the drug can have)
- to discuss the food regimen

Socioeconomic related aspects

- to be treated nicely/good welcome
- the trust, comfort
- to be a friend/a good listener without being nosy
- for the client who cannot afford to pay for the drug:

to dispense the most irnportant items (to delete less important items) 
to dispense the least amount
to dispense the most important with the least amount 
to suggest a cheaper substitute
to give credit facility (delay payment if the pharmacist knows the client) 

or suggest a cheaper drug 
to give a discount
to reduce item, suggest cheaper or give credit facility 
to dispense the least amount or check if they have it at home 
to suggest a cheaper drug or ask if they have it at home 
to suggest a cheaper substitute or to speak to the doctor to change it

35
14
3

52

31

34

a) The value show n refers to the serial number o f  citations made in the text.



PART III: Results

195

Table 39 (Cont’): Detailed breakdown of clients’ expectations from pharmacists when 

presenting a prescription, as viewed by pharmacists (n=65)

Clients’ expectations as viewed by pharmacists Number of 
pharmacists

Business and management related aspects

- to find all items on the prescription available
- to find all the item available and if one is not,

to find it for them (1 of them specified this service to the client s/he knows) 
to suggest a substitute (1 specified if s/he knows the client) 
to dispense a substitute but after checking with the client 

and if hard to find, to call the physician to change it 
to find it for them, to suggest a substitute or to write its name on a separate 

piece of paper so the client can look for it elsewhere 
to write its name on a separate paper - as long as it is not a problem to find 

it - so the client can look for it in another pharmacy, but if banned, to 
suggest an alternative or to speak to the doctor to change it 

to find it for them unless rare to find, so to suggest a substitute (but not an 
alternative)

- if an item was a rarity, to get it for the pharmacy’ client
- to find drugs that are rare and could not be found anywhere else
- to dispense the prescription and no substitute
- to inform the client if one item is not available and a substitute was dispensed
- to dispense what is written (not substitute and if any, to inform the client)
- to stamp the prescription so we recognise it in the future visit of the client
- to get products with a long expiry date
- not to wait long and to get their request immediately
- that I conduct a conversation with them while I dispense the prescription
- they expect the pharmacist’s presence and my experience

Others

- if the prescription contains an antibiotic, they expect to have it reconstituted®*̂
- to administer injections in case of parenteral products

10

5
2
1
1

39

a) The value show n refers to the serial number o f  citations made in the text.
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‘*they expect to get it and know about its use”

"how to use i t”

"to have the prescription dispensed and we write the use ”

Citations that appear with some responses listed in Table 39 refer to additional 

comments and statements made by the participant on that occasion:

Citation 1 To explain/write and clarify about the drug use "people in this area do
not have sufficient education, they expect me to explain everything to them 
because the pharmacist here is the nearest to them ”

Citation 2 Clients expect just to get the medicine "if the clients expected something
to happen and it did not, they will ask fo r it”

Citation 3 About checking the prescription and match the medication with the
complaint "for example when PRIMOTESTONE^ is written on a 
prescription instead ofPRIMOSESTONE^, or antibiotic 250mgfor a child 
less than one y ear... so it is expected that I read the prescription many 
times....BRINERDIN® which is a resperine alkaloid could appear on a 
prescription for a pregnant patient instead o f CATAPRESS® or antibiotic 
250mg fo r a child less than 1 year old - so the prescription should indeed 
be read more than once, checked fo r the dose and match the treatment 
prescribed with the patient's complaint”

Citation 4 To check contraindications or interactions "due to the trust between us -
the client and I - sometimes I cancel the prescription especially with 
recently graduated physician who prescribes things that are 
contraindicated..do not suit the patient or incompatible together, in such 
cases, I do not dispense the prescription ”

To check the prescription and dose of the drug
Citation 5 "checking the prescription, dosage especially with antibiotics or recently

graduated doctors, sometimes they prescribe similar products without 
realising or antacids with other drugs without advising the patient on time 
spacing...majority o f physicians do not tell the patient about dose regimen, 
timing or duration ”

Citation 6 "reduce the dose when necessary, e.g. Theragran haematinic® was
prescribed 3 times daily while it should be Vi a spoon..Flumox® Ig for a 
child every 6 hrs..I reduce i t”

Citation 7 To check prescription error "sometimes the prescription contains
errors..most commonly with antibiotics like DuriceJ®..the doctors prescribe 
it every 6hrs while it should be every 12hrs..or a 12 year old child 
prescribed Cedamol® suppository while having a 39^C temperature..! 
intervene here ”

To give opinion about the medication
C it a t io n  8  "sometimes two identical drugs..same generic name..will be on the
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prescription  .. the doctor did not pay attention’'
Citation 9 "if the client is hesitating about the doctor or the price o f the prescription,

they ask my opinion..e.g 12 ampoules ofZeinat or two antibiotics or tonics 
(for infertility)...always who likes to ask is the lay person not the highly 
educated one ”

Citation 10 To advise to see another doctor "if he is a customer o f mine and 1 know
his medication history and on the prescription there is something 
incompatible with previous treatment/history, I advise and explain it to 
him..change tablet with injection or consult the doctor about it..like 
antirheumatic for a patient with a history o f stomach ulcer or was 
previously on antacid"

To give advice when necessary...
Citation 11 "advise when necessary..antirheumatic drugs should be taken after the

meal.with Salbovent® (salbutamol) reduce the dose if you start to feel 
tremors ”

Citation 12 "with special customers, in particular those taking hormones, I advise them
not to take it"

Citation 13 "ifCataflam® (diclofenac) is prescribed 4 times, 1 say it could be less than
that., some drugs like NSAlDs, I advise to be taken after food ..with other 
drugs I inform it should be on an empty stomach..before breakfast"

Citation 14 To delete less important items from the prescription "they always
prescribe fo r tonsilitis Erythrin® and Septazol® in addition to some 
antipyretics and vitamin which increase the cost o f the prescription, here I 
have to delete what is less important which is Septazol as one antibiotic 
should be enough..but in the case o f a child needing it I insist they should 
take all items "

Citation 15 "to reconstitute antibiotics here to be sure will be correct and clean"

3.2. What pharmacists thought clients expected from them v^hen requesting a 

particular product by name?

Figure 16 shows the main categories identified from the responses collected. Table 

40 lists 58 responses given by 54 participants. In addition there were 11 participants whose 

responses were a description of a situation or related to a particular circumstance (quotations 

1- 11).

Three of them related their expectations depending on the customer:

Quotation 1 "to give him what he asked for and that is it..this if he is a rough
customer., it depends on the customer..if he starts to ask, I will give him the 
information "
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Table 40: Clients’ expectations from pharmacists when requesting a particular product by 
name, as viewed by pharmacists (n=54) “

Clients’ expectations as stated by pharmacists Number of 
pharmacists

Dispensing related aspects

- to  g e t  th e  m e d ic in e
- to  g e t  th e  m e d ic in e  b e c a u se  o ften  it is  a  rep ea t su p p ly
- “i f  a v a ila b le , to  g iv e  it  to  th em , b e c a u se  h e  req u ested  it, o b v io u s  h e  is

fa m ilia r  w ith  it ..b u t i f  in  1 am  su s p ic io u s  o f  th e  m isu se  o f  th e  d ru g /th e  
c l ie n t ’s  lo o k , I r e fu se  to  d is p e n se  u n le ss  th ey  h a v e  a p rescr ip tio n ”

- “to  g iv e  it  to  h im  as lo n g  as h e  sa y s  th e  n a m e o f  th e  d ru g c o r r e c tly ”
- “ to  g iv e  it  to  h im  as lo n g  as it is  n o t a r e s tr ic ted ..sch ed u led  d ru g”

Checking and advisory related aspects

- “ to  en q u ire  a b o u t the is s u e  i f  th e  c lie n t  a sk s fo r  th in g s that d o  n o t g o  to g e th er
(o in tm e n t fo r  b u m  and  sea t r a sh ) ..if  th e  c lie n t  is  a  c h ild , e x p e c te d  that I ask  
fo r  an  a d u lt to  c o m e ”

- “to  c h e c k  th e  d o sa g e  fo rm /stren g th ..a  strip  or th e  w h o le  p a c k a g e .. if  th e  n am e
is  n o t c lea r , I req u est fo r  an  o ld er  p a ck a g e  th ey  h a v e ”

- “ i f  th e  n a m e is  n o t correct, I a sk  fo r  a p a m p h le t/o ld er  p a c k a g e ..if  the c lie n t  is
a  c h ild , I a sk  w h o  is  it fo r ? ”

- “ i f  th e y  h a v e  th e  p a m p h le t w ith  th e m ..u se d  b e fo re , n o  p ro b lem , I d o  n o t a sk
b ut i f  th e  n a m e is  o n  a p ie c e  o f  paper, I a sk  w h o  is  it for , w h y ?  ”

- “to  d is p e n s e  it  i f  1 k n o w  s /h e  is  rep ea tin g  it ..o r  c h e c k  w h y ..s o  1 add  or  c h a n g e
it”

- “to  a sk  at le a s t  fo r  w h o  u n le s s  th e  c lie n t  b r in g s  w ith  h im /h er  an  o ld  p a ck a g e
and  req u ests  fo r  o n e  lik e  it”

- “ to  g e t  i t . . i f  o u t  o f  s to c k , to  te ll h im /h er  a b o u t a  su b stitu te ..a n d  m y  o w n
a d v ic e ”

- “ i f  n o t  a v a ila b le , to  s u g g e s t  a  su b stitu te  or  m o re  e f f e c t iv e  d ru g ”
- “ to  g iv e  it  to  h im  and c h e c k  its correct u s e ”

Socioeconomic related aspects

- “to  g iv e  it  to  h im  e v e n  i f  it  is  th e  la s t p a ck a g e  in  th e  p h a r m a c y ...e sp e c ia lly
w ith  a n ti-e p ile p tic  or  d ru g s for  heart p ro b lem s”

Business and management related aspects

- to  f in d  it a v a ila b le  and  g e t  it
- to  f in d  it a v a ila b le  and  g e t  it  ..a s th ey  req u ested  it, o ften  h e  h ad  it b e fo re , is  

rep ea tin g  it or  sh o u ld  k n o w  ab ou t it
- to  fin d  it w ith o u t a su b s titu te ..e x a c tly  the sa m e
- to  fin d  it a v a ila b le  and i f  n o t to  g e t  it for  th em

35

28
4

13

a) A  rem aining eleven  participants, responses are quoted in the text
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Quotation 2 “to give it to him if he is my customer and I know his medical history...hut 
if he is a stranger, I ask who prescribed it or why?

Quotation 3 “it depends on the relation with the client...to dispense it quietly if  he is a 
new client....if a regular (my client), I ask her/him to be sure they use it 
correctly because my regulars are ones I can talk with especially he re., they 
trust the pharmacist”

For another six, responses were related to the type of the drug requested:

Quotation 4 “it depends on the drug requested..to give it to him if it is a ‘normal drug ’, 
but they will expect that I ask for a prescription if  it is a drug containing a 
hallucinating ingredient...but if I know the client - although it contains a 
sedative or even a scheduled drug - 1 dispense i t”

Quotation 5 “if it is a vitamin or similar, no problem..if a drug fo r hypertension, by
curiosity I ask because sometimes the patient is taking a medicine for a high 
systolic pressure while the diastolic is normal but his friend told him to take 
an anti-hypertensive, here I refuse to sale and I explain that there is no 
need”

Quotation 6 “if a drug that I know the client is repeating or if  it is a simple drug., like
drugs for headache, they expect me to dispense it..but if  he pronounces the 
name of the drug incorrectly, I ask them to bring an old package”

Quotation 7 “to give it to him unless it is a drug with a narrow therapeutic index, I ask 
why, who is it fo r? ”

Quotation 8 “to give it to him but sometimes I ask why ?.. who is it for/.. it depends on the 
drug requested..e.g. some problems occurred with Noflu®...a patient had an 
ulcer, after taking Noflu he felt worse..sometimes I ask for their sake to 
check if it is appropriate to use”

Quotation 9 “it depends on the type o f the drug, if  a scheduled drug like hypnotics or 
stimulants, expected that I will refuse to dispense it without a prescription 
and I stamp the prescription or keep it..otherwise and if  the drug is 
available, I will give it to him because he often had it before ”

The last two participants in this group, said:

Quotation 10 “often when requested by name it means that he is entering the pharmacy 
and convinced about what he wants and although he might ask if it is 
appropriate for his case or not, he will still buy it ”

Quotation 11 “he expects me to agree with him that this drug is the most suitable for his 
case”.
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3.3. Services pharmacists thought a pharmacist should give to clients

Categories of services described by pharmacists are presented in Table 41. The 

detailed breakdown of these services, as stated by 60 pharmacists, is summarised in 

Appendices 22A-L. A total of 340 statements were made by 60 pharmacists (average of 5.7 

per pharmacist). A remaining five pharmacists’ responses are quoted below (quotations 1-5).

In Table 41, services categorised under “providing advice and information”, some 

responses (detail in Appendix 22A) included advice in specific situations e.g: ''people o f 

poor education”, "especially women” or information and advice on particular issues 

Q.g:" through the telephone”, "on family planning”, "drug use”, "on antibiotics” or "minor 

ailments”. Services categorised as “psychological and social services” included 

consideration of the client’s feelings, relations between the pharmacist and the clients or the 

pharmacists gaining their trust. In case of “ensuring drugs/products availability”, the main 

issue raised under this service is to make the drug available/in stock in the pharmacy. 

Statements for a service categorised as “consideration to financial situation of the client”, 

mainly included to help the patient obtain his/her medicine either by postponing the payment 

or to give a cheaper alternative drug. Surprisingly, although in theory all community 

pharmacies would be dispensing prescriptions, this service was stated in 19 of the 340 

statements made by 60 pharmacists. A total of 30 statements gathered other miscellaneous 

services, one third of them were “home delivery service”, a second third were addressed to 

the pharmacists who should be knowledgeable of their clients, their medical history and 

confident about the information s/he gives. The remaining mentioned about management 

issues such as accepting/refusing to refund a product, dispensing a smaller quantity/checking 

if the patient has the drug at home or punctual opening hours for the pharmacy.

As mentioned earlier, there were five participants whose responses were not included 

in Table 41. One of these, the response included a description of the pharmacist as “the 

family’s friend”:

“The most important service the pharmacist should offer is educating about health 
and self-hygiene..especially fo r  children...the pharmacist is the family's 
friend...starting by giving care to the mother when she is pregnant., to taking care of  
her child until s/he marries...even if she goes to a physician, before she sees him, she 
will come to the pharmacy where the pharmacist helps her to decide about which 
physician to see and after seeing a physician, she comes back to the pharmacist to 
hear his opinion about the treatment prescribed., the pharmacist is a source
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Table 41: Services  ̂pharmacists thought a pharmacist should give to clients (n=60)

Description of services stated by pharmacists Frequency
(%)

Average per 
pharmacist

Providing advice, information and checking 62(18.2) 1.03

To consider psychological and social issues 48(14.1) 0.8

Monitoring health problems (blood pressure, sugar 
level or pregnancy testing) 38(11.2) 0.63

Injection administration 37 (10.9) 0.62

Ensuring drugs/products availability 33 (9.7) 0.55

Help in emergency, First-Aid & wound dressing 28 (8.2) 0.47

To consider financial situation of the client 24 (7.1) 0.4

Prescriptions processing 19 (5.6) 0.32

Refer the patient to a doctor 14(4.1) 0.23

Compounding & recommending compounding 
preparations 7 (2.1) 0.12

Miscellaneous 30 (8.8) 0.5

Total 340(100.0)

a) Detailed in A ppendices 22A -L
b) A remaining five  pharmacists, responses are quoted in the text
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of advice especially to all related to pregnancy and family planning...the pharmacist 
has a good relation with people...they trust him and need him for their problems; 
health related or others...wound dressing, injection administration, blood pressure 
measurement, facility in payment and sometimes free samples or free drugs ”

A second response included a pharmacist’s understanding of the socioeconomic level of the 

client:

“if  the patient is ignorant..poor education, more care should be given, which I 
personally do..to be clear, strict and confident when talking to him/her.....to 
recommend a product that suits the client’s look, e.g there is a medicine for the poor 
and a medicine for the rich..consider the poor and make use o f the rich...it is a 
business too....in addition, the pharmacist should offer blood pressure 
measurement...sometimes free for poor clients or neighbours..injection 
administration....not to be mean in dispensing products rare to find especially if the 
client looks really desperate fo r it or refer the client to a place he can get it...to give 
the patient the correct drug, correct information..amend the prescription when a 
non-attentivephysician mistaken/missed..to answer the clients’ questions 
especially women...the client should be happy when he leaves the pharmacy”

A third and fourth pharmacist related their thoughts to the clients’ requests and needs:

“if  the patient has a prescription, the service is known...dispense it, but i f  the 
patient asks fo r  the pharm acists’s consultation or enquired to know about 
something, personally I overview the pamphlet and read it to him so he is not 
worried...then I follow-up the case..if the case needs diagnosis, the patient has to 
go and see a doctor....pharmacists should have the right to know about the medical 
history o f the patient and follow-up his case, know all about the drugs s/he is using 
and recommend the most appropriate...the service is that the patient is not worried 
for e.g. fo r a pharmacist to change a drug on the prescription, he should call the 
doctor in front o f the patient”

“on a health insurance prescription, the pharmacist should write the instructions 
o f use as these patients are not told anything...if a private prescription, the 
pharmacist should dispense it complete, write instructions o f use and check that the 
user is not a pregnant woman... to be ready any time to answer and advise on 'which 
drug is better, this or that’..if compounding a preparation, most o f preparations will 
be old formulae, the patient was using for years..especially those for asthma and 
bronchitis...so the pharmacist should adjust the dose safely and correctly without 
referring to the client because this will make him worry and without checking with 
the physician because he will not accept the pharmacist’s intervention and it is 
expected that he will ask the client to not go to this particular pharmacy....the 
pharmacist should make all drugs available fo r  all clients, regardless if are regular 
clients or ‘passers-by’..especially fo r cardiovascular products - and specifically 
Lanoxin which is rare to find and always out o f stock..the pharmacist should be a 
store o f  information for anything about drugs and should volunteer the advice 
‘this will make you sleep’ or ‘this is before/after m eals’.. ”

The fifth pharmacist gave a response that underlined the limitation of the quantitative
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analysis of responses obtained; although all pharmacists theoretically will be dispensing

prescriptions, this service was not stated by a majority. This pharmacist classified it among

traditional services, s/he said:

"Pharmacists should offer the traditional services: dispensing prescriptions, over- 
the-counter prescribing, injection administration, wound dressing. Other services 
would be to make the client feel comfortable, reduce his worry...if the medicine is 
expensive, the pharmacist can suggest a cheaper substitute”

3.4. Circumstances in which pharmacists felt they should give advice and the client 

expects them to give advice

Table 42 shows a total of 163 circumstances that gather responses obtained from 65 

participants (average of 2.5 per participant). Details of the listed circumstances are tabulated 

in Appendix 23. These circumstances were broadly related to clients, diseases, drugs, 

prescription or other miscellaneous events. Thirty-seven percent were circumstances related 

to the clients. For 29% of these the circumstance was when the client requested the advice. 

For two participants this was the only circumstance they stated. The other responses 

described the pharmacists’ feeling about the client; if the client seemed willing to accept the 

advice, if the client looked worried or in need of advice, other responses depended on the 

status of the client; pregnant patients, mothers. Circumstances related to disease constituted 

11% of responses and this included advice given on treatment of mild illnesses, suitable 

products, referral to a physician or if inappropriate management of a health problem is 

noticed. Drug related circumstances were shown in 23% of the total, of this 46% involved 

particular drugs (such as steroids, antibiotics, sulpha containing preparations), 41% was 

related to inappropriate use of drugs and less than 6% was related to the age of the drug user. 

Cases of circumstances related to prescriptions, were presented in 15% of total responses, 

and included cases where the pharmacist sees the prescribed medication does not match the 

complaint of the patient, too many items in the prescription, inappropriate drug, dose or when 

the pharmacist is not confident about the physician (prescriber). Responses gathered under 

miscellaneous constituted 15% of circumstances, in 42% of these the common response 

stated that advice should be given all the time.
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Table 42: Circumstances’* in which pharmacists felt they should give advice and the client 

expects them to give advice (n=65)

Categories of collected answers Frequency

Clients / patients related circumstances 59

Diseases / problems related circumstances 18

Drugs related circumstances 37

Prescriptions related circumstances 25

Miscellaneous 24

Total 163

a) D etailed  in A ppendix 23
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4. Pharmacists’ experience with pharmacy education in the University of 

Alexandria

In this section, respondents’ views about the pharmacy under-graduate education 

they received from the Faculty of Pharmacy, University of Alexandria were explored. The 

question was structured to investigate how relevant they found it to their practice needs in 

pharmacies, aspects of courses they found useful or changes they would like to see and their 

comments or suggestions about it. The results are classified and presented with respect to the 

year of graduation of the interviewee: two graduated in the 1950s, ten in the 60s, nineteen 

in the 70s, twenty in the 80s and fourteen in the 90s.

4.1. How relevant did they find pharmacy education to their needs in practice

Two pharmacists graduated in the 50s, one found it difficult to remember:

“this was from a long time ago..no way to go through i t”

The second pharmacist replied:

“medical and pharmaceutical information given were sufficient but we needed to 
know how to deal with customers at their different levels..how to comment on and 
explain a medical report or analyse results, read and interpret x-rays (at least 
enough to know when it is a simple case or when complicated and needs a doctor to 
interpret) ”

For the remaining pharmacists, responses obtained were analysed under four categories: “not 

relevant”, “relevant”, “had some relevance” or other responses. Table 43A shows the 

responses obtained from the 1960s graduates, excluding one pharmacist who studied 

pharmacy abroad. Table 43B shows the responses obtained from the 1970s graduates, 

excluding one pharmacist who found it difficult to remember (graduated in 1971). Table 43C 

presents the results for the 1980s graduates. Table 43D shows the responses obtained from 

the 1990s graduates, excluding one pharmacist who left the pharmacy before completing this 

question in the interview. Figure 17 plots the categories of responses obtained versus the 

different periods of graduation.
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Table 43A: The views of participants graduating during the 1960s about pharmacy under

graduate education in terms of relevance to their practice needs in the community (n=9)^

Participant No 
(yr o f  graduation)

Responses as stated by participants

1 (1964)

2 (1966)
3 (1966)

4(1969)

5(1967)

6(1968)

7(1961) 

8(1965)

9(1965)

Responses gathered under “education was not relevant to the 
practice needs”

- “the curriculum was more relevant to industrial and laboratory work rather
than community practice...not one course was relevant to the pharmacy 
business”

- “not relevant”
- “the practice is one thing and the education was something else; the

community practice is different to the faculty science and theories”
- “100% not relevant...all what we had been taught was for pure academic use”

Responses gathered under “education had some relevance to the 
practice needs”

- “the relevance was weak”

Responses gathered under “education was relevant to the practice 
needs”

- “at my time, it was relevant to what I needed for the practice in community” 

Other responses

- “the practical courses and laboratory work were not enough, neither the
pharmacology”

- “in 1965 what I received was very little compared to what the practice in the 
community needed...knowledge then that served community pharmacy was 
very basic and weak”

- “they taught us the basics with no doubt, but they can not give
everything...they produce a graduate able to practice in the community, 
industry or the academia and it is up to the individual to continue the 
required education depending on the field s/he joins in pharmacy”

a) One participant graduated from V ienna’ U niversity
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Table 43B; The views of participants graduating during 1970s about pharmacy under

graduate education in terms of relevance to their practice needs in the community (n=19)“

Participant N o  
(yr o f  graduation)

R esponses as S ta ted  by participants

1 ( 1 9 7 1 )
2  ( 1 9 7 2 )
3 (1 9 7 3 )

4 ( 1 9 7 5 )  
5 (1 9 7 5 )

6  (1 9 7 6 )

7 (1 9 7 7 )

8 (1 9 7 9 )

9  (1 9 7 9 )

1 0 ( 1 9 7 1 )  
1 1 ( 1 9 7 3 )

12 ( 1 9 7 4 )
13 (1 9 7 5 )
14 ( 1 9 7 5 )

15 (1 9 7 0 )  

1 6 ( 1 9 7 1 )

17 (1 9 7 3 )  
1 8 ( 1 9 7 6 )

Responses gathered under “education was not relevant to the 
practice needs”

- “no relation at all, it needs a radical change”
- “the education and the practice in the community were two different things”
- “the practice in community was different from courses received...we got

shocked when we found ourselves alone in the market”
- “not relevant at all..that was at the expense of the patient”
- “the practice in the community was very different than the faculty

education...the practice is a way of dealing with people besides supplying 
ready prepared products”

- “the courses were not related to community work...applied courses were very
weak”

- “pharmacy education was on one side while the real practice was on another
side”

- “the courses were very good but theoretical..they were not relevant at all to
our practice in the community”

- “there was no relation”

Responses gathered under “education had some relevance to the 
practice needs”

- “some courses like pharmaceutics were relevant”
- “not relevant...the only course that was relevant was pharmaceutics...the

practice in the community was completely different...in the faculty we 
received the basics that sometimes help”

- “there was some relevance but we needed more and other courses”
- “it was more relevant to the industry..but still there was a small relation”
- “no relation except in pharmaceutics...pharmacology too, it had a weak

relevance”

Responses gathered under “education was relevant to the practice 
needs”

- “the education was useful, there was a connection..professors taught us how 
to like and respect the profession..still I remember them saying ‘clean coat’”

- “there was a relation between the study and the practice in the community 
but it needs continuity and follow-up”

Other responses

- “other courses were needed”
-“it depends on the student’s willingness to know and to find the information”

a) O ne said that it is d ifficult for him/her to remember (graduated in 1971)
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Table 43C: The views of participants graduating during 1980s about pharmacy under

graduate education in terms of relevance to their practice needs in the community (n=20)

Participant N o  
(yr o f  graduation)

Responses as stated by participants

1 ( 1 9 8 0 )

2  ( 1 9 8 0 )  
3 ( 1 9 8 2 )  
4  ( 1 9 8 2 )

5 ( 1 9 8 3 )  
6 ( 1 9 8 4 )  
7 ( 1 9 8 5 )  
8 ( 1 9 8 5 )

9 ( 1 9 8 6 )  
10  (1 9 8 9 )

11 (1 9 8 1 )

12 (1 9 8 4 )
13 ( 1 9 8 2 )  
1 4 ( 1 9 8 5 )
15 ( 1 9 8 5 )
16  ( 1 9 8 9 )

17 (1 9 8 2 )

1 8 ( 1 9 8 1 )
1 9 ( 1 9 8 2 )
2 0 ( 1 9 8 8 )

Responses gathered under ^^education was not relevant to the 
practice needs”

- “what we were taught was totally away from what practice in the 
community needed..it was 5 years of hard work, just to obtain a licence but 
not to be a pharmacist”

- “no relation between them...a community practice is a business as well”
- “courses studied were different from the practical work needed”
- “no relevance at all..courses that were needed were weak and others were 

very detailed”
- “no relevance, education needs amendment”
- “no relevance, I learned through my work experience in the pharmacy”
- “no relation between the education and the market needs”
- “pharmacy education was on one side while the real practice was on another

side”
- “as a whole, pharmacy education was not relevant at all”
- “the education was not relevant to the practice needs in the community”

Responses gathered under ‘̂education had some relevance to the 
practice needs”

- “there was 50% relevance..for e.g. bioassay was not relevant or useful at all
but the pharmacology definitely was”

- “there was a weak relation and relevance”
- “no relation between them except in the last year of education”
- “only the pharmacology and the 4‘̂  year pharmaceutics that were relevant”
- “I feel the study was different very much from the practice”
- “there was not a strong relation”

Responses gathered under ‘‘education was relevant to the practice 
needs”

- “yes relevant and important but we needed more practical aspects..more
about available drugs trade names”

Other responses

responses consisted only of comparison between courses, amendments to be 
made and suggestions for additional courses
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Table 43D: The views of participants graduating during 1990s about pharmacy under

graduate education in terms of relevance to their practice needs in the community (n=14)“

Participant N o  
(yr o f  graduation)

Responses as stated by participants

1 (1990)
2 (1990)

3(1993)

4 (1990)

5(1993) 
6(1994) 
7(1994) 
8(1995) 
9(1995)

10(1991)
11 (1992)
12 (1994)
13 (1994)

Responses gathered under “education was not relevant to the 
practice needs”

- “not relev ant..did not qualify us to be a community pharmacist”
- “big no..no relevance..it should be in the opposite direction of what is going

on now”
- “not relevant at all”

Responses gathered under “education had some relevance to the 
practice needs”

-“it was relevant but with the quantity given the quality disappeared..what was 
related to what we would need in the conununity was very weak/superficial 
a graduate will need a very heavy training so s/he can become a community 
pharmacist”

- “weak relation, some courses were relevant others were only academic”
- “there was a relevance but not strong”
- “very weakly related to the practice needs”
- “it was not relevant...only 10% was”
- “it started to become relevant at the 3'̂ '* and 4‘̂  year when we started public

health, pharmacology, bacteriology and virology courses....most relevant 
was the pharmaceutics taught in the 4^ year and pharmacology given in the 

year..”3rd

Other responses

responses consisted only of comparison between courses or amendments to 
be made and suggestions for other courses

a) O ne participant finished his/her working hours in the pharmacy and had to leave before com pleting this 
question in the interview
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Figure 17: Pharmacists' views about pharmacy education 
(relevant, not relevant or had some relevance)
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In addition to replies listed in Tables 43 (A-D), some of these responses included 

additional comments about relevance of education, particular issues (under-graduate training, 

specialities in pharmacy, pharmacy licence), or suggestions and opinions about particular 

courses taught. The results below detail these responses.

ADDITIONAL COMMENTS INCLUDED

The basics learned were important but.....
“basics learned in the faculty were important but practical training is also 
important” (1960s No3)

“the basics should be there..all that is given will have a use but it should be applied 
and we should be trained to apply it" (1970s No4)

“what we had been taught was good and useful fo r basics but not for practice" 
(1970s Nol2)

“all the basics had been taught and the graduate has to remember and regain the 
information...this depends on the individual" (1970s No 15)

Teachers lacking the experience of practising in pharmacies
“I could not believe that staff were teaching pharmacy when s/he has no experience 
in community practice and the market?...the faculty should fulfill all fields 
requirements: industry, community pharmacy, laboratory" (1960s No6)

“the staff should be involved and aware o f the market practice...one cannot give 
what one does not have..they cannot teach it if  they do not know it" (1970s No4)

“the teachers have no idea about the market.....they should be part-time 
practitioners" (1980s No6)

“all the practical courses were useful... the market is changeable..every day there is 
a change in the market and consequently one cannot set a proper curriculum so it 
is the market which teaches us and not the faculty., the staff members themselves are 
away from the market...the proof is that the boy who is helping me in the pharmacy 
knows more than a recently graduated pharmacist... " (1960s No9)

Following graduation....
“...after graduation, my presence in the community pharmacy was like a new bom  
left alone" (1970s No4)

“the education told us that there is a centrally acting antihypertensive and Me- 
DOPA is an example, but did not tell us about the products in the market, 
precautions on use, what to check on the prescription about them...we needed to 
know what are e.g the antihypertensives in the market and the basis of choice 
between them..to study drug interactions..now most o f clients rather than 
pharmacists know that Nova-C should not be taken by a hypertensive person" 
(1970s No3)
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“we needed to learn about drugs trade names rather than structures o f drugs...to be 
taught with an acceptable and interesting way...what am I going to do in my 
business with a weekly 5hrs practical class in titration... " (1980s No3)

“when we graduated we were able to evaluate the products by prices but not by 
effectiveness or use....I graduated as the best chemist but it is useless to study
chemistry with no application or without relating it to the practice  the method
of teaching was not creative but boring..no interaction between students and 
lecturers....after graduation I felt they were preparing me to do the work o f a clerk 
not to interact with people or to be qualified to fulfill community health needs” 
(1970s No6)

Dry, academic & theoretical....were the courses
“the courses were very academic, were not important fo r patients..education needed 
to relate between medicinal and pharmaceutical points..actually we had courses 
which were useful but not the most important fo r our work now” (1980s No6)

“the courses were dry, rough, solid...needed to be from real practice...the 
profession’ life..teaching should be drug oriented because we graduated knowing 
nothing about drugs except solid theoretical information” (1980s No7)

“the study was very dry..academic..solid science...no life or practice...however, it 
started to be more interesting when we started biochemistry and pharmacology....! 
did not see any importance o f studying about eletrons moving from one orbital to 
another in organic chemistry” (1980s No 16)

“it is important that courses taught should not be purely academic” (1980s No9)

“there was an effort made in education but the amount and quantity o f theoretical 
studies was unbelievable...very difficult” (1980s No8)

What the practice needs...
“the practice needs us to be well qualified mainly in pharmacology & physiology 
and also in bacteriology, virology, family planning and public health and 
knowledgeable about biochemical values” (1980s No 19)

UNDER GRADUATE TRAINING 

Sixteen participants stressed the importance of under-graduate training, 6 of them 

addressed the need to ensure the seriousness of the training, among them three raised the role 

of the faculty to ensure this. They said:

“training o f students in pharmacies is very important...it should be under 
supervision and should be serious.... not only to submit an acknowledgement letter 
from a pharmacy” (1980s No8)

“the training should be controlled...not a piece o f paper stamped by any pharmacy, 
it should be followed by an exam in compounding, prescription processing and who 
fails to answer 50% should fa il and pass the exam in couple o f months later....no 
graduate should be allowed to practise until passing this exam” (1970s No8)
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“training should be serious...it should include training in hospitals" (1960s No4)

“training o f students should be organised by the faculty and not just a piece o f  
paper to submit" (1980s No3)

“training should be better under the faculty supervision..in hospitals, companies 
and pharmacies" (1970s Nol4)

“it should be an obligatory and real training...not only a piece o f paper stamped by 
a pharmacy.... and it should be organised by the faculty " (1970s No4)

Another eight commented on the period of training that should be long enough before 

graduation:

“to increase under-graduate training../..a long enough period before graduation" 
(1960s No3), (1970s Nol) & (1980s No9)

“it should have an obligatory training fo r the first, second and third year followed 
by a simple quiz" (1970s No 12)

“training must be obligatory and not only in the third year...it should include more 
than 2 years" (1980s No 14)

“training in pharmacy should be from the first year and include practical courses 
in hospitals" (1970s Noll)

“training should be from the first year study...just to know about different drugs 
available" (1980s No2)

“it should be an obligatory training from the first year, each year the training 
constitutes a class o f drugs....in the first year the students leant about diarrhoeal 
diseases/symptoms and drugs available in the market, this should be followed by a 
period o f training about this group of drugs/problem in a community pharmacy" 
(1980s No20)

In addition to the comments above including recommendations for training in hospitals 

(shown above in bold), were two:

“training o f students should be in hospitals and pharmacies...training should qualify 
students able to check a prescription and correct or amend the dose " (1980s No 17)

“education should include training in hospitals during the study year because 
discussions in laboratories alone were boring and were not taken seriously by 
students due to exam and course load" (1990s No 13)

SPECIALITIES IN PHARMACY

“should have speciality in pharmacy...can start from the second year even " (1960s 
No4)

“I suggest speciality in pharmacy: fo r analysis, compounding, community pharmacy, 
medical representative" (1960s No8)
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“I suggest...we need specialities in pharmacy” (1970s No4), (1970s Nol4), (1980s 
No3)& (1990s NolO)

”it should be specialities or splitting the courses according to the community needs: 
hospital, community and industry” (1980s No 13)

“we should have specialities at the last year: community pharmacy, clinical 
pharmacy, medical representative, hospital pharmacy, administration & government 

" (1970s Nol2)

“should have specialities...the fourth year should be practice...only practice to be 
community pharmacist, medical representative..on sales” (1970s No3)

“changing the system of graduation, i.e. specialities in pharmacy fo r  e.g. academia, 
industry, community... ” (1990s Noll)

PHARMACY LICENCE
“we need a licence exam from time to tim e” (1970s Nol)

“it should be an exam to renew the licence” (1970s Nol7)

USEFULNESS OF COURSES TAUGHT

Pharmaceutics was useful.....
“pharmaceutics was usefuL.very important” (1960s No5) & (1980s Noll) 
“pharmaceutics and visits to companies - which should be more - were useful ”

(1980s No7)
“discussions about non-prescriptions drugs...in the last year course of 
pharmaceutics practice - were useful” (1980s No 13)
“pharmaceutics - especially the practice and laboratory courses - was useful ”

(1980s No20)
Pharmacology, pharmaceutics, pharmacognosy, toxicology and/or microbiology 
were useful.....

“pharmaceutics and pharmacology courses were useful” (1990s Nol) 
“pharmaceutics course and some pharmacognosy were useful” (1990s No3) 
“pharmacology, microbiology and pharmacognosy were useful” (1970s No3) 
“pharmacology, pharmaceutics, toxicology and pharmacognosy were useful”

(1980s Nol6)
“pharmacology and pharmacognosy were useful” (1970s No7)
“pharmacology, toxicology, pharmaceutics were slightly useful” (1970s No 14) 
“toxicology and pharmacology were useful. ..I hear students now have projects about 
cardiovascular drugs and drugs fo r other diseases which is very good because it 
makes them more knowledgeable about many products in the market ” ( 1970s No 18)

They were useful but.......
“pharmaceutical courses & pharmaceutics were useful but chemistry courses 
(organic and analytical) were not related to pharmacy at all...pharmacology and 
microbiology were very important, they gave information about aetiology of 
diseases... pharmacognosy was important, it gave me the origin o f the drug on which 
compounding and formulation are based” (1960s No6)



PART III: Results

215

“pharmacology, pharmaceutics and toxicology were useful.and microbiology/ 
public health as well but these I understood them afer I graduated and started to 
work in the community..before they were unclear to me because the way they were 
taught..very complicated and in a condensed w ay” (1970s No6)

“pharmaceutics and pharmaceutical courses were excellent especially those about 
structure activity relationship, side effects in pharmaceutical, but the problem that 
just one month after graduation my memory started to fade..confused...and two 
months after that I for got every thing... so the method of teaching itself was not good
enough and helpful enough to cement the information pharmaceutical and
analytical chemistry should be only for those who will be interested to work in
laboratories or academia, they are o f no use in community pharmacy ......
microbiology is o f no use but public health was useful...the preparatory year was a
year lost o f my life while information about side effects, alternatives/ substitutes
of drugs, mechanism of actions would be useful information for community 
pharmacy practice” (1990s No 13)

Not usefuL..not needed...or to those interested....
“organic and analytical chemistry were taught in a huge amount.... exaggerated..not 

(1980s Nol7)

“pharmaceutical was not useful” (1970s No 13)

“we do not need chemistry and pharmacognosy” (1960s No4)

“we did not use analytical, organic or phytochemistry, these should be taught to 
those interested” (1980s No 19)

“chemistry as a whole was not relevant” (1990s NolO)

“organic and analytical chemistry I suggest should be taught only to researchers... ”
(1980s Nol9)

All courses were useful....
“all courses were useful, someone might say that analytical and organic chemistry 
were not relevant but I see they were in some aspects, do we not need to know what 
is -Dextro and Levo... ?” (1970s Nol5)

Only pharmacology was useful....
“pharmacology was the only course that was useful and relevant.. ” (1980s No 14)

Particular parts were useful......
“course o f antibiotics taught in microbiology....compounding in pharmaceutics 
practice were useful...the best course was about cardiovascular drugs - taught in the 
last year” (1980s No8)

“pharmacology course and the discussions/projects held as part o f pharmaceutics 
practice in the last year o f education were useful” (1990s NolO)

“discussions run in the last year as part o f pharmaceutics practice...about non
prescription drugs....were useful but needed to expand” (1980s Noll)

“the course o f pharmaceutics in the last year was useful” (1990s Nol 1)
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"the practice o f pharmaceutics - compounding, information about dosage o f drugs - 
was useful.we got the basics whenever we are suspicious we know how to refer to 
the Pharmacopoeia.. in pharmaceutical chemistry, the course containing the generic
names o f drugs was useful when related to drug groups taught in pharmaceutics.......
concerning pharmacognosy, phytochemistry and bio-assay courses, only the parts 
about active constituents and drugs were useful, the remaining was just 
unnecessary content; it was not useful to leam Latin or do microscopical 
examination neither about rats and guinea-pigs” (1990s Nol2)

SUGGESTIONS ABOUT PARTICULAR COURSES TAUGHT 

All 5 years.........
"the market needs only pharmacology and pharmaceutics..in all the 5 years, 
pharmaceutics, toxicology, pharmacology andphamacognosy should be taught”

(1960s No2)
Pharmacology....

"pharmacology should teach every organ/system in the body..its diseases and how 
to treat or advise on” (1960s Nol)

Pharmacology and generic names of drugs....
"in pharmacology drugs should be divided to groups according to their 
pharmacological use ....we should know the generic & trade names, what for, dose, 
ingredients” (1970s No5)

Toxicology....
"it will be useful if it expands more and includes a First-Aid course. ” (1990s Nol2)

Pharmaceutics....
"a course of pharmaceutics should include a part about drugs (drug groups) to
teach...........all drugs from different companies..different brands...for every disease”

(1980s Noll)

Chemistry.....
"organic chemistry course needs to be reduced. ” (1990s NolO)

Pharmacognosy....
"pharmacognosy should be related to the market and not studying cross sections in 
plants or microscopical examination., these should be very brief, just to get an idea ”

(1970s No3)

We needed more....
"pharmacology was very weak..we needed more...phytochemistry was widely 
detailed ...a lot about volatile oils and their structure...very detailed...instead of  
learning by heart the structure o f volatile oils, we needed to learn trade names ”

(1980s No4)

"pharmaceutics and pharmacology should give more details.... the student should 
not graduate until s/he is perfect on these because s/he will be the one to check 
prescriptions even after doctors. ” (1970s No2)

"pharmaceutics and biochemistry were very useful... but not organic, phytochemistry 
or analytical chemistry...we needed more pharmaceutics, pharmacology............
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pharmacognosy too but macroscopical" (1980s No5)

“we needed more pharmacology, pharmacognosy... about trade names and generic
names o f drugs” (1970s No 12)

“we needed more pharmacology and about generic and trade names o f drugs, at 
the expense o f organic and analytical chemistry...more microbiology and 
pharmaceutics practice” (1980s No 14)

“we learned about generic names but we were very far from trade names.. we needed 
to leam more about milk products for babies, substitution of drugs, advice to be 
given to patients..for e.g nutrition/salt intake in case o f diabetics or hypertensive 
patients” (1980s No 15)

“more about compounding” (1960s No2)

“we need to leam more anatomy.,.mechanism of drugs action ” (1970s Noll)

“we needed more o f biochemistry, pharmacology and pharmaceutics..most of the 
practice in the community is about pharmaceutics and pharmacology which should 
expand at the expense o f phytochemistry, pharmacognosy, pharmaceutical, organic 
and analytical chemistry” (1980s NolO)

Teaching...courses...should be different we needed to study....
“anatomy and physiology courses were taught in the first year so we did not 
recognise their importance...we needed to study them again as a refresher /  
reminder in the last year. ” (1980s No6)

“products available in the Egyptian market should be taught with a clinical view -  

by presenting cases....diagnosis/recommendation and supply o f the suitable 
product...so clinical pharmacology” (1980s Nol3)

“the discussions held as part o f pharmaceutical practice..the fourth year, should be 
run differently...it was a threat and stress....meetings and visits made to
pharmaceutical companies were really useful.......... the industrial course should rely
on visits to companies and this should be made accessible to all
students cosmetics and compounding taught in pharmaceutics most o f the
preparations were very old and not used any more...pharmacology with the huge 
amount o f details taught, we found ourselves lost but if  it is more concise and main 
points it will be good.....analytical chemistry, bioassay and the whole preparatory 
year should be taken out” (1980s No8)

“pharmaceutics (practice & lectures) needs some amendments and updating 
especially in compounding... they should include what is new and in demand in 
practice... like preparations for skin /  chest problems are very important and very
much in demand. we needed to learn more about drugs incompatibilities and
interactions..pharmaceutical chemistry was not useful, it should be reduced... 
pharmacognosy was good and important but needs amendments to suit the 
market..especially its practical courses ...no use fo r microscopical and powder 
examination...biochemistry was interesting and good but needed more information 
and to expand” (1980s No9)
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'‘courses o f pharmaceutics and pharmacognosy should expand while reducing 
physical and organic chemistry” (1990s Nol 1)

“increase visits made to companies” (1980s No 17)

“compounding should be relevant to what is prepared in the market” {\91Qs No7)

“courses about compounding have no relevance..physicians in community will 
prefer a manufactured ready made product so compounding almost disappeared”

(1980s Nol5)

“methods o f teaching should include more discussions, use o f over-head-projectors 
....the fourth year should be pure practical courses and training” (1980s NolO)

“the courses o f administration and psychology we learned were very fa r  away from
what should be taught to pharmacy students also what is the importance o f
titration and microscopical examination fo r hours ? would not be better to emphasize 
other things... .pharmacognosy was a lot, it was a good course but not useful because
of the quantity... they worried about details and missed main issues it would be
useful to spread the course o f law all through the five years instead o f condensing 
it in one year because always we get problems in practical life and we deal with 
them incorrectly because o f ignorance o f this area” (1980s No 16)

“they should increase the studying hours in some courses and reduce it in others..
pharmacognosy should be cancelled....pharmacology courses need to be amended; 
what was the aim of isolating the heart or the intestine o f a frog or a rabbit to prove 
that X drug is sympathomimetic...ok we believe and trust it is so lets concentrate on 
something else such as visiting hospitals and seeing real cases and the effect of 
drugs on them, studying side effects” (1980s No 18)

GENERAL SUGGESTIONS
Focus on recent science...

“they should emphasize what is new and the historical parts, old basics should be 
very brief...and more details about what is actually needed” (1960s No4)

“courses should not be condensed as they are, the content should be less, more 
informative and useful and mainly about recent science without referring to the
previous century methods o f teaching need to be more civilised, clearer,
without pain o f watching an overhead where the lecture was copied from a 
reference more practice is needed” (1990s No 12)

Patient-oriented courses
“the best is to increase practical courses..should be able to stitch simple topical 
wounds, be knowledgeable about compounding for certain illnesses especially skin 
problems because it gives a good reputation to the pharmacy” (1970s No 13)

“teach patient counselling, how to deal with patients...through training and role
plays, these help a lot to cement knowledge every 2 years or so, what is old and
new should be regularly checked and evaluated by the staff” (1970s No 12)

“prescriptions o f scheduled, euphoric or controlled drugs should be seen when 
undergraduate” (1980s No 12)



PART III; Results

219

“the last year in pharmacy education should include an oral exam on patients’ 
treatment/responding to symptoms” (1980s No6)

“the last year of education should teach how to be a pharmacist in the
community...how to run a pharmacy they should be taught more about patients
oriented subjects. ..every year it should be one interesting, practical and alive course 
to buffer the other solid courses” (1980s No 16)

Involvement of teacher practitioners......
“should have older community pharmacists teaching...to get the benefit o f their 
experience” (1970s No7)

“to organise meetings and discussions with older community pharmacists”
(1990s NolO)

Aims of the education.....
“the system o f exams should be changed...it pushed students to learn by heart not 
to understand or to know how to apply it and help patients...we should deal with 
community clients as well as hospital patients during undergraduate y ears...we 
should leam about all products available in the market; their use, information about 
them...dosage” (1980s No 18)

“huge amounts and quantity... if  half o f this but well understood, it will be better 
...reduce courses and improve understanding, so will be better read and uptaken
 cooperation between staff teaching different courses so they can avoid
repetition between courses” (1960s No7)

“changing the aim of education; instead o f learning by heart, it should be more 
interactive like questions and answers” (1990s Nol 1)

“it will be helpful for the students if  they know the order o f studies for each 
y ear...the syllabus...the core o f the curriculum might need to be based on different 
drug groups and related information can be then included like interactions, side 
effects, mechanism of action, risks, over-dosage toxicity... ” (1980s No 19)

“education should consider the different specialities in pharmacies (laboratory 
work, community etc.), bearing in mind that 98% o f graduates work in the 
community.. ” (1980s Nol)

“the faculty should be producing a qualified pharmacist fo r community pharmacy 
as well as fo r industry..so it should give more consideration to the field known to 
recruit more graduates” (1980s NolO)

Following graduation....
“the faculty can provide speciality courses after graduation....e.g. when graduates 
complete the one year home-service....during which they should have decided what 
career in pharmacy they want to take up, here candidates could be referred back to 
the faculty to receive a condensed training course about the chosen speciality.. ”

(1990s NolO)
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4.2. Courses that the pharmacists thought were needed in their practice

Table 44 details the courses recommended by pharmacists to be included in pharmacy 

education. The results illustrate a total of 105 recommendations made about a wide range of 

courses (average of 1.3 recommendations made by the 1960s and 90s graduates, 2.7 by the 

70s graduates and 1.2 by the 80s graduates). Higher numbers were shown for management, 

behavioural aspects (specifically on how to deal with people) and marketing. 

On the recommendations made for the inclusion of clinical pharmacy, these 3 

comments were found in responses:

“clinical pharmacy provides pharmacists prestige and encouragement" (1970s No 
1)

“development o f clinical pharmacy will improve the situation a lot... it increases 
discussion with physicians.. ” (1970s No 5)

“there is a gap between us and physicians which can disappear with clinical 
pharmacy" (1980s No 11)

The pharmacist who recommended involvement of students in research conducted in 

industry and products manufacturing, added:

“..so we can promote compounding in our practice"  (1970s No 6)

On administration/management, these two comments were added:

“if I did not have my own previous experience, I would have been destroyed 
financially" (1970s No 11)

“but it should be relevant to pharmacy and on practical basis" (1990s No 12)

On how to deal with people, two said:

“the profession needs the pharmacist to be patient and wise" (1980s No 7)

“because the patient is financially ill" (1980s No 16)

On how to deal with people and teaching ethics of the profession, one commented:

“because better to leam about these in the faculty rather than from a stranger- a 
community pharmacist the graduates works for...we do not know what s/he will 
teach them" (1990s No 10)
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Table 44: Courses that the pharmacists thought are needed in their practice and should be

Courses needed, as suggested by 
pharmacists

Number of pharmacists who suggested it 
among the number of graduates shown below

Total

1950s 1960s 1970s 1980s 1990s
(n=l) (n=9) (n=18) (n=20) (n=13)

Administration 4 1 1 6
Business 1 1
Management / skills of management 1 9 2 1 13
Management by a computerised system 1 1
Marketing / Sales 2 5 2 1 10
Economy 1 1 2
Accountancy / Commerce / Statistics 1 1 1 3
Law 1 1
Computer 1 1 2
How to deal with clients / behavioural
aspects / psychology 1 1 5 3 1 11

How to deal with physicians 1 2 3
Ethics / to be honest / respect for the
profession / keep its prestige 1 2 1 2 6

Clinical pharmacy 3 1 2 6
Clinical pharmacology 1 1
Patients’ counselling 1 1
Diseases/symptoms 1 1
To recommend a product / suggest

treatment 1 1 2
How to diagnose 1 1
Internal medicine 1 1
When to refer to a doctor 1 1
How to read and check a prescription 1 1
Prescriptions processing 1 1
Hormones 1 1
Family planning 1 1
When to substitute a drug and when not 1 1
Products available in the market /
trade names / new drugs 1 1 1 3
Research in Industry / Drug
production 1 1
Proper storage of drugs 1 1 2
Significance of biochemical values and

analysis results 1 2 2 5
A normal ECG 1 1
Interpretation of a medical report 1 1 2
Explanation of some x-rays 1 1 2
First-Aid / emergency 2 1 3
How to administer injections 1 1 2
Blood pressure measurement 1 1 2
Wound dressing...how to do it 1 1
Roles of pharmacists in health
education 1 1
To leam how to find the information

needed 1 1
To leam how to do research 1 1

Total 4 12 48 24 17 105
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On how to deal with physicians:
“to manage the problem of substitutes/banned products....always out o f stock, rare 
to find but always prescribed” (1980s No 7)

The pharmacist who recommended to study a course about diseases and symptoms,

said; “because physicians' fees are very high and patients prefer to see and consult
pharmacists, so it will be very useful to learn about diseases in under-graduate 
courses” (1980s No 15)

The pharmacist who wanted to he knowledgeable about a normal ECG, added:

“because always we are asked about this” (1970s No 17)

5. Pharmacists’ perception of pharmacy continuing education

This section presents results about previous participation in pharmacy continuing 

education, opinions regarding continuing education for the pharmacy profession and 

perceptions about future continuing education for community pharmacists in Alexandria.

5.1. Previous participation in pharmacy continuing education programmes

Respondents were first asked if they had heard about continuing education, in 

pharmacy or in other professions. Fifty-four out of 65 participants had heard about it and for 

52 this was for pharmacy (2 specified pharmacy in Saudia-Arabia). Information about 

respondents’ previous participation in any form of continuing education since their 

graduation revealed two groups. The first group included 48% (31/64) of the respondents 

who reported that they had participated in a pharmacy continuing education. For 13 

interviewees, this was through attending lectures as part of a course organised by the Faculty 

of Pharmacy and the Syndicate. For 11, it was through their previous work as medical 

representatives, where their employment in the company necessitated the attendance of a 

training course. For another 4, this was by reading the “Middle East Journal”, and for the 

remaining 3, it was by attending conferences, receiving journals from abroad and studying 

for a diploma in analysis (Table 45).

The second group 52% (33/64) reported that they had not attended or participated in 

any educational programme since their graduation. However, 6 reported reading regularly
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Table 45: Forms of continuing education reported by the 31 pharmacists claiming previous 

participation in a continuing education

Forms of continuing education reported Number of 

pharmacists

Previous work in a pharmaceutical company or as a medical
representative ^ 11

Attending courses developed by the Faculty of Pharmacy and
supported by the Syndicate 13

Regular reading of “Middle East Journal” posted to the
pharmacy 4

Other answers included:
diploma in analysis 1
attending conferences 1

regularly receiving journals from abroad 1

Total 31

a) Their contract required them to attend a training course as a medical representative in this particular 
company.
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the “Middle East Journal”, another 17 reported that they were always keen to read product 

pamphlets, the BNF or Martindale and another 2 said that they relied on discussions with 

medical representatives and reading of pamphlets; interestingly these were resources 

considered by the other participants as being continuing education. A remaining 8 

respondents acknowledged never having taken part in any form of continuing education. One 

of them had recently graduated, at the same year of this study.

5.2. Perception towards future coutiuuiug education

Results of this section present pharmacists’ opinions about the most appropriate way

to deliver continuing education to community pharmacists in Alexandria and the topics they

thought would be helpful. Collection of this data was initiated by open questions aimed to

“warm-up” and explore broadly pharmacists’ views about continuing education (if they had

any thoughts about it: positive/negative, how feasible it would be for community pharmacists

or if it would be a good or bad idea). This exploration indicated that the significant majority

of pharmacists (55/64) described it as a good idea, 5 of these stated “very good”, “very

useful” or “positive idea”. The reasons why they believed continuing education is a good

idea, appeared in their comments, which included: it would be a refresher, information they

could access in their work place, would help pharmacists to be up-to-date, equip them to

answer people’s questions, not to feel they are salesman, will make them feel confident about

the information they give, will enable them to continue as a pharmacist in the community,

because science is in continuous development, pharmacists need to be up-to-date very

knowledgeable, because continuing education is the basis of the profession, information is

essential for continuity, everyone wants to improve, it will differentiate attendees from other

pharmacists who did not attend and it will renew contact with the faculty/make them feel

closer to the faculty. In this regard one pharmacist commented:

“it will give value to the pharmacist, s/he will be in contact again with the faculty which will 
increase self-confidence and consequently this will be reflected in the service given to the 
patient"

From the remaining nine (out of 64 participants), two gave statements indicating they 

believed there was no need for pharmacists continuing education, another two related their 

thoughts to previous experience they had, three seemed less interested in the idea and two
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missed (discussed the feasibility of the idea instead). Those who believed there was no need 

for continuing education, said:

“useful for a particular group of pharmacists, those who left the country for 5-7 
years and are back home and want to start to practise, they need to know a lot 
then., they should attend sessions or spend sometime in the pharmacy until s/he gets 
some experience before practising on his/her own...concerning community 
pharmacists if sessions are held it will not be useful to them because they have the 
experience to allow us to teach-not only to prescribe....and when it comes to a new 
drug, a pamphlet will be very useful, I do not need to attend a particular lecture or
a session for that what would be acceptable in a continuing education a 4-5
pages (pamphlet, written information), this will suit community pharmacists and can
read it in their places continuing education is not so important and if  done,
preferably a small booklet the pharmacist who is standing in a pharmacy he is a
school in him self’ (p artic ip an t grad u ated  1 9 6 8 )

“good but theoretical.is not applicable...work in the market does not need it and 
even iflleam  and participate, o f no use because work in pharmacies is commerce..it 
will be o f no use to me as a pharmacist because the situation changed; the clients 
care now only about physicians, even if I try to adjust a dose, he says ‘the physician 
said s o ”’ (p artic ip an t grad u ated  1 9 9 4 )

Those who reported their previous negative experience:

“three years ago I attended a course (organised by the faculty and the syndicate, I 
think), it was good but would be for students who still have afresh mind, but not for  
old people because o f the time and the quantity they gave.... they were interested in 
the detail o f the detail which made the course boring and useless ’’ (grad u ated  1 9 7 6 )

“good idea but I attended a course previously, it was not useful, the work in 
pharmacy does not need all this specificity and details given.... we needed just 
general information ’’

And those who seemed less interested in the idea commented:

“life is hard, a lot o f trouble & business.... visits o f medical representative are easier 
and time saving....listen rather than read or attend”

“pharmacists at certain age become lazy and prefer to receive anything while sitting 
in their place..a video, cassette, journals (but not long and with pictures and 
tables..and big writing)”

“Good idea but I doubt (personal view) its applicability as we do not have time to 
go and attend and if we receive paper in the pharmacy we are continuously 
interrupted by clients and difficult to concentrate ... and when we have no clients, 
I would prefer to relax.... in fact, I get angry because no sales/business”

In terms of how applicable continuing education will be for community pharmacists, in other 

words, its feasibility, in more than three-quarters of the cases, feasibility was conditional: 

“if...unless...but”. As summarised in Table 46, in most of the cases, it would depend on the
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Table 46: How feasible continuing education will be for community pharmacists (n=39)

Responses Number of
pharmacists

Feasible 

Conditional feasibility
“feasible i f ’
- d is ta n c e  le a m in g /n o  lec tu res
- i f  d is ta n c e  lea rn in g  and  w e ll  p resen ted  (a ttractive , in  co lo u r , w ith  s c h e m e s )
- n o t lec tu res
- a ttractive  an d  at c o n v e n ie n t  tim es  (a  lec tu re  or  a jo u r n a i b u t th e  jo u rn a l 

sh o u ld  n o t b e  fu n d ed  b y  c o m p a n ie s  or co n ta in  b ia sed  in fo r m a tio n ....a  
lec tu re  w o u ld  b e  better)

- n o t w ritten  in fo rm a tio n  (n o t b o o k s , p a m p h le ts)
- d is ta n c e  lea rn in g  or o c c a s io n a l w o rk sh o p s
- d is ta n c e  lea rn in g  or  1 -2  lec tu res  a  w e e k  (o n  F r id a y s or  S u n d a y s)
- e v e r y  c o u p le  o f  w e e k s  or  a  w e e k -e n d
- o n e  d a y  a  m o n th
- it c o n s id e r s  th e  p h a rm a c ists’ tim e  “tim e  is  m o n e y ” ..sh o u ld  b e  c o n c is e  

in fo rm a tio n

“feasible but”
- im p ortan t to  c h o o s e  th e  r igh t time (a  F riday  as w e  can  b e  o f f  b u t n o t a  

M o n d a y ..d u r in g  th e  w e e k )
- th e  o n ly  p ro b lem  is  th e  time..it c o u ld  b e  in  th e  e v e n in g  8 - 1 0p m  in  th e  

fa cu lty  lec tu re  h a ll
- it n e e d s  to  b e  w e ll  p la n n ed  to  g a in  th e  p h a rm a c ists’ a tten d a n ce ..incentives 

l ik e  ‘i f  y o u  atten d  y o u  w ill  g e t . . i f  y o u  d o  n o t . . .’ ..it  d ep en d s o n  th e  p erso n ... 
n o t a p p lic a b le  once married

- it sh o u ld  h a v e  some characteristics: free  a tten d a n ce  i f  a  c o n fe r e n c e , a  
jo u rn a l fr ee  o f  p o lit ic s , w ritten  in fo rm a tio n  a b o u t n e w  d ru gs, la te  n ig h t i f  
m e d ic a l rep resen ta tiv e  v is its

“feasible only for who will have time...mainlv pharmacists working in the 
government sector

Half-feasible
- a tten d in g  c o u r se s  is  b etter  to  u n d erstan d ..read in g  is  c o n fu s in g  b u t th is  w ill  

b e  v ery  u n p r a c tica l..o n ce  a  w e e k  for  a  sh ort p er io d  o f  tim e  sh o u ld  b e  
a ccep ta b le

It depends
- o n  e a c h  p h a rm a cist’s a c c e p ta n c e ...d iff ic u lt  i f  it n eed s  m e e t in g s  but 

p o s s ib le  i f  in  b o o k le t  fo rm
- o n  th e  p h a rm a c ist’s p er so n a lity  and  w ill in g n e s s

20

1

33

Total 39
a) The study included 65 pharmacists, one left before answering this section o f the interview, seven (quoted 

previously in the text); two saw no need for continuing education, two responses were about their previous 
experience in continuing education, three seemed not interested in the idea. For the remaining 57, 39 are 
listed above, 9 are quoted in the text (5 quoted had strong opinions it should be applicable, 4 had other 
miscellaneous suggestions) and for another 9 their views about feasibility were missed (all described it 
previous as a good/positive idea).



PART III: Results

227

method of delivery: attending courses or distance learning education. Five other opinions 

were very enthusiastic that pharmacists should make it applicable for themselves, they 

replied:

"very good idea, every one can manage his/her time"

“it is applicable and pharmacists can ajford the time if the time is discussed and agreed 
among attendees"

“no one can say it is not a good idea, it can be applied...a community pharmacist does not 
stay in the pharmacy a long time, so they can afford two hours to go and attend"

“of course it is applicable, we just need to find a suitable way"

“who is interested and willing should find the time..if one hour in the morning, each 
pharmacist has to manage to ajford one hour to attend the course as this is fo r his benefit"

Other four responses consisted of suggestions, they said:

“if  pharmacists attend one lecture, found it useful, learned something, s/he will be 
encouraged to attend regularly and at that time, time will not be a barrier"

“not difficult to apply but there is the problem of time...could be many sessions (repeated 
at different time) and everyone jits  in the time suits him/her..like language courses"

“must plan for it to be applicable...a journal could be,... due to time stress and the weekend
no one can attend courses..!’d  prefer to be with my family....but i f  the course offers a 
diploma (e.g clinical pharmacy), who is interested like me will find time to attend as long as 
s/he will get a diploma in clinical pharmacy "

“..law concerning pharmacists* practice should change, rights fo r pharmacists should 
consider and extend their responsibilities to encourage them to read more...but as long as 
s/he is a salesman so why bother and read..e.g. we should have the right to treat/suggest 
treatment because we have been more equipped to do that than physician "

Table 47 lists the most appropriate ways suggested to deliver pharmacy continuing 

education. A total of 64 responses were obtained from 62 pharmacists. The majority would 

like to receive reading materials and written information which can be sent and distributed 

to pharmacies. A preference of attending courses was claimed sometimes as they prefer to 

listen rather than read, meanwhile those who preferred distance learning attributed their 

choice to the problem of the time or the ease of receiving something in their working place.

Table 48 details the areas of interest they thought would be helpful for their practice 

and the reasons behind their choice. A total of 157 suggestions were made by 62 pharmacists 

(average of 2.5 per pharmacist). The two main areas illustrated in responses were drug and 

disease related. Drug related topics were on the top of list of suggestions.
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Table 47: Most appropriate ways, as considered by pharmacists, to deliver continuing 

education for pharmacists in Alexandria (n=62) “

Most appropriate ways to deliver continuing education Pharmacists 

Number Percentage

Distance learning by receiving reading materials in pharmacies 37 57.8

By attending courses, lectures, meetings, sessions or 

discussions 20 31.3

Through medical representatives visits to pharmacies 2 3.1

Miscellaneous

- by receiving journals and attending intermittent meetings

- by receiving booklets and attending occasional sessions to 

discuss the booklet distributed

- by receiving periodicals and cassettes

- by attending lectures and role play sessions

- by attending lectures in addition to videos and hand-outs

5 7.8

Total 64 100.0

a) Out of the 65 participants, one finished his working hours in the pharmacy and did not stay until this 
section of the interview, in a second case the response collected indicated what the participant preferred 
rather than what s/he thinks the most appropriate, the third case (graduated in 1994) believed continuing 
education is of no use to pharmacists s/he said “it is a good idea but theoreticai.the work in the pharmacy 
now is like commerce...it will be of no use to me as a pharmacist...clients now rely on physicians even if I 
try to adjust a dose, they say the physician said so.. ”
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Table 48: Areas of interest to pharmacists for continuing education (n=62)

Areas recommended, as stated by pharmacists Frequency

About drugs

- “drugs available in the market (pharmacology, interactions,
contraindications)”

- “alternatives available in the market”
- “all products available in the market...knowledge about their dose/use’
- “over-the counter (OTC) drugs”
- “OTC products available in pharmacies”
- “OTC drugs (include cases and symptoms involved)”
- “non-prescription drugs (dose, interactions with drugs/food)”
- “cardiovascular drugs and their contraindications with OTC”
- “information about cardiovascular drugs”
- “uses of anti-hypertensives”
- “uses of antirheumatics”
- “antidiabetics and their contraindications with OTC”
- “insulins (resistance, use, sensitivity, groups)”
- “hormones”
- “steroids”
- “steroids (use and classes)”
- “drugs for skin problems”
- “antibiotics”
- “antibiotics (resistance, use, sensitivity, groups)”
- “antibiotics (use and example of cases treated by different antibiotics)’
- “pharmacology of antibiotics”
- “pharmacology of drugs”
- “pharmacological action of drugs (with their generic names)”
- “drug mechanisms of action”
- “drug action”
- “drug incompatibilities”
- “drug interactions”
- “interactions of commonly used drugs”
- “drug interactions especially in case of diabetics and hypertensives”
- “summary of drug interactions”
- “tables of drug-drug interactions”
- “drug side effects”
- “contraindications of drugs”
- “contraindications (main points)”
- “drug use”
- “dosage”
- “reports about drug bioavailability”
- “about old drugs (still used)... if not effective any more or banned”
- “any reports about ineffectiveness of a any drug”

65
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Table 48 (Cont’): Areas of interest to pharmacists for continuing education (n=62)

Areas recommended, as stated by pharmacists Frequency

Drug updates

- “new drugs”
- “new drugs in the market”
- “new drugs in the Egyptian market”
- “new drugs especially those which have no advertising promotion e.g. drugs

used for cancer”
- “new drugs (what for, use & side effects)”
- “new drugs (indications and pharmacological action)”
- “new drugs and comparison with alternatives on the market”
- “uses of new drugs”
- “new drugs and any research about a specific drug”
- “recent information about new drugs, drugs withdrawn or banned”
- “information about new drugs with refresher notes about old ones”
- “new drugs (dose, side effects...enough information about them”
- “drug interactions especially of new drugs”
- “pharmacology especially of new drugs”
- “summary about new drugs to include four parts: active ingredient, use,

dose and main contraindications”

About diseases

- “generally about diseases (aetiology....the physiological defences)”
- “diseases pharmacists can treat, like skin diseases”
- “skin problems”
- “hypertension and blood pressure”
- “cardiovascular diseases (include pharmacology and treatment)”
- “chronic diseases like cardiovascular diseases and rheumatism”
- “diabetes”
- “diabetes (include pharmacology and treatment)”
- “asthma”
- “diarrhoea”
- “gastrointestinal problems”
- “disease precipitated by other diseases (main points)”
- “seasonal diseases..diseases commonly endemic in a particular season

like flu in winter”
- “endemic diseases like scabies”
- “diseases that are widespread”
- “diseases that are widespread (what is the disease and how to prevent it)”
- “common diseases like coughs (aetiology)”
- “AIDS”
- “to cover one disease, e.g about diabetes: aetiology & treatment..just main

points ..no details on diagnosis as this should concern the physician..only 
what concerns the pharmacist: treatment and dose adjustment”

- “diagnosis of mild cases”
- “symptoms of diseases”

18

25
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Table 48 (Cont’): Areas of interest to pharmacists for continuing education (n=62)

Areas recommended, as stated by pharmacists Frequency

Disease updates

- “new and recent diseases”
- “what is new about any disease”
- “symptoms of diseases especially about the new ones”

About what is new generally

- “any up-to-date information”
- “all what is new”
- “all what is new in pharmacy”
- “any new findings in the field of pharmacy”
- “anything new in the health field”
- “new research”
- “anything new and advertised”
- “new things like AIDS”
- “new trends and methods of medication”
- “new trends, things newly discovered, like drugs found to be carcinogenic” 

Miscellaneous

- “anything scientific will be useful”
- “according to the season, e.g about diarrhoea if summer”
- “the art of commerce (selling and buying)”
- “biochemical values & their significance”
- “an idea about medical reports, analysis, x-rays”
- “some scientific terminology ..like those used in cardiology and obstetrics”
- “general advice on health and hygiene”
- “general health”
- “mild cases and drugs of choice (mechanism of action, its pharmacology

and interactions”
- “discussion of cases including pharmacology and mechanism of action of

the drug of choice”
- “revision of the basics especially what is related to plants”
- “pharmacology”
- “applied and clinical pharmacology”
- “clinical pharmacy”
- “summary of pharmacology”
- “summary of pharmacology taught in medicine and in pharmacy”
- “pharmacology of a group of drugs like drugs for CV diseases”
- “revision about pharmaceutics”
- “pharmaceutics & compounding”
- “immunology, bacteriology and relating drugs with diseases”
- “correct measurement of blood pressure”
- “hazards or mistakes that can occur and when pharmacists should be careful’
- “First-Aid, handling of emergency cases, hypersensitivity reactions”
- “talk to the conscience of the pharmacist”
- “increase pharmacists’ alertness about their roles as pharmacists, the ethical

and humanitarian parts of the profession & management of the pharmacy”
- “increase pharmacists alertness about the importance of knowing about

anything they supply”

15

27
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Reasons for topic preferences Some responses contained reasons for the

selection of the above topics, these were:

“Over-the-counter products....

...doses <& interactions with other drugs or food because this is the main basis o f a 
pharmacist’s practice”,

 in general.problems and symptoms they are used for, because these are what I use in my
recommendations as a suitable product..to be able to diagnose the case”

... because I like them and most o f my time in the pharmacy is spend on these useful for my
work....it will be a refresher and reminder about what is old but also what is new”

“Over-the-counter products available in pharmacies because....

...this is what the pharmacist always recommends, e.g fo r heart bum, how to determine if it 
is ulcer or just hyperacidity...or cancer?”

“Pharmacological action of drugs (with generic names) because...

...might help to achieve more professional oriented pharmacists rather than business 
oriented or being a salesman ”

“Drug interactions because...

....this is the most important area for a community pharmacists”

...this is the main information for the profession”

....the information about them does not stay and is difficult to learn it by heart” 

...important as you will find more than one item in one prescription”

...we did not study it or learn about i t”

“Drug interactions of commonly used drugs or about the pharmacology of a group of 
antibiotics because...

....these drugs constitute very high percentage o f sales and use”

“Drug interactions especially for diabetics and hypertensive patients because....
...many people have them, many drugs are available for them, many patients ask about them 
and I do not know, so I just refer to the physician..although it is the core of our speciality”

“Drug interactions and incompatibilities....

....to cover clients’ requests for various advice..like {I have high blood pressure, can I use 
this cough product?}”
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“Mechanism of drug aetion..how it works and pharmacology because..

when I was student, I had a lot to team and I was confused with purely academic sciences 
...a lot and confusing, but now with my experience in the pharmacy I should understand it 
more easily”

“Mechanism of drug action, drugs side effects and incompatibilities....

....mechanism of drug action to be able to hold a discussion with physicians...drug side- 
effects and incompatibilities as this will make pharmacists feel at the same level o f physicians 
and well equipped to convince and argue with them on a scientific basis ”

“Pharmacology of drugs, mechanism of action, drugs side effects and interactions...

...because these are the most important aspects in our practice as well as helping in our daily 
work, fo r example: Brinerdin® was prescribed fo r a patient, but it did not work so it was 
changed to Capoten®; both are the same ..or Augmentin® antibiotics, costs 20LE and 
prescribed for a child without any culture test.. ”

“Drugs interactions, pharmacological effects.... symptoms of diseases especially for new 
disease because...

 these are the main aspects for pharmacists’ practice..not to be a salesman... ”

“Reports and findings about drugs bioavailability....

...to use it as a document and reasons when the doctor refuses to replace a prescribed item 
with a substitute or another brandjustifying it on the difference in bioavailability..it will help 
me to check if different brands are bioequivalent”

“Mechanism of drug action, interactions...new research about a specific drug...new 
drugs dispensing errors possible over-the-counter because...

...pharmacists should be equipped with this in order to be able to do their jo b ”

“Cardiovascular drugs because......

...it is scary dealing with these drugs while knowing nothing about them”

“Antibypertensive (mechanism of action, uses, interaction, contraindication) because....

...many people have high blood pressure and I cannot talk with them much about it due to 
my lack o f information”

“Antibiotics because......

...the easiest thing for a doctor to do is to prescribe an antibiotic”

...very important because their use is very common”
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“Antibiotics, insulins and steroids (resistance, sensitivity and classes/groups)......

...because highly requested by people”

“Anti-rheumatics and drugs for skin problems because...

...these problems are widespread”

“Old drugs...banned or not effective any more because....

...this is the pharmacist’s responsibility”

“New products in the Egyptian market......

...so I can educate the patient about what is new”

“New drugs and comparison with their alternatives because...

..each pharmacist suggests what s/he likes...what s/he has in stock that is why alternatives 
should be identified”

“New drugs especially those which have no advertising promotion......

...as we will not know much about them”

“New drugs to know about them and their uses because....

...I am a new graduate”

...every day there is a variety o f new drugs... sometimes in one order from a company it will 
contain 3-4 new drugs and at the time o f receiving them it does not allow me to read....a 
continuing education source can gather a ll”

“New drugs (dose, side effects and enough information about them) because....

...this is the most important thing to a pharmacist in the community”

“New drugs (indications of use and pharmacological actions) because....

...this information should raise the profile o f pharmacists”

“New drugs..new reports...new diseases because....

...we already know about the old”

“Cardiovascular diseases and diabetes because.....

...they are the two most common diseases and we lack information about 
them...pharmacology and treatment”
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“About diabetes and hypertension because....

...three-quarters o f clients are diabetic a n d /o r  hypertensive”

“Skin problems drugs for skin problems because....

....many clients ask for advice about these.. ”

...because they are endemic in this area ”

“Asthma because....

...highly widespread due to the high humidity o f the weather and malnutrition”

“Gastrointestinal problems......

..to be able to recommend drugs properly for a particular symptom without being suspicious 
of anything ”

“Chronic diseases (heart disease and rheumatism) because.

..many people are on medication for rheumatism and their complaint is still there, the patient 
is not treated even after years ”

“Diseases precipitated by other diseases because...

 pharmacists are subjected to many questions and requests fo r advice...so any information
whatever it is, will be useful. ”

“New diseases because....

..asked a lot about them ”

...new and we would like to know about them...because the media talked about i t” 

...community pharmacists need this information to inform those around them”

“New diseases, or hypertension, diabetes...AIDS because....

..the most asked about”

“What is new about any disease because....

..this is normal...to know about these....it is our speciality”

“Diagnosis of mild cases.....
....to be able to recommend a suitable product for a mild case or to check a prescription”

“Clinical pharmacy....

...because I ignore so I just dispense... e.g. there was a patient his blood pressure was
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160/110 and he was prescribed three antihypertensives in the same prescription...because 
1 did not know about the medication, 1 just dispensed them "

“Pharmacology because...

. . . . /  liked this course....to know about the drug journey, how it works, especially that 
pharmacology is a course full of critical information we need to remember it every now and 
again or someone reminds us of it"

...every day there is a new group of drugs not studied before”

“Pharmacology of a group of drugs like those for cardiovascular disease..anything 
about them because...

....important and not everyone understands i t”

“Pharmaceutics and compounding because...

...until now there are graduates do not know how to compound a preparation  needs to re
establish the course o f pharmaceutics in the mind of pharmacists because it is a very 
dangerous when it comes to compounding ”

“Advice related to general health and hygiene...

....e.g an asthmatic works in a polluted industrial area, can be advised to use a mask, a man 
whose job  is to make juice and because his hands are always in water, has eczema, this is 
dangerous for him and his clients....pharmacists should be aware o f sources o f pollution and 
relate people  ’ diseases with their jobs ”

“Clinical pharmacology because.....

....this would enable us to know sufficient to coordinate with the physicians” 

“Immunology and bacteriology (relate drugs with diseases) because....

...this would help while recommending a product for a particular ailment”

“Revision of basics especially what is related to plants..new drugs in the 
market....diseases that are widespread (to know what the disease is and how to prevent) 
because....

..there is a wealth in plants because the pharmacist is the first person people ask.....all
these add prestige to the pharmacist”

“All news....diseases widespread nowadays because....

...one would like to know about...at least to know how to protect him/herself from them” 

“Any up-to-date information because....

...this will be interesting and gain interest”
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“Anything new..promoted/advertised because......

..people will ask a lot about and it also will be interesting for pharmacists to read”

“New things like AIDS......

. ..so l can answer people ’ questions..because what we learned in the faculty was simplified 
and we need to know more because we are older now and our mind is wider and can 
understand better”

“All what is new..epidemic diseases like scabies....

...I heard there is a new treatment for scabies, o f course each company is advertising its 
product and that its product is the best... we need accurate information from an unbiased 
source”

“What is new in the field because...

....customers find out about what is new elsewhere then they come to the pharmacy to ask 
m ore  ”

....pharmacists alone will not find out about this unless someone tells them, besides when 
they explain the new products, they will also discuss the old as well so I will leam about 
both.. ”

“To talk to the conscience of the pharmacist because......

...this is the main key that can influence or control any action or reaction o f pharmacists”

“To increase pharmacists’ alertness about the importance of knowing everything 
concerning what they supply because......

...the biggest problem is that a pharmacist dispenses a drug s/he does not know about 

...because if pharmacists know the information, they will not be mean to transfer it to the 
client..besides saving the embarrassment o f ignorance”

“Increase pharmacists’ alertness about their roles as pharmacists, the humanitarian 
and ethical parts of the profession because......

..by his presence in the market, he converts to a beast...non-human business person..there 
is a need to talk to him about the ethics o f the profession and assure him that it will not affect 
the business profit....pharmacy management because it is better to leam about it on correct 
scientific basis rather than from the pharmacist you work for...who might not be honest”.
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Discussion

This section discusses the views and perceptions obtained about pharmacy practice 

and education from the perspective of a sample of community pharmacists in Alexandria and 

the implications of the findings in the context of improved practice, revision of pharmacy 

curriculum and development of continuing education programmes. Interpretation of the 

results is based on pharmacists’ thoughts concerning the content of particular tasks which 

clients would expect of them, experience or opinions about pharmacy undergraduate 

education they received and perceptions about continuing education for pharmacists in 

Alexandria. These findings and interpretation of the results need to be understood in the 

context of the methodological limitations contained in the study and discussed below. This 

study represents initial exploration and the data was analysed to provide an overview rather 

than a complete assessment or in-depth investigation and the findings should be viewed from 

this perspective.

1. Methodological consideration: difficulties and limitations

The findings of this Part are based on responses obtained, using face-to-face 

interviews with 65 pharmacists visited in 65 pharmacies selected from all districts of 

Alexandria. The design of the study technique, its advantages and disadvantages for the 

current study and the steps involved in conducting the study were detailed in the method 

section and are discussed in a wider perspective below. It should be acknowledged that the 

inclusion of such a limited number of pharmacists means that their responses may not be 

representative and the findings cannot be generalised. However, this was not the aim of the 

study. The open type questions used in the interviews enabled a wide set of information and 

issues of interest to be raised and explored about pharmacy profession and education from 

the perspective of participants.

Responses represented views of those who had graduated recently, in the previous 

years or more than 10 years previously. These included owners, managers and second 

pharmacists. It should be recognised that a larger sample of pharmacists may have produced 

different findings, and similarly for a more recent graduate group.

In fact, to obtain this number of pharmacists (based in 65 pharmacies) was a
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complicated task (as shown by the response rate: Parts II & III and detailed in Appendix 16). 

As previously discussed in the Part II study (involving the same pharmacies) there were a 

few difficulties in achieving the sample size required: finding pharmacies closed, the person 

there (pharmacists or not) refusing to participate or others having no pharmacist to give 

consent for the study. An additional problem encountered here was that of those who agreed 

to participate in Part II, where the consent for the study was given by non-pharmacist 

employees, there was no pharmacist present to interview for the current Part. In general, the 

response rate was acceptable, excluding those found closed/closed down, others had no 

pharmacist at the time of the visit to give consent, out of 51 pharmacies, the study was 

conducted in 41 (80% response rate).

As raised earlier, the study cannot stand as a complete investigation especially to 

assess pharmacy under-graduate education or to credibly interpret concepts about 

pharmaceutical roles. This limited the use of the findings to provide a general but rich 

overview that brought in a wide range of information and diverse opinions that can constitute 

a basis for future more focussed studies in these areas. These limitations are not attributed 

to the techniques used but rather to the design of the study and the content of the interview 

schedule. In terms of implications for the findings, the value of the findings was affected in 

the sense of achieving a complete and focussed study and consequently interpretation of the 

results to form conclusions. However, the investigation retained its value as a first local study 

in these areas, as a source of a wide range of information and diverse opinions that can be 

used to construct tools for future more focussed studies, in addition to its characteristics of 

illustrating authentic spontaneous responses. The design of the study also has implications 

for the process of data treatment and analysis, concomitantly with the fact that this study 

constitutes the first experience for the researcher with qualitative data. In fact, treatment of 

the data constituted the most difficult step encountered. Each of the above issues are 

discussed below.

With respect to the design of the study, the interview technique and even postal 

questionnaire were previously applied by other researchers (quoted earlier in the introduction 

and the method sections), to conduct similar studies. However, there were issues involved 

in designing and conducting the study which precipitated some limitations of the findings. 

Among these were: the time and financial constraints which resulted in an approach of 

overextending the areas of investigation. This was enhanced by the lack of local studies
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which stimulated the curiosity of the researcher and led to some overloading and expansion 

of the research area. This together with the limited experience of the researcher in designing 

a new tool, all contributed to the weaknesses detected in the design of the study. Indeed, for 

more credible results, an in-depth and more focussed interview should have been attempted. 

Each of the areas explored in the current interview would have needed a separate study on 

its own.

In conducting the study, participant pharmacists were not given any time to look and 

think about the questions included in the interview schedule. This was to eliminate any 

change in pharmacists’ practice that could occur - and subsequently affect the Part II study - 

due to certain issues raised in their interview. This ensured the responses obtained reflected 

pharmacists’ first thoughts and spontaneous reactions to the questions posed. Especially with 

questions relying on “memory”, e.g. asking them about their pharmacy under-graduate 

education, responses here reflected what this experience left them with “tell it as they think” 

(Robson 1993) or as kept in the memory. The responses they gave may be of particular value 

because they can indicate the issues that mattered to them, i.e. stayed in the memory. The 

spontaneous response may also have the advantage of minimising - but not eliminating - 

“social desirability” (tendency of the interviewee to provide a response socially acceptable) 

or “pleasing the researcher” (providing a response they think the interviewer will like). 

Conversely, seeking the first impression or a spontaneous response to the question increased 

the chance of a poor reliability. After the interview, pharmacists might have other thoughts 

concerning what they said or further recollections which result in other or different opinions, 

more specific responses or more issues to raise. Similarly, if the design of the study had 

allowed a “discussion to occur” during the interview, this might have revealed different 

results. This design resulted in gathering a wide set of information but limited the 

generalisation of the findings and the interpretation of the data in drawing conclusions. The 

diverse opinions gathered can be used to design a more closed type study.

If this limitation was recognised earlier during the study, “respondent validation” may 

have been an option. The researcher could have referred back to the interviewees to check 

the interpretation of the findings and conclusions obtained. Since this approach is criticised 

as having the risk that interviewees will not object to the conclusions obtained: to please the 

researcher, as a matter of respect to an academic researcher, or feeling they are not as close 

to the picture as the researcher or for other reasons, it may not then be the ideal approach for
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validation. Alternatively, the interview schedule can be distributed a period of time prior to 

the interview-visit. This allows participants some time for thoughts about the questions and 

evaluation of their own judgements. Also, it may be better - in the case of investigation 

concerning under-graduate education - to approach participants who graduated recently but 

also with some experience in community practice instead of random recruitment which 

involved participants graduated ten years or more, where recalling what they experienced 

may result in a superficial general data. It is definitely important to “focus” collecting 

opinions and views - the use of one main open-type question and 2-3 subsidiary closed 

questions about each of three major areas: professional role, pharmacy under-graduate 

education and continuing education, as in the current study, cannot be expected to evaluate, 

assess or draw conclusions but rather to provide an overview. It was therefore decided during 

the writing stage to entitle this Part as an overview.

Alternatively, it has been suggested that a “Delphi technique” may have been a more 

appropriate technique. Apparently, it is considered among techniques to enhance creativity 

and innovation in developing research questions. In the current study, this technique could 

possibly have been applied in the assessment of pharmacy under-graduate education for 

example. Within a group of participants, independent individual responses will be collected 

and further circulated among the members of the group so as to obtain their comments. The 

advantage of this technique that it allows individuals to comment on others responses as well 

as reconsidering theirs in respect to others. The outcome of this procedure will be ranked or 

categorised responses and a consensus is usually obtained by voting.

As mentioned above, the main difficulties encountered in this part study, were the 

response processing and analysis. To avoid repetition, this is discussed fully in the method 

section “data processing and analysis”. As shown by examples in the data processing and 

treatment section of the methodology, the quantitative analysis made provided a quantifying 

description of some of the findings, while the quotations were to illustrate examples or to 

constitute part of the results. This part, as stated earlier, was an exploration of perceptions 

to provide an overview about what pharmacists think and feel without embarking with them 

on any discussion or validation of their responses. Simply, the superficial coverage of the 

areas studied in the interview and consequently the data obtained cannot stand alone to 

conclude debate or tendency in attitude but rather considered areas and raised issues in 

general. This can be the subject of future study. However, tackling these difficulties was
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useful experience that exposed the researcher to different problems with qualitative studies 

which enforced further reading and learning.

Although it was not considered a difficulty, a lot of effort, work and time was 

involved in the translation into English as is typical for any study run in a non-English 

language. The time involved would have been shorter if no translation had been required. 

The translation did not only necessitate time and effort but also checks on exact meanings 

and close attention to restore the details of any descriptions made. The qualitative nature of 

most of the data gathered and the use of respondents’ own statements to illustrate or 

constitute part of the results, made it crucial to preserve the meaning and content of the 

response as much as was possible. In addition to the use of a dictionary, it was very 

important to run checks by verifying the translation with other colleagues.

2. Clients’ expectations of pharmacists and services which should be offered: From the 

perspective of participant pharmacists

This study focussed on what pharmacists thought clients expected from them when 

dispensing a prescription or requesting a product by name. These two requests and in 

particular the latter, constitute the main activities in the pharmacies, as confirmed in earlier 

results of the thesis. Apparently, the initial request here is not for the pharmacists’ advice or 

intervention. The results also presented the different circumstances in which the pharmacists 

thought they should give advice and their opinions about different services a pharmacist 

should give to clients.

Although the study is exploratory in nature, pharmacy educators may be able to 

utilise some of the findings in the revision of pharmacy curriculum and future planning for 

implementing a course in pharmacy practice.

In interpreting perceptions collected in this study, one should consider that these were 

what pharmacists believed clients expect them to do, which does not necessarily reflect what 

pharmacists do in practice. During the construction of the interview schedule, it was 

incorrectly assumed that to minimise “social desirability” and pharmacists attempts to 

provide “ideal” answers in order to find out about what pharmacists do for clients in certain 

circumstances was better to ask them what clients expected from them.

Do pharmacists usually consider client expectations? Were pharmacists right about
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client expectations? What were the clients’ own expectations? There is no data about clients 

attitudes towards provision of advice and health services from pharmacists and how these in 

consequence influence pharmacist attitudes. Exploring beliefs and perceptions can provide 

better understanding and healthier relationships. When this is achieved in pharmacist-patient 

relationships, it can have a positive impact in healthcare provision on the part of practitioner 

pharmacists and its acceptance by and subsequent beneficial impact on the public.

The findings illustrated valuable considerations given by pharmacists in their 

thoughts about clients expectations when presenting a prescription. In addition to the 

traditional tasks involved in dispensing, providing instructions on use, checking procedures 

or business roles involved in ensuring the drug is available/in stock, special consideration 

was given to financial constraints and finding ways to make the treatment affordable to the 

patient. Dispensing and socioeconomic related aspects were both raised to an equal extent 

in the responses obtained. This should not be surprising in a community where earlier studies 

(Part I & II) and documentation (Personal communication: WHO 1998) indicated the 

predominance of private treatment and poor coverage by health insurance. These findings 

suggest areas for pharmacy training and education to address. This consequently should draw 

the attention of health policy makers to the impact rational prescribing and implementation 

of an essential drug list could have in a community where financial constraints can be a 

major factor mitigating against treatment. Pharmacists need to be adequately trained to 

respond to such expectations when appropriate. Obviously there is a need for more studies 

to assess prescribing habits and rational of prescribing. The Part II findings which revealed 

many patients on six or more medications and others taking more than one vitamin 

preparation containing similar ingredients supports this recommendation for future work in 

this area.

With respect to checking the roles reported, they went far beyond what is 

conventional in dispensing a prescription (WHO 1994a). Checking a prescription included 

evaluation of the prescribed medication, suitability of the drug for the illness, giving opinions 

about the medication prescribed, intervention by the pharmacist to decide on which drugs on 

the prescription were essential and should be taken, which could be omitted or if cheaper 

substitutes were available. How does pharmacy training and education prepare graduates to 

perform such tasks and make the related decisions? This is a question the revision of 

pharmacy curriculum should address.
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On the other hand, in a circumstance where the client requests a product by name, 

client expectations stated by pharmacists dropped to an average 1.1 aspects per pharmacist. 

The most apparent expectation, from the perspective of pharmacists, was simply to supply 

the requested product (constituting nearly two-thirds of expectations stated). The remaining 

third was shared between business related and checking roles. Socioeconomic related 

expectations declined to constitute less than 2% of responses. Furthermore, the checking and 

advisory roles in this circumstance (unlike checking when dispensing prescriptions), were 

to confirm that what the pharmacist supplied is what the client intended or to advise on a 

substitute. An assumption appeared in some statements that because clients requested the 

product by name, they had used it before. Other statements described the pharmacist to be 

more reluctant in questioning or intervening with the clients’ request. These findings support 

Parts I and II recommendations that there is a need to ensure pharmacists awareness of their 

professional responsibilities in offering advice whether requested or not. However, this 

cannot produce positive outcomes unless pharmacists become more aware of their 

responsibilities in ensuring that appropriate products are supplied.

It is important that the perspectives of pharmacists concerning client expectations, 

are fully embraced in curriculum revision and continuous education design. This should 

equip pharmacists to perform such roles and to increase their awareness of their 

responsibilities. Other studies have proved that pharmacists intervening when a client 

entered the pharmacy for an over-the-counter drug purchase, resulted in different purchases 

being made than were anticipated (Nichol et al. 1992) and patient counselling when 

dispensing a prescription led to increased patient understanding and a major effect on 

compliance (Cross 1998).

Circumstances in which pharmacists thought they should give advice and clients 

expected them to give advice were more related to clients or patients themselves than other 

factors. In addition, two extreme perceptions “when the client requests the advice” and “at 

all times, on all occasions” were not dissimilarly illustrated in responses. Further study will 

be useful to identify reasons for pharmacists’ passivity in volunteering advice. A recent study 

elsewhere investigating pharmacists’ views about their role in health promotion reported 

pharmacists feel that patients would not be receptive to health promotion unless they had 

asked for advice (Anderson 1998). In the present study, statements made by pharmacists 

suggest that they had their own views and judgements about the situation as well as their own
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indicators for giving advice, as they stated “when the inappropriate use o f a drug is 

noticed”, “when the patient takes the problem for granted” or “when the patient is not 

aware o f a health problem they have”.

It should be admitted that it would be unrealistic and unfeasible to expect pharmacists 

to check and enquire about each and every sale, especially if supplying medicines to a 

familiar client or if previously prescribed on regular basis. That is why it is important in 

pharmacy education for training to spot potential problems and cases that require particular 

attention. Leaving it to the client to ask for the advice, to pharmacy staff perceptions of 

whether s/he is likely to accept it, as brought up by some participants (Table 43 & Appendix 

23), can result in lost opportunities for better management of health problems. This 

highlights the role of education to train pharmacists, in developing their own judgement and 

views, in addition to practising professional judgement and views. The wide range and the 

specificity of situations brought up in their responses suggested efforts were made by 

individuals to set their own indicators but also indicated a lack of protocols to follow. The 

specificity of situations given by participants (Table 42 & Appendix 23) although possibly 

an attempt to exemplify situations from real-life, also contained the possibility that the 

participant did not have an identifiable protocol to follow.

A wide range of services were acknowledged as those which should be provided by 

pharmacists. These varied from describing the pharmacist as a health carer, advisor, educator, 

checker/inspector of prescriptions, supplier of medicines, a monitor of health problems, first- 

aider and even the family doctor or a psychiatrist. Ten different categories were used to 

gather 340 responses made by 60 participants on this occasion (an average of 5.6 services 

mentioned per pharmacist). In addition to compounding / recommending a compounding 

preparation and providing advice / information / checking, more than half acknowledged 

psychological and social issues, monitoring health problems, injection administration and 

ensuring drug availability (maintaining stocks). Helping in an emergency was expressed by 

nearly half of pharmacists. Intervention with prescriptions, referral of the patient to a 

physician, or considering the financial situation of the client were stated by less than half of 

pharmacists. It might have been expected that dispensing prescriptions- which theoretically 

is a service performed by all community pharmacists - would have appeared with higher 

frequency among services stated, however, perhaps in the view of pharmacists, this service 

is too fundamental to be considered as a service they offer.
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Although the study was exploratory, the findings suggested key issues: As a whole, 

pharmacists thoughts about clients expectations can appear in common broad categories (as 

described above). The detail involved with each aspect constituted of a wide range of 

considerations (for example socioeconomic aspects described as “being a friend and a good 

listener to the client” or “to give a discount” which definitely underlined extreme variations 

in perceptions and highlighted the lack of protocol in practice). Several factors could 

contribute to pharmacists’ perceptions of clients’ expectations. Against the background of 

other studies, Bissell et al. 1997 found that the quality and content of the interactions 

between pharmacy staff and clients were more dependent on the personal characteristics of 

the staff member involved than his/her formal competence or the characteristics of the clients 

visiting the pharmacy. Paluck et al. 1996 who in addition to the pharmacist variables 

(employment status, personal health beliefs and behaviour, marital status) and socioeconomic 

status of the client, suggested the community size, geographic location of the premise and 

the type of practice setting (independent or a chain pharmacy). One hypothesis, that can be 

tested in future work, may propose that responses of pharmacists may reflect the influences 

of community development, the economy and healthcare system - its structure, function and 

policy. On the other hand the content and detailed breakdown under each category can be the 

result of factors related to the pharmacists themselves (views about: human being, job 

description, age, sex, socioeconomic status, experience, confidence, personality, adaptation 

to clients’ needs) and to the pharmacy in that particular area (characteristics of location, 

clients, local community, workload and business size, staff or others).

It is worth pointing out that although the literature contains guidelines and protocols 

used in other countries concerning these issues, these cannot be adopted and implemented 

locally unless tailored to the local context. What is expected from pharmacists dispensing 

prescriptions in Egypt is not exactly the same as the situation in other countries, either in 

guidelines or protocols to follow. For example, in the United States, the general guidelines 

for dispensing a prescription (Thompson 1993) are described by two main steps: before the 

preparation of the prescription and when passing it to the patient. The former consists of 

collecting information from the patient and reviewing his/her medication record, in the latter 

- based on the “golden rule: the pharmacists, before practising, to imagine themselves as the 

patient” - pharmacists should make the offer to counsel but with recognition of the patients’ 

right to refuse it, maintain a professional sincere but friendly relaxed attitude, use language
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appropriate to the needs and level of the patient, not to frighten the patient with drug 

precautions and notice the patients body language for understanding and interest to 

counselling. Such guidelines are normally sufficient for good practice, however to apply 

these to some pharmacies in Alexandria, with the background of the current findings, may 

not help guarantee the supply of the medicine to patients where financial constraints are a 

problem. Obviously, other considerations related to the health system characteristics of the 

country, beliefs of the healthcare providers, professional continuing education or consumer 

beliefs and characteristics should be taken into account.

3. Strengths and weaknesses in pharmacy under graduate education and how it can be 

made more relevant to community practice?

Although in previous studies, recent graduates were considered to be the most 

suitable study group to evaluate the under-graduate course (Mudhar et al. 1996), in the 

present study, in addition to the sampling of pharmacies being at random, it was believed that 

older graduates will have the advantage of longer experience in practice. Therefore, although 

the findings of this study may not allow an in-depth assessment of pharmacy education, they 

present opinions of recent graduates and also the perspectives of older practitioners, they also 

raise issues and provide recommendations that would be valuable to future revision of the 

pharmacy curriculum.

Pharmacists’ experience of the education they received at the Faculty of Pharmacy 

in Alexandria showed a common tendency in their opinions that there is a need to add 

courses and reduce or modify others rather than to delete courses entirely. With respect to 

the year of graduation of participant pharmacists, comparing responses of graduates from 

different decades, their education was generally seen as irrelevant but relevance was 

increasing towards the 1990s. It appeared that this lack of relevance was more commonly 

indicated by the amount of academic science - in chemistry and pharmacognosy (considered 

to be less essential for pharmacists working in the community), inadequate information in 

pharmacology, biochemistry and toxicology, the lack of up-to-date compound preparations 

in pharmaceutics and insufficient information relevant to market needs. The findings here 

agreed generally with other similar studies of pharmacy education. A study by Mudhar et al. 

( 1996) showed that the same courses ; pharmacognosy and some topics within pharmaceutical
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chemistry were regarded as being of little use, while responding to symptoms and clinical 

pharmacy were recognised as the only topics taught which required significantly more 

teaching time.

In parallel to this, in the current study, a minority acknowledged the importance of 

basic sciences taught and the efforts made by the staff, although they acknowledged 

amendments and additions were required, to produce an education appropriate to 

market/community needs.

In this study, there was considerable demand by participants to include clinical 

pharmacy, more applied science and other additional courses about administration, 

management/sales, psychology and computer use, relevant to pharmacy. Some participants 

had particular concerns, wishing to know about First-Aid, proper procedures for blood 

pressure measurement, injection administration and the significance of biochemical values. 

The most common wish was to feel they were qualified to respond to symptoms, diagnose 

minor ailments or understand and interpret medical reports. The art and skills of dealing with 

the public were also important to them. Elsewhere, to fulfill the changes needed to educate 

students, new areas including preventive health strategies, behavioural sciences, community 

health and patient outcome management, were proposed while retaining the established and 

essential areas of basic and clinical sciences (Kabat 1993). Teaching pharmacy students to 

develop effective patient consultation skills has become an important part of pharmaceutical 

education (Thompson 1993). Non-traditional education and training for pharmacists such as 

video-taped lectures, interactive computer or satellite TV are developed in some schools and 

colleges of pharmacy (Trinca 1994). It was reported that a major change had occurred in US 

pharmacy curriculum to achieve more clinically oriented education (Stohs & Muhi-Eldeeen 

1990).

Particular emphasis was made by nearly one third of pharmacists on the training 

pharmacy students receive before graduation, appearing repeatedly in their comments was 

the need to ensure its seriousness, sufficient length and to include training in hospitals. The 

Faculty of Pharmacy and other responsible organisations (Syndicate and Health Authority) 

must give careful consideration to the training graduates receive and moreover close 

supervision of its content and organisation. A significant minority raised the issue of 

introducing specialities into pharmacy. The literature recommendations (Mudhar etal. 1996) 

were not in favour of specialisation at undergraduate level, it was claimed it might have the
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disadvantage of asking students to make a choice about their career without having sufficient 

knowledge and experience in the chosen speciality. In this study, the actual percentage of 

pharmacists who previously worked in a different speciality of pharmacy is unknown, 

however, 17% of participants already reported previously working in pharmaceutical 

company or as a medical representative, when questioned about past participation in 

continuing education,

4. The future of local pharmacy continuing education

For many participants their main source of education since graduation was through 

visits from pharmaceutical company representatives or previous jobs in the pharmaceutical 

industry. Elsewhere, the use of information provided by companies and their representatives 

was identified as mitigating against appropriate prescribing among pharmacists (Goel et al.

1996). In addition, a minority reported reading the journal “Middle East Pharmacy”: a 

commercial journal believed to be distributed periodically six times a year to all community 

pharmacies. This journal is published by PHARMedia International and circulates to several 

Middle Eastern Countries.

Searching background information about continuing education programmes available 

to pharmacists nationally, it was found that the Egyptian Ministry of Health provides six one- 

week courses each year in various aspects of pharmacy practice which are believed to be 

addressed to pharmacists in the government sector (it is estimated that a total of 1000 

pharmacists in Egypt attend these programmes). There are also World Health Organisation 

sponsored programmes (seminars conducted in association with the central administration), 

but they are targeted to the industrial sector and are oriented to quality assurance, inspection 

and regulatory matters. In addition, there are programmes offered by teaching or University 

hospitals, curative care organisations, national organisations for drug control and research 

or other short programmes sponsored by pharmaceutical companies. In all these programmes, 

an overall lack of attendance was observed and this led to identifying the need for a 

continuing education programme subject to periodic review procedures (Personal 

communication: WHO 1998). Locally in Alexandria, the Faculty of Pharmacy together with 

the Syndicate of Pharmacists occasionally organise scheduled lectures. The results of the 

present study demonstrated that less than one third had attended lectures organised by the
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Faculty of Pharmacy. A similar percentage has also been reported: Morley & Jepson pilot 

study in 1985 indicated that 37% of their participants had attended two or four courses in the 

five years previous with a further 38% who had never attended a postgraduate course, 

Mottram (1991) investigation demonstrated slightly over 16% of participant community 

pharmacists had attended one or more courses. Generally, lower participation rates have been 

always identified as one of the problems with community pharmacists continuing education 

(Stewart & Jepson 1981; Dunn & Hamilton 1986; Mottram et al. 1996; Robles & Polack

1997).

Lack of time to attend courses and job constraints have been found to be barriers for 

pharmacists to participate in continuing education and distance learning, specially designed 

courses, are becoming increasingly attractive to busy pharmacists (Bemardi 1974; Morley 

& Jepson 1985; Hanson & De Muth 1991; Whiteman et al. 1994). Community pharmacist 

preferences for distance learning have been reported (Hoyle et al. 1990; Hunt et al. 1991). 

Whiteman’s et al. (1994) analysis of pharmacists’ attitudes towards distance learning 

education indicated that approximately 80% of respondents believed that distance learning 

was more suitable for them than other continuing education. The present study of 

pharmacists in Alexandria demonstrated that the participants are no exceptions: over half the 

participants preferred distance learning continuing education, however, attending courses 

and/or lectures was not completely dismissed and was still a preference for one third of 

participants. The feasibility of future continuing education, as perceived by the participants 

was determined in most of cases by the method of delivery. Their recommendations for 

topics that would be useful to pharmacists indicated that more emphasis on the content of the 

continuing education delivered, should be directed to drug use, mechanisms, diseases, while 

reviewing new developments in the field of health and medicines.

Results of these findings can hypothesise that development of a distance learning 

programme specifically designed for community pharmacists in Alexandria, supplying them 

with information relevant to their needs and their roles in practice will gain their interest and 

participation and can possibly impact on their advisory role in healthcare. The implication 

for practice can be, if this hypothesis can be verified, expansion of pharmacists’ knowledge 

with most the latest information and the consequent impact on provision of advice given and 

to patient health.
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Conclusions

The results indicate what pharmacists believed is expected of them by clients, 

however this is not necessarily what pharmacists actually do, or what clients themselves 

expect to happen, neither is it what both wish to happen. Part IV of the thesis will explore 

pharmacists’ perceptions of intervention in cases where a drug - considered inappropriate - 

is requested by name. Misunderstandings can occur between individuals without them being 

aware of it, which could be a situation envisaged here; pharmacists assume their clients 

expect a particular response and therefore they do not change their behaviour, while clients 

wish differently. The results of this section suggest more research that should investigate the 

above interrogation. Meanwhile, if pharmacy continuing education is to be efficiently 

addressed, it should remind pharmacists of their roles, duties or responsibilities and 

encourage them to enforce these roles in the community. Encouragement could be achieved 

then by equipping the candidate with the knowledge, skills and training needed for these 

roles.

This study opened the gate to opportunities rather than criticisms. Pharmacy 

education was acknowledged for its courses having some relevance to community 

pharmacists needs when they graduate, however, not enough to meet their duties and roles 

if they are to contribute in healthcare and health promotion in the community. The study 

identified pharmacists’ recommendations for and requirements of pharmacy under-graduate 

education. Education needs to encompass science and knowledge, but also to develop skills 

and include training. When pharmacists graduate, the gap between what they have been 

taught and what is expected from them is not narrow. The solution did not appear to 

necessitate a change in curriculum, incorporating different methods and techniques of 

learning were simpler but efficient alternatives used by course organisers elsewhere.

Pharmacists can cope with the various and changing needs of the community if 

supported by continuing education. Pharmacists believed in continuing education and were 

willing to receive it, but to maintain their interest, consideration should be given to what they 

want to hear about and what they wish to know. Continuing education is also an opportunity 

to remind pharmacists about their roles, duties and responsibilities, in addition to supplying 

the knowledge they need. Distance learning was described by the majority as the most 

appropriate way to deliver continuing education to community pharmacists, however.
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attending lectures, courses or seminars were not excluded. While distance learning may 

provide the information required, attending courses can be a more appropriate option to 

develop skills and reinforce training. Further research focussing on “Putting it into Action”, 

in other words, initiating of a distance learning programme to community pharmacists in 

Alexandria, investigating pharmacists’ perceptions of the programmes perceived and the 

impact on their practice would be valuable for future planning, design and establishment of 

pharmacy continuing education in Alexandria. This recommendation led to Part IV of this 

thesis.
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PART IV'

66The Pharmacist’s Booklet: to keep in your pocket”: 
A distance learning programme for community pharmacists^

Alexandria 1996 / 97

' The generic names o f  drugs mentioned in this part are listed in A ppendix 12

 ̂ B ooklets produced are attached to the back cover o f  the thesis
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Introduction & Alms

Part I of the thesis has shown pharmacists providing advice to clients on a wide range 

of problems, in parallel to this, was the pattern of drug supply from pharmacies which 

indicated a high percentage of drugs dispensed without a prescription or advice from the 

pharmacist. Studying clients’ use and understanding of drugs they requested from 

pharmacies (Part II), identified potential roles for pharmacists to ensure that drugs are 

utilised appropriately by patients and underpinned areas where advisory roles of pharmacists 

could have immense effects on patients’ health problems. Concerning what clients expected 

of pharmacists, from the perspectives of the latter, various roles were indicated in the Part 

III study. Common issues for Part I, II and III were the knowledge or skills pharmacists 

needed and should be equipped with to meet their current or potential roles. With respect to 

continuing education, findings demonstrated that although a majority of participants had 

heard about pharmacy continuing education, only a minority had participated in organised 

programmes as most of them relied on reading package inserts, reference books or 

discussion with medical representatives. Perceptions of future continuing education showed 

that over half of them were in favour of distance learning as the most appropriate way of 

pharmacists’ continuing education in Alexandria.

The implications for professional development through post-graduate education and 

training are recognised in literature (Holland 1992; Trinca 1994). Nona’s et al. article (1988) 

enclosed 136 studies which evaluated changes in health professionals’ attitudes, knowledge 

and performance as a result of continuing education, 12 of these were about pharmacy 

(Hodapp & Kanun 1970; De Muth et al. 1976; Watkins et al. 1976; Benfield et al. 1977; 

Love et al. 1978; Mckennell & Grussing 1979; Hanson & Weinswig 1980; Hanson 1981; 

Smolarek et al. 1983; Dolinsky & Lantos 1986). Similar studies to evaluate continuing 

education for pharmacists were reported by Stewart & Jepson 1981 ; Thomas 1982; Mottram 

1991; Mottram & Rowe 1996. Other studies have undertaken approaches to continuing 

education (Dunn & Hamilton 1984, 1986; Robbies & Polack 1997), its organisation 

(Hartzema’s et al. summaries to a world-wide provision of continuing education: 1990a & 

1990b), pharmacists’ attitudes, satisfaction and level of participation (Morley & Jepson 

1985; Holland 1992; Whiteman et al. 1994; Robles & Polack 1997). The roles of schools of 

pharmacy in organising and conducting continuing education and the pharmacist’s own
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responsibility to ensure educational competence has also been addressed (Summers 1980; 

The Nuffield Foundation 1986; Hartzema et al. 1990; WHO 1994a).

This Part of the thesis aimed to initiate a self-study distance education progranune 

for community pharmacists in Alexandria, to investigate pharmacists’ opinions about it and 

to explore its impact on their practice.
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Method

This Part involved the development and the distribution of a distance learning 

package to all community pharmacies in Alexandria. Its resource was a booklet called: “The 

Pharmacist’s Booklet: to keep in your pocket”. This would be the first issue in the 

programme set up for continuing education of community pharmacists in Alexandria. The 

study involved the distribution of the booklet to a sample of community pharmacies, 

identified pharmacists’ perceptions about the booklet they received and explored 

management of diarrhoea at pharmacies before and after distribution of the booklet. Figure 

18 shows in schematic form the sequence of studies involved.

The method below should detail the following:

1. Development of a distance learning booklet

1.1. Financial aspects

1.2. Selection of content area for the booklet

1.3. Language, editing and layout of the booklet

1.4. Development of the pilot booklet

1.5. Opinions and suggestions about the booklet before distribution

1.6. Production and distribution of the booklet

2. Evaluation from the perspectives of pharmacists

2.1. Content of the interview and questionnaire schedules

2.2. Conducting the study

2.2.1. Interview study

2.2.2. Questionnaire study

2.3. Data processing and analysis

3. Management of diarrhoea at pharmacies before and after distribution

3.1. Scenario design

3.2. Scenario content

3.2.1. A baby with diarrhoea

3.2.2. An elderly person with diarrhoea

3.3. Conducting the study

3.4. Data processing and analysis
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10 pharmacies from 
a baby with diarrhoea \ each of 3 districts

an elderly person 
with diarrhoea

I 10 pharmacies from 
\ each of 3 districts

Diarrhoea management

SCENARIO STUDY 
before distribution of the booklet

8 to 9 weeks

Distribution of the booklet
to the 60 pharmacies above

10 to 15 days

SCENARIOS REPEATED
(same day of the week, time of the day-

different secret shopper) Pharmacists’ opinions of the
booklet

3 to 9 days INTERVIEW STUDY
4 to 5 weeks QUESTIONNAIRE STUDY

15 months

SCENARIOS REPEATED

Figure 18: Schematic form of studies conducted in Part IV of the thesis
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1. Development of a distance learning booklet

1.1. Financial aspects

The costs included the provision of a sufficient number of the booklets to cover all 

community pharmacies in Alexandria (approx. 2000). These costs were met by the financial 

support of the British Council regional office in Alexandria. The estimated costs from a 

printing firm contacted in Alexandria was 2850 LE for 1000 copies (equivalent to -  £520). 

However, the materials required (for printing and binding) were instead purchased by the 

researcher who then printed and bound the booklets personally hence the process was 

accomplished with considerable savings which were then used to develop a further package 

discussed later.

As for the distribution of the booklet, because of the inefficiency of the postal service 

experienced in Part I, it was decided that the booklet should be delivered by hand. Following 

contacts made, a wholesale company agreed to distribute the booklet when delivering orders 

to pharmacies. Consequently, there was no cost involved for distribution.

1.2. Selection of content area for the booklet

In Part III when pharmacists were asked which topic they would like to see discussed 

in the first booklet, an average of 2.5 topics/areas were suggested per participant. Drug 

related topics such as interactions, side effects, substitutes available, new products, and drug 

updates were at the top of the list of suggestions collected, including contraindications and 

prescribing/advisory roles in ensuring appropriate and safe use of drugs to achieve optimum 

management of health problems. However, since it was important to increase the uptake by 

pharmacists of distance learning education, it was decided that the first booklet should 

address a drug group and health problem with which pharmacists are familiar and frequently 

consulted about. “What to recommend for diarrhoea?” was chosen as the topic to be 

discussed in the first booklet: this was simple but important information for the “warming- 

up” stage in distance self-learning. The second booklet in the programme chose Diabetes as 

this was the topic which appeared at the top of the pharmacists’ recommendations of needs.
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One reason behind the selection of diarrhoea treatment as a topic was the massive 

amount of research done including global and local efforts which have still not achieved 

their aims. Management of diarrhoea and use of antidiarrhoeals have received extensive 

attention in the health media all over the world, however, drugs that should not be taken, are 

still the most single commonly used treatment and researchers raised the need to address the 

issue of antibiotics and antidiarrhoeals more forcefully or more directly (Langsten & Hill 

1995). In Alexandria, as the observation study in Part I of the thesis revealed, the situation 

was no different.

Globally, to address the problem of inappropriate management of diarrhoea and the 

irrational use of anti-diarrhoeals, it is reported that the WHO’s programme reviewed the 

literature on the most commonly used anti-diarrhoeals and distributed the resulting 

documentation widely in 1990 (WHO 1990a). In 1993, a guide for improving diarrhoea 

treatment practices of pharmacists and licensed drug sellers was produced and made 

available in its library (WHO 1993a).

Locally, and according to documentation by Stephen (1992), in Egypt the most 

important health problems are considered to be infant, child or maternal mortality and 

morbidity. A 1984 report on eighteen rural health units and centres revealed that diarrhoea 

was the commonest cause of death; 60% before the age of 5 years (Nadarty 1984). As the 

author commented, Egypt was one of the first countries in the world to make ORT available 

in government health centres and private pharmacies - but a lack of education remained the 

main enemy of progress. In 1983/84, the Diarrhoeal Diseases Control Project was set-up and 

expanded to cover the whole country. Between 1982 and 1987, the declines in infant and 

childhood mortality due to diarrhoea accounted for 82% and 62%, respectively (El-Rafie et 

al. 1990).

On the impact health education can have, Stephen (1992) commented:

“Since 1977, the WHO had been training doctors and nurses in the use o f ORT but 

no impact had been made in infant mortality, by 1983, only 1.5% o f mothers with 

children under 5 years had heard o f the treatment and only 1% had ever used it for  

their children. In 1983, it was decided - in the face o f opposition from doctors and 

others - to use the mass media to tell Egyptians about ORT: radio, television and 

posters using actors, singers, comedians, doctors, drama, prizes, competitions and 

interviews with mothers. Within two years, 95% o f mothers knew about the
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treatment, 80% had used it to treat their child’s last episode o f diarrhoea and

between 109,000 and 190,000 child deaths due to diarrhoea have been prevented”.

Between 1983 and 1991 a National Oral Rehydration Programme “The Egyptian 

National Control of Diarrhoeal Disease Project” was implemented and considered one of the 

most successful national oral rehydration programmes (USAID 1988). However data from 

a survey conducted in 1990-91 in rural Egypt while indicating substantial increases in both 

knowledge and use of oral rehydration salts during the 1980s, indicated also that treatment 

of acute diarrhoeal episodes is still far from optimal: the use of oral rehydration is not 

universal, the prescribing of antibiotics is still too frequent and antidiarrhoeal drugs of no 

therapeutic value are still widely used. Government clinics are more likely than private 

physicians or pharmacies to prescribe Oral Rehydration Solution, whereas children taken to 

private physicians and pharmacies are more likely to be given antibiotics and antidiarrhoeals 

(Langsten & Hill 1995). Pharmacists’ awareness of appropriate management of diarrhoea, 

their access to unbiased information and their uptake or use of any information available are 

not known.

In Alexandria, much research had concentrated on the problem of diarrhoea 

especially among children. In 1981, a study conducted in government centres and paediatric 

hospitals of diarrhoea among children under 2 years revealed that the majority of mothers 

interviewed were illiterate and from a low socioeconomic class. The authors commented that 

the mothers lacked the essential knowledge about causes of diarrhoea and they sought 

medical help late after the occurrence of the disease (Aly & El-Geneidy 1982). A study 

published in 1983 run over an 11 month period in the Child Health Centre in Alexandria 

indicated that 27.5% of 2-6 yr old children who attended the clinic had diarrhoeal infections 

(Hidayet et al. 1983). Health education programmes that can inform parents about childhood 

diarrhoea, preventive methods and proper treatment were among recommendations made 

(Bassiouny et al. 1982; Hidayet et al. 1983). In 1993 / 94 as the observation study 

(conducted in Part I of the thesis) revealed, 35 anti-diarrhoeal products had been supplied 

on prescription, clients’ request and on pharmacists’ recommendation. Hydroxyquinolines 

with and without antibiotic combinations constituted 52% of them. Oral Rehydration 

Therapy was given in 2 cases (one prescribed, the second requested by the client). Other 

remaining products contained anti-motility drugs, Methyloxine or Domperidone. In some
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cases the patients were under 3 years of age.

Sadly in spite of reports published globally about the use of antidiarrhoeals (Tomson 

& Sterky 1986; Claeson & Clements 1989; Harris & Black 1991; Chetley 1993; Haak & 

Claeson 1996; Pitts et al. 1996), attempts for optimal control and management of diarrhoea 

(Snyder & Merson 1982; Feachem & Koblinsky 1983; Feachem & De Zoysa 1985; Feachem 

1986; Edwards 1988; WHO 1989; Edwards & Stillman 1993), efforts made locally in Egypt 

(El-Geneidy et al. 1983; Gadalla et al. 1983; Nagaty 1988; El-Rafie et al. 1990; Langsten 

& Hill 1994, 1995; Miller) and the presence of a WHO regional office in Alexandria with 

its library and publications concerning diarrhoea (WHO 1986, 1989, 1990a, 1990c, 1990d, 

1990e, 1993a, 1993c, 1994b), the aims have not been achieved in Alexandria. With all these 

efforts and attempts made, one question arose: how many, if any, considered the 

pharmacists, the roles they can have and their unique location in the community?

Believing in the effect community pharmacies can have on the health of the nation 

and the persisting problems of inappropriate use of anti-diarrhoeals or management of 

diarrhoea, this topic was chosen to be delivered to community pharmacists.

1.3. Language, editing and layout of the booklet

Pharmacy education in the University of Alexandria, as previously stated in the 

general introduction, is in English. This suggested that continuing education would 

presumably also be better in English, rather than the national language. Simple and familiar 

words were used in a direct and straightforward structure. In addition, all words that might 

not be familiar to the readers were gathered in one page under “glossary of terms” to define 

their meanings.

The most appropriate format for the distance learning package was suggested as an 

A5 sized booklet. It was hope that “ a booklet shape” may be more difficult to lose or throw 

away compared to sheets of paper or leaflets. The size suggested could be handy, easy to 

carry and distinguished from other journals or magazines.

While it was important that the booklet looked interesting and attractive to the reader, 

it was also important to keep it looking scientific and educational. Throughout the design of 

the booklet, it was aimed to make it appear neither like a textbook nor an advertising 

brochure, but a serious educational source of information. However, extensive efforts were
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made to make it enjoyable and interesting to read; this was achieved mainly by inserting 

informative pictures, symbols, frames or different font sizes and styles to transfer the 

messages. Pictures used were selected from CDs (CD Clip Art 1996) and Dover Clip Art 

series (Gensoni 1984). While black text was selected for the main body of the booklet, as 

cost permitted, blue and red colours were also used in some parts of the booklet. The cover 

of the booklet was chosen to be transparent plastic. This was to give some protection to the 

booklet in a working situations. In case readers might need to record their own notes - as 

may occur in self-learning - one sided printing was used, leaving the reverse empty for this 

purpose.

1.4. Development of the pilot booklet

This occurred in three main steps. The first step involved the collection of 

information about diarrhoea that could be useful to pharmacists in their practice: clinical 

management as well as practical aspects. The pool of information collected covered:

■ possible causes of diarrhoea

■ what pharmacists should avoid when prescribing in diarrhoea. This was

based on WHO guidelines and included specifically the inappropriate use of 

antimotility drugs, hydroxyquinolines, antimicrobials and adsorbents

■ what pharmacists should know. This included the differences between

diarrhoea and dysentery, infections which cause diarrhoea, nutritional aspects 

which can result in diarrhoea, drugs which can cause diarrhoea, and signs of 

dehydration including how to detect it 

recurrent diarrhoea caused by chronic diseases 

possible associated symptoms of diarrhoea 

when the pharmacists should refer the patient to the doctor 

how to use Oral Rehydration Solutions 

how to make rehydration fluid at home 

what to do if dehydration gets worse.

The second step discussed and defined the roles pharmacists can have in diarrhoea 

management: to advise, educate and guide rather than examine and diagnose. The third step
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was revision of what had been collected and deciding what was relevant to the roles of 

pharmacists.

The outcome of this stage was a pilot booklet entitled “to keep in your pocket: The 

Pharmacists’ Dictionary ” (Appendix 24); the first issue: “What to do

1-

To treat diarrhoea ”

Ten copies of this booklet were produced to gather opinions and suggestions, as will 

be detailed below, before the final production. To minimise costs, copies made for this 

purpose were produced in black and white rather than using a colour photocopier or printer.

1.5. Opinions and suggestions about the booklet before distribution to 

community pharmacies

A semi-structured face-to-face interview (Appendix 25) was developed to gather 

opinions from the perspectives and experiences of physicians, pharmacists and a WHO staff 

member. The interview aimed to explore the interviewees’ thoughts about the content, 

length, size, layout, language of the booklet, relevance to practice, acceptance in the 

community and their perceptions of the use or feasibility of the booklet in the pharmacists’ 

practice: in terms of its recommendations and guidelines.

Because a face-to-face interview can result in a biased opinion: participants may not 

wish to criticise work the interviewer has done, it was important to explain to interviewees 

that with their help we were looking to produce a useful continuing education guide and 

were indeed seeking constructive feedback. In addition to the use of the interview, 

participants were asked to correct or amend the booklet itself as they wished.

In total ten professionals were interviewed. The interviewees selected involved two 

physicians - specialists in internal medicine (both worked in a government teaching hospital, 

one Assistant Professor and the second Assistant Lecturer). Their participation would 

provide a further check of the clinical information and in addition, there were two professors 

from the Faculty of Pharmacy staff. Both professors were involved in under-graduate 

education (Pharmaceutics) and particularly with a course concerning over-the-counter 

products. One professor - a pharmacy owner - practised as a community pharmacist part- 

time. Inclusion of staff pharmacists in the evaluation provided an overview of the relevance
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of the clinical information to community pharmacists’ needs. Having a WHO regional office 

in Alexandria, gave the opportunity to have the booklet assessed by a senior member of the 

WHO (involved in health policy and management). Three more evaluators were full time 

community pharmacists, two of them had participated in the Part III study. Their 

involvement was to gain an indication of the perceived relevance of information contained, 

its usefulness to practice in the community and the responses pharmacists might have 

towards the booklet. Interviewees had graduated from the Faculty of Medicine in 1971,1990 

in Alexandria and from the Faculty of Pharmacy, University of Alexandria in 1954, 1962, 

1964, 1965 (two) and 1982 .

Each interviewee was visited at his/her work place, informed briefly about the 

different stages of the study and the development of the current booklet as the first issue in 

the continuing education programme. They were approached to participate in the evaluation 

of the booklet and having agreed, were given a copy. The method of the evaluation and the 

criteria to be investigated were explained. This was to help participants take notes while 

reading the booklet. Before ending the visit, an appointment was arranged with participants 

to meet, discuss and evaluate the booklet.

One or two weeks after distribution of the booklet, participants were visited to be 

interviewed about it. Before starting the interview, participants were allowed some time to 

go through their copy and discuss any notes or comments they had made. This was to help 

them recall the different parts of the booklet.

Suggestions and comments collected are detailed in Appendix 26A. The booklet was 

acknowledged for its useful information that was expected to increase or correct 

pharmacists’ knowledge or be a refresher. Interviewees were in favour of producing more 

booklets as resource of continuing education. They thought pharmacists would read the 

booklet and that the scientific basis it provided would be expected to enforce the acceptance 

of the guidelines contained, it would be also expected however, that for some pharmacists 

and particular clients this might not be the case. Amendments recommended were not major, 

among them were: to include more illustrations, colour printing to highlight information 

about advice and warnings. Rewriting of some titles was suggested. Some additions were 

recommended particularly about causes of diarrhoea that needed to be expanded. At the end 

of the interview, participants acknowledged the usefulness of the booklet and the need to 

produce more booklets addressing other health problems. One of the most interesting
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suggestions from the physicians was the need to distribute it to doctors since most may not 

be aware of the therapeutic guidelines addressed. Comments and suggestions collected from 

the evaluators were discussed with the supervisor and a new copy of the booklet was 

developed. Amendments made are all listed in Appendix 26B. This copy was further 

processed in a final revision for the production of the master copy.

1.6. Production and distribution of the booklet

The booklet was registered as international publication and received an ISBN (977- 

19-2923-2) (a copy is attached to the back cover of the thesis). Two thousand copies of the 

booklet were printed. Each copy with a covering letter (Appendix 27A) addressed to the 

pharmacist was placed in an envelope ready to be delivered by hand through the wholesaler 

who agreed to distribute it to all community pharmacies in Alexandria. The distributor was 

given a signature sheet for each pharmacy to be stamped on receipt and signed with job title. 

This would emphasize its importance with the distributor and recipient to ensure the booklet 

would reach the hands of the pharmacist.

The covering letter enclosed contained information for pharmacists about the 

Faculty’s intention to set up a centre for pharmacy practice, brief notes about previous 

studies that revealed participants’ interest in continuing education, the majority preference 

for a distance learning programme and the financial support of the British Council office in 

Alexandria in producing the booklet. Pharmacists who had participated in earlier studies 

were thanked, also the hope was stated that they all find the booklet useful and comments 

or suggestions were invited.

Copies of the booklets were also sent to libraries in Alexandria (the main library of 

Alexandria, the British Council library, the Central Library, the High Institute of Public 

Health library and the World Health Organisation library). A covering letter (Appendix 27B) 

dedicating the booklets to the library was attached with distributed copies.
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2. Evaluation from the perspective of community pharmacists

The study aimed to identify the pharmacists’ opinions about the booklet they had 

received. The outcome should present the experience with the first resource of continuing 

education developed in the distance learning programme. The results would be of value in 

future planning and design of continuing education for pharmacists in Alexandria.

As Moser et al. (1993) reported, if one wants to find out what a person thinks, one 

must ask him/her. The methods selected for the present stage were a self-completion semi

structured questionnaire and face-to-face semi-structured interview. The questionnaire 

consisted mainly of closed questions with pre-categorised answers and the interview allowed 

the expansion of responses in these areas. The interview study was initiated before the 

questionnaire, this allowed to check feasibility of the questions and explore various opinions 

or possible answers which helped in the revision of the questionnaire.

2.1. Content of the interview and questionnaire schedules

The interview (Appendix 28) and the questionnaire (Appendix 29) sought 

pharmacists’ opinions about the following:

• the booklet presentation, layout, editing,

• its content, usefulness and sufficiency of information,

• feasibility of recommendations made and advice that should be given to the 

patient (in terms of business and patient acceptability)

• their views about the booklet as a resource of continuing education - if they

would like to receive more, what topic to discuss.

The questionnaire was hand-delivered by the researcher to pharmacies. During this 

visit the potential participants were asked if they knew whether a booklet sent from the 

Faculty of Pharmacy had been received in the pharmacy. Those interviewed, were further 

asked if they remembered the title of the booklet or what it was about and if they or someone 

else had received it.
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Investigation into their opinions concerning the booklet editing, layout and 

presentation, was made from questions about the graphics and the language used. The 

interview provided insights into their opinions concerning the title given, the length and size 

of the booklet, the font size used and if they would prefer the information presented in a 

different way.

Their opinions about the booklet’s content - in terms of information and advice given 

- were collected from questions about the sufficiency of information given and its usefulness 

for advising on diarrhoea management. They were also asked about what they liked the 

most/least, if there was information they did not know previously, if they felt the booklet had 

increased their knowledge about diarrhoea. The interview allowed participants to be asked 

for reasons for their answers. And if there was any wanted/unwanted repetition, if there were 

too many/too few details in some parts, if there was information they had forgotten, if the 

information given could be used to advise patients presenting prescriptions or asking for 

anti-diarrhoeals by name and which recommendations made could or could not be used.

Concerning the feasibility of the recommendations made: “recommendation of ORT 

use and warnings about other traditionally used anti-diarrhoeals”, participants were asked 

if they found it feasible for pharmacists to recommend ORT which is cheaper than other 

traditionally used anti-diarrhoeals. Concerning pharmacists’ use of the booklet in their 

practice and its acceptability by clients, participants were asked if they thought they could 

convince the patient that diarrhoea was self-limiting and sometimes only fluids and salts 

replacement were needed, if they felt the booklet was helpful to advise more about 

diarrhoea/anti-diarrhoeals than before reading it, if they thought they could give any advice 

to a client presenting a prescription for diarrhoea treatment or requesting a particular anti

diarrhoeal product.

Participants’ interest in future booklets was explored when they were asked if they 

would like to receive booklets discussing other problems. Those interested were asked about 

which topics they would like. The interview allowed reasons to be asked for their choice and 

whether or not they still would wish to receive it if they had to pay a charge.
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2.2. Conducting the study

Pharmacists practising in sixty pharmacies were approached for this study. These 

pharmacies were also those selected for the scenario studies detailed later, to explore 

management of diarrhoea before and after distribution of the booklet. Pharmacies selected 

for the scenario study about a baby with diarrhoea (30 pharmacies) were randomly 

approached for the interview and those participated in the scenario about an elderly person 

with diarrhoea (30 pharmacies) were randomly approached for the questionnaire study 

(Figure 18 previous).

Participants, when contacted, were informed that they were randomly selected from 

the district to contribute to the evaluation of the booklet as it was the first publication and 

emphasis was made about how their opinions and views would help to improve future 

booklets and plan for future continuing education.

2.2.1 Interview study

Pharmacists working in 30 pharmacies (also investigated for management of 

diarrhoea during the scenario study: a baby with diarrhoea) were approached to take part. In 

an attempt to ascertain a true picture of the responses of pharmacists to the booklet, half of 

these were visited without a warning call. Pharmacists were interviewed in the same visit or 

another arranged visit, depending on whether the pharmacist had read the booklet.

2.2.2. Questionnaire study

The study involved pharmacists working in 30 pharmacies (also investigated for 

management of diarrhoea during the scenario study: an elderly person with diarrhoea). 

Because of the inefficiency of the post service experienced in an earlier part of the study, the 

questionnaire was distributed and collected by the researcher. This gave an opportunity to 

meet the participants, inform them about the study, record their responses when reminded 

about the booklet they received, listen to their comments and answer any questions they had.
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2.3. Data processing and analysis

Analysis was initiated according to the question type. In the case of closed questions 

with pre-categorised answers, coding frames were devised from the pre-categorised answers, 

data was coded and computed using the SPSS for quantitative analysis (SPSS/PC + 1996). 

In the case of an open type question, the original responses obtained were copied and listed 

together to identify conunon issues that could be grouped. Since the study was conducted in 

Arabic, in cases of data requiring translation into English, every effort was made during 

translation to preserve the exact content, meaning and expression of the interviewees’ 

responses.
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3. Management of diarrhoea at pharmacies before and after 

distribution of the booklet

At the time of the study, this section aimed to evaluate the impact of the booklet for 

pharmacists in their practice and management of diarrhoea. According to literature searches, 

the methods found applied by researchers to evaluate continuing education/training 

programmes included: comparing pharmacists’ responses to statements before and after the 

course (Whiteman 1994), a pre-post test completed (Hanson 1981; Dolinsky & Lantos 1986), 

question test (Smolarek et al. 1983), self-report changes (McKennell & Grussing 1979) or 

telephone-questions to pharmacists at their place of practice by an investigator posing as a 

physician (Knapp et al. 1969).

Since a pre-post test cannot indicate the impact of the programme on the recipients 

real practice, the design of the study here was in favour of the “secret shopper” technique to 

compare how diarrhoea was managed at pharmacies in real life, before and after the delivery 

of the programme, while interview and questionnaire studies designed previously in this part 

evaluated the programme and its content from the perspectives of the recipients.

In such “secret shopper” techniques, the investigator sends a person into a pharmacy 

with either a prescription, a question to ask the pharmacist or to present pre-defined 

problems. The “programmed patient”, on leaving the pharmacy, is supposed to immediately 

record what the pharmacist said and how the pharmacist behaved during the interaction. This 

method was selected by Mobey et al. (1986) to assess the quality of responses to symptoms 

in community pharmacies and by Khallaf et al. 1991 and Calva 1996 to explore pharmacists’ 

knowledge. In what De Young (1996) quoted about this, the first study to evaluate 

community pharmacists’ performance, the secret shopper research method was used. This 

technique also called “programmed patients” has been used by other investigators (Knapp 

et al. 1969; Morley & Jepson 1984; Bedis 1985; De Young 1996; Ferraz et al. 1996).

The study compared the management and recommendations for diarrhoea from 

pharmacies before and after distribution of the booklet: both short term (10-15 days) and 

longer term (15 months) as shown previously in Figure 18. Limitations to attributing changes 

found solely to the booklet are discussed later.
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3.1. Scenario design

Key issues raised in the booklet about the pharmacists’ advisory and prescribing roles 

in ensuring safe and appropriate management of diarrhoea were used to construct the 

scenario. These issues included:

• diarrhoea is not a disease but a symptom which can be life-threatening 

especially if the patient is elderly or a baby under 1 year old

• Oral Rehydration Therapy for children and fluid intake for adults are the 

main recommendations / advice in diarrhoea that does not require a referral 

to physician

• certain commonly used anti-diarrhoeals are either ineffective or harmful and 

generally it is better not to recommend them in management of diarrhoea. 

Among these were: hydroxyquinolines, anti-motility, adsorbents and anti- 

infecti ves/antibiotics.

• some cases when diarrhoea is severe, with other symptoms, persisting or 

chronic, when a referral to a physician is necessary.

Because of the higher risk with diarrhoea in babies under 1 year and elderly people, 

one scenario covering each age group was developed. The first scenario presented a 

daughter/niece (10 months old) with diarrhoea and the second was a father over 60 years old 

with diarrhoea.

Because of the emphasis made on the importance of referring the elderly patient to 

a physician when diarrhoea is chronic, the scenario designed about an elderly person with 

diarrhoea presented in an acute case of diarrhoea that when further described by the presenter 

would reveal a chronic case.

Because of the implications of food and drinks for babies and elderly patients with 

diarrhoea, if advice about them was not volunteered by the pharmacy staff, the presenter 

would request it.
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3.2. Scenario content

3.2.1. A baby with diarrhoea

When the scenario was conducted by telephone, the content of the scenario translated

to:

• ''good morning, is this (name o f the pharmacy) pharmacy?”

This was necessary as on many occasions in earlier stages of the study, the 

pharmacies address and telephone number listed in the Pharmacies Index 

(ASP 1993) were incorrect.

• "may I speak to the pharmacist please ? ”

• "I am a neighbour and this is concerning my daughter, she had diarrhoea 

since this morning and I do not know what to do or what to give ”

When the pharmacy was in a shopping or business area, the researcher did 

not introduce herself as a neighbour.

When a “secret shopper” was sent to the phcumacy, the scenario was:

• "good morning, may I speak to the pharmacist please? ”

• "my niece has had diarrhoea since the morning, what should we give or do ? ”

No other information was given, however, responses were prepared in case the 

pharmacy staff enquired for further information. These responses were:

• the patient is 10 months old,

• diarrhoea occurred 3-4 times since it started in the morning,

• no other accompanying symptoms (no fever, no spasm, no vomiting),

• no attempts at treatment have been made or any medication given,

• the patient has not been seen by a doctor for it, as it just started in the 

morning,

• the baby usually takes breast as well as bottled milk and can eat boiled 

vegetables

they have KAPECT COMPOUND® and MOTILIUM® at home
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At the end of the call or the visit, the investigator asked:

• instructions on use if any product was reconunended and this information was 

not provided

if the baby can have KAPECT COMPOUND® and/or MOTILIUM® which 

the parent had at home? Motilium although not anti-diarrhoeal was selected 

to be included in the scenario as this could indicate to the pharmacist the 

confusion of the parent/third party and the lack of awareness. Kapect 

compound, contains in addition to kaolin and pectin, sulphamethoxazole and 

trimethoprim

• if the mother should feed the baby as usual or anything in particular should 

be given?

3.2.2. An elderly person with diarrhoea

As in the case of the baby, the same introduction was used. The scenario began:

• "my father has had diarrhoea since yesterday and it is continuing this 

morning, he is over 60, what should he take or do?”

When visiting the pharmacy, similar introduction and considerations were taken as 

for the case of the baby. The scenario was similar to that carried out by telephone. If 

recommendations made by the pharmacy staff did not include advice on food, the 

investigator asked: “what about food? ” At the end of the scenario, the investigator reported 

that it was a chronic complaint:

“should not we worry, because this happened to him a month ago and 

yesterday blood appeared in the stool - although that was only once 

yesterday”

Responses prepared, in case the pharmacy staff asked to clarify about further 

conditions, were:

• the frequency of diarrhoea was ~ 7 times yesterday and 3 times this morning,

• there are no accompanying symptoms

• the patient does not have any other health problems or diseases except
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occasional rheumatic pain and hypertension for which no regular medications 

are taken

• the patient did not eat at restaurant etc..in the last few days, and usually he

does not do so

• they have MOTILIUM® and IMODIUM® at home

• the blood in the stool was light, a thin line

3.3. Conducting the study

Because the health problem could be presented over the telephone or by visiting the 

pharmacy, both methods were used. Approaching pharmacies by telephone allowed the 

number of pharmacies included in the study to be doubled, at an affordable cost and time. 

Telephone calls were made by the researcher, visits were made by colleagues who on most 

occasions were accompanied by the researcher waiting somewhere near the pharmacy. The 

age of the colleagues selected was appropriate to their role played in the scenario. .

Presentation of the scenario comprised three sequential parts, first the presentation 

of the case, secondly paying attention to what the pharmacy staff said, recommended or 

asked and thirdly, for the presenter to ask questions or clarify issues, as the scenario design 

required.

Sixty pharmacies were involved in the study, thirty for each scenario. Ten pharmacies 

were selected from each of three districts, five were telephoned and five were visited. Two 

of the districts selected for the scenario of a baby with diarrhoea were also recruited for the 

elderly case scenario. These districts were selected as they were easily accessible, with low 

expenses (convenience sampling). It was believed that it would not be unusual in pharmacies 

located in these areas to receive telephone calls from clients or to receive clients in the 

pharmacies asking for the pharmacists’ recommendation/advice. Selection of pharmacies in 

each district was made using the Pharmacies Index (ASP 1993).

When the selected pharmacies were visited whether for the baby or elderly scenarios, 

3 were found closed at the time of the visit, in another 2 the “secret shopper” asked for the 

pharmacist and explained it was about someone who has diarrhoea, since the person there 

was not the pharmacist and did not offer to help, no scenario was run. In another pharmacy, 

the pharmacist knew the investigator personally so the pharmacy was excluded from the
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sample. In all cases, the next nearest pharmacy on the road was approached. These 

pharmacies were then replaced.

The scenario studies were conducted (by visits and telephone calls) 8-9 weeks before 

distribution of the booklet and 10-15 days after distribution. They were then repeated 15 

months later by telephone only to all pharmacies. Scenarios were presented at exactly the 

same time and on the same day of the week as those run before the distribution of the 

booklet, however, a different secret shopper was sent to the pharmacy.
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Results

The results below illustrate the following:

1. Pharmacists’ opinions about the booklet and their perceptions of future booklets

1.1. Interview study results

1.2. Questionnaire study results

2. Management of diarrhoea at pharmacies before and after distribution of the 

booklet:

2.1. Case of a baby with diarrhoea

2.1.1. Questions asked

2.1.2. Recommendations made

2.1.3. Opinions about suitability of particular drugs

2.1.4. Advice given

2.2. Case of an elderly person with diarrhoea

2.2.1. Questions asked

2.2.2. Recommendations made

2.2.3. Opinions about suitability of particular drugs

2.2.4. Advice given

2.2.5. Responses to the clients’ questions
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1. Pharmacists’ opinions about the booklet and their perceptions of future 

booklets 

1.1. Interview study results

Pharmacists’ responses to the booklet when received are summarised in Table 49. 

Just less than half reported reading all the booklet. With regard to those visited without 

warning telephone calls and reporting they had not read the booklet, had read only some of 

it or had taken an overview (seven cases), five of these claimed “workload” was the reason 

for not reading/completing the reading, one had tragic events in the family at this time and 

the seventh loaned the booklet to a friend (statements of interviewees are shown in Appendix 

30A).

In the case of pharmacies which were telephoned, seven in total where the pharmacist 

did not read the booklet, read some of it or had taken an overview, “workload” was stated 

by four as the reason for not reading/completing the reading, one was busy with family 

events, one reported s/he was worried about the English language and for the seventh, the 

booklet was not available in the pharmacy as it was taken by the non-pharmacist owner who 

wanted to read and apply the information to her child who had diarrhoea (full statements are 

shown in Appendix 30B).

1.1.1. Response rate

Out of 30 pharmacies approached, pharmacists working in 24 of these were eligible 

for the interview study (reasons are detailed below Table 49: footnotes a-f). In terms of visits 

made until an interview was conducted, this was one visit in 2 cases, two in 2 cases, three in 

4 cases and more than three in 5 cases. This was for pharmacies visited without a warning 

telephone call about the visit. In the case of pharmacies visited following a phone call to 

arrange for the visit and the study, it was one visit in 4 cases, two visits in 4 cases and three 

visits in 3 cases.

Investigation about other pharmacists working in the pharmacy at any time, and 

whether they had read the booklet, revealed that in eight cases there was another pharmacist
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The participant’s response N um ber o f  participants if

visited  
w ithout a 
warning 

telephone call

telephoned  
before the 

visit

Total %

If pharmacists knew they had received a 
booklet from the faculty of pharmacy (n=30)
- yes 12=-" 14 86.7
- no 2^ 6.7
- claimed did not receive it 1 " 3.3
- the pharmacy was sold to a new owner r 3.3

If yes, (n total =26)
Was it they who received it
- yes 8 9 65.4
- no 4 5 34.6

If they remembered the name/title of the 
booklet?
- no but remembered it was about 12 14 100.0

diarrhoea 10 13
Diarrhoea & how to treat 
Diarrhoea & its management 
“Pharmacists’ knowledge: Diarrhoea”

If they had read the booklet?
- read all of it

1
1

5

1

7 46.2
- overview all of it 3 11.5
- some of it 1 3 15.4
- none 3 4 26.9

a) One o f  these, the pharmacist claim ed that a friend was in the pharmacy w hen the booklet w as delivered and 
had asked to borrow it. The pharmacist promised to get it back and to read it to be ready for the interview. 
A fter three visits, the pharmacist said that the friend could not find the booklet and had probably lost it

b) One o f  these, the pharmacist w ho read the booklet w as not working there anymore and the pharmacist 
present had not read the booklet) had lent it to a client w ho was studying pharmacy and saw  it there

c) One o f  these, the pharmacist strongly w ished to g ive  his opinion regardless o f  the structure o f  the interview  
schedule

d) One o f  these, the pharmacist studied in French and w ould read only French or Arabic and apologised not 
to be able to participate

e) C laim ed s/he had not received the booklet, w hen assured that it w as delivered by hand, the pharmacist 
prom ised to look for it in the pharm acy...s/he remembered leaning it on the top o f  som e boxes o f  
deliveries..after three v isits, the pharmacist did not find the booklet

f) The pharmacist claim ed that probably the previous ow ner received and kept it
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working, in six cases, there were another 2 pharmacists and in three cases, there were 3 

additional pharmacists. A total of another 29 pharmacists were indicated in the responses, 

out of those, it was reported by the interviewees that eight read the booklet (3 of these read 

only some of it), 17 did not (of these 7 heard about it). In the remaining cases the participants 

did not know if the other pharmacists had read the booklet or not.

As detailed in the method section, participants who did not read or who did not 

complete the booklet, were all given time to read it before the interview study. As these 

results showed, 71% (17/24) of the participants reported that their reading was intermittent 

rather than in one continuous session. Total time spent reading ranged from 30 min to 4 

hours, unlike the questionnaire findings which indicated 30 min to 2 hours. Those who read 

it in one continuous reading (7/24) spent between 20-45 min. The majority (21/24) kept the 

booklet in the pharmacy, while the remainder reported moving it between the pharmacy and 

home.

1.1.2. Interviewees’ profiles

As illustrated in Figures 19 (A-F), the majority of them graduated between 1960 and 

1980. Graduates from the 1950s and 1990s were also presented in the sample. Eighty-three 

per cent of them were the managers of the pharmacies (some were also the owners). The 

shortest period a participant worked in this pharmacy was a year. More males were presented 

in the sample - typical for pharmacy work patterns in Egypt, women usually prefer a career 

in government: Ministry of Health, Academia (Personal communication: WHO 1998). 

Except for 4 participants (1 graduate from Cairo University, 1 graduate from Asiut 

University and 2 graduates from Vienna University), all the remaining participants had 

graduated from the University of Alexandria.
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Figures 19: Profile of pharmacists who participated in the interview study
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1.1.3. Interviewees’ opinions about the booklet generally and its presentation

To follow the results below, a brief review by the reader of the attached booklet 

would be helpful.

1.1.31. Editing and language

A summary and outline of the responses obtained are tabulated in Table 50. Two- 

thirds of participants were in favour of the title used for the booklet, three suggested another 

title: “The British Council/Alexandria No 1", “Patient counselling” or “all about diarrhoea”. 

The size of the booklet was found suitable by the majority of the interviewees, however, 

three interviewees, would have preferred it in a smaller size and another three in a bigger 

size. Two were concerned about binding if being collated with future booklets.

Most interviewees reported they preferred the booklet with illustrations inserted, 4% 

would have preferred it with no illustrations (Table 50). Comments obtained about the 

illustrations, as contained in the statements made by the interviewees (shown in Appendix 

31) included:

“helped to cement the information....made the information clearer. helped to get
the point in an easier way gave the idea in an easier way were
informative looking at some of them was sufficient to get the point.. ”

(sta ted  in  th e  c o m m e n ts  o f  12 in te r v ie w e e s )

“insertion o f the illustrations made the booklet not look like a reference..broke the
boredom o f text/reading.........made reading easier and go faster., avoid boredom..not
boring, helped to continue reading ” (s ta ted  in  th e  c o m m e n ts  o f  5 in te r v ie w e e s )

“good sense of humour...more humourous than helpful, reduce the density o f words ”
(sta ted  in  th e  co m m e n ts  o f  2  in te r v ie w e e s )

“not helpful for professionals. ..could be for customers but they gave some sort of 
interest and reminder with the information ” (s ta ted  b y  1 in te r v ie w e e )

“not helpful from a scientific point o f view, they helped to remind with the 
information.... sometimes they tell about the information without reading”

(s ta ted  b y  1 in te r v ie w e e )

“attracted the attention..nice fo r presentation” (s ta ted  b y  1 in te r v ie w e e )

T h ree  o f  the a b o v e  in te r v ie w e e s  ad d ed  to  their  co m m en ts: “will be nicer if with comments/explaining



PART IV: Results

282

Table 50: Interviewees’ opinions about the editing and English language used in the booklet 

(n=24)

Interviewees’ opinions about Number (%)

the title given to the booklet (as described by participants)
“suitable/good” 
other opinions:
- “the word ‘booklet’ is nice and easy”
- “good but not for a pocket”
- “it didn’t attract my attention, but to be honest I usually don’t read the title of

any journal, I go straight forward to the content” 
suggestions:
- “it needs to include the crest of the Faculty (to recognise it and keep it”
- “if called (British Council/Alexandria No 1) will be clearer”
- “if (patients’ counselling) will be better”
- “it cannot be kept in the pocket-too big-1 suggest: all about diarrhoea”
- “to split the title...better if ‘No 1' is close to ‘diarrhoea’ and move the name of

the booklet in the middle and the name of the topic inside”

the size of the booklet (as described by the participants)
participants found it suitable, handv & convenient
- “very suitable”
- “suitable and easy to keep”
- “suitable & very good (not any smaller otherwise the writing will be too)”
- “very suitable, if smaller the writing will be too small”
- “suitable & good (I can keep in my hand bag)”
- “very suitable (I can keep it in my pocket to read whenever and wherever

possible in a quiet place)”
- “handy..in the car, in the balcony at home, it has a characteristic size so I can

keep and take it wherever I want” 
participants preferred it smaller
- “better if smaller to be more handy...so I can carry it in my hand bag..” 
participants preferred it bigger
- “I’d prefer it thinner and longer so I can keep it with papers and files”
- “if it is to be continue as series. I’d prefer it bigger to bind all of them and

make it as a reference”
- “because it is small, it can be lost and disappear from the pharmacy” 
participants preferred it differentlv
- “better if hard laminated brochure”
- “ok, but if we’ll receive more, better if without the plastic spiral so I can keep

them as a book in my library”
- “very suitable as size but the spiral plastic will make it difficult to bind it with

following numbers”

pictures/illustrations used in the booklet
- pharmacists preferred the booklet with pictures
- pharmacists preferred the booklet without pictures
- pharmacists did not mind with or without pictures

the language to be used for further booklets
- pharmacists preferred English
- pharmacists preferred both English & Arabic

16 (66.7) 
3 (12.5)

5 (20.8)

15 (62.5)

3 (12.5) 

3 (12.5)

3 (12.5)

21 (87.5)
1 (4.2)
2 (8.3)

22 (91.7) 
2 (8.3)
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Table 50 (Cont’): Interviewees’ opinions about the editing and English language used in the 

booklet (n=24)

Interviewees’ opinions about Number (%)

English used in the current booklet
- “very easy
- “very easy & suitable”
- “simple”
- “very simplified, simple, easy words”
- “very simple”
- “simple & easy”
- “not complicated & easy”
- “not complicated, easy & simple”
- “easy not difficulty at all”
- “not difficult at all”
- “very good English”
- “no problem..the level of English was good”
- “it was scientific English & terminology, so it was not a problem”
- “simple & easy..some words were uncommon like ‘risk’ so it was words

which stopped me, not paragraphs”
- “very very easy...I did not need any dictionary, nothing stopped me..if it was

in arabic, here I would need to translate the information to English”
- “very easy...a student in the preparatory year will understand it...I expected it

to be difficult at first but in fact it was not”

the font used in the booklet (as described by participants)
suitable
- “suitable”
- “suitable even for the over 40s like me”
- “suitable even for people my age (70 years old)”
- “suitable & variable (better if you rely on schematics rather than the font size

or colour)”
- “suitable not tiring”
- “suitable size, big enough and nice font” 
clear/verv clear
- “very clear”
- “clear & alright”
- “clear especially the printing (the change in size, colour and font made it

super)”
good
- “good font especially the colour & underlining which made it better”
- “good especially the different font colour, size for different headings”
- “good even without glasses I read it very well”
- “good & comfortable font” 
acceptable
- “it was acceptable even with my vision which is not alright”

if they would prefer another way to present the information than a 
booklet
- participants would not prefer a different way
- participants would prefer a different way

3 
1
4 
1 
1 
1 
2 
2 
1 
3 
1 
1 
1

1

1

1

14 (58.3)

5 (20.8)

4 (16.7)

1 (4.2)

21 (87.5) 
3 (12.5)
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the idea on the picture", “attractive but needed to be more informative" and “it will be better to

include more o f them".

In parallel to the above comments was one opinion who would have preferred the

booklet without illustrations, as s/he said:

“not really useful.. may be fo r other non-pharmacists readers .. I ’d prefer the use 
o f real pictures rather than illustrations"

From two interviewees who reported that the booklet would be acceptable with or without 

illustrations, one commented:

“they were useful, it was like lectures editing .. they were good" 

and the second said:

“they were alright.. they gave a summary of the information written”.

Regarding their opinion about the English used in the current booklet, 16 varying 

responses were collected from the 24 interviewees (Table 50). Responses as a whole had in 

common that it was easy and simple. With the exception of 2 interviewees who would prefer 

the booklet in both Arabic and English, all the remaining interviewees (22) preferred English 

as a language for the booklet. Eighteen of these explained their preference for the English 

language (Appendix 32 encloses the interviewees’ statements): 6 interviewees thought since 

the under-graduate pharmacy education was in English, 9 claimed because English is the 

language of science and medicine for all professionals and the other 3 gave miscellaneous 

reasons, they said:
“English to be different than reading a common medical magazine for the lay-man 
education...besides it will remind us o f our English”

“because we are used to it..information can be kept and stored in mind easier"

“because it was alright with this booklet, I had no problem., and it depends from a 
pharmacist to another"

The two participants who recommended both the English as well as Arabic said:

“the English will have its advantages in improving our English and reminding us 
with words we forgot and the Arabic will be easier to read and quicker to pick the 
information " &  “So I can discuss the problem with the client and prove my words 
by showing hi,/her the booklet....otherwise, English is fine fo r pharmacists"

Regarding the font used for writing the booklet, responses as they appear in Table 50 

(cont’) ranged from “suitable” to “clear” to “good” and “alright”. Besides the font size, some
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opinions acknowledged the use of different font styles, colour or characters. Whether or not 

the interviewees would prefer the information to be presented in a different way to the 

booklet, three reported they would prefer it presented differently. One said:

“1 prefer laminated hard brochures "

The second also said: “a pamphlet with schematics would be preferred” and the third: “if it is a 
smaller topic, I would prefer it as an A4 checklist ”

The remaining 21 interviewees reported to keep it as it was. Nineteen of them added :

A booklet is easy to keep....
“no other way..this I can keep, will not lose it, no problem to carry it and it can go 
in my handbag as w ell”
“this is the best: if  a pamphlet or a brochure, their fate is the rubbish bin, but this 
is handy and at the same time can be kept”
“this can be kept, papers get cut and then thrown away at the end”
“a book is the best...perfect..any thing else can be lost”
“this is better, can be kept and I can refer to it when needed...a paper can be lost 
and will not cement the information ”
“this is much better, I can refer to it whenever I need  easy to keep, handy...if a

paper or so, it will be lost”
“like what? a brochure or a paper fo r example? it will be lost, but a regular booklet 
is better, it can be kept and we can refer to it whenever needed..so can be used more 
than once., we can use it as a reference even to show it to customers and convince 
them about what we say if  we need to ”
“this is the best, I can keep it and refer to it when I need it again...because it is 
called a book so will be better kept but anything else will be lost and thrown away 
with the other advertising we receive ”
“this is better because FII start to gather them at the end and make a book, so better 
if  from the beginning I have them as books..also as it is it gathers more information 
that can not go in a one page brochure or leaflet”
“a book is the best because I liked the idea itself...3 main parts gathered together 
then a conclusion ”

More attractive....new style looks more serious

“it is more attractive and concentrated than other references and better than an A4 
page which is traditional ”
“this is better, new style ”
“like what? not a leaflet/pamphlet..always we receive them and ignore them...loads 
of pamphlets here., but this makes it look more serious and attractive to read” 
“this is the best for scientific information ”
“this gives some sort of care more than a paper or whatever which I never look at 
and always ends to be thrown away ”
“this is the best way, it gives a kind of respect to the science it contains..no 
adverts..it is not a paper or a brochure that can be lost or thrown away..this way it 
shows that it is important and contains important information ”
“a booklet is making it looking more serious..the whole place is full o f pamphlets, 
brochures and others which will not be kept "
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Unspecified
"a book is more suitable than anything else ”
"no, this is very nice..all books abroad are like this; good and in a plastic cover".

I.I.3.2. What they liked the most and least

All 24 interviewees reported something they liked the most and 10‘ out of 24 reported 

things they liked the least. Opinions with common features are gathered in the same 

paragraph. With regard to what they liked the most, their responses were:

All the booklet...the idea....specifîc...
"all the booklet as a whole..the idea o f presentation..the fact that it was specific on 
one illness "
"all o f  it as a whole..! liked that it discussed one topic and one subject"
"the size o f the booklet which is unusual.the topic selected"
"all o f  it..nothing in particular..the idea to renew contact with the faculty"
"all o f  it..nice, interesting..! didn’t feel bored in a way it attracted me to complete 
it so ! took it home.. "
"the idea to remind you of the knowledge., simple... the information was given in a 
simple way..easy to understand and apply..interesting"
"the booklet itself is what ! liked the most..it is a mobile Encyclopaedia about 
diarrhoea ! can refer to it whenever! want or! need...since! graduated !97! ! never 
had a book that is mobile with me which ! can read whenever"
"the booklet itself, a new and interesting thing "

Being addressed to pharmacists....their professional side....

"it is the first time to develop something fo r  pharmacists....for pharmacists..clean 
well prepared...the effort made can be seen, well prepared"
"the presentation o f  information which was unusual...seeing the names of 
professors from the faculty on something they sent to me and the fact that they are 
doing something like this booklet fo r  us..cheered me up"
"the fact that the booklet speaks to our professional side not the business 
side...scientific...all o f i t ... while reading it, you feel it is pushing you to go to the 
next page and never leave it before you finish it"

The coverage of the topic......
"summarised, it did not include any unwanted details or filler"
"it covered everything"
"the information was simple., really how it gave information in a very simple way ", 
"the stepwise build-up and coverage o f  the topic "
"the sequence of covering the subject...harmony..very sequential"

One said, "really nothing, unless you insist that I should mention something, this w ill be its 
length" and “a second "I can hardly say anything because a lot o f  effort was made so ! cannot 
say that there was something I d id  not like or ! liked the least
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“specifying the aim from the beginning and reaching it and summarising the whole 
thing at the end... the scheme given with a few  informative words. ..the reader will get 
the message you wanted to send. ”

Can refer to it...no adverts.....

“/  can refer to it better/easier than any other journals..It doesn*t contain any 
adverts...I read it 2-3 times and apply it and when I feel confused about diarrhoea 
I refer and read again ”
“there were no adverts on medicines., the information was new fo r  m e” 

...particular parts in the booklet....

“mainly the part about advice on baby's feeding and comparing adult with 
baby..that was very useful”
“all o f  it... also the part about baby’s drug therapy, which is useful and relevant to 
us pharmacists... the scheme ..type o f food and drink..feeding o f babies..what to give 
and what not to give? ”
“all o f  it especially the part about babies: management and follow-up ”
“mainly the diagram/schematic given, the part about when to refer the patient to a 
doctor (especially less than one year old)...the booklet itself which was generally 
simple, clear and organised”
“the part about drugs: use, side effects and problems ”

On the other hand, regarding what they liked the least, for one it was the size of the

booklet: “ if one issue no problem but if  there will be 10-15 issues it will be difficult to keep 
them together”

For another one it was the spiral binding used for the booklet, for a third it was the language

sometimes: “the language was sometimes difficult because o f mental blocks, but with repetition
and getting used to it, it will be easier”

In the area of the booklet content, one reported the use of generic names for drugs:

“drugs were mentioned by their generic names rather than trade names so that made 
it difficult to know which was which ”

Another mentioned the preparation of ORT at home:

“it is not practical and there is no time to explain to clients all that, besides people 
will find it strange if  we ask them to make it at home”

A third with similar responses reported the details about ORT :

“details about ORT and the introduction about diarrhoea because 1 think 
pharmacists should already know about i t”

In the area of editing, one interviewee mentioned the discussion about symptoms included 

in page 15 made him feel like the information was addressed to a child rather than a 

pharmacist, a second reported the repetition involved in some parts.
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1.1.4. Interviewees’ opinions about the information contained in the booklet: 

sufficiency, usefulness and applicability

Table 51 shows that 42% of interviewees thought there was other information that

should have been included. Ten different suggestions were obtained, each was given by one

of 10 interviewees, these were:

"information about babies milk should have been included*'
"we could include the food  available in pharmacies fo r  babies with diarrhoea"

"definition fo r  the diseases reported to be accompanied by diarrhoea like ulcerative 
colitis..what is its definition?"

"it would be good if  you had highlighted the dangers o f diarrhoea by referring to 
real cases from  life and number o f deaths caused by diarrhoea., this would convince 
the pharmacists more.. "

"yes, more about causes o f  diarrhoea..it needed to be more expanded"

"what about the trade names o f  anti-diarrhoeals mentioned in the booklet?"
"a list o f all trade names o f  anti-diarrhoeal available in the market..... OK without 
criticising them not to cause problems with companies, but still you need to include 
a list o f anti-diarrhoeals with their trade names".
"example o f formulae to be compoundedfor diarrhoea in the pharmacies..because 
this aspect o f work is nearly d ea d ... however I was making ~  80 formulae daily in 
Upper Egypt"

"the section on bacterial infection needed more classification and details... we need 
to know more about treatment involved in diarrhoea caused by infection - at least 
to know - because patients ask fo r  that.... they rely on us fo r diagnosis even when 
analysis is done or they saw a doctor, still they come back to ask what then?..or 
what do you think o f the prescribed medicines?..remember pharmacists are very 
keen about their name and reputation so they will not advise on what they don 7  
know, but they are well placed to listen and counsel, more even than the doctor..... 
you needed tcf include also trade names o f  anti-diarrhoeals discussed in the 
booklet"

"to include a section mainly about pharmacy profession ethics "

On the other hand, concerning what could be excluded (Table 51), four interviewees

had opinions about parts to exclude. Their responses were:

"the definition o f  diarrhoea generally it is good but needs to be shorter..the
preparation o f  ORT at home is not practical because it is easier and cheaper to
have it ready made in the packets available "
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Table 51: Interviewees’ opinions about the information in the booklet (n=24)

Interviewees’ opinions about Number (%)

further information should have heen included in the booklet
- no
- yes

any details or parts better excluded
- no
- yes

if they found parts with too many detail
- no
- yes

if they found parts with too few details
- no
- yes

if there was repetition in some parts
- no
- yes

the length of the booklet as a whole, as described by the interviewees 
(as described by participants)
considered about right
- “about right”
- “suitable”
- “not long”
- “not long at all, it can be longer”
- “not long at all” 
considered a little long
- “a little long”
- “to some extent long”
- “quite long” 
considered long
- “long”
- “too long”

14 (58.3) 
10(41.7)

20 (83.3) 
4 (16.7)

17 (70.8) 
7 (29.2)

19 (79.2) 
5 (20.8)

13 (54.2) 
11 (45.8)

18 (75.0)
12
2
2

4(16.7)

2 (8.3)
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“the introduction in page 5  also the preparation o f  ORT at home: dijficult to
prepare it at home or in a pharmacy... ’’

“how to take and prepare CRT..we all know about it; 1 packet in 200 ml!"

“the words used to form a paragraph should be replaced by tables and notes"

As to whether the information given about diarrhoea was sufficient for them as 

pharmacists to advise and help patients manage diarrhoea, the collected responses ranged 

from: “sufficient" (6 cases), “quite sufficient" (1 case), “well sufficient" (1 case), “very sufficient” 

(1 case), “more than sufficient ” (2 cases) or “it covered all" (4 cases). More detailed opinions 

included:
“it covered completely all pharmacists’ needs, it corrected some of my knowledge 
and cemented more in my brain which never will be forgotten" {\  case)

“it dotted the Vs...good explanation..sufficient fo r what I need to intervene in 
patients’ cases"{I case)

“condensed, good, targeted and not boring...not filled with a lot o f talk" (I case)

“very organised, it gave sufficient information; a lot but in a simple way and 
concentrated form"  (1 case)

“sufficient but it missed the trade names o f drugs" (1 case)

“fust needed to include trade names o f drugs" (2 cases)

“it was a good gathered and condensed information package fo r pharmacists’ 
needs" (1 case)

The interview allowed also exploration and identification of parts in the booklet they 

thought were too detailed, poorly detailed or repeated. Returning to Table 51, analysis 

indicated that 46% (11/24) reported there was repetition in some parts. Responses collected 

from the interviewees who affirmed repetition (11 interviewees), were:

Repetition noticed in particular information in the booklet...

“repetition was about not giving drugs and giving Oral Rehydration Therapy 
(C R T )”
“generally there was some repetition..a little....but unnecessary...self-limiting and 
the use o f CRT"
“a repetition o f the need to take ORT"
“repetition on the use of ORT but this was well distributed all through the booklet 
so was always a good reminder. I felt there was a stress on it rather than repetition " 
“to increase the flu id  intake ’’
“not to use medicines is the best management"
“part about referral to doctors if diarrhoea persists or is accompanied by other
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symptoms...there was some repetition here”

There was a repetition but it was useful..necessary..acceptable....

"generally there was repetition but it was included in the booklet with skill and 
intelligence to stress on a particular p o in t... because it was repeated in different 
ways and at different occasions so it wasn^t annoying repetition”

"there was repetition but it was explanatory so necessary and not boring...mainly 
in the middle o f the booklet”

"it was stress rather than repetition especially about ages below 12 months..it was 
good to have repetition - really important because Streptomycin for example is 
widely dispensed for babies under 5 months o ld”

Meanwhile, one participant had a different opinion saying:

"page 25 last paragraph: causes o f diarrhoea and again remember it is a self 
limiting...as a pharmacist I  didn*t need all this emphasis ”

In terms of details enclosed (Table 51), 29% affirmed there were “too many details”, 

responses were:

"in the definition o f diarrhoea...classification o f drugs then going through each one 
again separately, this part can be reduced”

"consider to use tables rather than paragraphs and discussion ”

"the introduction can be reduced”

"causes o f diarrhoea can be reduced”

"no need to explain and justify ‘why\ this is it and this is how it should be”

"how to prepare ORT/amount to give..no need fo r all the details given”

"sometimes there were too many details..not often..for example the part about 
'infection ’ last paragraph was repetition: diarrhoea is self-limiting ”.

Twenty-one per cent (5 interviewees) thought there were parts with few details which should 

be expanded. Ten areas, in the view of these interviewees, needed to include more details and 

information. Responses included: "causes o f diarrhoea”, "bacteria-causing diarrhoea., 

types, symptoms, differentiation between them”, "what to do when the drug is on a 

prescription?”, "what to do to convince the customer not to use aminoglycosides, 

chloramphenicol and sulpha containing anti-diarrhoeals?”, "what to do in cases o f drugs 

causing diarrhoea?”, "side effects o f drugs discussed” "reasons for not using the 

mentioned drugs”.
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Further results in Table 51 about the length of the booklet as a whole, in terms of 

volume of information to read, indicated three-quarters of the interviewees found the length 

of the booklet generally appropriate “about right and suitable”. Besides the summary of 

responses tabulated, nine responses included:

Interviewees found its length suitable.
"suitable, it did not take long to read"
"suitable, it took me half an hour to read"
"most o f the booklet was illustrations so it was not long, besides, it was easy to 
read"
"it was not too long, about right as it covered all that it should be included"
"not long at all and can be longer"
"it was about right....one-sidedprinting..the editing was easy like literature in the 

faculty so it was good"
"it was attractive so I did not find it long..it was not long "

Interviewees found it too long....
"to some extent long because o f the repetition"
"it was too long, it contains more than it should...we do not need that detailed 
information..it should be just yes or no...it contained more explanations that it 
needed".

Around half of the responses found medicines related sections the most useful and 

management of diarrhoea in babies constituted another 17% of answers (Table 52).

As seen in Table 53, reporting on whether or not the booklet increased their 

knowledge, except for 8% who thought it did not increase their knowledge, those remaining 

thought it did, it was a reminder/refresher or cemented knowledge and organised it. Some 

information it contained was new for 67%. Moreover, three-quarters stated the booklet 

contained information which they had forgotten. Unknown and forgotten information 

reported is illustrated in Tables 54 & 55. In both situations, information related to medicines 

was on the top of the list, mainly the banning of the hydroxyquinolines, the problems that can 

be caused due to aminoglycosides, some anti-infectives and anti-motility agents.

Looking at Table 53 and the interviewees’ opinions about the applicability of 

implementing the recommendations made on the use of ORT and warnings about other 

traditionally used anti-diarrhoeals, was it practical to ask pharmacists to recommend ORT - 

possibly losing profit against more expensive anti-diarrhoeal products? Forty-six per cent 

(11/24) found it applicable, some added:
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Table 52: Interviewees’ responses concerning those sections in the booklet they found most 

useful (as stated by 24 participants)

Responses obtained Number

medicines related
- “the part about drugs”
- “the part after the word: why?”
- “drugs that shouldn’t be used”
- “the drugs & their problems”
- “limitations of drug use”
- “drug side-effects”
- “the warning about drugs & their side effects”
- “the part about banned products”
- “over-dosage of anti-motility drugs”
- “side effects of streptomycin”
- “antibiotic types & side effects”
- “the part about adsorbents”
- “that there is no rush to recommend or dispense products for diarrhoea”
- “the information about not to give any of the mentioned drugs, let the microbe

go itself and it is most important is to give fluids”

related to the section about
- “advice on the case of the baby”
- “part about when the patient is a baby under one year old”
- “advice on milk use for babies”
- “babies nutrition & feeding”
- “the information about lactose intolerance”
- “home-made ORT”

other parts in the booklet
- “scheme illustrating causes of diarrhoea”
- “causes of diarrhoea”
- “osmotic diarrhoea”
- “section of diarrhoea caused by bacteria/virus/protozoa”
- “what should & should not be given”
- “management & treatment of diarrhoea”
- “when to refer the patient to a doctor”
- “the introductory background about diarrhoea”

other responses
- “different advice mentioned all through the booklet”
- “that diarrhoea can be a symptom of other diseases”
- “treatment of diarrhoea in elderly is similar to babies”
- “all of it”

Total

21

8

12

48
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Table 53: Interviewees’ opinions about the usefulness and applicability of information 

contained in the booklet (as stated by 24 interviewees)

Participants’ opinions Number (%)

if they felt the booklet increased their knowledge about diarrhoea
it was a reminder
- “it reminded”
- “it was a refresher”
- “refresher with gathered and organised information’ 
it increased and reminded also
- “yes it increased and reminded too”
- “yes of course and reminded, it organised and explained the

information”
- “yes and made the information, which was vague before, clearer’
- “yes of course, and gathered information I had forgotten” 
it increased it
- yes
- “yes of course”
- “yes, definitely”
- “yes of course, definitely”
- “yes of course, and organised my knowledge”
- “to a large extent, yes” 

other responses
- “a little but mainly it was good in organising the information”
- “it cemented the information, corrected it and made it more organised’
- “made the knowledge more organised” 
it did not
- “it did not increase but it will affect pharmacists thoughts and 

responses in responding to diarrhoea”
- “it did not increase mine because I worked for years in marketing and

industry so I was always up dated with new information”

if there was information they did not know before
- “no”
- “yes”
- “it was a refresher rather than new”

if the booklet reminded them of information they had forgotten
- “no”
- “yes”

if it is applicable to ask the pharmacists to recommend ORT and 
lose profits on more expensive anti-diarrhoeals
- “applicable”
- “applicable if to give ORT and other safer anti-diarrhoeals”
- “generally applicable but it will depend on the individual pharmacist”
- “not applicable”

5 (20.8)

4 (16.7)

10(41.7)

3 (12.5)

2 (8.3)

6 (25.0) 
16 (66.7) 
2 (8.3)

6 (25.0) 
18 (75.0)

11(45.8) 
2 (8.3)

5 (20.8)
6 (25.0)
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Table 54: Information in the booklet that interviewees reported not previously knowing (as 
stated by 24 interviewees).

Responses obtained Number

medicines related
“the part about drugs”
“that hydroxyquinolines are banned”
“the hydroxyquinolines side effects”
“the part about adsorbents”
“that adsorbents are ineffective for diarrhoea”
“details about antibiotics”
“problems of aminoglycosides”
“problems of neomycin”
“that streptomycin is harmful”
“dangers of anti-motility drugs”
“the drug problems”
“medicines that should and should not be taken for diarrhoea”

related to the section dealing with babies
“feeding babies”
“the whole part about if the patient is a baby”
“details of management of diarrhoea in cases of babies”
“the information about lactose intolerance”

other parts in the booklet
“different causes of diarrhoea”
“osmotic diarrhoea”
“diarrhoea from infections and the bacteria involved”
“that diarrhoea could be a symptom of other diseases”
“diseases that cause diarrhoea”
“the part about drugs that cause diarrhoea”
“that we can replace the use of anti-diarrhoeal by ORT and that ORT is 

enough”

Total

17

32
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Table 55: Information in the booklet that the interviewees had forgotten about (as stated by 
24 interviewees)

Responses obtained Number

medicines related
“the part about drugs”
“the harmful effect of drugs”
“aminoglycosides classification”
“aminoglycosides classification and that streptomycin is one of these” 
“aminoglycosides classification and that neomycin is one of these” 
“the part about adsorbents”
“that Kapect just increases the consistency”
“the section about antibiotics”
“the antibiotics harmful effects”
“stool analysis before antibiotics”
“information about chloramphenicol”
“about anti-motility drugs”
“the stress made on ORT and that it is the most important thing for 

diarrhoea”

other parts in the booklet
“the definition of diarrhoea”
“that diarrhoea is self-limiting”
“different causes of diarrhoea”
“diarrhoea can be caused by viruses”
“that diarrhoea could be a symptom of other diseases”
“management of diarrhoea according to age”
“information about nutrition when having diarrhoea”
“feeding babies with diarrhoea”
“when to refer the patient to a doctor”

other responses
“all of it, it was a refresher”
“all information there, it gave explanations and confirmed my 
knowledge”

Total

15

11

29
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"applicable otherwise pharmacists will be narrow-minded because these anti- 
diarrhoeals are cheap ”

"applicable and should not be a problem because all anti-diarrhoeals are 
inexpensive so even if the pharmacist is greedy and keen about profits, money in this 
case is not attractive ”

"no problem because pharmacists still will be selling other things, the problem will 
come from the clients who will want a drug and pharmacists will not create 
headaches fo r themselves, so it is not a financial matter but a matter of convincing 
people, we need to educate people...it is not completely in the hands o f the 
pharmacist”

"it is not really a problem because I can control the stock in the pharmacy so I can 
order more ORT or less of these other products and in all cases the percentage profit 
is the same so it will not matter...what matters really is to dispense the right 
medicine because it is nice that the patient gets better and the pharmacist keeps a 
good reputation ”

"applicable but bear in mind that even if pharmacists will not recommend these 
anti-diarrhoeals, still they will receive prescriptions for them and here they will be 
obliged to dispense them so actually it needs some organisation ”

Twenty-five per cent (6/24) had the opposite opinion (found it not practical). In almost all

cases the reasons were related to the patients or the pharmacist’s time rather than the

pharmacists’ perception of profits involved. Five of them comments:

"not practical because this means that pharmacist will have to spend more 
time to try to convince the patients with that”

"to apply it, pharmacists will have to run an educative operation to educate the 
clients so they can accept not taking medicines fo r diarrhoea”

"it will be a difficult recommendation because the patient wants to stop the 
diarrhoea ”

"the patients when they go to the pharmacy do so to buy a medicine, they are 
already aware o f the ORT through the TV etc so when they come it is to buy 
medicine ”

"the patients will insist to have a medicine and because sometimes they cannot 
afford to see a doctor they rely on the pharmacist to give them medicine so 
pharmacists should do that”.

Table 56 illustrates interviewees’ thoughts concerning whether clients - who have no 

prescription - can accept advice that diarrhoea is self-limiting and that only fluid and salt 

replacement are required. For half of the interviewees, the answer was either yes (9 cases) 

or no (3 cases). The remaining interviewees thought clients acceptance will depend on their 

age, education, relationship with the pharmacist or the approach of the pharmacist. Of the
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Table 56: Interviewees’ opinions concerning whether clients not presenting prescriptions can 

accept advice that diarrhoea is self-limiting and that only fluid and salt replacement are 

required

Responses obtained Number

yes 9

no 3

it will depend on 12

- clients themselves 2

- client mentality 1

- client age 1

- client education 1

- client age and education 2

- client education and the pharmacists approach 1

- the age of the patient 1

- the relationship between the pharmacists and their clients 3

Total 24
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comments collected which illustrate such various responses:

Interviewees believing it will be accepted...
"they should be convinced because I am giving free advice with no sale ( not asking 
them to buy anything) ”
“they will accept this advice because who come to the pharmacy without a 
prescription are laymen, they trust the pharmacist and come for advice and 
opinion ”
"they will accept it, but mind the way you speak to convince them...the voice should 
be strong, firm, and loud to show that you are confident with what you say and 
aware o f the situation ”
"will be accepted just need the pharmacist to spend more time talking to them ” 
"of course will be accepted, and if they ask fo r something by name, I will say here 
it is, yes I have it in stock but it is preferable not to use it ( if  applicable) and better
to take so and so especially since preparing ORT at home is easy and practical"
"many will be convinced because of the financial situation... so actually I am telling 
them that they will be alright with something that is 20-30 PT * approx. 5p* (packet 
ofORS) so they will be happy with that and trust that I am not making money out 
of them or abusing the situation ”

Interviewees believing it will not be accepted.
"no way, patients are convinced that they should have medicine and the pharmacist 
will not like to have the headaches "
"no because if they do not get medicine their conscience will irritate them, they will 

feel they underestimated or neglected themselves or their children "
"it will be a little difficult to convince them because they come to the pharmacy and 
want to have something for diarrhoea "

Acceptance will depend on the client....age...education...
"as ignorance increases, they do not listen to y  ou...it depends also on my way of 
convincing and what I say...I should show confidence in what I am saying, ask 
questions so the client will feel that I am concerned about her/him and I am not here 
just to sell anything "
"it will depend on their understanding and education, the ones who are illiterate 
will not be convinced but the educated ones can be convinced easier”
"it will depend on the clientage and education...oldpeople will not be convinced, 
less educated will be convinced easier”
"educated and young people can accept this advice but the 60 years old and over 
are very difficult to convince differently ”
"it will depend on the age of the client; old people are not easy to convince, it will 
be easier with the younger age ”.

Eighteen interviewees out of 24 commented that some of the recommendations made 

in the booklet will not be feasible to use in their practice (listed in Table 57).The majority 

stated that this would include the advice of not giving medicine for diarrhoea, especially 

when the medicine is on a prescription or if the client requested the medicine by name. 

Meanwhile, there were six other interviewees who believed the booklet contained nothing
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Table 57: Recommendations made in the booklet that eighteen “ interviewees thought not 

easy to apply

Responses obtained number of 
participants

year of graduation of the 
participants

to advise the patients: to avoid anti-
diarrhoeals discussed in the booklet, that
they are ineffective or harmful when 13
- they were on a prescription 7 1961,67,75,80, 85, 86&91
- patients used them for years 2 1971 & 90
- clients requested them by name 4 1956, 75, 83 & 85

that no medicines are needed only fluid
replacement 4 1969, 71, 76 & 77

to prepare ORT at home 1 1978

to spend enough time with the clients to
convince them not to take such medicines
for diarrhoea 1 1980

to ask the required questions to everyone
coming to the pharmacy with diarrhoea 1 1994

to use any of the recommended advice
with patients who usually do not listen to
the pharmacist 1 1980

Total 21

a) T he remaining six  participants reported that nothing in the booklet w as inapplicable - graduated in 1949, 
60, 61 , 63, 66  and 74.
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that could not be applied.

As to whether the participants felt they made a change in their management of 

diarrhoea after reading the booklet, while two answered *'not really”, one of them 

commented:

‘7  used to classify diarrhoea: bacillary or amoebic depending on symptoms..and give a drug 
if it lasts 3-4 days (Amoxacillin if  amoebic, Antinal/Intetrix if bacillary or 
Metronidazol/Tinidazol if dysentery) +  diet in the first day..I check other symptoms, the 
water they dink..advice on diet and flu id”

The remaining 22 reported changes. Such changes included: emphasis on ORT and fluids, 

reduction in recommendations for anti-diarrhoeals discussed in the booklet. Answers as 

stated by participants included:

Emphasis on ORT and fluid...
“I stress / advise now more on ORT...fluid intake” (4  c a se s )

‘7  used to recommend Hydroxyquinoline® but now I know it is harmful.a lady 
called few  days ago her son has diarrhoea, I advised her on ORT and no need for  
medicines at the moment, I convinced her and she agreed”

7  used to dispense EntocicP and Streptoquine® constantly and automatically for  
any case o f diarrhoea, now I try to find a way to convince with ORT and give 
advice ”

“I used to recommend Streptophenicol®, Kapect compouml®, Loperazine®, Intetrix® 
or streptomycin®, rarely I would mention about ORT and fo r adults I was always 
giving Entocid ®, Enteroquine ®, now it is very essential that I recommend ORT even 
if  it is not included on the prescription..! made ORT essential rather than drugs I 
used to recommend”

"I consider the drug used and ORT..before I used to give Enteroquine® suspension 
or Kapect®, now I emphasize ORT and that drugs are unnecessary ”

"I did not know the importance o f fluids and ORT for elderly so I consider this now ”

‘7  emphasize ORT because now I know that it is different to any other normal 
drinks "

Drug use recommendations......
‘7  reduced my recommendations fo r anti-diarrhoeals discussed in the booklet”

(2  c a se s )

7  used to recommend Entocid ® and Lomotil ® but now I put restrictions and not 
to dispense them constantly as used to be ”

7  used to recommend drugs, now I check causes o f diarrhoea, if they are under 
stress for exams and I advise to relax rather than giving anti-diarrhoeals.. if the
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patient insists to have medicine I give now Cortigen B6 ® which is a vitamin and 
helps to stop any vomiting "

“I am more careful when dispensing medicines especially those banned elsewhere " 

Affected conRdence, knowledge advice aspects..
‘7  always dispensed ORT because o f my old/previous experience but the booklet 
made me more convinced and confirmed what I was doing "

“I ask more questions now - about the age, has the patient tried any medication at 
home ? Has the patient has other health problems ? -I check with the mothers if they 
prepare the bottle milk properly and advise them on the baby’s feeding"

‘T advise now on baby’s fo o d ”

‘7  warn mothers about the proper preparation o f milk fo r their babies”

“if the patient has fever with persisting diarrhoea I refer him/her to a doctor which 
I was not doing before ”

“before I was negative, I did not ask or check..now I feel I have responsibilities 
...encouragement and push from the Faculty and consideration that pharmacists 
should counsel and advise....! started to advise on how to manage diarrhoea 
properly.. I feel now the importance o f doing that”

“Ifeel 1 have more knowledge and I know what to ask and what to advise about...! 
know about medicines.. ”

“!feel confident and ! am spreading the knowledge to other colleagues.. after ! read 
it ! called a friend - a community pharmacist, he has a pharmacy and told him about 
the warnings included concerning the drug, ! promised to give him the booklet”,

“!feel more confident to give the information and use i t”

“!feel more convinced and confirmed with knowledge about diarrhoea so ready and 
to advise ”

“!feel ! have more confirmed information..! have the knowledge now ready to give 
and volunteer”

“! feel I have the information ! need”

“! know more now so it is easy to talk and advise about diarrhoea ”

“!feel ! can give advice easier now ”

Miscellaneous
“!t made me think more ”

“! give more consideration to the patients now ”

Some of the participants, since they had read the booklet, remembered they had cases
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of patients having diarrhoea and seeking the pharmacists’ advice, others requested a 

particular anti-diarrhoeal by name or had prescriptions containing anti-diarrhoeals. For 

details, these cases are presented in Appendix 34.

1.1.5. Interviewees’ perceptions about future booklets

Whether participant pharmacists would like to receive future booklets, if they would 

accept paying the cost to receive it and if they were ready to collect it from the Faculty , 

responses from the interviewees are summarised in Table 58.

Table 59 categorises the responses collected regarding topics they would like to see 

discussed in future booklets. An average of 1.6 per participants was obtained. Higher 

frequencies were shown in the selection of diabetes and hypertension. In the case of diabetes 

and as stated by the participants, they chose this topic because:

“we are always asked about it.,.people are taking hypoglycaemics but their blood 
glucose level is not controlled, they come to the pharmacy and start to ask..I would 
like to know about the drugs and treatment involved, the monitoring o f the glucose 
level, causes o f poor control o f the glucose level, what can cause the ineffectiveness 
of hypoglycaemics?.. ”

“it is the disease about which people come to the pharmacy and ask about most...I
need to know about dose adjustment.. which hypoglycaemic is better for which case ? 
Definition o f the disease...products used and others not to be used with diabetics.. ”

“diabetes is the most common disease in Egypt...what can I say to diabetics? what 
advice can I give them? what is new in diabetes research?”

“it is very common now ”

“it is a very common disease, many people sujferfrom diabetes and ask a lot about 
it...I would like to know about types o f insulins, time of administration, 
why?...human insulin is new, what information is available about it?”

“very common among the popluation  the diabetic is very nervous, worried,
scared and wishes to discuss his/her problem with a health professional - 1 would 
wish to read about insulins (types, differences between them, effectiveness) and other 
knowledge that helps me to understand the disease, so I can help ”

“a common disease in the community...! want to read about the types and treatment 
of diabetes ”

“I did not understand it well as an under-graduate, meanwhile I am always asked 
about it... to be able to give advice...we do not recommend products for diabetes but 
it is still important to have the scientific background: action o f hypoglycaemics.



PART IV: Results

304

Table 58: Interviewees’ perceptions about future booklets (n=24)

Responses obtained Number (%)

if they would like to receive more booklets discussing other topics
all respondents reported that they would like to receive more booklets

if they would be ready to pay the cost of future booklets
- yes

if they would be able to collect future booklets from the Faculty
- no
- yes

24 (100.0) 

24 (100.0)

20 (83.3) 
4 (16.7)

Table 59: Areas and topics suggested by interviewees for future booklets (n=24)

Number Percent

About drugs 5 12.8
* the interactions of drugs used for common problems

(diabetes, hypertension) & antibiotics with other drugs 1
* addiction and products which can be misused for addiction 1
* cough products 3

About diseases 26 66.7
* diabetes 8
* hypertension 5
* cardiovascular problems 2
* asthma 1
* colds/catarrh/rhinitis/coughs 3
* urinary retention especially in elderly and children 1
* ear and eye problems 1
* the eye and its problems in sununer 1
* rheumatism 1
* headache 1
* epilepsy 1
* nerve problems 1

Miscellaneous 8 20.5
* use of vitamins 3
* diet / regime / weight 1
* new topics such as fat burning (fat removal) 1
* fatal mistakes in practice (including side effects/interactions) 1
* information about blood pressure 1
* analysis and biochemical values 1

Total 39 100.0
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insulins, when to use oral hypoglycaemics and when insulins.. ”

In the case of hypertension, their reasons include:

"because it is very common and patients are sometimes fed  up with the clinics and
prefer to have the blood pressure checked in the pharmacy-easier and more 
accessible- I want to know about its types, drugs taken and any clinical 
pharmacology involved"

"because hyper/hypotension are both very common...! would like to know what is 
new, what advice can be given and what is involved in counselling "

"it is one o f the diseases fo r  which people come to ask fo r  advice 1 need to know
when I check the blood pressure o f someone in the pharmacy and I find it hyper or 
hypo what advice can 1 give in this situation, what should I check with the patients? 
They cannot go to the doctor every day besides it is easier for them to visit me in the 
pharmacy., which product for which condition? What to take or avoid? What drugs 
should not be taken by a hypertensive person..what drugs are available for  
hypertension?.. ”

"because it is very common and the patients do not realise the problems and risks 
involved...it affects all ages and people die because o f poor monitoring of their 
blood pressure..it is a dangerous problem..as a pharmacist 1 should be aware of 
problems it causes, so I can advise...it is a common problem discussed in the 
pharmacy especially with those who come to have their blood pressure measured 
when then they start to ask questions: what should we do or take?"

"because we did not have the chance to understand it sufficiently and properly as 
under-graduates...! am asked fo r  advice about it...! would like to read about the 
action o f anti-hypertensives"

For similar reasons (very common problems, pharmacists are commonly asked about them), 

although they are minor ailments, coughs, asthma, common cold, rhinitis, catarrh or 

headache were also suggested. Other suggestions included “rheumatism” and “epilepsy”. 

About “cardiovascular problems” one said:

"we do not have enough knowledge about these, what advice can be given when 
supplying the patients here with OTC products..and again we need to know about 
the cardiovascular problems themselves "

They reported being always subjected to questions about the eye and ear, it will be important 

for them to know when they should refer the patient to a doctor, when they can recommend 

a product, when they should or should not intervene and about the eye products available in 

the pharmacy. When to refer the patient - especially the elderly or babies to a doctor, was a 

concern of one interviewee for cases with urinary retention. Vitamins, diet regimens or fat
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burning were chosen because of the interest shown by the public in them, and in the case of

fat burners - a new technology that many pharmacists would not know about. For one

participant s/he added:

‘7  would like to know about the appropriate use o f vitamins..when they should really 
be given? ..what doses?..many people take them and they do not get the required 
effect"

Drug-drug interactions were suggested because of the potentially dangerous effects, the 

interviewees thought it is not sufficiently considered by prescribers or dispensers. Addiction 

caused by misuse of some pharmaceutical products such as Parkinol®, cough products and 

the involvement of many young people were raised among topics a pharmacist needed to be 

educated about in order to contribute to its control and prevention.
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1.2. Questionnaire study results

1.2.1. Response rate

Out of 30 pharmacies approached, one of them had previously participated in the 

interview study under its old name. The questionnaire was then distributed to 29 pharmacies. 

Twenty-four completed questionnaires were returned (13 were gathered in the first collection 

and 11 in a second collection).

Follow-up of non-respondents revealed that 3 had lost the booklet and therefore could 

not complete the questionnaire (one of them claimed not having received it or it may have 

been lost if it was delivered in her absence due to assistants’ incompetence), one claimed not 

to have the booklet available (the other pharmacist who received it had kept it to read and 

he was away for several weeks) and the fifth claimed the questionnaire was already delivered 

to the Faculty.

Concerning their responses to the booklet they received, 52% ( 12/23) of the responses 

stated that they had read the booklet already before being approached for the questionnaire 

study. Another 39% (9/23) reported had read some and the remaining 9% (2/23) had not read 

any of it yet. In seventy-one per cent of cases, respondents read the booklet on separate 

occasions (total time spent to complete it ranged from 30 min to 2 hours) and a remainder 

29% (7/24) read it in one continuous sitting (time spent reported ranged from 20 min to 2 

hours). The majority of respondents (19/23) reported keeping the booklet in the pharmacy 

(on the counter, their desk, in a book case or in their laboratory). For the remaining four, 

three reported keeping it in their home and one between the pharmacy and home.

In 19 cases there were other pharmacists working in the pharmacy (13 pharmacies 

had one pharmacist, 4 pharmacies had two and 2 pharmacies had three). It was reported in 

responses that out of these, 14 had read the booklet.

1.2.2. Respondents’ profile

Information about the respondent pharmacists is summarised in Figures 20 (A-F). 

Compared with the profile of pharmacists who participated in the interview study, 

pharmacists graduating in the 1950s and 1990s were more represented in the respondents to
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54%

I 17%

manager owner & manager assistant phiamrtacist

%
Year of graduation (n=24) Position in the pharmacy (n=24)
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I I
at least a  year > 1 year & up to 5 > 5 years & up to 10 > 1 0  years20s 30s 40s 50s 60s 70s

Age (n=21) Number of years working 
in this pharmacy (n=24)

I
at least a  year > 1 year & up to 5 > 5  years & up to 10 > 1 0  yearsfem ae

Sex (n=23) Number of years working 
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Figure 20: Profile of pharmacists who participated in the questionnaire study
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the questionnaire. The position of pharmacists in the pharmacy was very similar, again all 

worked in the pharmacy at least a year and more males than females were included (more 

even than shown in the interview study). Except for 5 respondents (3 who graduated from 

Cairo and 2 from Asiut Universities), all the remaining were University of Alexandria 

graduates.

1.2.31. Respondents’ opinions about the booklet generally and its presentation

1.2.31.1. Editing and language

Table 60 summarises responses obtained about the illustrations used to illustrate the 

information, the English language used and the language they would prefer for future 

booklets. Similarly with the results obtained in the interview study, a significant majority 

preferred the booklet with the illustrations inserted, the percentage who preferred it without 

was higher than in the interview study. No responses stated finding the English of the booklet 

complicated or very complicated. Only 4 respondents out of 24 would prefer future booklets 

in both Arabic as well as English. The remainder preferred English.

1.2.3.2. What they liked the most and/or the least

With regard to what they liked the most and the least about the booklet, responses 

were given by 14 and 5 pharmacists, respectively (Tables 61 & 62). Reasons for the low 

response to this question are unclear. Pharmacists may have missed the question or possibly 

assumed not answering means there was nothing they could state as liking most or least. The 

pattern of responding to the remainder of the questionnaire may suggest the latter.
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Table 60: Respondents’ opinions about the booklet editing and the English language used 
(n=24)

Responses obtained Number (%)

about pictures/illustrations used in the booklet
- stated prefer the booklet with pictures
- stated prefer the booklet without pictures
- stated do not mind with or without pictures

17 (70.8) 
6 (25.0) 
1 (4.2)

about the language to be used for further booklets
- stated prefer English
- stated prefer both English and Arabic

20 (83.3) 
4 (16.7)

about the English language used in the booklet
- easy
- quite easy
- between easy and complicated

12 (50.0) 
9 (37.5) 
3 (12.5)
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Table 61: What respondents reported as liking the most (as stated by 14 respondents)

Responses Number

related to the content of the booklet
- “information given in the part about medicines for diarrhoea”
- “information given about the use of anti-motility/hydroxyquinolines &

their side effects”
- “that it is not necessary to give drugs to treat diarrhoea”
- “the part about how to manage and treat diarrhoea”
- “the part about babies with diarrhoea”

related to the booklet as a whole
- “all of the booklet”
- “the simplicity of the booklet”
- “the simplicity of the language”
- “to obtain good useful information about a very important topic”
- “targeting of the pharmacist...pharmacist’s education”
- “the general knowledge given”
- “the idea of the booklet itself”
- “the size of the booklet”
- “the content of the booklet”
- “a lot of information in a clear easy way”

11

Table 62: What respondents reported as liking the least (as stated by 5 respondents)

Responses Number

related to the content of the booklet
- “the booklet gave no role to pharmacists except to advise on ORT’
- “the amount of ORS that should be given”
- “reducing the role of the pharmacists in recommending anti-

diarrhoeals”

related to the booklet as a whole
- the pictures
- parts with small details
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1.2.4. Respondents’ opinions about the information contained in the booklet:

sufficiency, usefulness and applicability

In terms of sufficiency of information given about diarrhoea, Table 63 lists responses 

obtained. Twenty-five per cent (5 respondents) reported that further information should have 

been included in the booklet. They specified including more about chronic diarrhoea 

(1 case), trade names of anti-diarrhoeal products (1 case), diarrhoea of microbial origins (1 

case), other common diseases besides diarrhoea ( 1 case) and about the Faculty staff scientific 

activities (1 case). One respondent suggested to exclude any repetition in the booklet text.

Asking respondents about information contained in the booklet that they found useful 

for diarrhoea management produced 30 replies reported by 21 respondents (Table 64). 

Alternatively, asking about sections they found not useful, responses were given by 2 

respondents. The first reported:

"the amount o f  ORS that should be given to the patient” 

and for second stated:

"associated symptoms section because there were not enough details ”.

Pharmacists’ responses about usefulness and applicability of information contained

in the booklet are shown in Table 65. Regarding information included that they did not know

before, slightly less than a third answered “yes”: there was information they did not know

previously, as follows:

"the harmful/useless effects o f  the drugs discussed,........but they appear on most of
prescriptions we dispense! ”

"all o f  it.... was mixture between revision and new information for what I learned 
and studied before ”

"management and treatment o f  diarrhoea this way...advice can be given to the
patient about food and medicines ”

"amount o f  ORS that should be given to the patient”

"about the use o f  medicine for diarrhoea ”
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Table 63: Respondents’ opinions about the information in the booklet

Responses obtained Number (%)

concerning the information given about diarrhoea as a topic (n=23)
- too much
- too little
- about right

about further information should have been included in the booklet
(n=20)

- no
- yes

about any details or parts better excluded (n=23)
- no
- yes

2 (8.7)
2 (8.7) 

19 (82.6)

15 (75.0) 
5 (25.0)

22 (95.7) 
1 (4.4)

Table 64: Sections of the booklet that the respondents found very useful (as stated by 21 

respondents)

Responses Number

“all the content of the booklet”

medicines related
- “treatment of diarrhoea”
- “the section: briefly because..”
- “drugs not to be recommended for diarrhoea”
- “drugs side effects & risks”
- “the section about medicines”

advice related
- “when to advise/what to advise”
- “the section: tell the parent that..”
- “the section: advise the pharmacist to avoid..”

other parts
- “the preparation of ORS”
- “the section about ORT”
- “diarrhoea caused by infection”
- “the section about: babies with diarrhoea”
- “the classification of diarrhoea management & treatment based on the

patient age (baby/child or adult)”

Total

12

12

30
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Table 65: Respondents’ opinions about usefulness and applicability of information contained 

in the booklet

Respondents opinions Number (%)

on how useful the booklet was (n=23)
- very useful
- sometimes useful

if the booklet increased their knowledge (n=24)
- pharmacists feel it increased their knowledge very much
- pharmacists feel it increased their knowledge a little

if there was information they did not know before (n=24)
- no
- yes

if after reading they felt the booklet would help to advise more on 
diarrhoea management & treatment (n=22)
- yes, very much
- a little

if it is applicable to ask pharmacists to recommend ORT and lose 
money by not selling more expensive anti-diarrhoeals (n=21)
- no
- yes

if after reading the booklet, they think they can convince the clients 
that diarrhoea is self-limiting and only fluid and salt replacement 
are needed (n=19)
- “yes”
- “difficult "*-2”
- “not possible
- other responses:

“not in all cases/situations 
“in some cases, yes”
“it will depend on the patient rather than the pharmacist” 
“pharmacists alone cannot ”
“patients will not be convinced 
“I don’t think it is easy

14 (60.9) 
9(39.1)

11 (45.8) 
13 (54.2)

17 (70.8) 
7 (29.2)

13(59.1) 
9 (40.9)

6 (28.6) 
15 (61.4)

8(42.1) 
3 (15.8) 
1 (5.3) 

7 (36.9)
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"stop bottled milk in babies with diarrhoea ”

"the section about infections causing diarrhoea ”

Looking again at Table 65, whether respondents thought it was applicable to ask

pharmacists to recommend ORT and perhaps lose money by not selling more expensive

products, 62% reported it was applicable, while the remaining thought it was not. With

regard to if pharmacists can convince the patients (or representatives) that diarrhoea is self-

limiting and only fluid and salt replacement are needed, for 42% (8/19) of respondents this

was possible, four of them added:

"yes because when clients come to the pharmacy, they come to ask fo r help because 
they trust..especially that the advice is notjust to sell a product...on the contrary, Vm 
advising them not to take medicine and I ’ll explain it is self-limiting and Just keep 
taking fluids.. ”

"of course..it is easy to convince and to say stopping diarrhoea with medicines is 
wrong, harmful for the children and better if replaced by fluids"

"yes because patients trust the pharmacist"

"yes because pharmacists and clients have strong relationships, stronger than with 
physicians "

1.2.5. Respondents’ perceptions about future booklets

Concerning whether respondent pharmacists would like to receive future booklets 

(Table 66), 100% of those responding reported “yes” they would like this. Only 10% of these 

would be ready to collect the booklet from the Faculty when ready for distribution. The 

remainder would like to receive it in the pharmacy. Out of 21 respondents, 17 agreed to pay 

the costs involved in the production of the booklet. When an approximate cost was given, 

another respondent agreed to pay if it was half the stated price.

Table 67 lists respondents’ recommendations for topics they would like to see in 

future booklets. An average of 2.8 suggestions were obtained per respondent, these were very 

similar results to the interview study. Disease related topics were on the top of list of 

recommendations made, of these “diabetes” had the highest frequency of demand.
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Responses Number (%)

if they would like to receive more booklets discussing other topics
(n=23)
all respondents reported that they would like to receive more booklets

if they will be ready to pay for it at all the cost of future booklets
(n=21)
- no
- yes

if they will be able to collect future booklets from the Faculty (n=21)
- no
- yes

23 (100.0)

4 (19.0) 
17(81.0)

19 (90.5) 
2 (9.5)
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Table 67: Areas and topics suggested by respondents for a future booklet (n=24)

Responses Number Percent

About drugs 18 26.5
* drug interactions 3
* over-the-counter products 1
* addiction and misuse 2
* drug incompatibilities 1
* drug toxicity 1
* use of hormones
* use of antihypertensives 1
* use of oral contraceptives 1
* use of oral/local corticosteroids “ 1

* use of laxatives “ 1
* use of tonics 1
* analgesics 1
* anti-spasmodics 1
* antibiotics recommendation 1

Generally about diseases 43 63.2
* diabetes “ 7
* hypertension 4
* hypertension/hypotension “ 1
* ischemic heart disease 3
* asthma 2
* respiratory infection 1
* cold/catarrh/cough 4
* renal failure/problems 2
* hepatitis 1
* skin infections 1
* skin hyperpigmentation ® 1
* fungal infection 1
* acne 2
* irritable bowl syndrome 1
* constipation 2
* gastric reflux/acidity 2
* gastric & duodenal ulcer 2
* pain 1
* headache 2
* epilepsy 1
* cataract & glaucoma 1
* unspecified 1

General health 7 10.3
* baby’s nutrition 1
* food content 1
* diet 1
* obesity 1

* use of vitamins & mineral 2
* smoking 1

Total 68 100.0
a) Including examples of trade names o f products available in pharmacies
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2. Management of diarrhoea at pharmacies before and after distribution 

of the booklet

The results obtained from the scenario studies were analysed to identify the questions 

asked, recommendations made, advice given by the pharmacy’s staff and their responses to 

the questions asked by the scenario presenter.

2.1. Case of a baby with diarrhoea

The scenarios were presented (by telephones and visits) at 24 of the 30 pharmacies 

who participated in the interview study (five pharmacies were excluded as in 5 the 

pharmacist had lost the booklet, loaned it to a friend or could read only Arabic or French (see 

response rate of the interview study earlier in this part).

2.1.1. Questions asked

The questions most common asked by the pharmacy’ staff were about the age of the 

patient, if diarrhoea was accompanied by other symptoms (fever, vomiting, spasm, 

catarrh/cough or other symptoms) and about the characteristics of the diarrhoea (when it 

started, frequency, colour, smell, if severe/watery or with mucus). Questioning about age was 

consistently asked in 92% of pharmacies (23/25). Questioning about accompanying 

symptoms included 8,14 and 15 questions posed at 5, 10 and 8 pharmacies before (B), short 

term (ST) and longer term (LT) after distribution of the booklet. Enquiring for information 

about the characteristics of diarrhoea involved 22, 16 and 11 questions made at 12, 10 and 

9 pharmacies (B, ST & LT respectively) (details are shown in Appendices 35A & B).

No questions were asked at all at 1, 1 and 2 pharmacies (B, ST & LT respectively). 

Other miscellaneous questions asked:

Before distribution of the booklet:

“what the patient ate?” (at 1 p h arm acy)
“what they have at home as medicine to use ? ” (at 1 p h arm acy)
“if the baby was alright the previous day?” (a t 1 p h arm acy)

Short term after distribution of the booklet:
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“what the patient ate?" (a t 1 p h arm acy)
“what the mother usually gives?" (at 1 p h arm acy)
“date o f the Kapect® they have at home?" (a t 1 p h arm acy)
“if the baby milk or the food regimen was changed?" (a t 1 p h arm acy)

Longer term after distribution of the booklet:

“what the patient ate?" (a t 1 p h arm acy)
“what medicines the mother had at home to give?" (a t 1 p h arm acy)  
“the type o f milk the baby had?" (at 1 p h arm acy)

2.1.2. Recommendations made

As Table 68 summarizes, recommendations and advice on ORT/fluids intake and 

referral to a physician were identified at higher number of pharmacies for stages after 

distribution of the booklet (ORT was recommended at 17 and 15 pharmacies short and longer 

term after distribution, respectively, compared with 7 pharmacies before its distribution), 

whereas, recommendations for products containing streptomycin and/or chloramphenicol, 

di-iodohydroxyquinolines were not particularly reduced after distribution of the booklet. 

Other miscellaneous drugs recommended included: Diastop® (calcium carbonate, kaolin, 

tincture catechu and belladonna, lemon oil and anise oil) once before and once after 

distribution, Diakan® (kanamycin sulphate, adiphenine hydrochloride, bismuth subcarbonate 

& kaolin) once after distribution, Smecta® (dioctaherbal smectite) twice before and once after 

distribution, Antinal®& Ercyfuryl® (both are nifuroxazide and were once each after 

distribution) and Motilium® (domperidone) once after distribution (detail in Appendix 36).

2.1.3. Opinions about suitability of particular drugs

The presenter of the scenarios asked the pharmacy’ staff if “Kapect® compound” 

(kaolin, pectin, sulphamethoxazole and trimethoprim) and “Motlium®” (domperidone) which 

the mother had at home could be used. The most common answers collected, before and after 

the booklet distribution, included that Motilium is for vomiting (detailed in Appendices 37 A 

& B). Concerning Kapect compound, responses were:

Before distribution of the booklet, at 23 pharmacies:

“ it can be used" (a t  1 4  p h a r m a c ie s )
T w o  o f  th em  added: “but it is not anti-infective like Enteroquine"

“but Enteroquine is better as kapect is fo r 4 yr old"
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Table 68: Recommendations made at pharmacies for a baby with diarrhoea, before and after 

distribution of the booklet

Recommendations made Number of pharmacies at which recommendations 
below were made (n=25)

before
distribution

short term after 
distribution

longer term 
after 

distribution

- one of the product containing SDC ^ 4 1 2
- two of SDC ® 1
- SDC “ + ORT 1
- SDC ' + fluid 2 “ 2^
- SDC ' + ORT + fluid r 1
- SDC ® + Kapect® + fluid 1 "
- SDC ' + Kapect® + ORT 1
- SDC ' + Kapect® 1
- SDC ® + Kapect® if fever starts 1
- Kapect® 5 4
- Kapect® or SDC ® if diarrhoea persists 1
- Kapect® + fluid 2" 1+1
- Kapect® + ORT 1
- Kapect® until seeing a doctor 1
- Kapect® or Diastop
- Kapect® + Diakan

1
1

- Kapect® +Motilium® r
- Kapect compound® 1+2' 1
- Kapect compound® + fluid 1 1+1 ^ j  b,c

- Antinal® + fluid 1
- Diastop® 1
- Smecta® but ORT if diarrhoea is severe 1
- ORT or Smecta® 1
- Smecta® and see a doctor 1
- ORT or with Ercvfurvl® and see a doctor

if diarrhoea does not stop 1
-ORT 1 1
- rehydration with fluid 1 1
- ORT and see a doctor if fever starts 1
- ORT and see a doctor if diarrhoea does
not go by the end of the day 1

- ORT. to see a doctor if fever starts.
Kapect® can be given 1

- ORT and to see a doctor 1
- fluid and to see a doctor 2" r
- ORT + fluid and see a doctor 1"
- ORT + fluid until seeing a doctor 1
- to see a doctor 1 1 2
- no medicine but to see a doctor 1
- no medicine, only fluid..Kapect® if the

mother insists to give something..see a
doctor if fever starts 1

- to leave it stop itself and give fluid l b
- no medicine, the baby did not eat well 1

a) Streptomycin, di-iodohydroxyquinoline or chloramphenicol
b) ORT or fluid intake was recommended when the scenario presenter asked about the food to give to the baby
c) As products the scenario presenter stated to have at home
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“strong fo r the baby" (at 4 pharmacies)..one added “as it contains sulpha" 
“Kapect is better" (at 1 pharmacy)
“ Streptoquine is better" (at 1 pharmacy)
“no need fo r medicines..it is because the baby did not eat enough " (at 1 pharmacy) 
“none..better to give ORT" (at 1 pharmacy)
“ORT is enough unless the mother insists to give a medicine, small spoon twice" 

(at I pharmacy)

At 8 of the 14 pharmacies above where it was stated that Kapect compound could be used,

the pharmacy’ staff specified the dose to give to the baby. Doses recommended were:

“3 times/day", “a small spoon 3 times/day", “a spoon 4 times a day", “large spoon 
3 times/day", “large spoon now", “ a spoon now and a half at night", “half a small 
spoon 3 times/day" & “half a small spoon".

Short term after distribution of the booklet, at 25 pharmacies the opinions about the use of

Kapect compound were:

“ it can be used" (at 13 pharmacies)
“none" ( at 1 pharmacy)
“none..only ORT" ( at 1 pharmacy)
“none only ORT and Kapect if not compound" ( at 1 pharmacy)
“it can be used until the end of the day but ORT is safer" (at 1 pharmacy)
“none only ORT and if diarrhoea does not stop, you should see a doctor" (at 1 

pharmacy)
“if diarrhoea persists, can give two spoon but better to rely on ORT" ( at 1 

pharmacy)
“too strong fo r babies, if  the mother insists, the non-compound Kapect can be given 
but better to use ORT" " (at 1 pharmacy)

“better not to give any medicine but a spoon every 3 to 4 hours can be given " ( at 
1 pharmacy)

“too strong unless half a spoon until seeing a physician, Smecta is better" (at 1 
pharmacy)
“not preferred as it contains sulpha unless there is a microbe ” ( at 1 pharmacy) 
“If not compound, can give 3 times" ( at 1 pharmacy)
“better to see a doctor" ( at 1 pharmacy)

In this group, the 13 pharmacies where said that Kapect compound can be used, at 7 of them,

the pharmacy’ staff specified the dose to give to the baby. Doses recommended were:

“2 spoons now and up to 3 times/day", “2 spoons now and up to 3 times/day", “a 
spoon every 6 hour", “a small spoon every 3-4 hour", “a small spoon every 6 
hour", “one spoon" & “every 6 hour in the first day and then every 8 hours"

Longer term after distribution of the booklet, at 25 pharmacies the opinions below were made

about Kapect compound:

“ it can be used" (at 8 pharmacies)
“a bit strong but can be used" (at 1 pharmacy)
“a bit strong but o f the mother insists, can give half a spoon" (at 1 pharmacy)
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"If the mother insist half a spoon but ORT is more important” (at 1 pharmacy) 
"useless” (at 1 pharmacy)
"not for diarrhoea ” (at 1 pharmacy)
"under 2 years old, no chemical should be given unless the mother insists, one 
small spoon in the evening and no more ” (at 1 pharmacy)

"only for over 2 year old” (at 1 pharmacy)
"too strong ” (at 1 pharmacy)
"no only for over one year o ld” (at 2 pharmacies)
"notfor this age” (at 1 pharmacy)
"it can be used if non-compound” ( at 1 pharmacy)
"no only ORT' (at 1 pharmacy)
"no as it contains sulpha..there is no need to start a treatment with this”

(at 1 pharmacy)
"leave diarrhoea stops itself.must not rush to stop it, just give plenty o f fluids”

(at 1 pharmacy)
"no need to give anything to stop diarrhoea, just compensate by fluids..better to see 
a doctor” (at 1 pharmacy)

"better to see a doctor” ( at 1 pharmacy)

In this group, at 5 of the 8 pharmacies where it was stated that Kapect compound could be

used, the pharmacy’ staff specified the dose to give to the baby. Doses recommended were:

"Haifa spoon 4 times/day”, "a small spoon”, "small spoon every 6 hours in the 
first day and every 8 hour in the second day ”, "a small spoon 2 to 3 times/day ” & 
"one spoon 3 times/day ”

2.1.4. Advice given about patient nutrition

When the pharmacy staff were asked about what food could be given to patients

having diarrhoea, advice on ORT/fluids was given from 3/24, 11/24 and 12/25 pharmacies

before, short-term and long-term after distribution of the booklet, respectively. An increase

in the content, detail and volume of advice was noticed in some pharmacies all through the

different stages of the study (Appendices 38A & B). Example: case 8 Appendix 38A, the

advice before distribution of the booklet was:

"to give what the baby usually eats ”

Short term after distribution:

"to give boiled potatoes, carrots, the usual milk and meals like Cerelac”

And longer term after distribution:

"not to give vegetables other than boiled potatoes and carrots with a few  drops of 
lime, rice and Riri - but not Cerelac - to continue breastfeeding and be careful, in 
terms o f amount o f milk added to prepare it, with bottled milk,, sterilisation of the 
bottle and the water used ... preferably to rely on breast feeding until diarrhoea 
stops ”
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Much advice was given by the pharmacy’ staff concerning the milk the mother should give 

to the baby, the content of the advice and frequency of its occurrence at pharmacies were as 

follows:

Before distribution of the booklet, at 7/24 pharmacies the recommendations below were 

made about milk:

"not to give milk"
"to stop bottled milk and to continue breast milk"
" no need for bottled milk"
"to continue breast milk" (at 3 pharmacies)
"to reduce the use o f milk"

Short term after distribution of the booklet, at 18/24 pharmacies the recommendations below

were made about milk:

"to continue breast milk but stop bottled milk" (at 6 pharmacies)
"to continue breast milk" (at 5 pharmacies)
"to reduce breast milk and stop bottled milk" (at 2 pharmacies)
"not to give breast or bottled milk, could dilute bottled milk " (at 1 pharmacy)
"to give the usual milk" (at 1 pharmacy)
“to stop bottled milk” (at 1 pharmacy)
"to stop any milk fo r a while" (at 1 pharmacy)
"to adjust the amount of milk added to prepare bottled milk" (at 1 pharmacy)

Longer term after distribution of the booklet, at 14/25 pharmacies the recommendations

below were made about milk:

"to continue breast milk" (at 5 pharmacies)
"to stop bottled milk and reduce dairy product" (at 2 pharmacies)
"to continue breast milk but stop bottled milk" (at 2 pharmacies)
"to continue breast milk., careful with bottled milk...amount added to prepare it" 

(at 1 pharmacy)
"to reduce bottled milk" (at 1 pharmacy)
"to stop the milk" (at 1 pharmacy)
"to dilute the milk given " (at 1 pharmacy)
"to check the amount of milk added to prepare the bottled milk" (at 1 pharmacy)

2.2. Case of an elderly person with diarrhoea

The scenarios were presented in 24 of the 30 pharmacies approached in the 

questionnaire study (6 pharmacies were excluded as in 4 the pharmacists claimed not to have 

received the booklet, lost it or loaned it to a friend and two other pharmacies were previously 

included in the scenarios due to incorrect official name and telephone listings).



PART IV: Results

324

2.2.1. Questions asked

Of the 24 pharmacies included, no questions were asked at all in 9, 5 and 6 

pharmacies before, short-term and long-term after distribution of the booklet, respectively. 

At the remaining pharmacies, 33,41 and 36 questions were asked about the case presented, 

before (B), short term (ST) and longer term (LT) after distribution of the booklet, 

respectively. The most common questions were about other symptoms accompanying the 

diarrhoea (spasm, fever, vomiting or other symptoms) and characteristics of the diarrhoea 

(severity, frequency, when it started, if persisting, watery, smell, with mucus or blood). For 

the latter, it occurred at 5/24, 8/24 and 10/23 pharmacies for results shown B, ST and LT 

after distribution of the booklet, respectively. For the former, the number of pharmacies was 

5/24, 10/24 & 9/24 for the above stage of comparison (details are tabulated in Appendices 

39A & B).

Other questions asked, before distribution of the booklet, included:

“if the patient ate outside?" (at 4 pharmacies)
“what the patient ate?" (at 1 pharmacy)
“if the patient ate any food that can cause diarrhoea?" (at 2 pharmacies)
“if the patient had other diseases?" (at 4 pharmacies)
“if the patient was on any medication?" (at 1 pharmacy)
“age o f the patient" (at 1 pharmacy)
“if the patient took any medicine for diarrhoea?" (at 5 pharmacies)
“if the patient had Entocid at home?" (at 1 pharmacy)

Short term after distribution of the booklet, the questions asked were:

“if the patient ate outside?" (at 1 pharmacies)
“what the patient ate?" (at 1 pharmacy)
“if the patient was on any medication?" (at 1 pharmacy)
“age o f the patient" (at 4 pharmacy)
“if the patient took any medicine for diarrhoea?" (at 1 pharmacies)
“what medicines the patient had at home?" (at 2 pharmacy)

And longer term after distribution of the booklet, the questions asked were:
“if the patient ate outside?" (at 2 pharmacies)
“what might have caused the diarrhoea?" (at 2 pharmacy)
“if the patient was diabetic or had other disease?" (at 1 pharmacy)
“age o f the patient" (at 2 pharmacy)
“if the patient took any medicine for diarrhoea?" (at 1 pharmacies)
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2.2.2. Recommendations made

Table 69 compares the results obtained before and after distribution of the booklet 

which indicated a decrease in the recommendations made for streptomycin, di- 

iodohydroxyquinoline, chloramphenicol containing compounds, increase in 

reconunendations of other miscellaneous products and ORT or fluid intake (detail in 

Appendix 40).

Other miscellaneous products recommended were: Smecta® (dioctaherbal smectite) 

at one pharmacy short term after distribution , Antinal® (nifuroxazide), Intetrix® 

(methyloxine derivatives), Lomotil® (diphenoxylate containing), Imodium® (loperamide) and 

Flagyl® (metronidazole).

2.2.3. Opinions about suitability of particular drugs

This section illustrates the opinions given by the pharmacy’ staff about the use of

Imodium® (loperamide) and Motilium® (domperidone) for the case of diarrhoea presented.

Except at 3/23 pharmacies where it was agreed to use Motilium® (case 11 long term after

distribution in Appendix 41A and cases 2 & 13 long term after distribution in Appendix

4 IB), Motilium® was identified as an anti-vomiting product, not for diarrhoea or not suitable

for the case. Concerning the use of Imodium® before and after distribution of the booklet, the

responses were not dissimilar, as detailed below:

Before distribution of the booklet, out of 21 pharmacies:

“it can be used" (at 13 p h a rm a cies). S ix  o f  th em  added:
“1 tablet after each diarrhoea is enough”
“good but if diarrhoea is due to a microbe, it does not treat, it only stops 
diarrhoea "
“good but to stop when diarrhoea stops ”
“not anti-infective but can be taken with Entocid® and to stop when 
diarrhoea stops ”
“it does not treat but stops the diarrhoea so if taken it should be with 
Entocid^ ”
“if diarrhoea is severe, it can be taken with Flagyl®”

“no /  no need for i t /  it stops does not trea t/ it stops diarrhoea but not anti-infective 
or Antinal is enough” (a t 5 p h a rm a cies)
“it causes immotility o f the intestine...not good fo r elderly people..it causes 
paralytic ileus” (at 1 p h arm acy)
“it causes constipation with old people who are already at risk and suffer from  
it..can cause problems" (at 1 p h arm acy)
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Table 69: Recommendations made at pharmacies for an elderly person with diarrhoea, before 

and after distribution of the booklet

R ec o m m e n d a tio n s  m ad e N u m b er  o f  p h a rm a cies  at w h ic h  reco m m en d a tio n s  
b e lo w  w e r e  m ad e

b e fo re
d istr ib u tion

(n = 2 4 )

sh ort term  after  
d istr ib u tio n  

(n = 2 4 )

lo n g e r  term  
after  

d istr ib u tion  
( n = 2 1 )

- o n e  o f  th e  p ro d u ct c o n ta in in g  S D C  ® 16 6 2
- S D C  ' +  f lu id 1 + 5 ” 3
- tw o  o f  S D C  ® 1 1
- tw o  o f  S D C  “ +  f lu id 1 ” 1 ”
- S D C  " or  Sm ecta® 1
- S D C  ® +  Intetrix® 2 1
- S D C  ® +  Intetrix®  +  f lu id 1
- S D C   ̂ +  L om otil®  +  f lu id 1 ”
- F lagyl®  or  S D C  ' 1
- S D C  “ +  A ntinal® 1 2
- S D C  ' or  A ntinal® 1
- S D C  ® or  A ntinal®  or  Intetrix® +  flu id 1
- S D C  ® +  A ntinal®  +  flu id 1
- A ntinal®  +  flu id 1+1 ”
- A ntinal®  +  Im odium ®  +  flu id 1
- A ntinal®  o r  Intetrix®  +  Im odium ® 1
- A ntinal® 3 1 1
- A ntinal®  an d  to  s e e  a  d o c to r  at th e  en d  o f

th e  d ay 1
- Intetrix® 1
- Intetrix®  +  f lu id 1 1
- Im odium ®  +  f lu id 1
- Im odium ®  th e y  h a v e  at h o m e  or A ntinal®

i f  there is  a m icro b e 1
- Im odium ®  th ey  h a v e  at h o m e  but

A ntinal®  o r  S D C  i f  d iarrh oea  d o e s  n ot
stop 1

- Im odium ®  +  M otiliu m ®  that th ey  h a v e  at
h o m e 1

- to  g iv e  f lu id  and  s e e  a  d o cto r 1 ”
- ORT + f lu id 1

a) Streptom ycin, di-iodohydroxyquinoline or chloram phenicol
b) Fluid intake was recom m ended when the scenario presenter asked about the food  to g ive  to the baby
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"it hurts the stomach” (at 1 pharmacy)

Short term after distribution of the booklet, out of 24 pharmacies responses were:

"it can be used” (at 14 pharmacies) Four of them added:
"can use but together with Antinal®”
"can use it, it will stop diarrhoea and Antinal® treats ”
"can use it and to stop when diarrhoea stops, if  there is a possibility of 
infection should take Antinal® with it”
"can take it but if diarrhoea does not stop, should be anti-infective with it 
like Antinal® or Entocic^ ”

"no need ..it can not be used alone” (at 1 pharmacy)
"do not start with it as microbes should be washed out by the diarrhoea, most 
important is to replace fluids...at the end of the day 1 tablet o f Imodium® or any 

anti-infective can be given ” (at 1 pharmacy)
"Streptoquine® is better” (at 1 pharmacy)
"none just Entocicf' ” (at 1 pharmacy)
"none...give EntocidP or Flagyl® 'anti-infective' until seeing a doctor” (at 1 
pharmacy)
"no..only what I recommended Entocicï®, Streptoquine®, Enteroquine® or 
Streptophenicol® and plenty o f flu ids” (at 1 pharmacy)
"no because it affects the intestinal motility which is not advisable with elderly 
people” (at 1 pharmacy)

"it stops motility and dose not treat diarrhoea...diarrhoea should be treated not 
stopped” (at 1 pharmacy)
"it reduces motility of intestine and in old age stops it...diarrhoea is toxins that 
should be expelled, should not be stopped...as long as fluid is given no worry” (at 
1 pharmacy)

"no because we do not know if the patient has amoeba or not” (at 1 pharmacy)

Longer term after distribution of the booklet, out of 22 pharmacies responses were:
"it can be used” (at 14 pharmacies). Eight of them added:

"can use it but most important flu id”
"to stop when diarrhoea stops”
"not much of it..at needs not to cause problem s”
"good but not more than 4 tablets, treatment should start with Antinal® to 
kill any microbe ”

"it can do but it only stops diarrhoea..not anti-infective..use it until you buy 
Antinal® ”
"but Antinal® with it or Motilium® or Entoci(ff ”
"with Streptoquine® ”
"with Streptoquine® and flu id”

"useless here” (at 1 pharmacy)
"it does not treat the cause but the symptom” (at 1 pharmacy)
"Lomotil® is stronger and plenty o f fluid as old people can be dehydrated as 
babies ” (at 1 pharmacy)
"no..it upsets the intestine and cause its paralysis in old age” (at 1 pharmacy) 
"give Flagyl® and wait for its result” (at 1 pharmacy)
"it stops diarrhoea which is not preferred..diarrhoea expels the microbe and this 
is required” (at 1 pharmacy)
"not fo r diarrhoea” (at 1 pharmacy)
"this is fo r stomach/indigestion., should take anti-infective like Entoci(ff,
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Streptoquine® or Flagyl® ” (at 1 p h arm acy)

2.2.4. Advice given about the patient’s food

Concerning what the patient could eat while having diarrhoea, almost all pharmacies - 

when asked - commented on particular food to eat or to avoid, such as eating saute, boiled 

vegetables and grilled food, avoiding dairy products or fried food (detailed in Appendices 

42A & B). Advice on fluid intake increased: before distribution of the booklet it included 

“take lemonade and tea ” in 3/23 pharmacies, short and longer term after distribution, it 

included “mainly fluids” or “plenty o f fluids” in 10/23 (in addition to 1 specified lemonade) 

and 11/22 pharmacies, respectively.

2.2.5. Responses obtained about the recurrence of diarrhoea and appearance of blood

Advice on stool analysis was given at 5/23, 8/22 and 5/20 pharmacies and referral to 

a doctor was made in 8/23, 13/22 and 11/20 pharmacies, before distribution of the booklet, 

short and longer term after distribution of the booklet, respectively (details are tabulated in 

Appendices 43A & B).
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Discussion

This part of the thesis was designed to develop distance learning as a vehicle for 

continuing education for community pharmacists and to investigate pharmacists opinions 

about this, including their perceptions towards future packages. The sample included 

pharmacists who graduated during the 1950s-1990s, aged between 20 to 60 years old, the 

majority had been working in the pharmacy more than 10 years. Both sexes were included 

in the study, however, males outnumbered females. None refused to complete the 

questionnaire with the exception of those who could not respond as they had mislaid the 

booklet or claimed already completing and posting the form (5 out of 29).

1. Methodological considerations and limitations of the study

Before embarking on the discussion of the findings, there are important limitations 

of the results in this part concerning generalisation from the sample which was a convenient 

sample, the use of a scenario technique and conducting of the interview study by the 

researcher herself, as discussed below. Although there are limitations, it provided feedback 

about pharmacists responses to an example of a continuing education programme and 

illustrated management of diarrhoea at pharmacies. Moreover, responses were not lacking 

in criticism and suggestions which should be of help to improve future continuing education. 

Selection of convenience sampling and conducting the scenario by telephone (in addition to 

visits made to pharmacies), both allowed the number of pharmacies included in the study to 

be doubled, at an affordable cost and time.

Face to face interviews conducted by the researcher may have resulted in a biased 

opinion: participants may not wish to criticise the work since the interviewer had done it or 

it was a no charge informative continuing education resource received at their work place 

designed to help them with daily problems at pharmacies. Hence, an overall positive reaction 

might have been expected from responding participants. However, to counteract this effect, 

it was explained how interviewees opinions and obtaining constructive feedback would help 

to improve future booklets and plan for future local continuing education.

A further limitation concerned the use of the scenario technique to assess the impact 

of the booklet on pharmacists practice. Changes noticed in the management of diarrhoea
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cannot be attributed solely to the booklet. Scenario studies undertaken at this point were not 

expected to provide analysis of the impact of the booklet and the pharmacists’ use of the 

information. At the time of the scenario following shortly after distribution of the booklet, 

pharmacists may or may not have read the booklet. However, repeating the scenarios after 

distribution of the booklet, at the same hour and day of the week increased the chance of 

finding the same person in the pharmacy to be approached for this second scenario, although, 

of course could not guarantee it. Furthermore, as the interview revealed, all pharmacists had 

been working in the selected pharmacies at least one year and in most pharmacies there was 

only one pharmacist working there anyway. When the scenarios were repeated one year later, 

theoretically, these pharmacists should have read the booklet as they had participated in the 

interview and questionnaire studies which necessitated reading the booklet.

Scenario study also called “secret shopper” has been previously applied to explore 

pharmacists knowledge, assess responding to symptoms and requests in community 

pharmacies (Knapp et al. 1969; Morely & Jepson 1984; Bedis 1985; Mobey et al. 1986; 

Khallaf et al. 1991 ; Calva 1996; Ferraz et al. 1996). De Young (1996) quoted about this that 

in the first study to evaluate community pharmacists’ performance, the secret shopper 

research method was used.

Self-report changes, pre/post test or comparison of responses before and after the 

intervention under evaluation were applied by others. To evaluate continuing education and 

training programmes methods found applied by researchers included: comparing 

pharmacists’ responses to statements before and after the course (Whiteman 1994), a pre-post 

test completed (Hanson 1981; Dolinsky & Lantos 1986), question test (Smolarek et al. 1983), 

self-report changes (McKennell & Grussing 1979) or telephone-questions to pharmacists at 

their place of practice by an investigator posing as a physician (Knapp et al. 1969). Methods 

used to evaluate continuing education were not dissimilar to what researchers used to 

evaluate pharmaceutical services.

Since a pre-post test cannot indicate the impact of the programme on the recipients 

real practice, at the time of investigation, the design of the study here was in favour of the 

scenario studies to investigate how diarrhoea was managed at pharmacies in real practice, 

before and after the delivery of the programme, while interview and questionnaire studies 

evaluated the programme and its content from the perspectives of the recipients. However, 

as was recognised later, its use for comparative evaluation study without a control group, can
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be criticised for its weakness in attributing the findings to the subject under evaluation. As 

was raised in the article by Smith (1999) “before and after studies” in the absence of controls, 

cannot exclude confounding factors and changes cannot be solely attributable to the 

intervention under evaluation.

It is then admitted that inclusion of controls could have resulted in a stronger relation 

between changes found and the impact of the booklet. This would necessitate a larger 

sample.

2. Recipients opinions about the booklet and their perceptions about future continuing 

education

According to what participant pharmacists reported, they were willing to learn and 

develop their knowledge through distance learning continuing education. More pharmacists 

read the entire booklet, or parts than those who did not read it. Family events or workload 

were the only reasons identified for not reading it. The majority claimed they read the 

booklet when it arrived and kept it in the pharmacy.

It should be admitted that it was disappointing to find some pharmacists had not read 

it yet, mislaid or loaned it to a colleague, however, identifying this minority of exceptional 

cases should not outweigh the positive responses perceived after it was read. Having the 

majority report they had read it or read part of it, was considered by the researcher as an 

encouraging achievement for a first attempt. Probably, this response could be similar to that 

obtained for any new product introduced to the market.

All participant pharmacists recognised the booklet as a useful source of continuing 

education. It seems that pharmacists acknowledge their ignorance of information where this 

exists. It was surprising and disappointing to find that many of the participant pharmacists 

were unaware of or had forgotten about information concerning diarrhoea and its 

management. Sadly, much of this information concerned a symptom believed to be minor, 

which community pharmacists are often asked about and are expected to be familiar in 

managing, as well as drug-related issues where pharmacists would be expected to be the 

experts. This suggests that a lack of information may be a major reason for poor management 

of symptoms by pharmacists. However, with the limited or commercially biased information 

pharmacists receive, this should not be surprising. Lack of information has often been
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blamed for inappropriate use of drugs (Nahata 1988; van der Geest & Hardon 1990). 

Examination of package inserts of products reported for their harmful effects and 

consequently banned in many countries, indicated an absence of information about these 

particular adverse effects (Gleason & Clements 1989 and Appendix 11). Development of a 

national formulary as an unbiased compendium for practitioners about drugs marketed 

nationally is proposed by the researcher as a future project.

Before any blame can be directed at pharmacists, an important question arises here: 

how well pharmacy education has prepared graduates to respond to symptoms? The WHO - 

Middle East Office located in Alexandria - has produced documents on the appropriate use 

of drugs for acute diarrhoea. The information could be available but its accessibility to 

community pharmacists is an important point to consider.

Participants awareness of the benefits and outcome acknowledged after reading the 

first booklet, illustrated their genuine feelings (increased self-confidence while advising or 

ease in providing the information), a willingness to receive more booklets (even if charged 

for) and realisation that they were lacking information. Moreover, although the scenario 

study was criticised previously for its weakness in assessing the outcome and attributing the 

improvement in management of diarrhoea solely to the booklet, finding the majority of 

pharmacists reporting there was information they did not know before or had forgotten about 

was on its own an important outcome of the booklet.

All participants reported they would like to receive similar booklets, delivering 

information in this form was seen to be the most acceptable, they recognised it as a more 

appropriate and scientific format. Breaking the boredom of written text appeared helpful, this 

could be achieved by insertion of illustrations, tables or schematic forms. The length of the 

booklet - 40 A5 size pages - was perceived by most of them to be about right, in fact slightly 

less than half thought it should have included further information. The main areas in which 

pharmacists were interested to receive subsequent booklets concerned disease-state related 

topics.

With the background of such responses, it seems that pharmacists in Alexandria 

deserve the effort to make the information available to them. Follow-up studies to assess 

responses and the impact of future similar programmes would be a useful parameter to test 

this sincerity and willingness.
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3. Management of diarrhoea at pharmacies

Although the aim of this part of the study was “continuing education” per se, 

discussing diarrhoea in the first booklet, allowed us to identify various aspects related to 

diarrhoea management at pharmacies in Alexandria. Interpretation of the results below 

should be within the context of the limitations discussed previously concerning the technique 

used to obtain the data. Other confounding factors could have partly affected the results as 

raised below.

Whether before or after distribution of the booklet, during scenarios pharmacists 

attempted to gather information about the case presented. Those who did not ask any 

questions before giving a recommendation constituted a significant minority. Most of the 

pharmacists were concerned with the characteristics of the diarrhoea and other accompanying 

symptoms, in addition to asking about the age of the patient, especially in the case of a baby 

having diarrhoea. A change in such concern was noticed after the booklet distribution: more 

questions were asked about other accompanying symptoms rather than the characteristics of 

the diarrhoea. Both for the case presented of a baby and an elderly person with diarrhoea, an 

increase in the recommendations of ORT and fluid replacement was detected after 

distribution of the booklet. Anti-diarrhoeals were still recommended although, particularly 

in the case presented of the baby, less chloramphenicol / hydroxyquinoline containing 

products were suggested.

The circumstances of pharmacists recommending ORT instead of more expensive 

anti-diarrhoeals and anti-infectives were viewed as generally feasible for pharmacists, 

apparently the profits made out of anti-diarrhoeals is too low to affect pharmacists’ decisions 

on what to recommend, especially since pharmacists have control of stock and can return 

unsold drugs. Responses obtained and statements made, suggested that patients beliefs about 

medicine, inconvenience with the symptoms or pharmacists time would mitigate against 

intervention with the use of anti-diarrhoeals and anti-infectives as first line therapy.

The responses concerning whether clients would accept that diarrhoea is self-limiting 

and there is no need for medication only fluid replacement, appeared similar. Except with 

half of pharmacists believing this was possible, the remainder thought it would depend on 

the time pharmacists could afford to spend with the patient and patient characteristics - 

especially when it involved convincing clients against their initial request. Compared with
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other studies, the lack of time as a constraint and consumer attitudes as a facilitator, have 

been previously raised in other studies (Venkataraman et al. 1997; Anderson 1998).

It is worth pointing out that concerning pharmacists comments on client beliefs and 

attitudes, it appeared that a pharmacist’s decision was based around on-the-spot assessments 

of whether the client is likely to be receptive to questioning. While some statements 

coincidently agreed that older people are not easy to convince compared to young, a debate 

was also noticed when education status was involved: whether educated people are easier to 

convince. Research identifying the debates and conflicts behind pharmacists’ responses may 

be of particular interest to pharmacy educators so as to address and rectify these in graduates 

training. The statements made by some pharmacists suggested that they develop their own 

ways to convince the client ‘'mind the way you speak to convince them... the voice should be 

strong, firm and loud to show that you are confident with what you say and aware o f the 

situation”, “I will show that I have it in stock but it is preferable not to use it and better to 

take so and so.. ”, ‘7 will explain that I am not making money out o f them” . Identifying 

experiences from real-life practice can be of particular use in pharmacy education. In fact, 

findings contained pharmacists suggestions to involve practitioner pharmacists in pharmacy 

education.

In addition to pharmacists’ time constraint, patients’ beliefs and inconvenience with 

the symptoms can affect the feasibility of the pharmacists recommendations. Physician 

prescribing habits and clients request for a particular product would also prevent pharmacists 

intervening to recommend differently. In this respect, it seems that enhancement of 

appropriate drug use (concerning anti-diarrhoeal drugs), will need in addition to regulatory 

actions to control the production and use of drugs - as in other countries concerning the use 

of anti-motility drugs, adsorbents, anti-diarrhoeal drugs containing anti-microbials (Haak & 

Claeson 1996) - campaigns to encourage the public to seek pharmacists’ knowledge so as 

to ensure appropriate management of illnesses. This may facilitate pharmacists tasks in 

convincing and advising clients who request a particular drug.

Making recommendations that pharmacists should conduct more questioning and 

intervention for safer use of antidiarrhoeals, as for other drugs, cannot be feasible or realistic 

unless the main barriers and facilitators affecting such roles (such as pharmacists time and 

patients beliefs stated earlier) are identified and addressed. This could be the aim of future 

work.
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Whether the changes noticed in management of diarrhoea at pharmacies could be 

attributed to the booklet or not, as discussed previously, cannot be confirmed by the design 

of the study, however, neither can it be ignored that much of the advice obtained when 

pharmacists were asked about what food the patient should have, included explanations and 

statements used in the booklet. Recommendations for ORT and fluids were made at 

seventeen out of twenty-five pharmacies when the scenario about a baby with diarrhoea was 

presented short term after distribution of the booklet. When these pharmacies were 

approached later for the interview studies, fourteen pharmacists reported they had read all 

or some of the booklet. Nine of these pharmacies did not include ORT and fluids in their 

recommendations when approached for the scenario before distribution of the booklet. 

Similarly, concerning a referral of the patient to see a doctor, this recommendation occurred 

at nine pharmacies short term after distribution of the booklet, compared with only three 

which mentioned a referral when the scenario was presented before the distribution. When 

these nine pharmacies were approached for the interview study, nine pharmacists reported 

they had read the booklet (one of them read some). The same trend was also noticed when 

comparing the inclusion of advice on baby milk when pharmacy staff were asked in the 

scenario about food for the baby with diarrhoea. Out of twenty-four pharmacies, short term 

after distribution of the booklet, eighteen mentioned about the milk used for the baby 

compared to only four of them who did before distribution - of these eighteen, fourteen 

reported having read all or some of the booklet.

This may suggest that the differences noticed, although they cannot be attributed 

solely to the booklet, at least in part, may be a result of reading the booklet. Further research 

methods will be necessary to elucidate more accurately impact of continuing education on 

pharmacists’ knowledge and practice and the extent of retention.
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Conclusion

What may be concluded from this study? Changes seen were less conclusive but 

encouraging and promising. Optimistic observations were seen with the increase in 

recommendations made about fluid intake and ORT and the content of advice given about 

food and nutrition while having diarrhoea. Further studies targeting physicians and patients 

should be useful to identify barriers to pharmacist roles. As Pitts et al. (1996) quoted, 

research has shown that the efficacy of health education intervention programmes is greatly 

improved when these programmes include the investigation of lay health beliefs.

Pharmacists’ willingness to increase their knowledge and to keep-up-to-date, 

together with the apparent improvement in diarrhoea management at pharmacies after 

distribution of the booklet strongly suggest that continuing education programmes should be 

a major concern of the pharmacy profession.

The experience gained from the initial booklet was motivational in producing a 

subsequent publication on “Diabetes” (attached to the back cover of the thesis). Pharmacists’ 

perceptions and methods of learning were important considerations in the content and design 

of this second booklet. As with the first booklet, this second (with a covering letter enclosed 

in Appendix 44) was produced for distribution to all community pharmacies in Alexandria.
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This thesis - according to literature findings in the last two decades - is the first study 

in Alexandria that has focussed on pharmacists: their roles, views, experience or suggestions, 

in both professional and educational contexts. Before this research was conducted, the role 

of local community pharmacists would be based largely on guessing or anecdotes. The 

research protocols approached throughout the studies conducted cannot be described as 

“innovative”. Decades before initiation of this current investigation, a plethora of research 

looked at the same areas - in differing depths and angles.

Generally, it should be acknowledged that the findings of the thesis relate only to 

community pharmacies and participant pharmacists in Alexandria at the time the studies were 

carried out. Even though pharmacists in Egypt will have experienced similar education, 

training protocols and all join the same general syndicate, the patterns of pharmacy practice 

and drug use may be different in other urban and rural areas.

The general discussion below focusses on the messages that arose from the findings 

concerning pharmacy - profession and education - its contribution to primary healthcare in 

Alexandria with particular consideration given to implications of such findings on both the 

profession and what the results propose for pharmacy in Alexandria can be taken forward.

Twin aspects of pharmacy: professional and commercial

Access to pharmacies in Alexandria was characterised by their long opening hours 

and availability of some even seven days a week, but also by their widespread availability 

throughout the city (Part I survey). This may play a role in the standard of service offered 

from pharmacies when competition between them is considered. As stated previously in the 

introduction of the thesis, pharmacists are not allowed to compete with each other in price, 

neither can they trade in merchandise other than medicines, cosmetics and specified baby’s 

care products or food. These regulations most probably leave an ambitious pharmacist, who 

is looking forward to develop his/her business, facing competition against the neighbouring 

pharmacy with limited competitive options, such as making the drug available, ensuring the 

client leaves the pharmacy satisfied, offering as many services as clients would expect to find 

available (with reference to Part III results, some pharmacies administer injections, measure 

blood pressure, offer a home delivery service or consider providing special services to 

regular or loyal clients).
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In fact, as some of the results in Part III showed, many of the participant pharmacists 

assumed that finding the drug and obtaining it, is what clients expect from them when they 

ask for a particular product by name. Making the drug requested always available can lead 

to a risk of promoting or at least not preventing unsafe and irrational use of certain drugs. 

Pharmacy is a profession that merges both professional and business characteristics. The 

results of this study (Part I questionnaire) confirm this description; many pharmacists thought 

they were considered by the public both as a professional and a business person. Therefore 

while understanding of the pharmacological aspects of a drug is important, so is the 

knowledge and skill to run a business successfully. Pharmacists and the profession can be 

better protected by educators addressing these critical issues as part of a special course on 

business and management of pharmacy, together with developing the graduate’s skills to 

identify acceptable and professional mode of conduct in their career to combine business 

oriented aspects. Pharmacists previously (Part II) expressed their needs in practice to learn 

about business / management and administration and recommended that a course relevant to 

community pharmacy practice should be included in pharmacy curriculum.

Implications of accessibility to community pharmacies in Alexandria in the context of 

the current studies

The ease of access to pharmacies can characterise them to be the first point of call for 

people in need of advice or information about medical care (Rappaport et al. 1984; 

Murkerjee & Blame 1990). When the majority of pharmacies are located in a residential area 

and have been established for many years, as indicated in the Part I survey, the “simple 

rational economic model of human behaviour” (description made by Bissell et al. 1997b) 

would be for patients to visit their pharmacy: with local access and advice or drugs provided 

with no waiting period or the need for a pre-arranged appointment.

The characteristics of community pharmacies in Alexandria that make them unique 

among other health facilities do not only include the above reasons but also important is their 

usefulness to the public in a city like Alexandria where the health system does not cover all 

citizens. The estimated ratio of the use of medical facilities in Egypt has been previously 

indicated as 1 to 7, government to private facilities, respectively (Saad El-Din 1984). This 

predominance was confirmed by the Part II investigation which revealed that the majority
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of patients were not covered by health insurance and the Part I survey which indicated the 

widespread availability of private health facilities compared to governmental.

Meanwhile, investigation about drug use (Part II) evolved important issues for which 

pharmacists are ideally placed to address with their clients, they can act as a reference source, 

advisor or support to the patients to achieve better decision-making and more appropriate 

drug use or management of the problem.

Patients lack of knowledge about the side-effects of the drugs used, their decision

making about dose regimen and adjustment, concurrent health problems, concomitant 

administration of different drugs, medication including repeat drugs, repetition of a 

prescription for symptoms that appear similar, use of antibiotics for problems started within 

the previous few days - possibly self-limiting - or not checking blood pressure although on 

medication for heart problems and would be expected to require some monitoring (Part II), 

were all identified as areas of potential roles for pharmacists. With the background of the 

observation study and extrapolation of the findings, 600,000 patients or representatives 

would be expected to visit a community pharmacy per week in the city, for one or more 

services.

If mass education and health promotion is required, conununity pharmacies may be 

in a position to have a significant influence on public health. Community pharmacies can be 

ideal centres for health education and promotion. Apart from hospitals or clinics, they are the 

main if not the only place clients will seek health or medication advice. Occasional 

counselling cannot stand on its own if health promotion and mass education is required. 

Counselling is usually provided about a particular problem or a specific issue and most 

probably when requested. In addition, various factors such as pharmacists’ time constraints, 

willingness, knowledge, attitude, clients’ behaviour, beliefs or others factors can limit the 

extent of provision of advice. Typical illustrations of the above barriers were included in 

some comments made by participants in Part II and III.

Thus, patient education at pharmacies, in addition to advice given by pharmacists, can 

be assisted by making health education leaflets/pamphlets available at pharmacies, 

attempting to promote health and healthier life-styles. This approach is already applied by 

some health authorities using pharmacies as sources of leaflets for public education and 

health promotion (Cockerill et al. 1996). Future work can pilot this area and explore its 

effectiveness locally.
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The impact pharmacist roles can have on the health of the nation, with the needs of 

the community for such roles should draw the attention of health policy makers and 

pharmacy educators.

Community pharmacist responsibilities may need some enforcement

Parts II and III in the method section showed disappointingly the absence of 

pharmacists from some of the pharmacies visited. Officially and according to the Ministry 

of Health Act 1955, the manager should not be absent from the pharmacy within its working 

hours (The Ministry of Health 1955). It seems that there is a need to reaffirm the robustness 

and reliability of this act, while reminding pharmacists of their commitments and 

responsibilities.

This finding raises a question concerning the extent and quality of medical services 

or information/advice obtained from pharmacies in the absence of the pharmacist. As stated 

previously in the general introduction of the thesis, in Alexandria, as in the rest of Egypt, 

there are no pharmacy technicians, a special course or training for such work does not exist, 

however, pharmacists often employ and train high school graduates or unemployed 

university graduates.

The role of “counter assistant” in responding to a clients’ request - but not 

prescription dispensing - is accepted and recognised in many other countries as part of their 

job. A study by Bissell et al. (1997b) of a few pharmacies in UK indicated a significant 

contribution of counter assistants in responding to symptoms presented, whilst pharmacists, 

with their presence, had the responsibility firstly to be aware of this taking place and 

secondly to monitor the activities of the counter staff. The difference between the 

interpretation of the results of the current study and Bissell’s study is that counter-assistants 

in UK, according to the Code of Ethics and Professional Standards stated by the Royal 

Pharmaceutical Society of Great Britain (RPSGB 1999), should have completed an 

accredited training course for this job. Furthermore, it should be noted that a counter

assistants responsibility does not include dispensing prescriptions and also that “prescription 

only medicines” in UK can be supplied over-the-counter in Egypt.
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Pharmacists’ perception of their role was promising

With regard to their consideration of their roles, their feelings about the public view 

of their roles, their beliefs about services pharmacists should offer or perceptions about 

future continuing education for their profession, throughout different parts of the thesis, were 

promising for potential development of a good pharmaceutical care through their local 

community pharmacies. Respondents, with respect to aspects of their work they enjoyed the 

most, reported in many situations that making recommendations to patients and 

compounding were what they enjoyed the most (Part I). Advisory and professional health 

care oriented roles were more indicated compared with business related matters. Moreover, 

Part III clearly showed that providing advice is perceived by pharmacists as a key service 

that should be offered by community pharmacists. Therefore recommendations for a greater 

contribution from pharmacists towards health promotion to ensure better health management, 

if supplemented with knowledge and up-to-date information to support this, are likely to gain 

their interest and cooperation.

Comparing their responses as to what they liked the least (Part I), the response count 

obtained dropped remarkably and rather focussed on more specific areas (such as completing 

tax paperwork, dealing with companies etc.) rather than any broad role. Liking a particular 

task the least, may reflect an individual preference or indicate an area of skill or knowledge 

deficiency. Although not conclusive, findings indicated that business/management and public 

relations were among the courses acknowledged as needed in their practices (Table 44).

A great majority of pharmacists believed they are considered by the public as a 

professional person or as both a professional and business person and satisfaction with the 

public view of their roles was reported by most of them (Part I). Such satisfaction and 

consideration may have a role in motivating pharmacists towards a more patient-oriented 

service and encourage them in further potential roles.

Pharmacists’ beliefs about the services that community pharmacists should offer and 

their roles involving dispensing prescriptions (Part III), in addition to reflecting their interest 

and willingness to act as a professional healthcare provider, also identified their valuable 

professional and humanitarian roles. Community pharmacists need to be regularly assisted 

and supported so they can help and support others, their roles should be locally recognised, 

encouraged and considered in pharmacy education.
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The results of Part IV suggest that pharmacists were enthusiastic regarding 

involvement in continuing education programmes and their encouragement of its 

implementation cannot be ignored. Although the design of the study did not allow evaluation 

of the impact of the booklet on their practice, their comments about its effect on their 

knowledge and feelings towards the provision of advice, suggested important outcomes; ‘7 

feel I have more knowledge and I know what to ask and what to advise about... ”, ‘'Ifeel more 

confident to give the information and use it”, ''I feel more convinced and confirmed with 

knowledge about diarrhoea so ready to advise ”, have the knowledge now ready to give 

and volunteer”, ‘7 know more now so it is easy to talk and advise about diarrhoea” or ‘7 

feel I can give advice easier now”.

Over-the-counter (OTC) purchase deserves more pharmacist intervention and 

attention

While some pharmacies reported receiving no clients (per day) for dispensing, for a 

pharmacist recommendation or advice on the health of a baby or a child, no pharmacy stated 

not receiving a client for an OTC sale. Observing the pattern of drug supply revealed that 

over half of the drugs supplied from pharmacies were requested by name and handed “over- 

the-counter”, i.e. without questioning the client or giving advice. These drugs in addition to 

OTC medicines also included potent drugs that are classified elsewhere in the world as 

prescription only medicines (Tables 10 - 16). These requested drugs may have been 

prescribed before and the purchase was possibly a re-supply, but on the other hand the 

repetition may have been unnecessary. It may be suitable for the illness it was intended for, 

but not necessarily safe or appropriate in the presence of other health problems the patient 

might have or any other drugs used concurrently.

Although OTC products are believed to be used for minor ailments, their 

pharmacological effects are not minor. Lack of local data about cases experiencing drug 

hazards and serious adverse effects does not mean these problems are absent. Chua at al 

(1991) studied the hazards and usage of non-prescription medication by hypertensive patients 

which indicated minimal awareness about the side-effects. On the other hand, many studies 

have indicated the positive outcome of pharmacists’ advisory and intervention roles 

(Rantucci & Segal 1986; Nichol et al. 1992; Bellingan & Wiseman 1996).
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Finding that most pharmacists considered their role as checking and intervention in 

situations when the client presents a prescription rather than requesting a particular product 

by name (Tables 39 & 40), raises a question concerning pharmacists’ understanding of their 

professional duties and the factors that could be responsible for such a response. Although 

these were what pharmacists believed their clients expected from them, the attitudes of 

pharmacists and reactions to the situations cannot be ascertained: for instance whether 

pharmacists’ behaviour is based on meeting client expectations. The pattern of drug supply 

from pharmacies (Parts I & II) suggests that pharmacists provide what the clients expect. If 

drug supply following a prescription from a physician was seen as worth checking and 

evaluating for safety and appropriateness to the illness, does this not also apply to cases 

where the drug was supplied following the client request? It is completely understandable 

that in the case of prescriptions, especially when the medication is new to the patient, more 

information or counselling would be expected, but less likely to occur with a prescription- 

resupply for example. However, the priority of checking for safety, appropriateness of drugs, 

or at least the reason behind the purchase, is necessary when the client requests the drug by 

name. The content and extent of advice are expected to vary with circumstances involved; 

for example with a new prescription, counselling will probably focus on explaining and 

clarifying the instructions for use, ensuring that the patient /carer understands these, in 

addition to other advice or warnings related to their use, side-effects or storage. In the case 

of prescription-refills and long-term medication, the patient is familiar with the regular use 

of the medicine and hence counselling can be more oriented towards discussion about 

patients’ compliance to the medication, monitoring of the health problem or response to the 

medication.

It would be expected that when a drug is intended to be used - with the exception of 

those cases where the drug is intended for recreational purposes - the belief of the user or the 

carer is that this is for their “good” or benefit, and with this ease of availability from 

pharmacies, without a prescription or intervention from the pharmacist, it is possibly 

assumed to be safe and appropriate, especially if it has already been prescribed or used 

before for a condition that appears to be similar. Apart from criminal actions, in general no 

one would intend to harm him/herself or his/her child, however, ignorance or incomplete 

information can be the worst enemy, and here exists the crucial educational role of 

community pharmacists; its impact is in “health hazard prevention”. The client at least
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should be warned and made aware of the risks, before it is agreed to supply the drug or make 

it available over-the-counter.

Assumptions that appeared in a few of the statements made by some pharmacists 

(Part III) such as: '‘if  clients request the product by name, they have used it before*', “when 

the client requests a drug by name, they expect one service, just to receive it”, “if clients 

need advice, they will ask for it” or “if the client appears s/he will accept the advice”, can 

be a major threat to any attempts towards more rational use of drugs and better health 

problem management. It was also identified in literature that certain health professionals 

make the assumption that since a product is available over-the-counter it must be safe 

(Greenhalgh 1986). Long term and regular medication were found to receive less attention 

by pharmacists for counselling (Krska et al. 1995), however, these drugs have their own 

problems of compliance, interactions and side effects.

These assumptions should be addressed and further rectified at the educational level. 

Meanwhile, the respect for drugs among the public needs to be raised. It is important to 

educate the patient that the benefit of the drug is not solely in controlling and treating the 

existing problem but to do so with the minimum of damage to the body and risk of 

precipitating further problems.

With respect to how pharmacists can contribute to ensure safer use and better 

understanding of medicines the Council of the International Pharmaceutical Federation (CIPF 

1996) made it clear in its statement that when a drug is requested by name, it is a 

responsibility of the pharmacist to ensure that the supply is appropriate (the full statement 

is quoted in the conclusions - Part II). Perhaps some regulations need to be implemented 

nationally to impose professional and ethical obligations on pharmacists to ensure 

appropriate and safer use of drugs.

Recently (1993), in the U.S.A, an act was put in force “OBRA: Omnibus Budget 

Reconciliation Budget” which by federal requirement implied a duty on pharmacists - when 

dispensing prescriptions - to maintain patients’ profiles, offer to counsel them about their 

drug therapy and warn the prescriber or the patient about any potential drug therapy related 

problem (Evans & John 1995). As stated by the authors, the potential of this act was to assure 

that the prescriptions presented to pharmacists for dispensing are appropriate, medically 

necessary and are not likely to result in adverse medical results. The act has specified for 

pharmacists eight particular areas for patient counselling that ranged from the conventional
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information about instructions of drug use and its storage to include counselling about side- 

effects (warning about them, how to avoid or action to take if they arise) and self-monitoring 

of their drug therapy.

In the UK, under the implied Code of Ethics produced by the RPSGB: Royal 

Pharmaceutical Society of Great Britain, it is the pharmacist’s duty before supplying a 

prescribed medicine to provide the patient or the carer with information necessary for the 

safe use of a drug and its correct administration. In respect of the sales of non-prescribed 

medicines requested by name, the pharmacist or assistant should obtain sufficient 

information to allow an assessment to be made that the medicine is likely to be appropriate 

for the person concerned (e.g. whether other medication is being used which could interact 

adversely or make that product inappropriate), in addition to providing advice considered 

appropriate to the product and the intended consumer (Anon 1996).

In Alexandria, further field research should assist the regulatory authority with local 

data that would allow the reliability of existing regulations to be checked and to identify 

professional ethics and regulations that are appropriate in the local context. Even more 

important than the standards, acts or regulations themselves, is the knowledge of their 

existence and their enforcement. Pharmacists need to be familiar with these regulations at 

the education level and be trained in their practice so they become part of their daily 

procedures. There is a need for the introduction of this area into the pharmacy curriculum and 

preferably at an early stage of the course to increase familiarity and implementation in their 

practice. It will also be useful to supplement practising pharmacists regularly with a circular 

to up-date them on such standards, ethics and acts set out for their practice. It will require 

much effort to revise the existing situation, to research the extent of their current application 

by community pharmacists and even the extent of pharmacists’ awareness of their existence. 

It is a concomitant responsibility of health authorities, academia and the pharmacy syndicate 

to identify, review, set out a national health strategy with professional standards - 

periodically updated depending on the structure and development of the health services and 

to ensure their implementation by practitioners. The process may initially be expensive but 

the long-term advantages are many in terms of good pharmacy practice and better public 

health with subsequent advantages in terms of economic benefits nationally.

The variation in perceptions of professional roles and duties (Part III) can be 

identified by research and addressed in pharmacy education. When the health and safety of
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individuals constitutes part of a professional responsibility, such as in the pharmacy 

profession, practitioner beliefs and perceptions in this matter need to be explored and further 

guided during their training to ensure that their own beliefs do not hinder, sometimes 

unconsciously, the accomplishment of their responsibility. It is at the educational level and 

through appropriate training where individual perceptions and attitudes can be adapted and 

further guided towards wider professional perceptions and attitudes. Science is important to 

equip the graduate with the knowledge s/he needs to meet their responsibilities, however, 

development of the relevant skills and professional behaviour is also of equal importance. 

The science taught, unless supported with skills, appropriate behaviour and refined beliefs, 

cannot stand alone to meet the needs of real-life practice.

Until local research explores client perceptions of and willingness for counselling, 

advice and questioning about the drugs they request, no decisions or conclusions can be 

made. Studies conducted elsewhere raised the issue that some patients do not like to be given 

too much information - preferring rather health professionals to make decisions for them 

(Evans & John 1995). Wilson et al. 1992 have shown that clients who were given more 

information recalled more but also forgot more. On the other hand, Gardner et al. (1990) 

concluded that organising information facilitates its recall. With the background of the high 

response rate indicated for those clients willing to be interviewed (Part II), it can be 

suggested - on a preliminary basis - that clients do not mind discussing their health problems 

and medication.

Future research in this area should also identify clients willingness to understand 

side-effects and contraindications, beliefs about medicines and perceptions about illnesses 

they experienced, especially those self-treated. These are examples of studies that may be of 

use for development of health education and promotion in order to develop better public 

understanding. It would also be useful to investigate how other health care workers and 

authorities perceive the contribution of pharmacy profession and community pharmacists to 

healthcare.



GENERAL DISCUSSION

348

The urgent need to implement continuing education

The interactions observed (Part I) illustrated cases in which pharmacists could have 

responded better to symptoms presented. The reasons for this are uncertain. However, with 

the background of Part IV findings that a high proportion of pharmacists reported that the 

booklet they received contained information they did not know before or had forgotten about 

suggested a lack of information to be partly (other factors related to pharmacists, pharmacy 

staff or clients, as discussed previous in the thesis) a contributing factor.

These interactions observed indicated also the wide range of health problems about 

which clients expect to receive pharmacists’ advice and recommendations (Part I). To deal 

adequately with these demands pharmacy education follow-up and up-to-date information 

are obviously required. Continuing education and support with unbiased information are key 

issues for equipping pharmacists with what they need professionally to meet both clients 

demands and for a wider role in health care. Pharmacists have indicated their willingness to 

learn and expand their knowledge through pharmacy continuing education. Their resources 

reported for continuing education were poor and a lack of bias in the information was 

identified (Part III). Many were found relying on information provided by medical 

representatives who visit or from a previous career as a medical representative, as the source 

of information updates. Studies have shown that the information obtained from such sources 

is often biased and that profits play a key role in the adequacy of information given.

All the above aspects, together with the encouraging support and welcome that 

community pharmacists’ demonstrated towards the development of the continuing education 

programme, adapted to the recipients need, are worthwhile reasons to urge for its 

implementation into the health agenda as a national requirement for healthcare professionals.

Within the context of the thesis findings, it was concluded that distance learning will 

be the most appropriate way to deliver a continuing education programme. The use of the 

English language is considered essential (Tables 50 & 60). The booklet developed was an 

acceptable model to the pharmacists but a commercial brochure or a source with marketing 

or promotional intention should be avoided. The organisers and source delivering the 

programme may be expected to influence pharmacists’ response towards it. Involvement of 

the faculty may then be expected to receive pharmacists’ respect and attention to the material 

which may potentiate their positive response. Maintaining and renewing their contact with
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the faculty were among reasons reported for pharmacists’ interest and perception of 

continuing education as a good idea (Part III). This underlines the responsibility of the 

faculty and health authorities, previously raised by the WHO (1994a).

The wide range of topics pharmacists wished to read about (Tables 59 & 67) gives 

flexibility to the continuing education organisers. In fact the pattern of areas suggested in 

Part III & IV investigations was similar. Individual pharmacist’s interest may vary but 

apparently any “disease or drug related topic”, especially updates, written to address 

community pharmacists, will gain their attention and interest. Possible ways of enhancing 

the response to continuing education include reminding pharmacists and increasing their 

awareness of its benefits. Follow-up of pharmacists, occasional incentives and rewards can 

maintain enthusiasm and a positive response.

The duty of pharmacists, responsibility of authorities and public cooperation

Community pharmacies in Alexandria, with the exception of hospital pharmacies, are 

the main outlet of medicines. With the background of the observation results, the 

extrapolated figure of drugs supplied, accounts to over 600,000 drugs supplied per week 

from all pharmacies in Alexandria. Over half of these drugs would be requested by clients 

by name. From the perspective of many participant pharmacists (Part III), clients on this 

occasion, expect them only to supply the product requested without intervention.

Obstacles identified as mitigating against the pharmacists’ role in contributing 

towards rational use of drugs, as indicated by the case of anti-diarrhoeal use (Part IV), in 

addition to pharmacists’ time and willingness, were more related to patient beliefs about the 

drug, their understanding of the problem, physician prescribing and drug marketing. Hence, 

to move towards rational use of drugs, unless addressed on a national level with a clearly 

identifiable policy of implementing and enforcing the cooperation of different health care 

workers, while raising public awareness to understand or appreciate the dangers of the 

problem, this target will remain elusive.

Training of pharmacists may need to include an “initiating role”; asking and checking 

without this being requested, should be considered part of the process if not a pre-requisite. 

While aiming for concordance in their interactions with the clients, pharmacists should 

ensure that drugs are not supplied unless safe and rational use is achieved. To maximise such
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roles, there is a need for continuing education progranunes, and national strategies are 

important to ensure pharmacists involvement and participation.

While pharmacy continuing education can be a step towards expanding pharmacists’ 

information and keeping them up-to-date and hence improving the quality of advice provided 

to the public, education of the latter can also be an important step towards increasing 

awareness of drug problems and encouraging better management of their health problems. 

For a wider scope of health advice provision, distribution of non-commercial, unbiased 

health promotion leaflets at pharmacies, organised by teaching or health organisations, as 

recommended earlier, may be considered feasible.

The use of leaflets as a means of health promotion targeting the public has been 

applied elsewhere. In UK, within the national health system, the “Health Education 

Authority” exists to lead the provision of health promotion and to advise government on 

health education issues. Working with partners in the public and private sectors, nationally 

and internationally, the centre uses research, campaigns and resources to help the public 

adopt healthier lifestyles.

In Alexandria, with the presence of the Health Authority Regional Office, the WHO 

Middle East Regional Office, together with the medical faculties and institutes available in 

Alexandria, initiation and implementation of a similar project should be possible.

Before producing alarm among authorities concerning pharmacies found offering 

services pharmacists are not formally trained to perform, the need of the community for such 

services should be considered. Public expectations and needs for injection administration at 

pharmacies were repeatedly indicated in the findings enclosed. It is worth mentioning that 

the usual charge for this service at pharmacies is almost only for the cost of the syringe used, 

of course some exceptional cases will be found; some pharmacies will offer it free of charge, 

others might charge slightly more. If pharmacies cease to offer this service, it can lead either 

to poor medication compliance especially in cases of elderly people, requiring repeated 

injections. Some will take what appears the proper action and visit the nearest polyclinic or 

hospital, however, this ideal situation cannot be guaranteed in practice, and cases will take 

the risk of administering it themselves or relying on friends or a family member who believes 

they can do this. Data about the extent of this occurrence is not available, however this 

cannot exclude it happening.

These arguments are not to intended defend provision of a service the provider is not
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formally trained to do or the possibility of exposing patients to risks of injection 

administration. However, considering the minimal profit made from this and the public 

demand for it, there is an urgent need and priority in considering the training and skills that 

should be included in pharmacy education.

All the above recommendations can work, separately or concomitantly, to take 

conununity pharmacy practice forward: in terms of job-satisfaction, higher self-esteem and 

confidence, possibly financial reward with business and workload expansion, recognition by 

clients, increased client loyalty, better management of problems or more appropriate use of 

drugs by clients. However, the outcomes will remain a matter of each individual pharmacist’s 

effort, perception or attitudes, which alone cannot achieve the overall goal of better national 

management or understanding of health problems and the use of drugs.

To achieve the national goal, requires the cooperation of other health care workers, 

health policy regulations - well defined and enforced, expansion of the existing national 

health system to include special centres taking responsibility for national health promotion 

and continuing professional education. Campaigns for public education can reinforce healthy 

beliefs about health and drugs and aid health care workers to apply good practice. An 

effective Essential Drug Programme and a National Formulary can be effective guidelines 

for health care workers: prescribers and pharmacists. As they can create and strengthen 

professional relationships, this can facilitate achievement of rational use of drugs and better 

management of health problems.

Research, education relevant to practice needs, regulations implementation and 

enforcement should constitute the main tools required, while the experience of other 

countries can be tailored to the local context.

How pharmacy education can move forward? What orientation should it take?

With the exploratory background obtained as part of the findings of this thesis (Part 

IV), while it was difficult to conclude whether pharmacy education was perceived by 

pharmacists as relevant to their practice needs, it was clear that the common perception was 

of a need for additional courses to help them perform their tasks in the community. With the 

background of findings obtained in the remaining parts of the thesis, many questions were 

raised about how pharmacy education prepared graduates to meet such community needs.



GENERAL DISCUSSION

352

This addressed questions to pharmacy educators and courses organisers: how the lectures and 

laboratory classes provided prepare the graduate to practice the profession of a community 

pharmacist. How are they taught for example to evaluate potential problems, to offer advice 

or refer appropriately, to recognise drug interactions, to enhance patients medication 

compliance, to check patient interpretation of the instructions given - in summary “to 

contribute more effectively to patient care”. These constitute practical sides of the profession. 

In the ethical area, the training and the practical classes provided should prepare the 

graduates to define and identify the meaning of aspects of their profession, example: what 

is “patient-care”? Graduates need to understand and be convinced why they need to counsel: 

Is there enough time? Is it a professional requirement? Is it acceptable to clients? In other 

words, teaching professional duties, standards and ethics, together with the national 

regulations and requirements.

The skills and knowledge involved above should be delivered within the few minutes 

that the client is standing in front of the pharmacist to process the task. Pharmacists (Part IV) 

identified their wish to have learned skills for dealing with the public and physicians. This 

gives a picture about the orientation pharmacy education needs to consider. As important as 

how to provide the information and science needed is how to apply them in the context of 

community characteristics and needs. The skills and training needed to perform the job 

should not be left to each individual graduate’s effort or manager’s beliefs and attitudes, 

otherwise extreme perceptions of professional roles can report (Part IV). It is true that it is 

the responsibility of the individual to improve his/her skills, but its is the role of education 

to identify the skills needed and guide in their development and best practice. Similarly, for 

the training of undergraduates needs, assessment of its adequacy and more importantly how 

professional or appropriate it is, are key issues in developing professional graduates. Training 

can minimise the diversity of individual perception or behaviour and gather views to agree 

on standards to be applied which are further enforced by duties.

The subject of curriculum revision and needs of undergraduates has received the 

attention of many universities and hence many studies. Common conclusions drawn between 

many of these in Eastern or Western centres, are that graduate pharmacists obtained limited 

benefit from traditional education, and that new methods of teaching and learning, additional 

courses, special training and skills should be introduced. The exploration conducted in this 

thesis (Part IV) revealed similar findings, the message that appeared was of the need to
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amend, expand, reduce or add courses rather than delete a particular existing course. The 

suggestions given together with the findings in the remaining parts of the thesis propose that 

education focussing on “pharmacy career needs” can be a guide to identify relevance and 

usefulness of courses, and “patient-oriented courses” can stimulate practice in the community 

towards the provision of a “good pharmaceutical care”.

Inclusion of pharmacy practice courses in the curriculum in Alexandria, as is the case 

in many universities, can assist in “moving from science towards application”. Local studies 

and research can provide the background for developing education more relevant to 

community characteristics and needs. Education must introduce undergraduates to standard 

protocols for their practice so as to respond both professionally and consistently to the 

various requests or needs of their potential clients. In assisting pharmacists to respond to 

symptoms presented at pharmacies in UK, some mnemonic protocols have been developed 

such as WWHAM (for Who is the patient and What are the symptoms? How long have the 

symptoms been present? Action taken? Medication being taken?) or ASMETHOD (for 

Age/Appearance, Self or someone else. Medication {regularly taken, on prescription or over- 

the-counter}, Extra-medicines (any tried to treat the current symptoms}. Time persisting. 

History, Other symptoms and Danger symptoms) (Alison & Paxton 1993). A proposal could 

be to approach existing models and pilot their feasibility, especially when these models have 

been published for worldwide use rather than targeting a particular country. The extent and 

type of services at pharmacies will differ from one country to another, in fact even varying 

within the same country, but the professional aspects involved in the practice of pharmacy 

are inter-convertible between countries, simply due to its scientific basis.

Information is available but more important is the accessibility of it to pharmacists 

at both under-graduate level as well as in professional continuing education, while ensuring 

their implementation in practice through incentives, regulations or methods most appropriate 

for each country.

It is also proposed to use a description for the pharmacists role that is defined and set 

out by a recognised organisation and panel of experts as a guide to what pharmacy 

curriculum should contain through the revision and amendments of existing courses. One 

description available was in the WHO Report (1997) which identified the role of the 

pharmacist as “the seven star pharmacist”: care-giver, manager, decision-maker, life-long- 

leamer, leader, communicator and teacher. Each role was specifically described and the tasks
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involved were defined. Not surprisingly, these roles were also identified in the findings of 

this thesis, some as a current role, other as potential roles - observed, reported or perceived 

by pharmacists. Hence the above description, together with the current findings can 

constitute a very useful guide as to how the pharmacy curriculum can be revised.
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Either by the extent and type of services provided at pharmacies or the professional 

and humanitarian considerations pharmacists perceived expected of them, both results 

described the valuable current contribution of pharmacists to healthcare. However, with 

respect to drug supply, their advisory and checking roles can be more utilised. The findings 

also identified areas of potential roles for pharmacists in assisting patients to better 

understand their health problems and drug use. Both roles identified the crucial need of 

pharmacists for knowledge and skills so they can be adequately equipped to perform these 

roles and duties.

The wide range of health problems observed being presented by clients at pharmacies 

and for which they sought the pharmacists’ advice and recommendations (Part I), health 

problems could have been better managed when presented at pharmacies (Part I), the high 

proportion of drugs supplied from pharmacies following the client’s own request (Part I & 

II), the lack of awareness about the side-effects of the drug used - many of these being used 

in long-term regimens (Part II), the high percentage of patients who concurrently used other 

drugs for other health problems (Part II), the high proportion of pharmacists who reported 

drug-related information in the booklet that they did not previously know (Part IV) and other 

findings may indicate the valuable effect that knowledge and information supplied to 

pharmacists can have on their current and potential roles. There is a need for the revision of 

pharmacy under-graduate education and development of continuing education programmes 

where both should be relevant and based on the real needs of the community.

The following key conclusions and specific recommendations may be drawn from 

the findings of the thesis:

1. The investigation of this thesis should be useful to ensure the awareness of health 

policy-makers and others responsible in health authority of the current roles of 

community pharmacists and as potential important healthcare providers in 

Alexandria.

2. A wide range of problems exist about which clients expect to receive advice in 

pharmacies. If the community expects pharmacists to assess these and respond 

adequately, then clearly this need should be reflected in their education and 

professional training.
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3. The services that pharmacists are expected by clients to provide but for which they 

are not formally trained or qualified to perform should be recognised among their 

tasks and pharmacy education should equip them for these needs with the required 

knowledge and skills.

4. Assessment of the quality of services provided at pharmacies is necessary in future 

research.

5. Most products supplied from pharmacies - including drugs with potentially high risks 

- were dispensed without a prescription or a recommendation from the pharmacist. 

Pharmacists should become more active to ensure safe and appropriate use of the 

drugs supplied to clients, this may necessitate pharmacists informing their clients 

about consequences of drug inappropriate use.

6. It seems that there are particular areas of weaknesses that pharmacy education 

organisers should consider. More case-study and patient-oriented courses, in addition 

to training in business management and interpersonal skills can help education to be 

more relevant to community practice needs. Regular review of practice needs 

together with the views and experience of pharmacy practitioners can assist in 

developing pharmacy education more appropriate to real practice needs.

7. The high proportion of items supplied from pharmacies without questioning the client 

and the recommendations made by pharmacists in response to symptoms presented 

suggest that the supervision of drug supply at pharmacy could be much improved and 

that pharmacists should improve their advice and recommendations.

8. The lack of research in community-oriented fields and in drug usage hinders 

identification of deficient healthcare practice, problems perceived by healthcare 

workers or consumers and mitigates against the development of adequate policies and 

education relevant to local needs. This type of research is crucial for making policy 

decisions and intervention required towards more prudent use of drugs and for 

guidance in highlighting adverse consequences.

9. Health promotion campaigns (using the media for example) should ensure public 

awareness of the advisory role of pharmacists. This can enhance the checking, 

advisory and counselling role of pharmacists especially for drugs supplied following 

the client’ own request.

10. The variation among pharmacists perceptions of their roles, concerning clients
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expectations at pharmacies in addition to reflecting individual variation, indicates 

lack of professional standards and protocols for practice which may constitute a real 

threat for any attempts towards improving national health care. There is hence a need 

to identify and define professional standards and ethics for practice so as to minimise 

and control the gaps in individual perceptions and about which graduates and 

pharmacists should be continuously reminded and kept up to date.

11. Pharmacists’ willingness for continuing education and the poor or absent resources 

for this, strongly recommend implementation of profession continuing education - 

adapted to the recipients’ needs, into the health agenda as a national requirement for 

healthcare professionals.

12. Increasing pharmacists’ awareness of the impact professional continuing education 

can have on job satisfaction, increasing profits and contribution to the health of the 

nation may promote recipients’ willingness and cooperation.

13. It seems there are particular areas of interest pharmacists would like to read and be 

updated about for their practice. Future continuing education addressing these areas 

would be expected to have an impact on pharmacists’ knowledge and therefore roles.

14. Professional continuing education is a national responsibility but also an individual 

commitment when resources are available and accessible. This issue should appear 

on the agenda of educators, health authorities and health care workers among their 

professional priorities.

15. The booklet produced as a resource of continuing education is highly recommended 

as a model for future resources. It was especially important as current information to 

pharmacists is mainly promotional. It is hoped that the positive experience found 

from pharmacists’ responses to the booklet encourages other educators and sponsors 

to take forward the future of pharmacy continuing education in Alexandria and 

produce similar non-conunercial or unbiased resources for distance learning.

16. Further study will be useful to identify clients’ expectations from pharmacies, in 

particular when they request the drug by name and their perceptions about the 

checking and advisory roles of pharmacists on these occasions.

17. There is an obvious need to reassess government regulations and existing policies to 

better control drug production, prescribing by physicians and use by clients.

18. The continuing production and marketing of ineffective and potentially harmful
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pharmaceuticals banned in other parts of the world, especially since safer and more 

appropriate alternatives are available, strongly recommends that authorities be 

responsible to ensure restrictions on their use are known to lay persons as well as 

professionals. Future work can look at the reasons for their continued production, 

marketing and prescribing, and opinions of health policy-makers and health 

professionals in Egypt concerning their withdrawal in the rest of the world.

19. It is hoped that this thesis opens the gate for future research in pharmacy practice and 

education in Alexandria, especially since the response to techniques applied indicated 

that the methodology was acceptable to pharmacists and clients, it therefore may be 

feasible for use in future field research in this city.

20. It is also hoped that the pharmacy profession in one country can benefit from the 

practice, education or regulations implemented in another.
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Appendix 1 Globally reported documents on Medline 1993-98 about community health 
services

Medline classification to 
community health services

Documents on Medline 1993-98

Number Percent

1. Child health services 1164 7.95
2. Community health nursing 2591 17.7
3. Community mental health services 1239 8.46
4. Community networks 219 1.50
5. Community pharmacy services 112 0.77
6. Consumer participation 921 6.29
7. Counselling 2134 14.58
8. Family planning 993 6.78
9. Foster home care 193 1.32
10. Home care services 2710 18.51
11. Hospices 330 2.25
12. Maternal health services 627 4.28
13. Occupational health services 659 4.50
14. Preventive health services 749 5.12

Total 14.641 100.01

Appendix 2 Change in the number of students in the Egyptian medical schools between 
1960 and 1996

Medical discipline Number of students enrolled in the years below

1960 1970 1980 1990 1995 1996

- Medicine 7260 20607 34462 22853 21511 26318
- Pharmacy 1315 5051 8305 5907 12800 22013
- Dentistry 779 2319 3874 2221 2715 3980
- Nursing (high) 113 659 869 3362 5334 6569
- Physiotherapy - - 415 618 786 1134
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Appendix 3 The questionnaire used to collect data for Part I study

T

Q«esîieonâîii_tû_^JbâLm 
Tliis is a questionnaire about the services offered by pharmacists in 
Alexandria. We hope tiiat you can help us by answering the folloving 
questions as fully as possible. All information vill be treated confidentially

Please vrite yours ansvers in tlie spaces provided. You may ansver in 
English or Arabic.

Thank you for your help.

1. In vhat region of Alexandria is your pharmacy? Please namo the area 
( e.g Manshê ra, Moharem Bey etc. )

:    ...........................................

2. Is the pharmacy in ; Office area j
Shopping centre Q
Centre of city Q
Busy residentiM area
Quiet residential area [ ]

rW* ^  Suburban area.(e3rtension of Alexandria) Q  
Other tt-pe ( please state ) Q

3. Is the pharmacy ; on a main street Q
in an inner region Q

4. Is tiie area; Middle class □
Higlier class □
Oilier type Q  «■

5. Are you close to public clinics, prit^te clinics , hospitals or health
insurance clinics? Please state : Q. J-*

c • t -..J  1 he p.. m ̂  1 J A C 1 i*.

□ □
1 1 ( - □
□  - [~] iT^ Ĉ t;.

6. Are you close to otlier pharmacies near to yours ?
- >-5s □
-no □

Approximately ho v many ?

380
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7 .What time of day do you open and close 7
Morning........................................... 1#-.
Afternoon.................................L ..
The vhole day..................... ^-----#11.

□□□
8. Hov many days per veek is the pharmacy closed ?. | |

Which day (s ) ?.....................................................

9. For hov many years has the pharmacy been opened. 7

, 0. Hov many registered phai-macists vork in the pharmacy 7.
Hov old are they 20-30

30-40
40-50
>50

No□□□
11.Do you have any permanent assistants vorking in the pharmacy ( not 

pharmacists, not students ) ? - yes O
-no □

Hov many? | |

12.Do you have any uni^Trsity graduates ( otlier than piiarmacists ) vorking in 
the pharmacy ? eg.Dentists,commerce, physician, t^tennary, etc......
If yes please specify their qualification and number .

13. Approximately hov many people come into the pharmacy for each of the 
folloving per day ? Please fill in the number in the colum

morning
a- A prescription from a physician 
b -Health insurance prescription 
c- Sales of medical products redispensed 

for the second time 
d-For OTC medecine • --Jl-'-'d'* 
e- Drugs suggested by the pharmacist 

for mild cases 
f-Number of customer A?tring for advice 

on health for; baby
child 
adult

afternoon
C = )
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X
Ur

nioniing afternoon

g-For injection .t-LcI

h-Compounding ; Ph>*sician ’ prescription 
suggested by pharmacist

H.Appronmatelyhov  many pregnancy tests per veek are carried out in the 
pharmacy? | |

15. Hov many cases of vound dressing done in the pharmacy per veek 
( approximately ) ? | |

16 .Hov do you keep your knovledge up to date ? 
reading O
attending courses I I
speaking to physicians □
from eimerience Q
fiOm medical représentatives CZI 
other Q

17. Do you feel you are considered by the public as mainly a :
professional Q
business person CD
both □

18. Are you satisfied vith the public's viev of your role ?
yes O  no n

19. Do you offer any services to patients, not already mentioned ?
e.g. blood pressure measurment,sugar test  Please give details.

20.What aspects of your vork do you enjoy most?
.................fd«l_»̂ tj 3b#

21. What aspects of your vork do you like the least?

Thank you for your help
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Appendix 4 Covering letter addressed to pharmacies selected for the questionnaire 
survey

.IjO
yi'jl ixij» ^  tiVrtll ^  JL, -oJl

 J i-JuU tSji ia *_
D ear Pharmacist,

W e are doing a study to look at the services that pharmacies in A lexandria offer to patients. People in 
A lexandria have m any different health problem s and often go  to the pharm acist for health advice and m edicines.

The pharm acist has an important role in health care. W e w ould like to find out more about this role.

T he first part o f  the study is a questionnaire about the services that com m unity pharmacist offers to patients. 
T he second  part w ill investigate the types o f  com plaints that patients d iscuss w ith the pharmacist. This w ill g ive  
us inform ation on the role o f  pharmacists in health care.

In this en velope you w ill find a questionnaire for the first part o f  the study. P lease w ould you answer the
questions carefully and return it to the Faculty in the envelope provided. The study is being done confidentially  
by staff and students from the faculty o f  pharmacy in A lexandria. W hen answ ering the questionnaire, no need  
to write your nam e or the name o f  the pharmacy. It is important that everybody returns the questionnaire as soon  
as p ossib le  to obtain precise and accurate results.

M any thanks for your help. W hen the results o f  the study are ready w e w ill let you  now .

Y ours sincerely, ^  ^  jjU . ..1
d  t Ajo-I .1. .  J . I

* -111 .U lo 'J Ijj . J . I

isy O' ùÿv—
/

Appendix 5 Reminder letter addressed to non-respondent pharmacies (Part I study)

D ear Phaim acist,

A  few  w eeks ago w e  sent a questionnaire to you about the services you  offer to your patients. I f  you have not 
returned it, w e w ould  be m ost grateful i f  you could find a few  minutes to com plete the questionnaire and return 
it. T his is the first part o f  the study.

T he second part o f  the study is about the health problem s o f  patients. T his w ill in vo lve  students from the third 
year o f  the Faculty, visiting many pharmacies in A lexandria. They w ill co llec t inform ation about the complaints 
that patients w ish to d iscuss with the pharmacist. T his w ill also be good  experience for the students.

W e hope that i f  necessary you w ill let one o f  our students visit your pharmacy and that you w ill help them to 
co llec t information concerning patients’ com plaints and their need for advice. (N o other information about the 
pharmacy w ill be collected , only that relating to patients). D ue to the huge number o f  pharmacies in Alexandria, 
students w ill not visit them  all. If necessary, w e w ill be in contact w ith you w hen w e are ready to start the 
second part o f  the study.

Thank you for your help and sharing in this project. It w ill help us to find out m ore about the important work 
o f  com m unity pharmacists in A lexandria in healthcare.

W hen the study is finished w e w ill let you know the results.
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Appendix 6 Thank you letter addressed to respondent pharmacies (Part I study)

Dear Pharmacist,

A few  w eeks ago w e sent a questionnaire to you about the services you offer to your patients. M any thanks for 
com pleting it and returning it to us. This w as the first part o f  the study.

The second part o f  the study is about the health problem s o f  patients. This w ill involve students from  the third 
year o f  the Faculty, visiting many pharmacies in Alexandria. They w ill co llect information about the com plaints 
that patients w ish  to d iscuss w ith the pharmacist. This w ill also be good  experience for the students.

W e hope that if  necessary you w ill let one o f  our students visit your pharmacy and that you w ill help  them to 
co llect information concerning patients’ com plaints and their need for advice. (N o other information about the 
pharmacy w ill be collected , only that relating to patients). D ue to the huge number o f  pharmacies in Alexandria, 
students w ill not visit them all. If necessary, w e w ill be in contact with you w hen w e are ready to start the 
second part o f  the study.

Thank you for your help and sharing in this project. It w ill help us to find out more about the important work 
o f  com m unity pharmacists in Alexandria in healthcare.

W hen the study is finished w e w ill let you know  the results.

Appendix 7 Covering letter addressed to non-respondent pharmacies when the
questionnaire was distributed for the second time (Part I study)

Dear Pharmacist,

W e are doing a study to look at the services that pharmacies in Alexandria offer to patients. People in 
Alexandria have many different health problem s and often go to the pharmacist for health advice and m edicines.

The pharmacist has an important role in health care. W e w ould like to find out more about this role.

The first part o f  the study is a questionnaire about the services that com m unity pharmacist offers to patients. 
The second part w ill investigate the types o f  com plaints that patients d iscuss with the pharmacist. This g ive us 
information on the role o f  pharmacists in health care.

In this envelope you w ill find a questionnaire for the first part o f  the study. P lease w ould you answer the 
questions carefully and return it to the faculty in the envelope provided. Few  months ago w e sent this envelope  
to you by the post but it returned back to the faculty with the note o f  ‘w rong address’ so  w e preferred sending  
it by hand through M ostafa to avoid post service problem  and you can return it to us with him. The study is 
being done confidentially  by staff from the faculty o f  pharmacy in Alexandria. W hen answ ering the 
questionnaire, no need to write your name or the name o f  the pharmacy. It is important that everybody returns 
the questionnaire as soon as possib le to obtain precise and accurate results.

M any thanks for your help. W hen the results o f  te study are ready w e w ill let you know.

Yours sincerely.
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Appendix 8 Observation form used in Part I study

O b serva tion  in  P h arm acies
Observer name:
Consultation No:

Date: T im e o f  consultation: start finish.
Nam e o f  the pharmacy: Number o f  pharmacists:
Location:

Patient sex: m ale/fem ale
baby/child/adult approx. age:

D ia lo g u e  b e tw een  th e  p h arm acist and  p atien t, exactlv as spoken, from w hen the patient enters the pharmacy 
until leaving. R ecord what the patient says, the response o f  the pharmacist (questions, information and advice) 
and the m edication suggested  or sold.

W ho did the patient speak t o ? ...................................................

W as the consultation with the patient or a representative? . 
If representative, specify  relation with p a tien t.....

T ype o f  service:
advice,

m edication prescribed by pharmacist,
d ispensing doctor’s prescription,
form ula to be com pounded,
patient buying m edication previously prescribed,
other, p lease state.
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Appendix 9 Notes for observers involved in Part I study

Notes for Observers

This project is to find out about com m unity pharmacists in Alexandria and health care. T o do this w e need  
information on the problem s and sym ptom s that patients have, and about w hich, they ask pharmacist for advice.

W e have selected  many pharmacies in different parts o f  Alexandria and w e need information the consultations 
that occur. Patients in different regions w ill have different problem s and m ay ask for advice at any time if  the 
day.

It is important that information is co llected  at the tim es specified , and that all relevant information is recorded. 

Each tim e a patient com es into the pharmacy w ith a health care problem  fill in one o f  the forms.

Write the nam e o f  the pharmacy and describe its location in the region.

W e are interested in all d iscussions and consultations concerning drugs and health care. If in doubt, fill in a 
form.

In the dialogue section, write dow n everything that the patient and pharmacist say about their health, sym ptoms, 
com plaints, m edication, etc. If there is not enough space continue on the back o f  the page.

Please do not g iv e  your opinion on the form, write exactlv what the patient and pharmacist say.

Please indicate the type o f  service, or if  another one p lease state what it is:
advice, prescribed by pharmacist, d ispensing, formula to be com pounded, patient has doctor's 
prescription, patient buying m edication previously prescribed etc.
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Appendix 10 Frequency o f requests made by clients during two 3-hour observation-
studies at each o f 25 pharmacies

DPP DHIP RPP RPN+A RSP

^  70
u

m
b 60
e
r

0
f

r
e 30
q
u
e 20 
s

Pharmacies: 1-25

Requests made involved dispensing a private prescription (DPP), 
dispensing health insurance prescription (DHIP), 
requesting a particular product by name (RPP), 
requesting a product by name with advice (RPN -t- A), 
requesting a suitable product for a particular ailment/ 
the pharmacist's recommendation and advice (RSP).



ENTEROM YCIN o r a l  s u s p e n s io n
ANTIDIARRHOEAL

Composition :
Each 5 ml contains :
lodocniorohydnaxy qiinaline 0.1 ç
Alumina gel dried 0.15 ]
Streplomycin base (as sulfate) Q. OSg

P ro p e r t ie s  :
Enteromycin contains a  numt>er of substances witfi astringent, demulcent (soolhhg) and adsorptive properties whicfi 
act effectively to relieve dlarrtioea.
Alumina gel (dried) is an insoluble substance that Is not absorbed and consists tf finely divided particles which have 
adsorptive properties because of Its high surface area that provides a protective coating to the irritated mucous 
membrane. At the same time, It acts t>y adsorbing toxins Mhlch are responsible fcr the diarmoea.
Furthermore, it adds solid matter to the colonic contents and Improves the conslsmncy of the feces. 
lodochlorohydroxy quinoline is known to possess a broad spectrum antimicrobial activity. It has been used for many 
years prophylactlcally against travellers diarrhoea. Antimicrobials of this type are useful for the therapy of intestinal 
am oeblasis. Enteric infections associa ted  with diarrhoea which resist treatm ent, respond well to 
iodochlorohydroxyquinoline.
Streptomycin is active against a  wide range of both gram negative and gram positive organisms ttiat are prevalent in 
the lower gastrointestinal tract Streptomycin is badly absorbed from the gastrointestinal tract, it acts locally to inhibit 
the growth and multiplication of those organisms that may be responsible for the onset of diarmoea. When given orally, 
very little is absorbed so that systemic toxic effects do not appear.
Indications :
1 - For the symptomatic treatment of most cases of diarrhoea.
2- Specific therapy In bacterial diarmoea due to streptomycin sensitive organisms.

Contraindications :
Hypersensitivity to any of the components.

Precautions :

Enteromycin is a safe product that does not need any special precautions during its use.

Drug Interactions :
Tetracyclines should not be used with enteromycin because with aluminium they form an Insoluble complex that 
escapes from the gut as such.

Adverse Effects :
Enteromycin is well tollerated in the body but In rare cases on excessive use gastrointestinal distress may develop 
which is short lived and very mild.

Dosage :
Suggested dosage :
Infants and Young Children: the dosage is adjusted according to the weight and response. A suggested initial dose 
is 1 to 2 teaspoonfuls 3 times daily 
Children : one teaspoonfii 3 or 4 times daily before meals.
Adults : 1 tablespoonful, 3 - 4 times daily.
It is recommended to use Enteromycin suspension 0.5 -1 hour, before meals 

Packing :
Bottles : IS gm for preparing 60 ml of the syrup.
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Appendix 11 (Conf) Package inserts of products containing di-iodohydroxyquinolines and 
products containing dipyrone

Novalgin

Smell#*» finql* doe* Mexlmum deily doe*

Tablets 1 tablet 4 x 2  tablets

Children:
Age Welgfit SuDpositories tor Children

3 -4  years about IS kg 1

5 -7  years about 24 kg t

8 • 11 veers aoomSdkg

12 • 14 years eDouiSOkg

Unless oinem ise prescnbed. me inoividual doses  ol Novaigin may :e  given uo to u limes over a 24 -  
hours pertod, II required.
Infems less man 3 monms old or weighing le ss  than S kg should ret be treated wim Novalgin unless 
absolutelv necessary; single doses ol 22 mg and daily doses ol 3 times i66 mgi must not oe exceeoeo. 
Special noiee
A red coloration ol the urine may be seen. It is due to excretion ol a raimless metabolite ct Movaigin and 
diseooeers alter me end ol me treatment
Analgesics must not be used m hign d oses or over prolonged penods oi time without the cccmr's aovce . 
S to n g e
The suppositonas must be stored at lemoeretures below » 30*C.
Warning
Hypersensinvity and disturbance ol white blood cells count rarely occur dunng ireatment w>m mis preoar- 
anon as with all pyranxon# oenvauves. II dunng prolonged treatment, the wee being :i me pattern is 
impaired, me leuxocytic count should be cnecksd. ano in case  ol gtsruiocytopenie me on.g must be ms- 
continued.
Keep m edldnee out of ttis rsaeti oS ciiUdranl 
Preeetitetlon
Oblong Film Tablets : box ot tO oblong tern cttateo labtets.
Tablets tnxol to s ln tn ea cn o l to tablets.
Suopositones . box ol S suppositones.

Active ingredient: Metamizol Sodium
Oblong Film Tablets, Tablets, Suppositories for Children
Composftton
Novatgin praoarabons coniain matamtzoi sodium (Pyrazdona danvaovat as activa constituant m the fol
lowing amounts:
Each oblong film coated tablet contains 500  mg 
Each laWet contains 500 mg
Each suppository for chiWran contains 300  mg 
Propertfae
Novalgin has analgesic, antipyretic, spasmolytic, and antiphlogistic effects.
Indications
Pam in maumatic disorders, headaches ar>d toothache. Pain after irnunes and operations. Spasmodic 
pain in the gastromtastinal tract, the biliary tract, kidneys and lower unnary tract. For lowanng mgh tem
perature in febnie diseases.
Contraindicattorte
Novalgin must not be used m patients with pyrazolone allergy, hepatic oorphyna or congenital glucose • 
6 - phosphate dehydrogenase deficiency.
Precautions
Patients who suffer from bronchial asthma or chronic respiratory infections and patients with 
hypersensitivity reactions (also to substances other than drugs), belong to a nsk group wmcn. on using 
analgesic or antimeumatic agents of all kinds, may deveioo shock lamaigesic intoierancei. They should 
consult the doctor before taking such drugs. The same applies to paoents who react to aiconoi. even to 
small amounts, with sneezing, running ey es and severe facial reddemr^.
Dunng pregnancy, particuiartv the first three months ano the last six wmks. m infants and small children, 
and in patients with haemaiopoieiic disorders. Novalgin must only be used if prescnbed by a doctor.
Side effects
The most important but rare side effects of pyrazolone preparations, sucn as Novalgin. ansa from hyper- 
sensitivity reactions. The most senous reaction is a reduction in the number oi wmte oiood ceils (granulo
cytopenia) or their complete disappearance (agranulocytosis). Therefore, if there is an unexoecteo oeten- 
cratTon m the patient's general condition, if the fever fails to su osoe  or recurs, if cainfui mucous 
membrane changes occur, especially m the mouth and throat, it is essential to discontinue Novaigtn 
mmediaiely ano consult a doctor.
Shock IS the other senous hyoersensmvity reaction, its first signs are cnintus. coid sweat. 3izziness. sru- 
oor. nausea, ilusnmg or pallor of the skin, dyspnoea, if they occur, mec cai help must be ca,ied in without 
delay. Until the doctor arrives, ensure that the patient is keot flat with legs raised ano airwavs clear. 
Occasionalty. hypersensiuvity reactions of the skin or the mucous membranes of eyes, rose and throat 
mav occur.
Interactiona
The patient must be warned against the simultaneous consumption of atconoi because Novaigin may 
increase the alcohol effect.
Ooeage and edminiitratlon
Unless otherwise prescnbed by the doctor, the following ooses  are reccmmenoeo.
Adulte and ed ofeecents aged fS years or over:
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Appendix 12 Alphabetical index of products listed in Part II & IV of the Thesis and their
preparations

A denoplex Forte®
Aldactone®
Aldomet®
Alphacamphine®
Altiazem®
Antinal®
Asmacid®
Asthmolase®
Ativan®
Balkis®
Betaloc®
Bezalip®
Blokium®
Brinerdin®
Brufen®
Burinex®
Capoten®
Capozide®
Cardiket®
Catalin®
Cidocetine®
Cinnarizine®
Codaphen®
Codipront®
Colfarit®
Daonil®
D epovit B12® 
Diakan® 
Diamicron®  
Diastop®

Dinitra®
Doxium®
Edemex®
Effortil®
Effox®  
Enteroquine®  
Enteroquine Cpd®

Entocid®
Efanol®
Epilat Retard® 
Epimag® 
Epitens® 
Ercefuryl® 
Eselinate®  
Essential forte® 
Euglucon®  
Farcovit B12®

Adenosine Triphosphate+Vitamin B124-Cocarboxylase + Nicotinamide
Spironolactone
M ethyl D opa Hydrochloride
Ethylm orphine H cl+Sodium  C am phosulphonate+H yoscine HBr
D iltiazem  HCl
N ifuroxazide
Ephedrine H C l+Theophylline+Phenobarbitone+M eclozine HCl
Ephedrine Hcl +  Papaverine H cl +  N ovatropine + C affeine +  Phenobarbitone
Lorazepam
Etilefrine+Chlorpheneram ine 
M etoprolol Tartrate 
Bezafibrate 
A tenolol
D ihydroergocristine+Reserpine+C lopam ide
Ibuprofen
Triam terene+Hydrochlorothiazide
Captopril
C aptopril+Hydrochlorothiazide 
Isosorbide Dinitrate 
Pirenoxin  
Chloram phenicol 
Cinnarizine
D ihydrocodeine Tartrate+Chlorpheneramine M aleate+ Ephedrine HCL  
C odeine unhydrous + Phenyltoloxam ine  
A cety lsa licy lic  acid  
G libenclam ide  
H ydroxocobalam in  

Kanam ycin sulphate+A diphenine H cl+B ism uth subcarbonate+kaolin  
G liclazide
C alcium  Carbonate+kaolin+Tincture C atechu+lem on O il+ A nise O il+ Tincture
Belladonna
Isosorbide Dinitrate
C alcium  D obesilate
Bum etanide
Etilefrine HCl
Isosorbide mononitrate
D i-iodohydroxyquinoline
Di-iodohydroxyquinoline+Phthalylsulphathiazol+Kaolin+Sulphadim idine+ Bismuth 
C a r b o n a te + H o m a tr o p in e  M e th y l  B r o m id e f  V ita m in  B I ,B 2 ,B 6 +  
N icotinam ide+C alcium  Pantothenate
D i-iodohydroxyquinoline+Phthalylsulphathiazol+Streptom ycin
Ephedrine HCl+Diprophylline+C hlorpheneram ine M aleate+ Phenobarbitone
N ifedip ine
M agnesium  Trisilicate+Sodium  Bicarbonate+Citric acid
T  riam terene+Xipam ide
N ifuroxazide
Ethamsylate
Essential Phospholipids+V itam in B 1 ,B 2 ,B 6 ,B  12+Vitam in E+ N icotinam ide 
G libenclam ide
E ssential P hospholip ids+B iotin+L ecith in+V itam in  B 1 ,B 2 ,B 6 , B 12+V itam in  
D +C alcium  Phosphate+N lcotinam ide+U rotic acid+Cynara extract+Folic
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Appendix 12 (Cont’) Alphabetical index of products listed in Part II & IV of the Thesis and their
preparations

Fawar Fruit®
Flagyl®
Flatidyl®
Furazol®
Galactina®

Geriatric Pharmaton®

acid+Inositol+Safflow er Oil
Sodium  Bicarbonate+Citric acid+Tartaric acid+Flavour+C olour
M etronidazole
D im ethyl Polysiloxane
M etronidazol+D iloxanide Furoate
Protein+Fat+Carbohydrate+M ineral salts+D ietary fibre+V it A ,D 3,E ,B 1,B 2,B 6, 
B 12 , N iacin+D -Pam tothenate+folic acid+Biotin
G inseng extract+C holine+Inositol+Linoleic acid+Linolenic acid+D eanol Bitartrate
+V itam inA +Thiam ine H C l+R iboflavine+Pyridoxine H cl+  Cyanocobalam in +
A scorbic acid+M anganese+A lpha T ocopheryl+E rgocalciferol+A cetate+Z inc+
N icotinam ide+ C alcium  Pantothenate+Iron+C alcium +P hosphorous+C opper+
Potassium +Fluorine +D im ethylam ino Ethanol Bitartrate+rutin
G liclazide
M etformin HCl
C o-D ergocrine M esylate
Loperamide Hydrochloride
Propranolol Hydrochloride
Insulin Zinc suspension (amorphous & crystalline)
Insulin Isophane
Insulin Isophane+lnsulin Neutral 
Insulin Isophane+lnsulin Neutral 
Insulin Zinc suspension (amorphous & crystalline)
M ethyloxine+B rom ide 5 M ethyloxine+5 M ethyloxine N  D odecyl Sulphate
Verapamil Hydrochloride
Isosorbide Dinitrate
Potassium  Chloride
K aolin+Pectin
K aolin+Pectin+Sulpham ethoxazole+Trim ethoprim  
Ketamine Hcl
Ephedrine H cl+Ipecacuhana liquid extract+A m m onium  chloride+citric Tolu syrup
D igoxin
Frusemide
Silymarin
Brom azepam
C lidinium  Brom ide+Chlordiazepoxide
C holine D ihydrogen C itrte+Inositol+M ethionine+T hiam ine HCl +R iboflavine  
+Pyridoxine H C l+C yanocobalam in+N icotinam ide+C alcium  Pantothenate 
D iphenoxylate Hydrochloride+Atropine Sulphate 
Loperamide Hydrochloride 
M idodrine HCl
Ergotamine Tartrate+M eprobamate+Dipyrone+Pentobarbital Sodium +C affeine  
anhydrous
Ferrous Sulphate + Folic acid + Thiam ine H cl +  R iboflavine +  Pyridoxine HCl +  
C yanocobalam in+A scorb ic acid+H ydrogen Phosphate+Potassium  Iodide+  
M anganese Sulphate+Potassium  Sulphate+M agnesium  Sulphate+Zinc Sulphate 
G liclazide
A cefy lline Piperazine 
A m iloride+H ydrochlorothiazide 
Isosorbide Mononitrate 
Dom peridone
Senna+P henolphthalen+B ile salt+B elladonna+F rangula+B oldo+Scam m ony+  
R resin+A nise seed

Glipicron®
Glucophage®
Hydergine®
Immodium®
Inderal®
Insulin Monotard® 
Insulin NPH Retard® 
Insulin Initard® 
Insulin Mixtard® 
insulin Monotard® 
Intetrix®
Isoptin®
Isordil®
K-chlor®
Kapect®
K apect Compound®  
Ketalar Vial® 
Koffex®
Lanoxin®
Lasix®
Legalon®
Lexotanil®
Librax®
L iposis V®

Lomotil®
Loperazine®
Midodrine®
Migrainil®

Mineravit®

Minidiab®
Minophylline®
Moduretic®
Monocard®
Motilium®
Mucinum®
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Appendix 12 (Conf) Alphabetical index of products listed in Part II & IV of the Thesis and their
preparations

M ucogel
M ucophylline®
Multisis®

Natrilex®
Neurovit®
Nifepin®
Nitrocine®
Nitromack®
N ova-C  Retard®

One-alpha®
Orazone®
Orofar®
Oxybral® 
Pamidin® 
Paracodin Retard® 
Persantin®
Pollen Forte®
Prisoline®
Prolixan®
Pulmolar®
Ranitidine®
Regulase®
Reparil®
Respirin®
Rhonal®
R honicol R®
Rivotril®
Rowachol®

Royal G®

Ruta-C®
Salbovent®
Selgon®
Ser-Ap-Es®
Smecta®
Somadril®
Spasom-Canulase®

Stadol®
Streptophenicol®
Streptoquine®

Stugeron®
Supravit®

A lum inium  Hydroxide-i-M agnesium Hydroxide-f-Oxethazaine 
Brom hexine H C l+A cephylline Piperazine
Vitamin A+Thiam ine H C l+R iboflavine+Pyridoxine H cl+  Cyanocobalam in  
+A scorbic acid+E rgocalciferol+Folic acid +N icotinam ide +C alcium  Pantothenate 
Indopamide
Thiam ine H C l+Pyridoxine H C l+Cyanocobalam in
N ifedipine
G lyceryl Trinitrate
G lyceryl Trinitrate
P a r a c e t a m o l  + C o d e i n e  P h o s p h a t e  +  C a f f e i n e  + C h l o r p h e n i r a m i n e
M aleate+Phenylpropanolam ine HCl
A lfacalcidol
D exam ethazone
B enzoxonium  Chloratum +Lidocainum  H C l+X ylito l
V incam ine
Chlorpropamide
Dihydrocodeine bound to Amberlite H resin  
Dihydropyridam ol
Pollen grains+N igella Sativa+dry G inseng extract 
Naphazoline HCl+Chlorpheniramine M aleate  
Azapropazone
Dextromethorphan HCl+Chlorpheniram ine HCl 
Ranitidine HCl
Oxyphenonium  Brom ide+M eprobam ate+Phenobarbitone  
A escin
Heptaminol HCl 
A cety lsa licy lic  acid  
N icotinyl A lcohol 
Clonazepam
M enthol+m enthone+A lphaPinene+B -Pinene+B om eol+C am phene + C ineol+01ive  
Oil
G in sen g  E xtra ct+ R o y a l J e lly + P o llen + P a ra  A m in o  B e n z o ic  ac id +  
Dim ethylam inoethanol Bitartrate+Vitamin A +V itam in B 1 ,B 2 ,B 6 ,B 1 2 +  Vitamin 
D +V itam in E +N icotinam ide+Phosphorous+ C alcium  Pantothenate +Calcium  
+C opper+Potassium +Zinc +M anganese+L -L ysine+F olic acid+Soya Licithin  
Rutin+A scorbic acid  
Salbutamol Sulphate 
Pipazethate HCl
Reserpine+H ydrochlorothiazide+H ydralazine HCl 
Dioctahedral Sm ectite 
Carisoprodol+Paracetam ol+Caffeine
P a n crea tin + P ep s in + C e llu la se+ D im eth y lth ico n e+ M eth ix en e  H C l+ S od iu m
Dehydrocholate
Butorphanol Tartrate
Streptom ycin+Chloram phenicol
D i-iodohydroxyquinoline+Phthalyl Sulphathiazole+Streptom ycin+ Homatropine
methylbromide
Cinnarazine
Viatmin A Palm itate+C holecalciferol+A lpha T ocopheryl Acetate+Thiam ine 
H C l+ R ib o f la v in e + P y r id o x in e  H C l+ C y a n o c o b a la m in + B io t in + C a lc iu m  
Pantothenate+Ascorbic acid+Folic acid+N icotinam ide+A m inobenzoic acid+  
M ethionine +L ysine M onohydrochloride+Rutin +Iron +Potassium  +Copper+
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Appendix 12 (Cont’) Alphabetical index of products listed in Part II & IV of the Thesis and their 
preparations

M anganese+C alcium +Phosphorous Phosphate+Pollen Ground+ W heat Germ
oil+Soyphosphatides
A tenolol
Ephedrine H C l+Theophylline+Phenobarbitone  
D iltiazem  Hydrochloride 
Tim olol M aleate
Oxapium  Brom ide+M eprobam ate 
Clorazepate D ipotassium  
O xbentifylline
Thiam ine H C l+Pyridoxine H C l+Cyanocobalam in  
Terfenadine
Thiam ine M ononitrate+Pyridoxine H C l+C yanocobalam in+Folic acid  
Piripedil
C odeine Phosphate+Ephedrine H Cl+Chlorpheniram ine M aleate +Phenylephrine 
HCl
Vitamin A+Vitam in E+Vitam in B 1 ,B 2 ,B 6 ,B  12+Vitamin C +Folic acid+Di-Calcium
Phosphate+Inositol+Safflower Oil+ C alcium  Pantothenate +N icotinam ide +Viatmin
D  + B i o t i n  + I r o n  + M o l y b e d e n u m  +  I o d i n e  + C o p p e r  + M a g n e s i u m
+Zinc+Potassium +M anganese
D iazepam
D iazepam
Hydroxyethyl Rutosides 
A scorbic acid
Vitam in A +Thiam ine M ononitrate+R iboflavine+Pyridoxine HCl 
+ C y a n o c o b a la m in + F o lic  a c id + I n o s ito l+ M e th io n in e + B io t in + A s c o r b ic
acid+E rgocalciferol+N icotinam ide+Potassium  lodide+C alcium  Pantothenate +  
M anganese Sulphate+Copper Sulphate+ Potassium  Sulphate+ Ferrous Sulphate+  
Copper Sulphate+Zinc O xide+M agnesium  O xide+C alcium  Phosphate 
D iclofenac Sodium  
Ranitidine HCl
P e p s in + L ip a se + A m y la se + P r o te a se + H e m ic e llu la se + O x -B ile + V ita m in  B1 +  
D im ethicone

Tenormin®
Tepedrine®
Tildiem®
Timolol®
Tranquomon®
Tranxene®
Trental®
Tri-B®
Triludan®
Trivarol®
Trivastal®
Tussivan®

V 2 P 1 U S ®

Valinil®  
Valium®  
Venoroton®  
Vitacid C® 
Viterra®

Voltaren®
Zantac®
Z ym ogen Forte®
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Appendix 13 Interview schedule used in Part II: Initial filed work

Data to be collected from each pharmacy

Pharmacy code  
D ate o f  visit 
Tim e o f  visit

D ata  to  be co llec ted  fo r  ea ch  case  

Case number
C lient number (in the pharmacy or during the visit)
Observation o f  advice from pharmacist

(record o f  the dialogue as stage 2 o f  part one)
Custom er information (adult/child, m ale/fem ale, relationship with patient)
Patient information (age, sex)
M edication requested ( if  not supplied: w hy not)
D o you have health insurance?

S erv ice

prescription (go  to 1) 
request for named product (go to 2) 
request for suitable product (go to 3) 
advice /other service w ithout sale (go to 4) 

___________________________________________________________________________________ Page break

1. p rescr ip tio n  from  p h ysic ian

For all clients
type o f  the prescription (public, private, health insurance) 
date o f  prescription  
drugs prescribed 
duration o f  m edication
new ly  written or repetition o f  old prescription

If old prescription
what is(are) the drug(s) requested?

** duration specified  by physician (as reported by client)?

how  much do you take and when?
do you take this regularly or just when you need it?
how  long have you been taking this drug?

w hy you repeat it?
what do you take this m edication for?

w hat e lse  do you know  about this drug?
have you been told/read anything e lse
w hen did you last see  the doctor about this problem?

w hen w as the last tim e you checked/m onitored/discussed your illness?
where and with whom ?  

are you taking or using any other m edication?  
if  so  what ?

(co llect data concerning current problem only)

if  new /health insurance prescription
how  long did you had this problem before seeing the doctor?
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Appendix 13 (Cont’) Interview schedule used in Part II: Initial filed work

did you try any other m edication or action to decrease illness?  
w hat was it? 
w ho told you about it? 

w hen w ill you go  and see the doctor again, or to a clinic?  
did the doctor tell you how  long to take this?

(are you taking or using any other m edication?  
if  so  what?)

If health insurance prescription
have you had previous prescription for sam e problem? 

how  many? 
w hen was the last one) 

are you taking or using any other m edication?  
i f  so  what ?

Page break

2. R eq u est o f  a  n am ed  p ro d u ct (interview at end o f  visit)

w ho is the m edication for?
age, sex , and relation to the purchaser 
(pregnant: yes/no) 

what health problem  is this going to be used for?

what e lse  do you know  about this drug? 
have you been told/ read anything? 
have you used it before?

if  so: how  long did you use it for?

ask about the dosage, 
ask about duration,

(how  w ill you use or take it? what dose and w hen?) 
how  did you find out this m edication? (w ho told you)?  
are you taking or using any other m edication?  

i f  so  what?)

i f  previously on a prescription go  to **.

3 . R eco m m en d a tio n  b y  p h arm acist

w ho is the m edication for?
age, sex , and relation to the purchaser 
(pregnant: yes/no)

how  long have you had this problem? 
have you tried any m edication before or seen a doctor, 

if  so: what and when?  
are you  taking or using any other m edication?  

i f  so  what ?

Page break

Page break

4 . ad v ice /o th er  serv ice

type o f  service: advice, injection administration, drug information, measurement o f  blood pressure:

i f  injection administration
questions o f  request for a prescription ( 1 )/ named product (2 )/ suitable product (3) 

if  service 4  onlv
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Appendix 13 (Cont’) Interview schedule used in Part II: Initial filed work

to w hom  w ill it be administered?
age and sex  

prescribed/ requested/ suggested?  
what is the problem  (illness)?  
how  long have you been using it?
have you used this before, for this patient or another? i f  another who?  

when?

what do you know  about it? w ho told you/w here did you find out?

if  for information about drug
what is the information requested?
what is the drug?
w ho is the m edication for?
what is the problem  for w hich it is to be used?
how  did you find out about it?

blood pressure m easurem ent 
patient (age, sex )
w hen w as the last time it w as measured

have you had a problem  with blood pressure? 
have you taken any drugs? 

what and when?
prescribed, requested, suggested  by pharmacist, or other (specify)?  

when did last see  a doctor?

END
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Appendix 14 Interview schedule used to collect data from clients about their use to
cardiovascular products and products for diabetes (Part II: Final work)

Interview schedule: drugs for selected chronic diseases 

Covering sheet (notes for the interviewer)

A ll clients w ho request one or more products by name from  the fo llow in g  categories to be included:

Clients w ho request other service for either C V D  or diabetes, eg  B P measurement, sugar levels, injection  
administration, etc

For cardiovascular d isease (C V D ) 
diuretics 
beta-blockers 
Ca channel blockers 
A CE inhibitors 
vasodilators 
cardiac g lycosid es  
anti-arrhythmics 
any other product for C V D

Products for diabetes:
insulin products 
oral hypoglycaem ics

D etails o f  the conversation betw een the pharmacist/assistant and client to be recorded on the reverse o f  the 
interview schedule.

Introduction to interviewee:
I am from the Faculty o f  Pharmacy and w e are doing research concerning drug use and safety and what 
information clients need. W e are interview ing people w ho purchase certain products from  a pharmacy. It w ill 
only take a few  m inutes, can I ask you a few  questions?

Interviews to be conducted during three-hour study visits to each o f  50  pharm acies randomly selected from  all 
pharmacies throughout A lexandria (TO BE REV IEW ED).

The questions in the interview  schedule must not be m odified or further explained or "interpreted" for the 
interview ee. I f  they are unable to answ er the question must be om itted and coded as m issing. I f  many 
interview ees cannot answ er a question, then perhaps the question w ording should be reviewed.

If the client is an adult responsible for a child or young person w ho is the patient. The interview should be 
conducted w ith the responsible adult.

If the service is an administration o f  an injection (insulin). This to be indicated in question 1 and the interview  
schedule to be fo llow ed .
___________  Page break

Interview schedule: drugs for CVD and diabetes

case number [ ] pharmacy number [ ]

1. D rug(s) purchased (or service) drug 1 drug 2 drug 3 drug 4
service

2. Is this m edicine/product for you? y e s ...l
no ....2

if yes (go to q4)

if no: (questions 3,9,13,14,15,16,17,18,19,20,21,22,23 only)
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Appendix 14 (cont’) Interview schedule used to collect data from clients about their use to 
cardiovascular products and products for diabetes (Part II: Final work)

3. W ho is it for?

12.

13.

14.
15.
16.

parent ....1
son/daughter ....2
other fam ily m em ber(specify) ....3
friend ....4
em ployee ....5

4. W hat do you know about this drug?
sp ec ify ..................................................................

5. W hat is it used for?
6. H ow  did you find out about it?
7. H ow  much do you take, and when?
8. D o  you ever vary the dose?

i f  yes, when, w hy and how

y e s .....1
som etim es....2 
n o .... 3

9. H ow  long have you been using it?
10. H ave you experienced any side effects?

if  yes, sp ecify .....................................

y e s .. .l  
n o ...2
don’t k now ...3

11. D o you know  if  it can have any side-effects? yes, it can ...l
no, it cannot...2 
don't k now ...3

if  yes, sp ecify ..............................
i f  yes, how  did you find out about the side-effects?
sp ec ify .........................................

D o  you know  anything e lse  about this drug? y e s ...l
n o ...2

i f  yes, sp ecify ...............................
W hat health problem  do you use this m edicine for?

sp ec ify .........................................
H ow  long have you had this problem? [ ]
W hen did you last see a doctor about it? [ ]
W hen did you last have you blood pressure/sugar measured? [

w ho did it? (sp ec ify ).................
w hen w as the tim e before that [ ]
w ho did it? (sp ec ify ).................
w hy do you decide to measure it?
(s p e c ify ? ) ....................................

17. D o  you take any other drugs for this health problem? yes.... 1
n o  2

i f  yes, w hich are they?
sp ec ify .............................
how  often do you take it
(specify , if  regular or if  needed, and frequency for each)

18. D o you have any other health problems? y e s ..... 1
n o  2

if  yes, what are they? 
sp ec ify ........................................

19. D o  you take any other m edication? y e s ..... 1
n o  2

Page break

Page break
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Appendix 14 (cont’) Interview schedule used to collect data from clients about their use to 
cardiovascular products and products for diabetes (Part II: Final work)

if  yes,
how  many different m edicines?  
w hat are they called?
(specify  all, or indicate i f  don't know ).....................................
how  often do you take it
(specify , if  regular or if  needed, and frequency for each)

20. D o you /does the patient have HI? y es...I
n o ...2
d on’t k n ow ...3

does the patient have other health service?
sp ecify ..................................

Information about the patient (not 3rd party):
21. H ow  old  are you (the patient)? [ ]
22. Sex male  1

fem ale  2
23. W hat is your/their occupation(of the patient)?

sp ecify ..................................

END
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Appendix 15 Interview schedule used to collect data from clients about their use of
antibiotics and cough products (Part II: Final work)

Interview schedule: drugs for cough and antibiotics 

Covering sheet (notes for the interviewer)

A ll clients w ho request one or more products by nam e from the fo llow in g  categories to be included:

products marketed for cough  
antibiotics, oral and parenteral (not topical)

A s categorised in the “Therapeutic Index o f  A vailable Drugs in the Egyptian Market” (M inistry o f  Health 1992) 
the cough products categories were: cough suppressant, m uclolytic and expectorant 
the antibiotics listed were: penicillins, cephalosporins, tetracyclines, am inoglycosides, macrolides, 
clindam ycin, others: 4-quinolones, sulphonam ides, trimethoprim. Chloram phenicol, colistin  sodium  
methanesulphonate, diethanolam ine fusidate, rifam picin, spectinom ycin HCl, thiamphenicol, 
vancom yicn.

The investigation does not include antifungal drugs, antiviral, antiprotozoal or anthelmintics.
This list should be checked against new products that appear in pharmacies, if any.

W hen more than one drug relevant to the study is purchased, inform ation to be requested about all.

D etails o f  conversation betw een pharmacist/assistant and client to be recorded on the reverse o f  the interview  
schedule.

Introduction to interviewee:
1 am from  the Faculty o f  Pharmacy and w e are doing research concerning drug use and safety and what 
information clients need. W e are interview ing people w ho purchase certain products from  a pharmacy. It w ill 
only take a few  minutes, can 1 ask you a few  questions?

Interview s to be conducted during three-hour study visits to each o f  5 0  pharm acies randomly selected  from all 
pharm acies throughout A lexandria (TO BE REV IEW ED).

T he questions in the interview  schedule must not be m odified or further explained or "interpreted" for the 
interview ee. If they are unable to answer the question must be om itted and coded as m issing. If many 
in terview ees cannot answ er a question, then perhaps the question w ording should be review ed.

If the clien t is an adult responsible for a child or young person w ho is the patient. The interview  should be 
conducted with the responsible adult.

I f the service is an administration o f  an injection (antibiotic). This to be indicated in question 1 and the interview  
schedule to be follow ed.
___________________________________________________________________________________ Page break

Interview schedule: cough products and antibiotics (oral and parenteral)

case number [ ] pharmacy number [ ]

1. D rug(s) purchased (or service): drug 1 drug 2 drug 3 drug 4
service

2. Is this m edicine/product for you? y e s ...l
n o ....2

if yes (go to q4)
if no: (questions 3,9,13,14,15,16,17,18,19,20,21,22,23,24 only)

3. W ho is it for?
parent ....1
son/daughter ....2
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Appendix 15 (Cont’) Interview schedule used to collect data from clients about their use of
antibiotics and cough products (Part II: Final work)

5.
6 . 
7.

10.

11 .

12 .

13.

14.

other fam ily m em ber(specify) 
friend  
em ployee  

W hat do you know about this drug?
sp ec ify ..................................

W hat is it used for?
H ow  did you  find out about it?
H ow  much do you take, and when?
D o you ever vary the dose?

how  do you decide about the dose?

....3

....4

y e s  1
som etim es....2  
n o  3

H ave you used it before?

if  yes, when w as the first time? 
how  often do you use it?

(if used product before)
H ave you experienced any side effects?

if  yes, sp ecify .....................................
D o you know  if  it can have any side-effects?

y e s ...l  
n o ...2

y e s ...l  
n o ...2
don’t know ...3

yes, it can ...l 
no, it cannot...2 
don't k n ow ...3

if  yes, sp ecify ..............................
i f  yes, how  did you find out about the side-effects?
sp ec ify .........................................

D o  you know  anything e lse  about this drug? y e s ...l
no ...2

i f  yes, sp ecify ..............................
W hat health problem  do you use this m edicine for?

describe problem ............................
do you have any other sym ptom s with this problem?

if  yes, sp ecify ..............................
H ow  long have you had this problem?

have you tried any other medication?

if  yes, sp ec ify .................................................
how  do you use it?...........................
how  did you find out about it?...........

y e s ...l  
n o ...2

y e s ...l  
n o ...2

15. H ave you seen  a doctor about it?

i f  yes, when

16 If no, have you ever consulted a doctor about it?

i f  yes, when
17. D o  you take any other drugs for this health problem

or the other accom panying sym ptom s?

y e s ...l  
n o ...2 
[
y e s ...l  
n o ...2 
[

y e s ....l 
n o ....2

i f  yes, what are they (and for w hich sym ptom s)?

Page break

Page break
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Appendix 15 (Cont’) Interview schedule used to collect data from clients about their use of 
antibiotics and cough products (Part II: Final work)

sp ec ify .........................................

18. D o  you have any other health problem s?...........y e s .....1
n o  2

if  yes, what are they? 
sp ecify .........................................

19. D o  you take any other m edication?......................y e s .....1
n o  2

if  yes, how  many different m edicines?  
what are they called?
(specify  all, or indicate if  don't know )

how  often do you take it
(specify , if  regular or if  needed, and frequency for each)

20. D o you /does the patient have HI? y e s ...l
n o ...2
don’t know ...3

does the patient have other health service?  
sp ec ify ..................................

Information about the vatientinoi any 3rd party):
21. H ow  old are you (the patient)? [ ]
22. S ex  (o f  patient) m ale........1

fem ale 2
23. W hat is your/their occupation(of the patient)?

sp ecify ..................................
24. D o  you /does the patient sm oke? y e s ...l

n o ...2
if  yes, how  many each day? [ ]

END
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Appendix 16 Approaches made to include 50 pharmacies in Part II study (Final work)

O f the selected  50  pharmacies, in the first attempt o f  contact, 27 w ere telephoned before the study visit 
w hile the rem aining 23 w ere visited  w ithout a warning call.
1.1.1. Pharmacies contacted by telephone calls (27 pharmacies)

18 agreed to take part and appointment w as made for the study-visit (how ever, one o f  them w as
closed  w hen visited)

2 there w as no pharmacist to take his/her consent (called  more than once, and one o f  them was
visited as w ell, still no pharmacist was there)

2 the only tim e that suit the pharmacist for the visit w as 8-11 pm in one and 9V2-12V2 am in the 
second (both they w ished to have the study run in their presence at these specified  times, one  
o f  them claim ed his father is seriously ill and he can not be in the pharmacy at different time 
and he added that the area is not safe at late tim e especia lly  for stranger)

1 there w as no answ er (w as found closed  dow n w hen visited later),
1 c losed  for redecoration
3 the pharmacist refused to take part (one said “I am alone in the pharm acy and it is very

busy...I apologise I do not want to participate...excuse me know we are very busy..I can not 
talk more.. ”, a second said ‘'the pharm acy is crow ded by people...no time to talk or to
participate...! am alone in the pharm acy  ” and the third claim ed that they w ere not happy with
the observation made earlier in their pharmacy and they do not w ish  to continue).

1.1.2. Pharmacies visited without a warning calls (23 pharmacies)
12 agreed to take part (how ever, one o f  them, the ow ner o f  the pharmacy, w ished to start the

study the next day after referring to the manager and the second w hen visited tw ice - in both
cases there was no pharmacist - he claim ed that the ow ner is abroad and the pharmacist is
present only after 81/2 p.m, w hich w e did)

7 were found closed  (5 closed  dow n and 2 do not open before 12 p.m )
2 there w as no pharmacist
2 the person there refused to take part (both claim ed they are pharmacists, how ever, one o f

them w as said that he is the father o f  the pharmacist; one - w hile addressing his talk also to 
a custom er in the pharmacy - he said “when I walked in the school and saw  the pan - he 
meant the w ater bath - and the m ortar I knew that it w ill be a pretence ..give me the form  and  
I will f ill  it in on behalf o f  the customer"  and the second said “your study does not suit us., we 
are here to sell...sorry we are busy if  you excuse us...you will f in d  another pharmacy.. ".

W ith a second attempt, in all cases replacem ent pharmacies w ere telephoned (7 cases)/v isited  (14  cases) by  
reaching the nearest pharmacy in the area or the next pharmacy in the index. O f the new ly selected  ones,

12 agreed to participate
4  were closed  (2 closed  dow n, one does not open before 12 p.m  and one closed  for painting and 

decoration)
3 there w as no pharmacist (one o f  them visited tw ice) to get his/her consent and the assistants 

there could  not allow  the study to occur w ithout first inform ing the pharmacist responsible.
1 the pharmacist apologised: “I am going to close now, I came ju s t to get some paper"  this was

on Thursday at 11 a.m
1 the person present in the pharmacy refused “I do not like any body to know about my

business".
W ith a third attempt, the sam e protocol fo llow ed  above, new  pharmacies w ere contacted (8 visited  and one  
contacted),

6 agreed to participate
1 was closed  (does not open before 12 am)
1 the pharmacist w as supposed to arrive within an hour (a closer pharmacy was visited, there

was no pharmacist, returned to the first pharmacy where the pharmacist had arrived)
1 the pharmacist apologised “either tom orrow morning or tonight 8-11 pm, when 1 could be

there because the other pharm acist is a bit nervous...and might upset you ".
For a fourth attempt (required to replace 2 pharmacies) tw o pharmacies w ere visited,

1 agreed
1 there was no pharmacist. This was replaced by a new  one (telephoned before visited).
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Appendix 17 Concomitant administration of other drugs by cardiovascular products users

Cardiovascular products requested  
from the pharmacies

Other products “■ concom itantly used by the patients

A ldactone
A ldom et
A ltiazem
B ezalip  & Prolixan  
Brinerdin

Brinerdin & N ifepin  
Burinex

Capoten

C apozide 
Cardiket & Epilat 
Cinnarizine

E dem ex

E ffox 20  
Epilate

Hydergine 
Isordil 5m g
Isordil 5m g & Nitrom ack  
K-Chlor

Lanoxin

C ase 1 : Essential - Legalon - M ucophylline  
C ase 2: products for pregnancy (V iatm ins)
C ase 3: O ne alpha - Zantac - Fawar fruit 
C ase 4: Epitens
C ase 5; A ldom et - antihypertensive 
C ase 6: oral hypoglycaem ic  
C ase 7: R ow achol 
C ase 8: Triludan
C ase 9: Spasm o-Canulase - others for the liver & colon  
C ase 10: N ifepin  - Stugeron
C ase 11 : Prolixan - Stugeron - product for the otitis media 
C ase 12: Stugeron
C ase 13: M oduretic - N itrom ack - Epilat - R oyall G elly- 

Lanoxin - K sym p- effervescen ce for constipation  
C ase 14: oral hypoglycaem ic  
C ase 15: Injection & physiotherapy for m uscle ache 
Case 16: Ispotin -B lokium  - ey e  drops (for a thrombus in the eye) 
C ase 17: Tenormin - B alkis - Salbovent - Flatidyl 
C ase 18: V itam ins
C ase 19: M onocard - Inderal - Dinitra 5 
C ase 20: A ldom et 500  - Brinerdin - D iam icron - G lucophage - 

Trivarol
C ase 21: Z ym ogen forte - L iposis V  - Trivarol - Librax - 

Ultroderm ointm ent 
C ase 22: antihypertensive - sublingual tablet - M inidiab 20  
C ase 23: N itrom ack - Lanoxin - Rhonal - L asix - H ypoglycaem ic  
C ase 24: N itrom ack - Lanoxin - M oduretic - D aonil - 

G lucophage - Insulin Initard 
C ase 25: Tenormin  
C ase 26: M inidiab - Vitamin  
C ase 27: Natrilex - Epimag
C ase 28: treatment for renal co lic , eye  sw elling  & rheumatism
C ase 29: N itrom ack
C ase 30: Lanoxin - Penicillin
C ase 31 : M oduretic - hypoglycaem ic - product for the C N S - 

Oxybral or Stugeron or Trivastal 
C ase 32: D aonil - Insulin - ey e  drops for glucaum a  
C ase 33 : L asix  
C ase 34: Ruta-C
C ase 35: N atrilex - Dinitra 10 - Rhonal - M inophylline  
C ase 36: Inderal - products for colon , colon  and cataract 
C ase 37: Persantin - Trental - Trivastal - Rhonal - Capoten - 

Epilate R
C ase 38: Lasix - M inophylline - LA Penicillin

a) All products are listed in their Trade name. Generic names are tabulated in Appendix 12
b) In other remaining cases, the interviewee did not know what other products the patient uses
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Appendix 17 (Con’t) Concomitant administration of other drugs by cardiovascular products users

Cardiovascular products requested  
from  the pharmacies

Other products concom itantly used by the patients

Respirin Case 39:
Case 40:

R honicol R C ase 41:

Tenormin & Oxybral Case 42:

T ildiem , Cardiket & B etaloc Case 43:
Trivastal, D oxium  & Venoroton Case 44:
Trivastal & Trental Case 45:
Stugeron Case 46:

Case 47:
Case 48:

M idodrine
treatment for prostate (Icthammol suppositories) and 
som e capsules
C apozide - M ucinum  - V itacid C - Vitam in C - 

H ypoglycaem ic
R honicol R - E ssential forte - A denoplex forte - 
M enabolin - Insulin - D aonil - Prisoline  
Colfarit - Persantin - Nitrom ack  
Insulin
D ep ovit B I2  - T im olol drops & other eye  drops 
Oral hypoglycaem ic - Ranitidine 
Voltaren - Brufen - M ucogel
Ser.A p.Es - D iam icron - V 2 plus - Farcovit - A denoplex

a) All products are listed in their Trade name. Generic names are tabulated in Appendix 12
b) In other remaining cases, the interviewee did not know what other products the patient uses

N ote; A ccording to the B N P  (Joint Formulary C om m ittee 1995) the fo llow in g  cases were noted for 
hazardous interactions:
cases 13, 23, 24 , 33 , 35, 38: c a r d ia c  g ly c o s id e  (L a n o x in )  w ith  lo o p  d iu r e t ic s  (L a s ix ,

M oduretic, Natrilex or Burinex), noted for the hazardous 
interaction due to g lycosid e  toxicity w ith the hypokaleam ia that 
can precipitate due to the diuretic, 

case 17: B -B locker (Tenorm in) w ith B 2-agonist (Salbutam ol), noted for the hazards o f
severe hypertension or exacerbation o f  asthma condition, 

case 14: A C E  inhibitor (Capoten) w ith oral hypoglycaem ic, noted for possib le enhancement
o f  hypoglycaem ic effect.

cases 36  & 37: cardiac g lycosid e  (Lanoxin) with B -blocker (Inderal) or A C E  inhibitor (Capoten)
and Ca-Channel blocker (Epilate), noted for the hazardous risk o f  A V  block, 
bradycardia or increase in d igoxin  plasm a level, 

case 42: B -B locker (Tenormin) w ith hypoglycaem ic (Insulin or D aonil), noted for possible
enhancem ent o f  hypoglycaem ic effect that can be m asked for its sym ptom s by 
Tenormin.
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Appendix 18 Concomitant administration of other drugs by insulin and oral 
hypoglycaemic users

H ypoglycaem ics requested  
from  the pharmacy

Other products concom itantly used by the patients

O ra l h yp og lycaem ics
Sulphonvlureas 
* G liclazide (D iam icron)

(G lipicron)
* G libenclam ide (D aonil)

* G lip izide (M inidiab)

* G libenclam ide (Euglucon)

* Chlorpropamide (Pamidin) 

Bieuanides
* M etform in (G lucophage)

Insulin
* N P H

* N PH  Retard

* Monotard

* Initard

* Mixtard

* U nspecified

Case 1: Fennegreek & lupine
C ase 2: Stugeron - V 2 plus - Farcovit - A denoplex
C ase 3: Reparil - Supravit - Catalin
C ase 4: Capoten - Isoptin - Epilat R - Trental
C ase 5: Bnnerdin
Case 6: Stugeron - Ispotin BOmg - Capoten - Tri-B injection

Case 7: Insulin  
C ase 8: Vitam in
C ase 9: U nspecified  suppository for the back pain & Others 
C ase 10: Voltaren injection - Viatm in  
C ase 11 : Prisoline eye  drops 
Case 12: M ultisis - V itam in - A nalgesic  
Case 13: Selgon  - Salbovent - an antihypertensive - cough  

product - Orazone 
C ase 14: G lucophage

C ase 15: E ffox - Isordil (sublingual) - an antihypertensive 

C ase 16: Eselinate - Ruta-C  

Case 17: Epilat - Prisoline

C ase 18: M inidiab - Viterra
Case 19: L egalon - N eurovit & others for hepatitis

C ase 20: V itam ins 
C ase 21: Effortil
C ase 22: Vitam in (for pregnancy)
C ase 23: D iam icron - other products for other problem s

C ase 24: D isflatyl - Insulin Neutral

C ase 25: D iam icron - V itam ins - product for C N S  
C ase 26: G lucophage - D iam icron  
C ase 27: N itrom ack - A ltiazem  - Inderal - Brinerdin 
C ase 28: D aonil - M ineravit - Trivarol

Case 29: D aonil - G lucophage - Epilat - M oduretic - Lanoxin  
N itrom ack  

Case 30: Brinerdin

Case 31: D aonil
Case 32: Lanoxin - Lasix/B urinex

Case 33: C apozide - Dinitra 5 m g - Pollen forte - N itrocine 
5 - Geriatric Pharmaton- N eurovit - Orofar 

Case 34: G lucophage

a) All products are listed in their Trade name. Generic names are tabulated in Appendix 12
b) In other remaining cases, the interviewee did not know what other products the patient uses

N ote: C ases notified for risks o f  enhancem ent, antagonism  o f  antidiabetic products effect or g lu cose tolerance 
due to A C E inhibitors (Capoten in cases 4  & 6, C apozide in case  33), C a-Channel blockers (Isoptin and/or 
Epilate, in cases 4 , 6 & 20  and A ltiazem  in case 27), B -blocker (Inderal case 27), loop  diuretics and thiazides 
(M oduretic case 20, Lasix/Burinex case 32, Capozide case 33) or N SA ID  (Voltaren case 10).
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Appendix 19 A) Cases involving clients purchasing antibiotics for their own use

C ase 1 A  70  year old asked for administration o f  Garamycin 80mg® am poules (gentam icin).
The m edicine w as for an eye  inflamm ation w hich started a year ago. Trials w ere made with Ocusul® 30% eye  
drops (sulphacetam ide), Prisoline® eye drops (naphazoline hydrochloride & chlorpheniramine m aleate) and an 
eye ointm ent. Garamycin® injection was then prescribed by an ophthalm ologist, 3 days ago, 1 vial every 12 
hours and up to 3 vials until the consultation v isit (fo llow -up  visit). The patient w ho didn’t refer back to the 
doctor w as in the pharmacy for the 4"’ vial. The patient’ information about the drug stated it was a good  
antiseptic for eye , as w ell as kidneys and urinary tract. The patient w as also diabetic and hypertensive and using  
Daonil® tablets (glibenclam ide), Brinerdin® tablets (reserpine, clopam ide & dihydroergocristine) and Supravit® 
capsules (vitam in com bination).
C ase 2 A 75 year old requested the administration o f  Garamycin 40mg® am poules (gentamicin).
The patient w as prescribed the drug 3 days ago, 1 vial daily - at any tim e o f  the day - for one w eek, for cough  
accom panied by broncho-spasm , mucus, oesophageal pain and em aciation w hich started 2 w eeks ago and for 
w hich the patient was previously prescribed an expectorant and a bronchodilator w hen the sym ptom s first 
appeared. The patient was also hypertensive and had parkinsonism .
C ase 3  A  65 year old requested Tetracid® capsules (tetracycline hydrochloride). The purchaser
reported using it for a sore throat, tonsillitis and ear-ache w hich started 5 days previously. The drug w as taken 
for the last five days, one capsule every 8 hours, the problem w as still there, the patient was buying more to 
continue for another tw o days, but to be taken every 6  hours for greater effect. A s the patient understood, this 
antibiotic could  be used for kidney, respiratory as w ell as som e gastro-intestinal problem s, with a course o f  one 
capsule every 6  or 8 hours, for 4 -5  days or until the sym ptom  disappears, then for an extra 1-2 days. The user 
was hypertensive too and therefore, on Brinerdin® tablets (reserpine, clopam ide & dihydroergocristine). 
C ase 4  Tetracid V® capsules (tetracycline hydrochloride, vitam ins B 1, B 2, B 6 , B 1, C, nicotinamide,
calcium  pantothenate & fo lic  acid) used by a 41 year old m ale for a sore throat. The patient knew about 
Tetracid tim e ago and alw ays used it w hen a sore throat occurred; usually 1-2 o f  capsules only. H e understood 
that Tetracid is for throat inflamm ation and soreness. The sym ptom s started the previous night, he had not tried 
to take anything else . The patient did not have any other problem s and w as not taking any other drugs.
C ase  5 Septazol^ tablets (trimethoprim & sulpham ethoxazole) purchased by a 12 year old male
having fever. T his started last night, with blocked nose and sore throat. He had Rivo® tablets (acetyl salicylic  
acid). H e knew  this is an antipyretic, it should be taken tw ice (1 tablet in the morning and 1 in the evening) and 
this should be after m eals. R ecom m ended by his mother.
C ase 6  Ampicillin 250mg® capsules w as requested by a 35 year old. The purchaser had a toothache
w hich had started 3 days ago. The patient intended to use the drug for 4  days, three tim es after m eals. A s the 
patient understood, this antibiotic could be used for w ounds, boils & toothache. She heard about it on other 
occasion  from  a doctor friend.
C ase  7  Ampicillin 250mg® capsules w ere requested by a 17 year old  for a sore throat and difficulty
in sw allow ing . T his problem had been alw ays there during the last month, disappeared then reoccurred last 
w eek. H e did not know about the dose, his aunt told him  to use it.
C ase  8  Ampicillin SOOmg® capsules w ere requested for an inflam m ation (sw elling  and pus) which
had started after a tooth rem oval 4  days previously. The patient did not try any other m edicines. The patient 
knew  that am picillin is good for inflammation and is to be taken every 8 hours. The antibiotic had been  
recom m ended by a pharmacist on a previous occasion. She does not have other health problem s and was not 
taking any m edication.
C ase  9  Hiconcil SOOmg® capsules (am oxycillin) w ere requested by a 34 year old for a sore throat.
The patient claim ed that because o f  the air-conditioning in the o ffice , he was alw ays having sore throat problems 
for w hich the doctor prescribes this antibiotic every few  months. W hen a sore throat appeared to start in the 
morning, in addition to the pharmacist’s recomm endation o f  Orofar® lozen ges (benzoxonium  chloratum, 
lidocainum  hydrochloride & xylitol), the patient decided to take H iconcil 500mg®, one capsule every 8 hours. 
The patient understood that the product is an antibiotic for inflam m ation and should be taken every 6 or 8 hours. 
C ase 10 Flumox Igm® vials (am oxycillin  & flu cloxacillin ) injection w ere requested by a 30 year old
for an ear problem; pus, pain and difficulty in hearing w hich started a w eek  previously. The antibiotic was 
prescribed for 4  days with one injection every 12 hours. H ow ever, because the injection som etim es caused



APPENDICES

408

Appendix 19 (Cont’) A) Cases involving clients purchasing antibiotics for their own use

burning, the patient reported reducing the dose to once daily. In addition to the antibiotic injection, the patient 
claim ed to be on antibiotics o f  SOOmg capsule (tw ice daily), ear drops and topical paints as w ell.
C ase 11 Cidomycin 160mg® vials (gentam ycin) purchased and adm inistered by a 21 year male, as
the patient described “analgesic for renal inflamation and urinary infection B lood  in the urine, accom panied  
by pain and burning started 2  w eeks previously. The patient did not try any m edication, decided to have urine 
analysis and to see a doctor. X-rays had been done (w hich revealed inflam ation) and the patient was prescribed 
am poules and capsules: “I took it once but the pain continued". Seeing  a second doctor 3 days previously, a 
new analysis was done and from this C idom ycin and Proximo^ effervescent granules (halphabarol) were 
prescribed, in addition to advice on drinking lots o f  flu ids. The patient information about the drug stated that 
it is for inflam m ation o f  the kidneys and the urinary tract, to be adm inistered every 12 hours for 3 days (until 
the next consultation) and should be taken after breakfast. The patient did not have any other problem s.
C ase 12 Cidocetine® vials (chloram phenicol) administered to a 30  year old  fem ale for a stom ach
ache, fever (not measured), catarrh and em aciation w hich started 4  days ago. She had tried Novalgin® (dipyrone) 
and peppermint infusion. She did not know anything about the drug, it w as prescribed by a private doctor, one 
vial in the morning and one in the evening (the doctor gave her 4  vials). She w as prescribed also tablets for the 
stom ach-ache (tw o tablets after m eals) and an oral antibiotic (every 8 hours). The patient did not have any other 
problems.
C ase 13 Unasyn 375mg® vials (am picillin & sulbactam) purchased and administered to a 4 0  year
old male. T he drug w as prescribed by a doctor at the casualty department for a cut, the previous day. Four 
ampoules w ere prescribed, one every 12 hours. The patient knew  it is an antibiotic, should be taken every 12 
hours (one am poule due in the morning, was taken at lunch tim e). The patient w as prescribed also Trental 40Ü® 
tablets (oxpentifylline), Ketofen® tablets (ketoprofen) and Ruta-C® tablets (rutin & ascorbic acid). T he patient 
knew that all should be taken together every 8 hours.

Appendix 19 B) Cases involving clients purchasing antibiotics for their children

C ase 1 Amoxil 250mg® suspension (am oxycillin) w as requested for an 8 year old  son having a sore
throat w hich started the morning. The patient was not as active as normal, had a non-productive cough and slight 
fever. W hen the sym ptom s started in the morning, the child was g iven  Flurest syrup® (phenylpropanolam ine, 
paracetamol, chlorpheniramine & caffeine) one spoon in the morning and Novalgin® syrup (dipyrone) 5 ml 
tw ice. The parent reported know ing that this antibiotic could be used for inflam m ation and sore throats. 
Although the parent said that they used to g ive the child  antibiotics for sore throats, he added that, on previous 
occasions, the doctor had advised to use different antibiotics each time. T he parent had the intention to g ive the 
child the antibiotic every 6 or 8 hours depending on the sym ptom s for 3 days as had been directed by the doctor 
on other occasion . The father reported that the child did not experience any side effects with the drug and that 
the drug d oes not have any side effects.
C ase 2  The sam e antibiotic; Amoxil 250mg® suspension (am oxycillin ) w as requested by a parent
for his 2'̂  ̂year old son, w ho had a sore throat w hich had started 5 days ago with fever in the first 2 days. The 
parent, w ho reported he w as a doctor, said that the throat w as inflam ed and fo llic les  could  be seen. The product 
requested w ould  be the 3"* bottle the child had taken since the sym ptom s had started (5 days ago). T he parent 
said that he w ould  continue giving the antibiotic for another 3-4  days, in addition to other m edicines given; 
Paramol® syrup (paracetamol), Novalgin® syrup (dipyrone) and VitaminC drops ® (ascorbic acid). T he father 
reported that the child did not experience any side effects with the drug and thought that the drug could cause 
a rash.
C ase 3  A Garamycin 20mg® am poules w ere requested to be adm inistered in the pharmacy to a 7
month old. T he injection w as prescribed by a doctor in a polyclin ic (one injection every 12 hours for 6 days) 
together with Paramol® syrup (paracetamol), oral antibiotic (unspecified). Gentian Violet and Mucophylline®
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syrup (brom hexine hydrochloride & acephylline piperazine). Sym ptom s o f  the problem  included a productive 
cough, w heezing, bronchospasm, rhinorrhea and fever (not measured but the mother felt touch). A s the mother 
said, w h ile  the problem was recurrent since birth, this time it started 3 days ago, she took the child to the doctor 
at that tim e. W hen the mother was asked about the m edicines’ use, she reported that the Paramol was tw ice  
daily, for cough; the Gentian V iolet was needed because som e teeth w ere growing; M ucophylline w as tw ice 
daily, for the chest; and the oral antibiotic was three tim es daily. The mother did not know  if  the drug could have 
side effects on the child or not.
C ase 4  E-mox 250 mg® suspension (am oxycillin) was requested for a 16 month old. The problem
as described by the parent w as a light cough and fever (the temperature w as not measured) w hich started 3 days 
ago. T he patient had a history o f  bronchitis (a year ago) and Amikin lOOmg® vials (am ikacin sulphate) 1.5 ml 
every 12 hours w as prescribed (2 boxes) with Sedamol® suppositories (paracetamol & phenobarbitone) every 
4 hours, E-mox® suspension every 6 hours - to com plete 2 bottles - w ere prescribed on this occasion . The parent 
reported that he w as advised by the doctor to repeat the antibiotic w henever the child w as ill in the future. The 
parent added that in the last 6  months a course o f  antibiotics w as g iven  to the child by the parent; 2 bottles for 
each course, one spoonful 3 or 4  tim es a day depending on the sym ptom s conditions. B esid e the antibiotic 
purchased, the parent gave the child Am ikin and Sedam ol as w ell, as they had been prescribed in the past. W hen  
the parent w as asked abut the use o f  E-mox® he reported that it is useful for tonsilitis, flatulence and spasm  
when used 3-4  tim es a day as a course o f  2 bottles. The father reported that the child did not experience any side 
effects for the drug and answered that he d oesn’t know if  the drug could  have side effects or not.
C ase 5  E-mox 250mg® suspension was requested for a 2 year old  having a sore throat and difficulty
in sw allow in g . The mother described that the child had w hite patches and pus in his throat. This antibiotic had 
been prescribed 4-5  months ago when the child had the sam e problem. The mother reported that she usually uses 
this antibiotic 6 -7  tim es a year for the child. The problem  started w ith a cough and asthma 2 w eeks ago, for 
w hich Etaphylline® syrup (acepifylline) and Tussivan® syrup (codeine phosphate, ephedrine hydrochloride, 
chlorpheniram ine maleate & phenyephrine hydrochloride) were prescribed. The mother reported that the child  
did not experience any side effects for the drugs and that she thought the drug could have side effects.
C ase  6  Amikin lOOmg® vials (am ikacin sulphate) w ere brought by a client to the pharmacy for
parenteral administration i}/i m l) to a 2 year old. The antibiotic w as on a prescription w hich included also  
E/yzo/® syrup (m etronidazole) three tim es daily for a w eek, Orazone® syrup (dexam ethazone) three times daily  
for 4  days, Bricanyl® syrup (terbutaline sulphate) three tim es daily, in addition to the Am ikin prescribed as 1ml 
every 12 hours. A s the father reported, a productive-cough, w heezing, bronchospasm  and som etim es vom iting  
had started 5 days ago. In addition, the child had also been straining at the stool and for w hich Entoci(̂ ® sachets 
(d i-iodohydroxyquinolines, phthalylsulphathiazol & streptom ycin sulphate) half a sachet in a cup o f  water, had 
been prescribed and Am ikin for the child 5 months ago w hen the sam e chest problem  started. The father added 
that the child  had experienced the sam e sym ptom s 2 months ago and had other m edicines. The father answered  
that he does not know i f  the child had experienced any side effects and if  the drug could  or not have side 
effects.
C ase  7  Nebcin® vials (tobramycin Sulphate) w ere requested for parenteral administration to a 4 ‘/2
month old. The baby had bronchitis, non-productive cough and bronchospasm  w hich started 3 days ago. The 
mother had seen  a doctor for the baby one day previously and N ebcin w as prescribed for 4  days (1 /2  a vial tw ice  
daily) together with an oral antibiotic 125mg (unspecified) every 8 hours and a cough product (unspecified) half 
a teaspoonful three times daily. The mother reported trying cough products and Brufen® syrup (ibuprofen) with 
the baby before deciding to see  a doctor. She added that she alw ays had Brufen at hom e, it had been prescribed 
before for the older 6  year old  child.
C ase  8  Flumox Ig  ® vials (am oxycillin  & flucloxacillin ) w ere requested for a 4  years old  for fever
and vom iting that em erged a day previously. The antibiotic was prescribed by a doctor w ho exam ined the child  
the day previously. The father reported the prescription also included an oral antibiotic (unspecified); 1 capsule 
every 6  hours, an antipyretic in addition to Flum ox Ig; 2 vials {Vi ml morning and night). The father knew that 
the child  could be sensitive to the antibiotic and said that the child had a sensitivity test in the clin ic to check  
that.
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Appendix 19 (Cont’) B) Cases involving clients purchasing antibiotics for their children

Case 9 H iconcil 250mg® suspension (am oxycillin) and Vegaskine® suppositories (acetyl salicylic
acid, phenobarbitone, paracetamol, caffeine and codeine phosphate) w ere purchased for a 516 year old, the father 
reported him  having a sore throat (pus in the throat) w hich started a day previously. S ince then, the child had 
Vegaskine® and Novalgin® syrup (D ipyrone). A private doctor had recom m ended the antibiotic som e time ago  
(2 years ago). The parent described the antibiotic as a m icrobe-killer w hich should be g iven  in a course o f  2  
bottles; one bottle to cure and the second bottle to kill totally the m icrobe and eradicate it. The child had the 
sam e antibiotic 5 months ago and as the parent reported, every 3 -4  months the child  had tonsilitis and 
consequently this was g iven  antibiotic. The father did not know if  the drug could or not have side effects. 
Case 10 Rifadine® suspension (rifam picin) was requested for a 21 month old having a cold  and
productive cough. The problem  had started 3 days previously, the mother gave the child Osipect® syrup 
(terbutaline sulphate, guaiphenesin, potassium  citrate & diphenhydram ine hydrochloride) for the cough and 
drops for the rhinorrhea. A  doctor had been seen in the previous 3 days and one month before. R ifadine was 
then prescribed by the doctor, one teaspoonful every 12 hours for a w eek. The baby had already finished one 
bottle o f  antibiotic and the mother was buying the 2"̂  bottle at the tim e o f  the study. The mother stated that the 
drug cou ld  change the colour o f  the urine.
Case 11 Streptophenicol® capsules (chloram phenicol & streptom ycin) w ere requested for a 15 year
old w ith gastro-intestinal infection and fever w hich started in the morning. The father stated that the drug is a 
gastro-intestinal antiseptic taken as 2 capsules for a loading dose then one every 12 hours. The parent was aware 
o f  this drug for a long time. H e added that the dose could be also every 6  hours depending on the conditions. 
The father believes that his daughter had not experienced any side effects, how ever he did not know  if  it could  
have side effects. In addition to Streptophenicol the patient was taking also Paramot® tablets (paracetamol) for 
the fever.
Case 12 K apect compow/id® suspension (kaolin, pectin, sulpham ethoxazole & trimethoprim) was
requested for tw ins 2 years old. Both had diarrhoea w hich started 2 days previously. The drug had been  
prescribed by a doctor the previous day. The treatment had started w ith Kapect® suspension (kaolin & pectin) 
3 tim es a day but the parent had been told by the doctor to sw ap to Kapect compound® if  the diarrhoea did not 
stop. T he doctor had asked the parent to stop g iv ing vitamins because the calcium  w ould increase the diarrhoea. 
The parent b elieves the drug should be given  4  tim es a day for 3 days and analysis w ould be needed if  diarrhoea 
does not stop. The parent reported that kapect com pound had been used before; 18 months ago and could not 
have side effects.
Case 13 Septrim® suspension (trimethoprim & sulpham ethoxazole) was requested for a 5 year old.
This w as purchased together with Isilin® syrup (am m onium  chloride, diphenhydram ine, sodium  citrate & 
m enthol). T he child  had a productive cough, fever (not measured), catarrh and difficu lty in sw allow ing. The 
problem  has started 4  days ago, the parent had already tried Triaminic® syrup (phenylpropanolam ine, 
pheniram ine m aleate & mepyram ine m aleate) for the catarrh and Paramol^ syrup (paracetamol). Septrim® and 
Isilin® w ere then recom m ended to the parent by a friend w ho had the sam e problem  w ith his children. The 
parent reported that Septrim is for throat and Isilin for cough.
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Appendix 20 A) Cases involving clients purchasing cough products for their own use

C ase 1 A 58 year old male requested Tussipect® syrup (ephedrine hydrochloride, theophylline, guiaiphenesin
6  diphenhydram ine hydrochloride) as an expectorant for sputum caused  by sm oking. The patient had been 
using the product regularly (three tim es daily after each m eal) for the last 4  years, since the problem  started and 
a doctor had also prescribed it. Other cough products w ould be used only if  the Tussipect® was out o f  stock. 
The patient stated that the product does not have any side effects excep t that it should not be taken with anti
allergic products or in high doses prior to driving and it could be used for bronchospasm , asthma, cough or flu. 
The patient reported having no other health problem s and w as not taking other m edicines.
C ase  2  Tussipect® w as also requested by a 55 year old  m ale. The patient reported using the product
as a bronchodilator, tw ice or three tim es daily, only w hen the hum idity o f  the weather w as high, usually 1 bottle 
o f the product every 3 days. The patient w as using the product for one year since the problem  started and the 
patient last saw  a doctor about it at that time. The product w as then prescribed at that tim e by a doctor in the 
health insurance clin ic. The patient did not experience any side effects, how ever, he did not know  if  there were 
any. W hen the problem  started, the patient had also been prescribed Ampicillin®. The patient did not have any 
other health problem s and w as not taking any other m edicines.
C ase  3  A  50  year old fem ale requested Bronchophene®  syrup (dextromethorphan hydrobromide,
diphenhydram ine hydrochloride, ephedrine hydrochloride & guiaiphenesin) for a productive cough that started 
3 days prior. The patient had used the product before, did not experience any side effects, but did not know if  
it could  have side effects. S ince the cough sym ptom s started, the patient tried aspirin and tw o other cough  
products w hich w ere available in the house. The patient found out about the product from  a doctor in a 
governm ent hospital 4  m onths ago on a visit o f  other health problem  (problem  with the knees). The patient had 
also gout and is taking 4  different m edicines for it regularly since a year ago.
C ase  4  Bronchophene®  syrup (dextromethorphan hydrobromide, diphenhydram ine hydrochloride,
ephedrine hydrochloride & guiaiphenesin) was also requested by a 16 year old  m ale for a nocturnal cough and 
w heezing  that started the w eek  before. The patient did not use the product before, or try any other cough  
products but knew  only about Bronchophene from the neighbour. Apart from  som e fever for w hich the patient 
was taking Abimol® (paracetam ol), the patient did not report any other health problem  he had.
C ase  5  A 24  year old male requested B ronch ista^  syrup (am m onium  chloride, chlorpheniramine
m aleate & tincture ipecacuhana) for a productive cough. The patient reported that the cough and the sputum  
w ere due to sm oking and paints (the patient’s job  is painting houses).T he patient found out about the product
7 years ago from  a private doctor. The patient uses the product 4 -5  tim es daily and som etim es stop it for 1-2 
days. T he patient believed  that the product as with other m edicines is likely  to have side e ffects, how ever he 
did not experience any. The patient tried also Bronchophene® (three tim es daily) and Pyrgasof^ lozenge (p- 
lauroyl-phenyloxyethyl-benzyldim ethylam m onium  chloride). B esid e feelin g  faint, and having a headache, the 
patient did not have other health problem s or take other m edicines.
C ase  6  Tussivan-N®  syrup (dextromethorphan hydrobromide, chlorpheniramine maleate,
phenylephrine hydrochloride & ephedrine hydrochloride), Selgon® tablet (pipazethate hydrochloride) & 
Codaphen®  syrup (dihydrocodeine tartrate, chlorpheniramine m aleate & ephedrine hydrochloride); all were 
requested by a 4 2  year old  for his ow n use. The client reported his u se o f  the above cough products, as usually 
1-2 bottles a day and som etim es 4  bottles, for their effects on the C N S; 1 strip o f  Selgon  em ptied in 1 bottle o f  
T ussivan every night. Selgon  has been used for a year and Tussivan for 4  years. H e reported having a history 
o f  addiction 4  years ago and since he could not afford to have recreational drugs, cough products w ere used as 
substitutes w hich  were cheaper. The patient knew  about the products and that they replace Pulmolar® 
(dextromethorphan hydrobromide, chlorpheniramine m aleate) and Max® (a recreational drugs) in their effects 
from  a friend. The client reported that he had this information confirm ed by his pharmacist. The patient also  
used ephedrine tablets.
C ase  7  Codaphen®  (dihydrocodeine tartrate, chlorpheniram ine m aleate & ephedrine hydrochloride)
syrup w as requested by a 24  year old w ho reported using the product for its narcotic effect. The patient used  
it occasionally  (1 -2  bottles per day) for the last 6 month, m ainly w hen he wanted to stay aw ake for 24  hours (the 
patient w as a driver), to relax or keep calm  when he had a problem. C odaphen and Pulmolar were recomm ended  
by friends.
C ase  8 An 18 year old fem ale requested herbal “Tailliu” packets for a cough w hich started 2 days
ago and as the patient described, was continuous and nocturnal. The patient had found out about the product 
from her grandmother and had used it before. The patient reported that the infusion o f  the tailliu is a good cough  
sedative.
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Appendix 20 B) Cases involving clients purchasing cough products for their children

C ase 1 Involved the purchase o f  2 bottles o f  Pholprine® (pholcodine, prom ethazine hydrochloride,
phenylpropanolam ine hydrochloride & balsam  tolu). The product w as for 2 children (one less than 2 years old  
and the second  about years old) having coughs day and night that started 4  days prior. The children had 
already finished one bottle o f  Pholprine and the parent was purchasing more o f  the product to continue. The 
client knew  about the product from his w ife  w ho had used it for 2  years for seasonal coughs. H ow ever, it was 
a lso  prescribed by a doctor for the children 3 months before for the sam e com plaint. Previous trials to stop  
cough in the past included other cough products: Pulmonal-N® (chlorpheniramine m aleate, phenylephrine 
hydrochloride, am m onium  chloride, guiaiphenesin, syrup tolu, syrup pectoral, chloroform  & menthol) and 
Kofex®. T he parent understood that Pholprine is useful for dry coughs, should be used 3 tim es daily until the 
children recover then continued for another 4-5 days and the dose for young children should be half o f  the adult 
dose. T he patient did not know if  the children experienced any side effects but reported that he knew  it had no 
side effects. T he children w ere also taking Sine-up® (3 tim es a day) concom itantly for rhinorhoea.
C ase  3  Another exam ple w hich illustrates the parents’ use o f  cough products for their children
involved  the purchase o f  Isilin® (am m onium  chloride, diphenhydram ine hydrochloride, sodium  citrate and 
m enthol) together with Septrim® (sulpham ethoxazole and trimethoprim) by a father o f  5'̂  ̂ year old with a 
productive cough , fever (not measured), d ifficulty in sw allow ing and rhinorrhoea that started 4  days prior. The 
parent had found out about both products from a neighbour w ho had used the sam e products for similar 
conditions in her children. The parent reported using Isilin® for the child alm ost 4  tim es every year. His 
k n ow led ge’s about the product w as that it could cause slight sedation. The child  was also taking (beside 
septrim), Triaminic® (phenylpropanolamine hydrochloride, pheniramime maleate & mepyramine maleate) tw ice 
a day and Paramol^ (paracetamol) 3 tim es a day for the other sym ptom s.
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Appendix 21 Interview schedule used to explore pharmacists’ views and perceptions
about the profession and pharmacy education

Interview schedule: pharmacists
Tim e o f  the visit: D ate o f  the visit::

1. H ow  many pharmacists work at this pharmacy (including yourself)? at the tim e o f  the visit
ow ner  1
ow ner and director  2
director  3
pharmacist assistant )  4

2. H ow  many other staff are there (non-pharmacist)? at the tim e o f  the visit

what are their roles?

3. W hat are your hours o f  opening?
morning .............
afternoon .............
w hole day ( if  no break)

day closed

4. W hat services do you think clients expect to receive from pharmacists? your case  
i f  they have a prescription?

if  they request a particular product?

 Page break

5. W hat services do you think pharmacists should g ive  to clients? G enerally  
in what circum stances? when? to whom ? what services?

5b. When do you think clients expect the pharmacist to advise? your case
under what circumstances do you think the pharmacist should advice? your case

W hen do you g iv e  advice? T o w hom  do you g ive  advice?
H ow  do you decide to g ive advice?

___________________________________________________________________________Page break

W hen did you graduate from the faculty o f  pharmacy? ...........................

W hat do you think are the best w ay for pharmacists to keep their know ledge up-to-date?
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Appendix 21 (Cont’) Interview schedule used to explore pharmacists’ views and perceptions
about the profession and pharmacy education

In som e professions there is continuing education, have you heard about this (elsew here, not just
pharmacy)? y e s .............

n o ..............
i f  yes w hich profession ...................

H ave you taken part in any professional education since you left the faculty?
y e s ..........
n o .............

if  yes w h e n ? ....................................................
w here?...................................................
w hat?......................................................

D o  you have any thoughts on continuing education for pharmacists (positive and negative)?
H ow  applicable it w ill be for pharmacists in the com m unity?
(D o you think it w ould be a good or bad idea?) w hy?

W hat do you think are the different w ays to apply it?

In your opinion what is the m ost appropriate and applicable w ay o f  continuing education for 
com m unity pharmacist in Alexandria? w hy ?

__________________________________________________________________________ Page break

W hat topics do you think w ould be helpful for pharmacists in continuing education?  
w hy do you suggest this topic?

7. W hat are your v iew s on the education in the faculty o f  pharmacy? (just an open question)

H ow  relevant did you find your study in the Faculty to your needs in the pharmacy?

W hat suggestions do you have concerning pharmacists' needs?
W hat aspects o f  the course are useful?
W hat changes w ould you like to see?

A nything else?

8. H ave you any other com m ents?
END
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Appendix 22 Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
A) Services categorised as “providing advice, information and checking ®

Statements m ade (62  statements) Frequency

- “provide advice and information ’’
- “advice and information through the telephone”
- “provide advice and direct the patient”
- “advice i f  the dm g is not correctly used or repeated..e.g. cortisone containing”
- “advice on everything but not heart problem s or diabetes”
- “make the pharmacy a centre o f  information”
- “able to answ er clien ts’ questions”
- “to answ er clien ts’ questions briefly w ithout g iv in g  details especia lly  with

people o f  poor education”
- “g ive  sim ple and correct m edical advice”
- “advise on fam ily planning”
- “advise..esp ecia lly  w om en taking vitam ins..to keep it in the kitchen so  they

remember to use it”
- “advise..especially  w om en as som e their husbands do not like them to be

exam ined oy a stranger - a doctor - and they prefer to ask the pharmacist”
- “provide advice especia lly  if  an antibiotic is requested for a cold ..should

explain to them there is no need unless there is an infection”
- “advise on antibiotic’ u se ..if  the client requests a strip, advise it should be

repeated to get a w hole course”
- “advise...in  particular pregnant w om en and children..on dosage”
- “advise..especia lly  on dose regim en...the patient m ight be using the drug but in a

w rong dose”
- “advise on general health, how  to use drugs, stress on what is harmful”
- “to g ive  instructions on drug use”
- “to mention about how  to use the drug even if  the client does not ask”
- “direct the patient on how  to use the drug..especially if  a new  prescription..

inform  about side effects e.g . Rimactane changes the colour o f  urine to red...so  
the patient does not panic w hen it happens..inform  about the duration o f  use if  the 
doctor did not”

- “to g ive  advice if  s/he fee ls  the client w ill accept it”
- “to g ive  good  instructions on drug use especially  i f  the client has poor education

/understanding”
- “explain the m ethod o f  use w hen in a poorer area”
- “direct the patient to the right thing to do
- “advise on over-the-counter products”
- “advise on over-the-counter products..only to the client the pharmacist

know s (to the regulars)..otherw ise refer to a doctor
- “to respond to minor ailm ents/recom m end a suitable product
- “to recom m end som e drugs..if the patient - originally - does not go  to doctors and

goes instead to pharmacists”
- “to explain about drugs, their use, side effects and interactions ”
- “to recom m end a suitable product for those w ithout a prescription or cannot afford to

see  a doctor”
- “to g ive an opinion in cases a friend o f  the client recom m ended a product and the

client needs an opinion”
- “to read and explain x-rays and m edical reports”
- “to read laboratory reports”
- “to contribute in health education and social service
- “check the need for the m edication”
- “check if  other drugs are taken..tim e spacing..appropriateness o f  the drug..

antibiotic once started should be com pleted ”
- “check the appropriateness o f  the m edicine required”
- “check drug interactions with food..precautions on u se..e .g  w ith Tetracycline

avoid m ilk intake..if antihistam ine should not drive..”

a) In addition to “checking service” listed in the category o f  “intervening with prescriptions & prescriptions 
processing” A ppendix 22H .

b) The value show n refers to the serial number o f  citations made below
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
B) Services categorised as “psychological and social services”

Statements made (48 statem ents) Frequency

- “to listen to the client/to be a good listener
- “to make the client fee l com fortable and relaxed”
- “to g ive  good w elcom e to the client”
- “to have a humanistic consideration
- “to be the b ig and kind heart to the patient
- “to study the patient’s psyche...cheap drugs for poor clients so  they can afford to pay,

expensive drugs to rich clients otherw ise they w ill not be convinced  it is a good  
drug”

- “to be involved  with the clients and support them until the problem  goes aw ay”
- “make the client feels no worry..whether they buy som ething or not, they can still

com e to the pharmacist and chat”
- “to be a psychiatrist for the patient”
- “w hile the patient is getting the drug, s/he should fee l com fort, nothing w rong w ill

happen to him /her”
- “to make the client fee l com fort...to have a good relation w ith clients., just talking to

them make them feel better”
- “to have a good  relationship with custom ers...Christm as greetings”
- “to make the client feels that the pharmacist is interested/keen to know  about

his/her health problem ...this affects their psyche”
- “to make the client feel that the pharmacist is keen ...”
- “to be the fam ily’ doctor
- “to have a good  relation with clients..m ost important is the clien t’s p sych e”
- “to develop  a good relation with neighbours, residents in the area...share their

hard/sad tim e..help to make things easier”
- “to have a good  relation with clients and be c lo se  to them
- “to develop  a good relation with the neighbour doctors as this is useful to the

patients”
- “the main service is that to have the pharmacist present, .som e clients go  to the

pharmacy and if no pharmacist there they leave”
- “the neighbours should be able to ask for anything they need”
- “to be honest in serving the patient..when dispensing a prescription
- “to be honest with the patient..a patient requests a product and he has sim ilar one at

hom e”
- “should be honest w ith all c lien ts’ requests”
- “to develop  a good  reputation and gain the clien ts’ respect”
- “to gain the clien ts’ trust”
-  “to gain the clien ts’ trust w hich consequently w ill make them  feel com fortable to

accept the advice”
- “to be trusted by clients as many do not go  to physicians and com e to the

pharmacy for a consultation”

a) The value shown refers to the serial number of citations made below
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they
thought a pharmacist should give to clients categorised under (n=65)
C) Services categorised as “monitoring health problems”

Statem ents made (38 statements) Frequency

- “blood pressure measurement”
- “blood pressure measurement free o f  charge...only for the pharmacy’s c lients”
- “blood pressure measurement if  the pharmacy is not busy”
- “blood pressure measurement for cases o f  em ergency or a client know n to the

pharmacy”
- “blood pressure measurement if  it does not cause a problem  to the pharmacy
- “blood pressure measurement should be done in a poor type area”

- “pregnancy testing”
- “pregnancy testing especially  for the pharmacy’s clients”
- “pregnancy testing should be done in a poor type area”

- “sugar level testing”
- “sugar level testing should be done in a poor type area”

- “fo llow -u p  the patient’s case even by telephone

22
1
1

1
1
1

3 
1 
1

4  
1

a) The value show n refers to the serial number o f  citations made in the text.

Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they
thought a pharmacist should give to clients categorised under (n=65)
D) Services categorised as “injection administration”

Statem ents m ade (37 statements) Frequency

- “injection administration
- “injection administration only for the pharmacy’s clients”
- “injection administration service should be g iven  in a poor type area”
- “injection administration because it is charged for in polyclin ics”
- “injection administration even at the patient’s house”
- “injection administration in the pharmacy or in the patient’s house especia lly  for the

pharm acy’s c lients”
- “injection administration especially  if  the drug is on the prescription dispensed  .. at

their house for particular clients”
- “injection administration if  it does not cause a problem  to the pharmacy
- “injection administration for em ergency cases”
- “injection administration but under restrictions, personally 1 do not administer it to

babies or children”

26
2
1
1
2

a) The value shown refers to the serial number of citations made below
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Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
E) Services categorised as “ensuring drugs/products availability”

Statem ents made (33 statements) Frequency

- “to m ake drugs available in the pharmacy”
- “availability o f  the dm g is the m ost important service”
- “try to make the dm g available and if  not to find it for the client”
- “to m ake the d m g available especially  dm gs that are rare to find
- “m ake dm gs, rare to find, available”
- “i f  asked for a dm g that is rare to find, help the client to find it..find it for him ..get it

for him  from another pharmacy”
- “m ake all com m only used dm gs available...help  the client to find dm gs that are rare

to fin d ..if not possib le, the pharmacist should speak to the doctor”
- “to make m ost o f  the dm gs available”
- “to m ake the dm g available especially  for the pharmacy’s clients (regular)”
- “to m ake dm gs available especially  for critical cases like bed sore or cases like hair

grow th, diet”
- “all the c lien ts’ d m g needs; local products or imported ones..the dm g the client is

used to .. this w ill make him  com fort”
- “make it easy to get the dm g”
- “make m ilk products for infants available...this is a problem to many”
- “chem otherapy is available only in the public sector...the pharmacist should offer

the service to help the client to get it..it w ill be easier that pharmacists make the 
contact and enough for the patient the problem  he has”

14
1
1
4
3

1

1
1
2

a) T he value show n refers to the serial number o f  citations made below

Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
F) Services categorised as “help in emergency, First-Aid and wound 

dressing”

Statem ents made (28 statem ents) Frequency

- “w ound dressing”
- “w ound dressing for the pharmacy’s clients”
- “w ound dressing especially  for em ergency cases”
- “w ound dressing for particular clients as from my personal experience, som e

clients are bad and cause trouble”
- “w ound dressing should be offered in poor type area”
- “w ound stitching but the pharmacist should be qualified to do it”
- “first-A id”
- “to help in First-Aid until the client is referred/transferred to the right place”
- “to help in em ergency..b lood pressure failure, asthma, heart asthm a..quick

referral to the right place..oxygen supply until a help arrives

15
1
2

1
1
1
5
1

a) The value shown refers to the serial number of citations made below
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
G) Services categorised as “to consider financial situation of the client”

Statements m ade (24 statem ents) Frequency

- “to postponed or schedule the paym ent for the m edicines”
- “to g ive  facility  in paym ent especia lly  for regular clients, neighbours, clients

know n to the pharmacy”
- “to consider and help in financial problems in paying for the drug”
- “postponed paym ent for drugs..but not for cosm etics”
- “help financially so  they can get the drug..can g ive  free drug som etim es”
- “to g iv e  free sam ples to poor clients”
- “to g ive  free sam ple or free drug to the pharmacy’s client”
- “to make sure o f  the accessib ility  o f  the patient to the drug..that the patient can get

the drug like postponed paym ent”
- “w ith those clients the pharmacist feels can not afford to pay for their m edicine, the

pharmacist can g ive  a discount or charge just for the cost”
- “to help the patient to get all the m edicines needed for his case..conven ient

quantity o f  the m edicine that he can afford to p ay ..if the patient can not afford to 
pay, paym ent can be postponed or scheduled”

- “to consider the financial situation o f  the client..can get a strip..but in case o f  an
antibiotic the pharmacist should explain that it should be repeated so  as to have a 
com plete course”

- “to consider the price and the cost involved  when recom m ending a m edicine”
- “to g ive  a discount to the client w hen the marketing o f  the product is not good”

10

3
1
1
1
1
1

1

1
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
H) Services categorised as “prescriptions processing”

Statem ents m ade (19 statem ents) Frequency

- “to d ispense prescriptions”
- “to intervene with the prescription if  it has 5 ..7  item s on ..especially  i f  the prescriber

is a general practitioner-recent graduate- and the client can not afford to pay”
- “intervene and g ive opinion about the prescription
- “to check the prescription..telephone the doctor if  there is som ething unclear”
- “to be a scanner..a sieve  to detect prescription errors in particular dose...

contraindications ... synergism  - com m only m issed by doctors”
- “correct prescription errors..antibiotic 250m g for a newborn, personally I d ispense

drops”
- “to process the prescription according to the clien t’s need or request”
- “check  the d oses on the prescription - very conunon mistake - check  with the

doctor if  he has a telephone..if he is not convinced to change it, the pharmacist 
should refuse to d ispense it”

- “to write the instructions o f  use as the prescription could be lost or the doctor’s
w riting is not clear”

- “to d ispense the right drug and no alternatives unless the drug is an over-the-
counter product or a drug for diarrhoea for exam ple”

- “d ispense the right drug and com plete prescription”
- “d ispense drugs on the prescription”
- “d ispense the prescribed drugs..in case o f  drug substitution the pharmacist should

tell the c lien t..if the client accepts good, if  not, he can call the physician”
- “not to change or substitute a drug unless the client know s, otherw ise the latter w ill

not trust the pharmacist in the future”
- “d ispense a com plete prescription w ithout changing or substituting for the sake o f

the clien t’s cornfort”

a) T he value show n refers to the serial number o f  citations made earlier (below  A ppendix 22B )

Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
I) Services categorised as “refer the patient to a doctor”

Statem ents made (14 statem ents) Frequency

- “to refer the patient to the physician
- “to refer the patent to a specialist”
- “refer the patient to a specialist if  not a minor ailm ent”
- “refer the patient to the doctor when necessary”
- “refer the patient to a doctor i f  a serious ailm ent”
- “to refer the patient to a doctor or treat the problem  h im self if  possib le’

a) The value shown refers to the serial number of citations made below
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
K) Services categorised as “compounding & recommending compounding 

preparation’’

Statements made (7 statem ents) Frequency

- “com pounding”
- “recom m end com pounding preparation”
- “the laboratory in the pharmacy should alw ays be ready for com pounding and

ingredient should be in stock especially  for infant preparations”

Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65)
L) Services categorised as “miscellaneous”

Statements made (30 statem ents) Frequency

“hom e delivery”
“hom e delivery especia lly  for elderly patients”
“hom e delivery..it is a double benefit service..humanitarian and business”
“to increase the opening hours/number o f  staff in the pharmacy w hen summer (busy  

season)”
“to maintain accurate opening hours for the pharmacy”
“to be patient with the clients”
“to be ready to offer all sorts o f  services especia lly  when in a poor area type” 
“know ledgeable about his/her client especially  regular ones 
“know ledgeable about the m edical history o f  the patient..at least about regular 

clients”
“know ledgeable about the products, side effects, interactions, sym ptom s involved  so  

s/he can provide the information to the client”
“distinguish mild cases from  cases needing referral to a doctor 
“contribute to appropriate drug use..personally I have a client com ing everyday for 

the sam e drug..for headache”
“check w hat the client has at hom e..not necessarily every client enters the pharmacy 

should buy som ething”
“dispense one strip..not a box”
“accept to refund product i f  the client find out that s/he has som e at hom e”
“should never accept refund especially  certain item s..sugar testing strips ..once  

opened expire within a period o f  tim e..can not rely on clien ts’ storage to the 
product”

“know ledgeable perfectly and confident about what he says/does otherw ise it 
could be dangerous”

“ensure he is confident about the information he g ives out..confident when  
inform ing the patient about drugs..doses...how  they work”

“to be a pharmacist on selling  the dm g..professional..not trading”
“help in em ergency...renal co lic , cases with severe diarrhoea as w ell as minor cases” 
“perform w hat is required properly, correctly for e .g  not to d ispense a substitute or 

an alternate drug”
“to m inim ise the service o f  recom m ending drugs..it should be lim ited to a range o f  

drugs...doctors w ill have more experience in diagnosis/treatm ent”

a) The value shown refers to the serial number of citations made earlier or below
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they 
thought a pharmacist should give to clients categorised under (n=65) 
Content of the citations shown in Tables A-L

Citations 1-6 shown in Appendix 22A are:
Citation 1 "elderly patien ts like to get advice about anything and several tim es...a very common

question..is this the right medication...as in the prescription?"
Citation 2 “the pharm acist has a very effective role in the community because s/he lives with them,

knows a lot about them., about their financial, social and health situations.. So he knows how 
to deal with them...the more the pharm acist has humanistic consideration, the more he can 
affect the people ”

Citation 3 “as fo r  clients the pharm acist does not know can complain to the doctor who in turn can
spoil the relation between the client and the pharm acist..in poorer areas the husband refuses 
that the wife is examined by a stranger..a doctor...andprefers to ask the pharmacist"  

Citation 4  “fo r  chronic constipation..the pharm acist has a role to identify the reason..how to avoid,
prevent and treat...advise on a particu lar ailment like chronic constipation fo r  example " 

Citation 5 “especially if  the mother is pregnant or feed s a baby..if  the drug has side effects, the
pharm acist should explain and specify the duration o f  use"

Citation 6 “personally because it is a very po o r area, once a week I gather the women o f  the area in the
mosque and educate them about various things: First-Aid, drugs that should alw ays be 
available in the house, feminine problems, self-hygiene, about children, diarrhoea in babies, 
over-the-counter drugs, skin problems, in addition to discussion about their health problem s "

Citations 7-13 shown in Appendix 22B are:
Citation 7 “the pharm acist is like a tranquillizer and a protection  fo r  people ...protect them from

problem s and from  themselves sometim es...e.g a client com es to the pharm acy and asks fo r  
a sedative or a drug that can be misused to commit suicide....the pharm acist is there to 
absorb their anger"

Citation 8 “like what happened with me personally, a client was seriously ilL.emergency case and all
clinics were closed, I went to his house and gave him Calciparin injection because his case 
was a sign o f  a stroke "

Citation 9 “fo r  example i f  a client is blind, he should be offered a seat and the pharm acist h im self serve
him so his needs are met"

Citation 10 “the pharm acy is the last destination to the patient...the patient goes to the physician pays
money.. H e receives there no time and no care, by the time he comes to the pharmacy, the 
pharm acist should realise that..listen to the client and tranquillize his mental state"

Citation 11 “exam ple..doctors who prescribe cortisone 3 times daily or increase the dose o f  antibiotics
or prescribe 2 antibiotics...the pharm acist is the closest professional person to the fam ily..he 
knows each by name, the drug they use and their m edical history"

Citation 12 “the patien t generally needs someone to be close to and who can be trusted"
Citation 13 “the pharm acist should realise that s/he does not have the right to give an alternative

medicine but s/he can give a substitute after informing the patient and to ensure the latter is 
com fortable with it, s/he can telephone the doctor"

The citations shown in Appendix 22C are:
Citation 14 “however, sometimes this service causes problem s in the pharm acy because the clients start

to ask questions and want to know a lot about his case...personally I  do not like to intervene 
besides, sometim es it makes the pharm acy liable to robbery accidents"

Citation 15 “especially i f  the recommendation about the treatment was made by the ph arm acist... any 
products o r  items the pharm acist recommends, the pharm acist should be responsible to make 
it available fo r  the client when the latter needs to repeat it e.g strips fo r  sugar level testing "

Concerning the citations shown in Appendix 22D, citation 14 is illustrated above and citation 16 is:
Citation 16 “but personally we do not offer other services (b loodpressure o r  wound dressing) because

we are close to a polyclinic and we agreed with them to leave this business to the polyclinic "
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Appendix 22 (Cont’) Detailed breakdown of pharmacists’ statements concerning services they
thought a pharmacist should give to clients categorised under (n=65) 
Content of the citations shown in Tables A-L

Citations in Appendix 22E made with m ake the drug available especially drugs that are rare to find**
are:
Citation 17 "especially if  like my case, a newly opened ph arm acy”
Citation 18 "especially fo r  critical cases...even if  it is the last package in the pharmacy... which I do

personally..it is a professional issue and not trading..business”

Citation 19 shown in Appendix 22F is:
Citation 19 "the pharm acy is the firs t p lace they run to in case o f  a help fo r  em ergency”

Citation 20 shown in Appendix 221 is:
Citation 20 "it happens that a client comes to the pharm acy and the drug he requests is not appropriate

fo r  his case..personally I ask them to see an internal specialist...for example his blood
pressure is very high, prominence red eyes and requests Novalgin® fo r  example or a
patient complaining about something chronic and is taking the wrong medicine...like renal 
colic...a patien t comes to our pharm acy quite frequent, each time he asks fo r  
Bellaci(^( Belladonna extract & phenobarbitone)....! to ld  him enough o f  this drug and you 
should be examined to know the reason "

Citations shown in Appendix 22L are:
Citation 21 "to know who misuses drugs - addict - so not to supply h im ”
Citation 22 "to know everyone, where they live, the family, m em ber o f  the fam ily...like here, because it

is a common type area...and to have a relationship with the residents...share their happiness 
and their hard tim es”
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Appendix 23 Detailed breakdown of circumstances in which pharmacists felt they should
give advice (n=65)

Categories of collected answers Frequency

Clients /  patients related circumstances

D epends on the client
all the tim e but depends on the client..som e they fee l underestimated w hen advised”

- “all the time but m ainly to w om en..they are the ones m ostly responsible o f  the kids
and usually they are the ones w ho forget...but not those suspicious o f  everything  
including their physician”

- “1 g iv e  advice to groom s”
- “to mothers lacking attention
- “pregnant w om an”
- “m others...if the patient is a child, 1 advise the mother about the d o se ...if  the mother

has tw o children and wants to use the sam e treatment she had for the older”
- “m ost patients are w om en..those w ho has low  blood pressure, 1 advise them on fluids

intake, nutrition and vitam ins, som etim es 1 ask for analysis”
- “w hen the patient show s a m edical reports, analysis or x-rays results”
- “w hen the client is not convinced with the prescription the physician gave”
- “w hen the client is the type w ho does not like to see  physicians and prefer to go to the

pharmacy to get advice”
- “if  1 fee l there is som ething the client did not understand from the physician and s/he

asks m e to explain”
- “w hen 1 fee l the client did not understand som ething....the use or how  to u se”
- “w hen 1 feel the client needs it...looks worry”
- “w hen 1 feel the person in front o f  me needs it..som ething fatal, very clear e .g  

Garamycin® 80m g requested/prescribed for a baby”
- “w hen I fee l w ho is in front o f  m e needs it”
- “clients with a question mark on their face”
- “if  the client is alert and w ill accept it otherw ise if  requested”
- “w hen 1 feel the person in front o f  m e w ill accept it...e .g  a diabetic although taking the

drug, he fee ls d izzy, here 1 advise on analysis, d iscuss the dose and the drug taken
- “for our clients on ly ....not passing-trade clients”
- “clients I know  and natural to talk w ith”
- “if  1 fee l the client trusts m e enough”
- “the client is very much dem anding for advice due to their trust in the pharmacist

even  if  1 say go  and see a physician they insist to w ait to see  my pharmacist boss”
- “depends on the nature o f  the client...w ho is ready and h im self wants to get my

opinion and what 1 say he w ill do”
- “depends on the client and the situation..for clients w ho accept advice, 1 g ive  it..not if

the client had just saw  a physician because what the latter said is a ‘couran’..but if  
the person is ill and repeated the drug or took many drugs with no im provem ent, this 
m akes him  ready to accept ad v ice ...if the client com e from a health insurance or a 
polyclin ic  (not much said there, not convinced with the service, has little trust in the 
G P), he expects and accepts the pharmacist’s advice”

- “in case  o f  strong ignorance...a client requests a drug and he does not even  know s its
nam e...a client requests a drug and confused about the nam e”

- “if  a client presents a very old dam aged piece o f  paper or a prescription...it w ill be that
his relative or neighbour uses it and recom m ended it to the patient”

- “p eople with poor education or illiterate”
- “it depends on the person in front o f  m e...if 1 do not know  him , 1 do not interfere to

save m y se lf embarrassment...but f  one w ill accept the advice, 1 g ive  it”
- “the client does not expect but 1 g ive  advise w hen 1 feel s/he w ill accept and w ill take 

m y word serious”
- “to w ho accept it but e .g  with a trader person...he thinks he know s everything, 1 do not

g ive  advice..but with m odest people, 1 help”
- “w ho m ost likely he w ill respond to the advice and ready to accept it”
- “a financially  poor client and prescribed very exp en sive antibiotic”

59

a) Refers to citations listed in the last page of the table
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Appendix 23 (Cont’ ) Detailed breakdown of circumstances in which pharmacists felt they should
give advice (n=65)

Categories of collected answers Frequency

Clients /  patients related circumstances (Cent’)

D epends on the client (C ont’)
- “those w ho because o f  the financial situation or laziness they do not go  to the

hospital...a labour w orking with shenior and som ething w ent in his eye  (I insist for 
eye  exam ination), som eone fell, cut h im self and asks for ointm ent (I advise on x- 

ray), with an open wound and asks for a dressing (I advise to have stitches)”
- “patients w ho rush to be cured, I advise that the treatment should be com pleted and 

m ight take a tim e, so  m ore patience”

W hen requested
- “w hen the client requests the advice
- “m ainly for the pharmacy’ clients otherw ise w hen the client asks for it”
- “w hen the client asks for a consultation”
- “w hen the client requests the advice...especially  i f  having a long prescription and the 

client wants on ly  the m ost useful o f  ”
- “w hen asked for it or i f  there is som ething clearly I should say som ething about e .g  a

prescription for sa licy lic  acid pow der...its depends on the case in front o f  m e”

T o all clients
- “to all patients”
- “any client enters the pharmacy expects advice
- “w hen they enter the pharmacy, clients expect to get an advice
- “for all type o f  clients...gu idance doe not segregate ignorant from  educated”
- “everybody, people here get used to alw ays receive advice even  though they saw  a 

physician”
- “all clients...stress on illiterate (e .g  suppositories not to sw allow  +  detail o f  u se)”
- “m ost o f  patients..there is no patient enters the pharmacy and I do not g iv e  him  an 

advice and this is a problem  now  because they get use to this and keep talk for hours”

Diseases / problems related circumstances

- “on m ild cases that do not need referral to a physician”
- “to recom m end a product”
- “w hen the client requests a suitable m edication”
- “w hen the client requests a suitable product for his illness”
- “patients w ho com e to the pharmacy with a particular com plaint (advise them what to

do or refer to a physician)”
- “on the health problem  widespread in the area..physicians just prescribe, they do no

not tell the patient anything”
- “i f  the problem  is chronic and the patient asks any questions”
- “cases o f  chronic d isease, blood pressure problem s or cough”
- “refer the patient to a physician”
- “advise the patient to inform  the new  physician they intend to see  about their m edical 

history and take with them old/previous prescriptions”
- “if  the patient although taking the drug is not im proved”
- “w hen the patient looks hesitating and his illness is not im proved”
- “w hen 1 feel the patient takes a life threatening disease/problem  for granted”
- “w henever there is som ething wrong; clients self-m edicate them selves w rong e .g  

antibiotics for flu”...
- “if  a wom an wants to have an abortion”

18

a) Refers to citations listed in the last page of the table
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Appendix 23 (Cont’ ) Detailed breakdown of circumstances in which pharmacists felt they should
give advice (n=65)

Categories of collected answers Frequency

Drugs related circumstances

InapproDriate use o f  a drug
- “a student requests a sedative or hypnotic during the exam s period”
- “users o f  sedatives and hypnotics”
- “girls prescribed horm ones to delay m enstm ation..! do not encourage this”
- “a client taking steroids and every day com es to buy more and repeat it”
- “w hen noticed a patient is repeating or continuing using a drug had been prescribed

long tim e previous but as the physician did not mention about the duration o f  use the 
patient does not recognise that it is supposed to be only for a certain period o f  tim e”

- “drug repeat supply, alw ays I say a repeat supply is for one w eek  the m ost..a lady w as
found repeating Marcofen® (ibuprofen) for a year”

- “if  a regular client and I notice m isuse o f  the drug..unnecessary repeat”
- “cases o f  repeat supply and 1 am asked for m y opinion (should I change this anti

hypertensive by that one?)”
- “a patient repeating Voltaren® injection, I have to advise him to use suppository

instead or to stop it because o f  its effect on the kidney and the body..or som eone  
every tim e he gets flu he buys V e lo se f ® 500m g...or cortisone use in asthm a..when I 
g iv e  advice I frighten the patient so  he w akes-up and becom es scared”

- “inappropriate use o f  antibiotics
- “if  the client requests one strip o f  antibiotic..incom plete course”
- “if  m isuse o f  a drug is noticed: a patient requests hypnotics or a drug that should be on

a prescription (e.g. d igoxin , hypnotics) and 1 know  the client and that he is not addict 
or does not have a problem  that needs this potent drug, so  I make sure he know s 
about its use and check the drug requested is what he meant”

- “if  I feel that the drug w as or is not used properly ”
- “if  the client is using a drug w ill not treat him”
- “if  one uses a dm g reconunended by the neighbour, e .g  Tivastal ® for blood

circulation, this should be with a physician opinion”

W ith particular drugs
- “w hen se llin g  steroid”
- “on the use o f  steroid (check the patient is not diabetic)”
- “use o f  anti-diabetics as w ell as steroid...or som eone using a steroid continuously”
- “antibiotics, when started should be com pleted”
- “on sellin g  antibiotic, advise on the d ose”
- “side effects o f  particular drugs like N S A ID S ”
- “drugs for anorexia that should not be taken hap-hazards”
- “application o f  topical preparations especially  for acne..thin film , at night otherw ise

can irritate”
- “w ith Novalgin® (D ipyrone) or Sutrim® (sulpham ethoxazole & trimethoprim) I ask if

used before and if  they w ere more than three tim es I worry and advise to a v o id ........
never for a child”

- “som e drugs like Coliurinal® (piperazine, khlellin,hexam ine) or Sutrim®
(sulpham ethoxazole & trimethoprim) I advise on the tim e spacing”

- “patients on regular use o f  aspirin (for heart problem ), I advise they should monitor
the risk o f  internal haemorrhage as the sym ptom s are not obviou s”

- “drugs like antibiotics and anti-rheumatic that need professional consultation but the
client found about it from a neighbour”

- “if  fatal m istakes..asthm atic patient and w ill use a B -blocker”
- “with drugs like antacid or anti-inflam m atory..should be after m eals”
- “with som e drugs (Prepulsid®: Cisapridum)...that it should be V2 an hour before m eal”
- “m ost o f  advice are on OTC drugs (but not drugs affecting the blood pressure, the

heart or anti-diabetics)”

3 7

a) Refers to citations listed in the last page of the table



APPENDICES

427

Appendix 23 (Cont’ ) Detailed breakdown of circumstances in which pharmacists felt they should
give advice (n=65)

Categories of collected answers Frequency

Drugs related circumstances (Cont’)

Drugs used bv particular age
- “children m edicines (especially  if  on prescription from particular hospitals., alw ays

strange d oses)”
- “drug for children, e .g  the dose for a potent drug 1 should raise my vo ice  to get the

parent’s attention”

On the drug' use
- “if  before food , before bed, on type o f  food”
- “drugs should be taken before m eal”
- “on how  to use the drug”

Prescription related circumstances

- “with drugs sold  on prescriptions”
- “with every prescription....advice...at least com m ents on the correct use”
- “advise about the prescription when necessary”
- “advise on prescriptions...patients com e with prescriptions to ask for m y opinion and

advice if  any”
- “in case o f  a prescription for drugs not matching the case o f  the patient
- “a prescription for old/banned drug (ask the patient to let the physician change it”
- “when som etim es 1 find that the physician prescribes a wrong drug; a pregnant

prescribed E.N® (chlordem ethyldiazepam ) or Lexotanil® (brom azepam )”
- “when a com pound preparation and the physician prescribed high d ose or a

prescription containing identical/repeated item s, e .g  a physician prescribed a child  
four antibiotics, 1 explain to the parent, advise not to use/refuse to dispense

- “if  high d ose on the prescription”
- “1 advise on prescription, if  a high dose for a child..the drug is not appropriate for the

case..drug interactions”
- “a drug in the prescription contraindicated with the patient’s history w hich 1 know ”
- “wrong dosage form on the prescription, a patient prescribed suppository w hile he also

has diarrhoea”
- “a prescription with the wrong/inappropriate dosage form ...suspicious about the dose,

bad physician’s writing for the drug use”
- “a prescription with a particular precautions on the instruction o f  the use o f  the drug”
- “a prescription containing 5-7 types o f  m edicines..especially  o f  the prescriber is a 

G P ....if there is repetition o f  m edication, extra-m edication and the patient can not 
afford to pay”

- “in case o f  a prescription containing many drugs, incorrect dose, i f  it contains steroid”
- “a prescription from a junior, recent graduates physician in a hospital or a physician  

lacking experience ..1 g ive  advise if  suspicious about the drug dose regim en/dose”
- “when the physician prescribes som ething wrong; four sedatives for a little girl scared  

o f  her teacher”
- “in cases physicians..som e o f  them ..for a sim ple spasm  or colon  upset, do x-rays and 

write a long prescription...double side prescription...a m ess...incom patibilities 
besides the cost o f  the m edicines especially  that he is not a specia list....1 interfere and 
advise the patient unless the physician is a specialist or a case that could  be 
confusing (diarrhoea it could  be sim ple but could also be typhoid”

- “when suspicious about correctness o f  the prescription, cleverness o f  the prescriber”
- “when suspicious about som ething in the prescription; a treatment not matching the 

com plaint...1 do not d ispense it and advise the patient to see  a specialist...the client 
appreciates this”

25

a) Refers to citations listed in the last page of the table
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Appendix 23 (Cont’ ) Detailed breakdown of circumstances in which pharmacists felt they should
give advice (n=65)

Categories o f  collected  answers Frequency

Miscellaneous

- “all the tim e, for many problem s
- “all the tim e..alw ays 14»
- “alw ays because here, I am the experience”
- “personally the advice is continuous..som etim es I advise the mother about her child

although the reason she is in the pharmacy is for som ething e lse  she w ould be
com ing to get a m edicine for herself but I noticed som ething about the child, I tell 
her e.g . the child has taenia or a skin problem and I g ive her the treatment even  if  
she does not have the m oney with her”

- “w hen I know  the solution”
- “w hen I notice som ething wrong”
- “w hen I am  sure about m y advice”
- “w hen a client com plains about the m edication”
- “if  one w as using the drug with no im provement, e .g  taking Brinedin® (reserpine,

clopam ide, dihydroergocristine) and no im provem ent, I advise to take a diuretics or 
change the drug”

- “if  the client w as purchasing the m edication for the first tim e e.g . ‘advise to keep the
insulin the refrigerator’..or s/he com es to the pharmacy for injection administration  
and bringing the insulin in the hands .. very warm”

- “with a regular client and noticed she g ives her child  drug for the m inor o f  problem
that do not need any drug”

- “if  the client requests a drug I know  he as it at hom e (m ost o f  the clients are known to 
m e and I know  what m edicines they have at hom e”

- “m ainly for drugs written on a p iece o f  paper (m eans som eone..a  friend etc.. wrote for
him  and m ost probably w ho wrote it w ould be confused betw een different drugs and 
their u ses”

- “on storage o f  the drug at hom e....com pletion o f  antibiotic then reject w ithin a w eek”
- “the use o f  a substitute if  the original (the requested) drug is a rarity”
- “it depends on tw o things: if  a critical case, regardless the type o f  the client, I have to

advise him  never-m ind his response...but if  a normal case and the client show ed  
understanding, I w ill be useful to him  but not if  a patient with a prescription, I asked  
him  about his com plaint tw ice and he did not answ er or said ‘ don’t you have the 
prescription’...the situation here gave the im pression he thinks he is in a 
superm arket..it depends on the drug involved  too, e .g  a patient m isuse ‘Diprofos®’ 
(glucocortecoids) in this case I advise and som etim es I refuse to d ispense”

- “depending on the case ....a  pregnant and wants to take tablet for flu or uses Prisoline®
drops (naphazoline & chlorpheniramine)..drugs affect the C N S...a  drug bitter in 
taste....drugs for children or people with poor education (risk o f  incorrect use o f  the 
drug)...if som eone requests a drug reported for its hazards side effects (D epot 
Proverra ® w hich is hormonal injection to stop the menstruation for a year, som e  
research pointed at its carcinogenic effect, o f  course I advise never to use it”

24

a) Refers to citations listed in the last page of the table



APPENDICES

429

Appendix 23 (Cont’) Detailed breakdown of circumstances in which pharmacists felt they should 
give advice (n=65)
Content of the citations shown in Table 23

Citation 1 "e.g a patient getting a medication by him self without seeing a physician, he comes her to
ask fo r  the advice and my opinion  i f  a client looks healthy and complains o f  diarrhoea and
wants to take antibiotics fo r  it i f  a newly bom  has cold and the mother is taking him to the
pharm acy fo r  injection administration o f  something else, e.g antispasmodic...the baby had 
spasm, her neighbour told her to take the baby to the pharm acy to have an injection never 
mind the cold/freezing weather and the flu  the baby h as”

Citation 2 "e.g when they request a particu lar product they named and start to ask about use and
possible interactions ”

Citation 3 "they do when they have more than one prescription fo r  the same complaint and had seen
more than one physician or getting medicament from  somewhere without improvement” 

Citation 4  "they do mainly when they are our regular clients.. they visited the physician fo r  the firs t time
and would like to know about the appropriateness o f  the drug prescribed fo r  their 
complaints ”

Citation 5 "e.g last night/....all clinics were closed a mother and her daughter was very feverish, I
prescribed Paramol ® (paracetamol) and Velosef® (cephradine), in the morning she saw a 
doctor who commented about the drug I gave ‘what is this, all is wrong ' and prescribed  
Ampicillin vial and Novalgin ® (dipyrone) injection and o f  course the client came back upset 
because she wasted the cost o f  Paramol and Velosef... the situation with the physician does 
not help us to perform  our job, so I decided why should I bother, I w ill not give advice unless 
to who understands ”

Citation 6 "e.g if  s/he has a drug and does not know what fo r  or if  it is appropriate fo r  the complaint
s/he has ”

Citation 7 "this happens especially with sensitive cases, e.g. when the client fee ls  shy to discuss it a the
physician o r a stranger so they prefer to tell me about it...discuss it with m e”

Citation 8 "the client to this pharm acy expects to get other service than ju s t dispensing, as they have
a good  relationship with me (family feelings) because o f  the long time together as we are in 
a residential area to o ”

Citation 9 "all pharm acies around us they ju st dispense..no advice, so when the client fee ls that s/he
needs advice, s/he comes here to get it, especially women, young ladies and brides”

Citation 10 "e.g if  a repetition o f  a compounded preparation that contains steroids  giving advice is
all the time...the patient is a person drowning and needs any h elp”

Citation 11 “sometim es a patient would be prescribed  a cough medicine and he does not have
cough....physicians prescribe anti-diarrhoeals and never advise on its use o r  the importance 
o f  flu ids and cold p a d  in case o f  fe v e r ”

Citation 12 "I checked with the mother the reason fo r  all these sedatives, she sa id  because her daughter
is scared o f  her teacher, I sa id  I w ill go and speak to this teacher but the girl should not be 
taken this medication ”

Citation 13 "clients expect me always to listen and advise - because it is a residential area - they
understand that the pharm acist is a highly educated person, easily accessible, always 
present to listen and advise on many problems., a centre o f  information fo r  anything” 

Citation 14 "sometimes the clients while passing by the pharm acy ju st from  the outside - while going
elsewhere - they com e ju s t to say hello and start to discuss an talk about health problems 
generally or theirs ”
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Appendix 24 Booklet developed before the evaluation

Keep in your pocket

The Pharmacists' Dictionnary

l \8 INfUSIWWlTIO»

^  ^ HYPERTENSIVES

COLD ^
W h a t  t o  r e c o m m e n d  ?

What to do
1 .

To treat diarrhoea

430
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Being a community pharmacist, you will probably be asked to treat 

dianhoea or to oSer advice about i t  Diarrhoea is a health problem o f  

great concern to health workers worldwide because it is a common 

problem which can have a very serious consequences. However in the 

past, little focus was on the role o f  the community pharmacist to treat 

or to advise about dianhoea.

In the present booklet we tackled dianhoea from a pharmaceutical 

point o f view, discussing the management: what to advise, what to 

recommend or to avoid and briefly its etiology.

The booklet will explain the importance o f treating dianhoea by 

replacement o f wrater and salt loss using oral rehydration drink.

We trust pharmacists were, are and wiü be always professional, keen 

to place patient care and health as the flrst priority above commercial 

profit consideratiorL

We hope that information available in this booklet can be volunteered 

by pharmacists to patients who request products for the treatment o f  

diarrhoea.
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What is Diarrhoea?

Dianhoea is an increase in the frequency o f bowel evacuation, with 

the passage o f  abnormally sofr or watery freces.

When patient has loose or watery stools, they may have dianhoea but 

when blood and mucus can be seen in the stools, they have dysentery.

How to treat and manage diarrhoea?

Dianhoea is not a disease, but a synçtom. It is the way the body 

removes foreign toxins, bacteria or other materials which iq)set the 

gut Thus a natural protective mechanism. However, removal o f such 

materials is accompanied by loss o f  body water and salts and this can 

become life-threatening e^ecially if  the patient 

is a baby under 1 year or an elderly person.

Hence particular care should be given to 

babies under 1 year and to elderfy people iffjL  /  

particular^ if  taking diuretics, to condensate 

for salts and water loss.
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Most diarrhoea is acute and self-limiting. In other word, it goes 

away by itself and treatment should be based on fluid and 

electrolyte replacement which means:

ORAL REHYDRATION THERAPY (ORT) plus continued

feeding

433

Babies with diarrhoea

Diarrhoea is particularly dangerous in babies and young children. 

Generally no medicine is needed, but if  not correctly managed, the 

baby can die o f  dehydration.

So if the patient is a baby (less than a year)

ORT

The danger o f dehydration 

is greater 

Oral rehydration therapy (ORT) 

is the standard treatment 

N o other treatment is needed 

(never use loperamide or kaolin)

Refer to a doctor if  dianhoea 

persists more than a day
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Tell the parent that
434

if breast feeding baby 

=0 continue feeding

NO if bottle feeding baby

24 hours 

stop milk feeding 

give ORT instead

n z z x A n

feed with milk

diluted 75%
1

next day 

feed with milk 

diluted 25%

next day 

feed with milk 

diluted 50%

finally upgrading to full strength milk.

=0 Fluids or diluted milk feeds should be 
offered at least every 3 hours to m aintain 

nutrition and fluids at the desired level

4> Keep giving the drink, even if  the 

patient vomits, by giving gmall sips 

every 5 to 10 mimites.

I f  milk seems to make the dianhoea worse

-0  give other /
well-cooked. 5. j
nutritious
foods

rice or another carbohydrate . 

protein (mashed chicken, eggs).
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In older children

Still oral rehydration drink is 

essential and no other treatment is 

needed.

Give lots of liquids

even if the child vomits and

the food the child will accept

& seek the medical opinion if diarrhoea persists for

Ç 2 days in children under 3 years
L I  ̂ y

I  \ 3 days in older children

10

In adults

Advice to drink plenty o f  clear liquid, 
non-milky fhiids such as

bland, sugailess drinks as water or tea 

(not strong tea since caffeine is also a diuretic)

.  i t
Fasting is not usually necessary if  
the patient wants to eat but advise
* to eat no solid food for 24 hours,
* avoid fotty foods,
* avoid cow’s m ilk because during 

diarrhoea the enzyme in the gut 
which digests îniTk (lactase) is 
inactivated.
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! Oral Rehydration therapy 

 ̂ may be used

Refer to the doctor i f  
dianhoea persists for

2 days if  elderly

3 days if  yoiiger aduh

12

When you dispense 
oral rehydration solution 

advise___

1. How reconstitution should be performed.

2. Qnfy water should be used to make the solution (never fiuit 

juice or S zx y  drinks).

3. Boiled and cooled water should be used for children younger 

than 1 year old.

4. Ik e solution can be kq>t for 24 hours if  stored in a refiigerator.

5. Fizzy, sugary drinks should never be used to make rehydration 

fluids - they will produce a hyperosmolar solution \^tich may 

cause more dehydration

6. Home made salt and sugar solutions can be used but the accuracy 

of electrolyte content cannot be guaranteed.
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Amount of Oral Rehydration drink that 
should be offered to the patient

Quantity of aolution 

(per watery stool)

children up to 1 year
SO mi

1 - 5 years g
1(X) ml

6 - 1 2  years
200 ml

adults â i
400 ml

14

To make 
Rehydration drink 

at home .....

with sugar and salt

FI
with powdered cereals 

and salt
In 1 liter of clean water put

JLr
V4 level 

teaspoonful of salt

8 level 
teaspoonfuls of 

sugar

OR - I

R

level 
teaspoonful of salt

8 heaped 
teaspoonfuls of 

powdered cereal: 
rice, naze, wheat 

Door or cooked and 
mashed poawcs 
Boil for 5 to 7 

minutes, cool and 
give it to the 

child

Cereal drink can spoil in few hours in hot water so 
should be taste before being given to the child.
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Medicines for diarrhoea

According to the WHO, there are no 

drugs available at present that will 

safely and effectively stop diarrhoea.

Most medicines for diarrhoea are 

either useless or harmful and 

generally it is better not to use the following medicines in 

management of diarrhoea.

[ Hydro%yq#immîïm*$^

Although often sold, 

these drugs are not 

recommended in the 

treatment of diarrhoea 

and never the hydroxyquinolines.

Why ?

16

Briefly, because
1. ANTI-MOTILITY DRUGS

They operate on the principle that the synçtom (dianhoea) must be 

stopped by acting on the muscles o f  the intestine slowing down the 

movement o f the gut content. Thus, they delay the elimination o f  the 

organisms and the toxins that cause the dianhoea from the body, 

prolonging the illness. The toxins destroy the lining o f the tract 

allowing continuous loss o f  fluids and increase the dehydration.

They have no role in the treatment o f  dianhoea in children, they can 

cause paralysis o f  the intestinal muscle and thus can be dangerous and 

even&taL

Products that 611 into this category are Loperamide and 
Diphenoxylate.
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LOPERAMIDE and DIPHENOXYLATE
both are synthetic opioid which are availble in combination 

with atropine (diphenoxylate) must not he used in children 

under 12 years o f age or by breastfeeding women.

Overdosage o f diphenoxylate is common when repeated doses are 

taken for severe diarrhea. Young children are particularly susceptible 

to overdosage (as few as 10 tablets may be fatal). It can result in 

coma possibly leading to permanent brain damage or death (in 

children, 1 tablet could be sufficient to reveal symptoms o f toxicity).

If used by adults should be only after rehydration therapy has been 

started (it can mask the signs o f dehydration causing fatal toxic 

reactions).

18
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2. HYDROXYQUINOLINE

Neither for children 

Nor adults

n
These drugs are banned in many parts of the world

The side-eSects associated with hydroxyquinolines, while not 

common, can be severe.

There is always a risk o f causing "subacute myelo-optic neuropathy" 

(SMON)", a disease that if  spreads throughout the body, causes 

complete paralysis and loss o f  eyesight.
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3. ANTIBIOTICS

Antibiotics should not be given for infantfle diarrhoea. If dianhoea 

persists, a medical opinion will be required and a suitable antibiotic 

may be indicated following analysis and culture test.

Antibiotics when used according to results o f  a culture test, are useful 

only in some cases of dianhoea. Antibiotics themselves can cause 

diarrhoea, especially in small children.

20

eomycm

Should never be used in the treatment o f  acute diarrhoea, WHY ?

1. Neomycin is in effecdve  for treatment o f  acute dianhoea.

2. Can p ro lo n g  or accelerate the dianhoea ^  H O W ?

* Encourages development o f  resistant micro-organisms.

* Alters the normal bacterial content in the gut ^

fungal infections b#- overgrowth o f resistant bacteria

increases the risk o f relapse ^  prolongs the period 

ofiHness.

3. Can cause h earing dam age  or k id n ^  fa ilu re .
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O hloram phenicol

Life-threatening blood disorders (aplastic anaemia) 

N E V E R  for mild dianhoea or given to babies less than l  mnntli

old.

Streptomycin or Su^honamides....?

Are generally unnecessary in sinçle gastroenteritis, even where a 

bacterial cause is suq)ected, because the conqilaint will usually resolve 

quickty without such treatment and because o f the risks o f rashes and 

agranulocytosis associated with these drugs.

Sulphaguanidine, Succinylsulphathiazole,

Phthalylsulphathiazole.

These have numerous side effects + lack o f evidence o f safety and 

efdcay in treating dianhoea.

Aminoglycorides: IN ^ eon^^  - Streptomycin -

%)ihydrostreptomycin.

• Because o f their potential toxicity these drugs should be used 

only for the treatment o f serious inactions.

• Dihydrostreptomycin can cause partial or conçlete hearing 

loss, thus is rarefy used.
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4. ADSORBENTS

Adsoibents Eke Kaolin, Pectin and Charcoal make dianhoea thicker 

by adsorbing water in the GIT. But they do not correct dehydration 

or control infection and hence give patients a 61se sense o f recovery 

while th ^  could still be losing large quantities o f water from the gut 

They are used as traditional home remedy for dianhoea.

24

What can cause diarrhoea?

Infection

Viral infection or "intestinal fiu" is the most common cause 
o f diarrhoea. In in&nts, the rotavirus is the common source 
o f dianhoea and produces associated cold synqrtoms.
It is usually self-limiting, lasting for 2 to 3 days.
Bacterial infections are most-commonly caused by Shigella or
Esherichia coli or amoebae or Giardia............

(Diarrhoea + blood) and fever = SbigeTlfl 
(Dianhoea + blood) and no fever = Amoebae 

Bacterial infections are the cause o f  food poisorming due to: 
Salmonella or Canq>yiobacter Protozoa* resulting from
organisms resuhiag from

under-cooked poultry or infected sheU-fish.
insufficiently reheated meat.
* Diarrhoea is accorcpanied by vomiting and muscle weakness. 

Worm infection
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Food

* Poor nutrition, shortage o f water and unclean conditions, food 

poisoning (fo iled  food).

* Inability to digest ntilk (mainly in severely malnourished children 

and certain adults) or lactose intolerance.

* Allergies to certain foods (seafood); occasionaly babies are 

allergic to cow’s mille or other milk

* Change in diet, qpicy foods, unripe finit, heavy greasy food or high- 

fibre content foods..

Disease

Ulcerative colitis 

Diverticular disease 

Faecal impaction

Crohn’s disease 

Irritable bowel syndrome 

Cancerous tumors

Endocrine / metabolic diseases as hyperthyrodism and diabetis.

Drug therapy

26

Diarrhoea can also occur as a resuh o f  drug therapy e.g..

Drug group Examples and notes

Antacid
Antibiotics

Asthma drugs 
Antihypertensives

Chemotherapeutic agents
Digoxm
Diuretics
Dmgs for diabetis
Dmgs for gout
NSAIDs
Laxatives

Iron preparations

Magnesium sah 
Su^honamides, Tetracyclines, 
Clindamycin, Lincomycm, 
Cephaloporins, Penicilhnase 
resistant penicillins and broad 
pectrum penicillins. 
Theophylhne
Guanethidine, Methyldopa,
Betablockers
Methotrexate
when taken in toxic level
Frusemide
Metformin
Colchicine
Indomethachi, Mefenamic acid 
Osmotic laxatives as Sorbitol and 
Saline Cathartics 
Ferrous sah
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In infants diarrhoea can be caused

i f  powdered baby m ilks are reconstituted with insufficient water 

(osmotic dianhoea),

by lactose intolerance *4> (osmotic dianhoea),

if  the bottle is not properly sterilized prior to use.

28

WHAT WOULD YOU ASK THE PATIENT?

□ How old is s/he 7
□ How long bis s/he had it ?
□ Does s/he have any other symptoms ?
O What is the last meal s/he had ?
□ Does s/he take any medicines ? if yes, what the medicine is ?

How long has s/he been taking it ? 
O Does s/he take any other medicines ?

BEFORE DECIDING ON THE BEST RECOMMENDATIONS TO MAKE 
FOR THE PATIENT, FUND OUT THE MOST LIKELY CAUSE OF THE 
DIARRHOEA

\%al infection 
Bacteiial infection 
Food
Drug-induced 
Malabsorption conditions
Disease (irritable bowel syndrome, inflammatory bowel disease.... )
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ASSOCIATED SYMPTOMS OF DIARRHOEA
Abdominal paiii
* Common and is ofien grq>ing and colicky,
* ususaDy in the central region o f  the abdomen,
* generally, is not a cause o f  concern,* rarefy, it may tnHVatf  

appendicitis (the pain in this case wûl be central or right-sided).
* I f  the pain does not resolve, requires examination.
Alternating constjpation and diarrhoea
This is abfvqys a symptom fo r medical rtferral
* May be a synçtom  o f  irritable bowel Qmdrome,
* it is associated with colicky abdominal pain
* dianhoea tends to be the first thing in the morning,
* most common in adults and is aggravated by stress.
In the elderly this can indicate faecal impaction with overflenv 
diarrhoea (liquid stools are passed once or twice a day, ofien in email 
amounts).

30

Blood or/and mucous
The presence o f  blood or mucous in the stools needs examination 
and analysis. Beside the probability o f bacterial or protozoal 
infections, this can be an indication o f  infiammtoiy bowel disease or 
colon carcinoma.
Vomiting
This acconçanies, in particular, dianhoea o f infective origin.
If severe and persisting, medical examination is necessary.

Fever
This suggests dianhoea o f  infective origin and is not an immediate 
cause for worry and concern. But i f  prolonged fever and unusually 
high tençerature, medical opinion and anafyis are required.
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Case studies
s(m is 45 days and has diarrhoea, can I give hin Kapect ?

Before giving the advice, you would like 
to ask

□ How oldie mAo?
□ How iooglueidiohodit?
□ Doe# e/h* heva any other i^nptoms ?
□ What is the Ua meal e/he had?
□ Does e/he take any medicmee ? if yn, what the medicine ie ?

How long hae edie been taking it ?
□ Doee i/be take any other medicinea ?

to think if the source of infection is

Viral infection Bacterial infection
Food Drug-induced
Malabsorption conditions
Disease (irritable or inflammatory bowel disease. .. )

Since the patient is a baby (less than a year), 
the danger of dehydration is greater, 
oral rehydration therapy is the standard tretament. 
no other treatment is needed,
REFER TO A DOCTOR IS DIARRHOEA WAS PERSISTING 

MORE THAN A DAY.

32

.4 man 30 yea m  old, has diarrrhoea, cold and runny nose. He requests fo r  2 
tablets o f hydroxyquinolines containing compound.

Before dispensing the tablets you should know that your role is not simply to 
dispense a product out of the sheK but to give and if necessary volunteer a 
professional advice.
Ask the patirent what you should ask (page 27), think about the possible causes of 
the diarrhoea and give the proper advice.

You know what you will be doing ? You will be helping a human being and winning 
a client who came to yoiu pharmacy because s/he trusts you. So be happy.
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References 
Where there is no doctor 

Synq)toins in the pharmacy 

Re^onding to symptoms 

Problem drugs 

PCAAL

Clinical and therapeutics practice

34

Glossary of terms

What difficult words -in your opinion- can be included in thig pace 

and translated to arabic ?
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A p p e n d ix  2 5  In terv iew  sc h e d u le  u sed  to  in v e s t ig a te  ev a lu a to rs  o p in io n s  and  su g g e s tio n s
ab ou t the b o o k le t  and its  d istr ib u tion

E V A L U A T IO N  F O R M ; B E F O R E  D IS T R IB U T IO N

Section I Introductorv questions 
1. H ow  did you find the booklet?

W hat do you think about the booklet?
2a. W hat things do you think are good?
b. W hat things do you think is not good?

Section 2: the booklet: design  and content 
W h at d o  y o u  th in k  o f  th e  conten t?
W hat other sources o f  information on this subject are you aware of?
D o you think the booklet w ill increase their know ledge?
D o you think the information in the booklet is new  for pharmacists or they know  this already?
W hich sections are new /  not new?
W hat do you think about the amount o f  information?
___________________________________________________________________________________ Page break

W hat about the topics covered?
Should other topics be included?
Should som e be excluded?
How  w ould  you im prove it?
Is there too  m uch detail with som e topics?

where? w hich? what?
Is there too little detail with som e topics?

where? which? what?
W hat things do you like/ d islike?

W h at d o  you  th in k  a b o u t th e  length  (n u m b er o f  p ages)?
Is it too much, □  w hich section ? ............................................................

about right, □
not long enough? □  w hich section ? ............................................................

D id you read all o f  it, □
som e o f  it, □  how  much ? ...................................................................
none o f  it? □

H ow  long did you spend reading it? ..............................................................................................................
when - in one day □

many days □
D o you think this is OK for pharmacists?

yes □  w hy ? ................................................................................
no □  w hy ? ....................................

Page break

What do you think about the size?
Appropriateness for use in the pharmacy?

What about the layout/presentation?
T o fo llow , is it easy  □  w hich? w hy ?

difficult □  w hich? why?
W hich are m ost easy /  m ost d ifficult ?

W hy?
The pictures are they helpful □

not helpful? □
The size o f  the writing?
T he amount o f  writing and information?
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Appendix 25 (Cont’) Interview schedule used to investigate evaluators opinions and suggestions
about the booklet and its distribution

What about the language?
D o you think it w ould be better in

Arabic □  English □
Don't forget it is for all pharmacists, what do you think they w ould prefer?
W hat language to you think w e should use

Arabic □  English □  Both □

What about the relevance of the information for this particular booklet
Is this the information that pharmacists need when advising clients?
W hat other information should be included?
W hat should  be left out?
___________________________________________________________________________________ Page break

Section  3: the use o f  the booklet in practice

D o you think pharmacists w ill read the booklet?
yes □  no □  w hy ?

H ow  usefu l do you think the booklet w ill be for com m unity pharmacists?
very useful □  som etim es useful □  not useful □

A bout the advice m entioned :
Is it good  advice ? Is it the right advice ?
Is it the advice pharmacist should be given ?

W hat com m ents do you have about applicability?
D o you think that the recom m endations can be applied in practice? W ill it work on practice ?

W hat problem s..?
D o  you think the advice w ill be acceptable to pharmacists ?
W hat problem s w ill pharmacists have in giving the advice?
D o you think the advice w ill be acceptable to clients?

Information about the pharmacy and pharmacist (or interview ee w hen applicable) 
sex ( f  /  m)
H ow  long qualified (year o f  graduation) -p resen t job
If in a pharmacy:
number o f  staff (and position)
location (approximate number o f  clients per day; morning, evening)

E N D
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The first section of the interview: H ow  they found the booklet, what sections w ere helpful or not,
produced fo llow in g  comm ents:

A ll in terview ees found the booklet “great”, one acknow ledged the extensive work done, one found it 
attractive, interesting, containing much useful information and described it as an excellent product, one 
com m ented that although it did not go in his pocket, as the title suggests, he read it and felt that each page 
pushed the reader to turn to the next one in a w ay he could not put the booklet dow n. One o f  the physicians 
gave it a score (9 out of 10) and acknow ledged that he was delighted to read it, especia lly  as it w as not boring 
and useful to correct common error in practice. O ne part-time com m unity pharmacist added that he was 
pleased that was something produced for pharmacists. W hat w as good  about the booklet, one evaluator 
thought the idea itself o f  develop ing a booklet and setting up a continuing education o f  pharmacists is the 
m ost good  thing and another m entioned the size of the booklet which is innovative and not common, the use 
o f  “do and do not” to present the information and the illustrations and pictures used. Other answers included  
the presentation and usefulness of information, the clarity of explanations, the change in fonts to suit 
different occasion s, and specific parts in the booklet like the aetio logy o f  diarrhoea w hich w ould warn 
pharmacists and em phasize that diarrhoea is not as sim ple as they may believe, the side effects reported for anti- 
diarrhoeals especia lly  the toxicity o f  D iphenoxylate, w ere very important as many physicians still prescribe 
them and ignore the side effects (reported by a physician), the treatment approach based on the age and the 
em phasis placed on elderly and babies having diarrhoea. One am ong the good things w as new information they 
found such as feeding the baby inspite o f  diarrhoea, how  to prepare Oral Rehydration Therapy at hom e, that 
diarrhoea is a sym ptom  and not a d isease. On the other hand, one interview ee thought that it was inadvisable 
to recommend fluid intake (Oral Rehydration Therapy) and salt replacem ent as the only diarrhoea management 
giv in g  no option to pharmacists to recom m end m edication, since this m ight not be applicable for pharmacists 
practice or adult patients with diarrhoea. It w ould be better to suggest products that can be taken even if  useless 
as long as not harmful.

The second section of the interview: A bout the content and design  o f  the booklet:
The in terview ees indicated that the booklet w ill positively increase the pharmacists’ knowledge, one 
com m ented that it w ill correct rather than increase, another thought that even if it does not, it will certainly 
remind them  o f  many things they had forgotten. One physician thought it w ould definitely increase their 
know ledge and for the sam e reason, the booklet should be distributed to general practitioners as well. Much  
information w as reported as new, such as drugs w hich cause diarrhoea, the side effects o f  H ydroxyquinolines 
and N eom ycin , the effect o f  adsorbent, continuing feeding a baby having diarrhoea, regim en for the dilution  
o f  m ilk, nutritional aspects for patients with diarrhoea, how  to prepare O R T at hom e, and the amount w hich  
should be g iven . One interview ee com m ented, unfortunately all information given will be new for 
pharmacists, esp ecia lly  older pharmacists. Another opinion w as that the approach o f  treating with only fluids 
and O R T and the inappropriateness o f  anti-diarrhoeals are new  information.

Suggestions about what other information should be included or 
excluded indicated that:

Som e inform ation about signs o f  dehydration, trade nam es o f  anti-diarrhoeal products in the Egyptian market 
can be included. Som e information was also suggested  to be added such as the withdrawal effect o f  cortisone, 
barbiturates causing diarrhoea, referral to a hospital or a doctor not only for diarrhoea persisting more than 1 
day w ith a baby, but also severe or accom panied by vom iting. The amount o f  ORT that can be given  to the baby 
needs to be explained in words as w ell as illustration, and sim ilarly for the regim en o f  milk dilution. The 
section about the different causes o f  diarrhoea w ould be more helpful if it also discussed the treatment 
options, for the general information o f  pharmacists. It w as suggested  that more details would help about the 
sign ificance o f  the recom m ended questions for pharmacists to ask patients. Sim ilarly, for the cases presented  
as further details w ould also help. Minor detail were a lso  noticed by readers in the information on differences 
betw een diarrhoea and dysentery, treatment o f  sym ptom s associated with diarrhoea, significance and meaning 
o f  the side effects reported, possib le drugs contraindicated with any o f  the anti-diarrhoeals discussed, and more 
explanation w as requested about the exam ples g iven  for cases study.

T o im prove the booklet, the interview ees suggested including: 
more illustration and in particular at the end o f  the booklet, to use schematic forms to present information 
when possib le, to rearrange the sequence o f  information, to amend the section o f  drug therapy and present
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it as bullets rather than paragraphs. Information about diarrhoea caused by infection w as not easy to follow and 
needed to be rewritten.

The length o f  the booklet in terms o f  number o f  pages: 
seem ed  all right to the participants w ho thought it w ould be acceptable for com m unity pharmacists too. A ll 
interview ees acknow ledged reading all the booklet, one o f  them; a physician com m ented that he read it “with 
the com m a an full-stop” . The time spent to read it averaged between 20 min and an hour. A s their responses 
revealed, they w ere happy w ith the s ize  o f  the booklet and thought it w as appropriate for use in pharmacies, 
w hile  one thought it is innovative size because pharmacists are not used to receive such size, another one 
thought that it w as not for a pocket as its name suggests and a third com m ented that it could go in the 
pharmacists’ pocket if  they w ished and the title is just a sym bol o f  how  handy and easy it was to carry for 
pharmacists.

Regarding the layout and the presentation o f  information, in 
terms o f  size  o f  writing,

this was reported to be clear and satisfactory, one com m ented about the different fonts and different font sizes 
used w hich  w ere very good, the general layout w as easy to follow, how ever, one com m ented it w ould be an 
idea to add colours (blue colour for advice and red for w arnings). In terms o f  pictures inserted, they were 
described as helpful, funny, relaxing in breaking the page, n ice, not bad. In terms o f  amount of information 
presented, the interview ees thought it w as enough, appropriate, suitable and about right.

Their opinions about what language should be used in the booklet: 
this revealed that it should be in English. H ow ever, one thought i f  possib le, both Arabic and English could be 
used but as separate versions, another added that it could be an idea to write scientific information in English 
and advice addressed to pharmacists in Arabic. On the other hand, one thought Arabic could be dangerous, 
as the advantage o f  having it in E nglish was to address it only to professionals and not to the public, moreover 
w hen in E nglish, pharmacists w ill regard it in a more scientific and educational way. And one stated that since 
it w as continuing education it should be in the sam e language as pharmacy education in the U niversity, in other 
w ords, E nglish.

C oncerning the vocabulary used: 
the interview ees found some words could be difficult, nam ely, “bland, fizzy , heaped, tackle, trust, intolerance” 
and it w ould  be better if  replaced by easier synonym s if  possible.

The third section in the interview:
The use o f  the booklet in practice, how  applicable and useful it 
w ill be to pharmacists:

A ll interview ees thought that pharm acists defînitely would read the booklet when they receive it because it 
is useful, it d iscusses a problem  presented to pharmacists every day, it tells new  information and where it does 
not, it rem inds and refreshes. One believed  that education is contagious, it could be slow  but becom es 
w idespread especia lly  i f  made available som ew here in the com m unity.

If the information g iven  w as sufficient:
Apart from  som e points or more detailed information w hich could be added as stated earlier, the booklet seemed 
to give pharmacists all the information they could need to advise about m anagem ent and treatment o f  
diarrhoea.

L ooking at the feasib ility  o f  recom m endations given, specifically, 
diarrhoea is self-lim iting (only flu ids or ORT are needed):

The opinions indicated that because it has a scientific justification, it should not be negotiable and it should 
not be a problem to apply it in practice, especia lly  if  physicians too becom e updated and aware o f  this 
information. H ow ever, they thought pharmacists would still like to dispense an anti-diarrhoeal and adults 
patients would like something to stop the diarrhoea, if  not for the sake o f  convenience, then for 
psycholog ica l reasons that they should be receiving a m edication. It w ill be more difficult to convince the 
elderly to change habits they have kept for a long period o f  time. O ne interview ee thought that it would be 
better if we gave an option to pharmacists to dispense a product that can help but was not harmful, like 
an adsorbent for children as long as the mother is advised about possib ility  o f  m asking signs o f  dehydration or 
anti-m otility for adults as long as the patient is warned it should be taken sim ultaneously with a rehydration
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therapy. T im e also seem ed to be a factor in the extent o f  applicability. C om m unity pharmacists interviewed  
indicated that if  the pharmacy is busy, it w ill not be applicable to g ive  the necessary advice, if  it happened, it 
w ould be with patients w ho requests the pharmacist’ advice and recom m endation, or patients w ho are regular 
custom ers to the pharmacy, w hich w ill not be the case with patients bringing a prescription or asking for a 
particular anti-diarrhoeal by name. On the hand, m ost opinions agreed that c lien ts w ou ld  accep t such advice 
from the pharmacist especially  if  the patient was a baby, but it could  be a matter o f  time, and the w ay in which  
to g ive the advice.

A p p e n d ix  2 6  B )  A m en d m en ts  m a d e  to  th e  b o o k le t

The amendm ents m ade included the fo llow in g  items:
1. D esign  and lavout o f  the booklet
• “Num ber one ” was added on the front page o f  the booklet. T his was to develop  a serial number (to

the current booklet and further ones),
the title o f  the booklet was changed to “The Pharm acist’s Booklet: to keep in your p o ck e t”, 
the design o f  the front page changed to as it appears in the booklet attached to the back cover o f  this 
T hesis,
“what to do to treat d iarrhoea?” was changed to “what to recommend fo r  diarrhoea?”,
“how to treat and manage diarrhoea” w as am ended to “how to manage and treat diarrhoea?”, 
the title “to make rehydration drink a t h om e” w as replaced by “some people may wish to make 
rehydration drink at home ”,
illustrations w ere added in the section “what an adult patient should be advised to a vo id ”, 
colour printing (blue and red) were used in the text (to h ighlight advice and warnings).

Content o f  the booklet
one page in the beginning o f  the booklet w as added to introduce the writers, main reviewers, to date 
the booklet, and to acknow ledge the British Council for funding the booklet printing, 
in the introductory part, a paragraph was added to em phasise that the traditional managem ent o f  
diarrhoea w as based on anti-diarrhoeal drugs but recent research and findings o f  health organisations 
stressed on the treatment by water and salt replacem ent using Oral Rehydration drink, 
one page w as added to state the content o f  the booklet briefly,
the editing w as amended for the parts d iscussing “what is diarrhoea ”, “how to manage and treat 
diarrhoea ”, “antibiotics ”, “infection ” and “associated sym ptom s o f  diarrhoea ”, 
the table illustrating the dilution regim en o f  milk for baby having diarrhoea w as replaced by a simpler 
and more inform ative paragraph,
causes o f  diarrhoea in bottle fed baby was rem oved from the section  “causes o f  diarrhoea ” towards 
the beginning o f  the booklet at the d iscussion  o f  “babies with diarrhoea ”,
more explanation w as added to the section “amount o f  Oral Rehydration drink that should be offered 
to the p a tien ts”,
the sequence o f  anti-diarrhoeals changed, the information g iven  about antibiotics was reduced and 
editing was amended to make this part simpler, 
a schem e w as added to illustrate different causes o f  diarrhoea, 
the part “infection ” w as expanded and re-classified,
the sequence o f  sym ptom s in “associated symptoms o f  diarrhoea ” w as changed and the editing was 
amended,
parts w ere deleted: “questions what pharm acists should a sk ”, “cases studies” and “the glossary o f  
terms ”,
the reference section was com pleted and sources w ere written in details,
a c losin g  page was added. In this page, w e invited pharmacists to find out the corresponding trade 
nam es o f  the drugs discussed  in the booklet, our w ishes they enjoyed reading the booklet and to 
w elcom e any com m ents or suggestions.
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(w r itten  in  A rab ic)
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A p p e n d ix  2 7  (C o n t’ ) A ) C o v e r in g  letter  d istr ib u ted  w ith  th e  b o o k le t  and  ad d ressed  to  p h arm acists
(w ritten  in  A rab ic  and  tran sla ted  b e lo w )

A  gift from the Faculty o f  Pharmacy 
The Pharmacist and the Primary Healthcare in A lexandria  

Link betw een the U niversity o f  London and the U niversity o f  Alexandria

At the Faculty o f  Pharmacy, in A lexandria, w e are in the process o f  setting-up a centre o f  Pharmacy Practice. 
The aim  o f  Pharmacy Practice is to make sure that pharmacists develop  the skill to be a professionals that are 
readily accessib le  to the public and have an important role in ensuring good  health care and safe use o f  dm gs.

For the last 4  years (with the support o f  the British C ouncil), w e have been working in a project, looking at the 
role o f  com m unity pharmacist in healthcare, w e have found that many people depend on the pharmacist for 
advice about health problem s and m edicines. W e did a survey in w hich w e interview ed many pharmacists in 
all parts o f  A lexandria to ask their opinions about how  to keep their know ledge up-to -date and about the best 
w ay to conduct a continuing education programme. Pharmacists found that the m ost helpful w as is to receive 
a booklet in their pharmacies.

W e have now  produced the fir st issu e  o f  th e  b ook let (with the financial assistance o f  the British C ouncil, 
Alexandria). W e are sending a copy to you and to all com m unity pharm acies in Alexandria.

W e hope you w ill enjoy reading this booklet and find it useful in your professional practice. Future issues w ill 
cover other health problem s and aspects o f  drug use.

W e w ould like to thank everyone w ho has been involved  in the study and research w e did so  far. W e believe  
that the profession o f  Pharmacy has a lot to offer the com m unity in the healthcare.

W e w elcom e your suggestions and w ould be very pleased to receive your com m ents on the presentation o f  the 
booklet, its content and topics covered. A ll your suggestions w ill be d iscussed  and considered. P lease do not 
hesitate to contact us if  you w ould like more information.

Professor A del M. M otaw i D ean o f  the Faculty
Professor N awal M . halafallah V ice  D ean for com m unity service affairs and

environm ent developm ent
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A le x a n d r ia

The Pharm acist 's  Booklet,;  to keep in your pocket 

( Number 1) : D iarrhoea

"ill J —Sli ly lâ C j

M  t  Y u - k - i l  ^

tATTYVT :

The letter included:
D ed ica tio n

The D ean o f  the F aculty/ M otaw i A  has the p leasure to dedicate your library (2) booklets:

The Pharm acist’s Booklet: to k e e p  in your pocket 
(Num ber 1): Diarrhoea

supporting the process o f  scientific  research.

Yours sincerely ,

Dean

T elephone 4 8 3 1 6 6 8 Fax: 4833273
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IN T E R V IE W  S C H E D U L E
after distribution o f  the booklet 

Date o f  the visit : C ode number o f  the pharmacy :
Nam e o f  the pharmacy ; T im e o f  the visit :
Area o f  the pharmacy: W as it preceded by a telephone call :

IN F O R M A T IO N  A B O U T  T H E  P H A R M A C IS T  /  T H E  P H A R M A C Y  (at the tim e o f  visit)
1. D o  you know  if  in the pharmacy a booklet w as received from the part o f  the faculty o f  pharmacy, 

Alexandria ? yes □
no □  go  to qs 3 to 9
I don't know  □  go  to qs 3 to 9

i f  yes D o  you remember its n a m e ?
W hat was that ?

2. Was it you w ho received it or som ebody e lse  ?
yes □
no □  W ho did receive it ?

INFORMATION ABOUT THE INTERVIEWEE PHARMACIST
3. Are you

assistant pharmacist □  manager or □
ow ner □  manager and ow ner □

4. Sex
M ale □
Fem ale □

5. In what year did you graduate ? 19
6. W hich university ?............. ...........................................................................................................
7. Age ( years )
8. H ow  long have you been working in this pharmacy ? .................................................
9. H ow  long have you been working as a community pharmacist ? ...............................................
10. H ave you read it ?

all □
som e □  go  to gs 10 a, b ,......
not at all □  go  to qs 10a, b , ......

 Page break
IF READ IT ALL

11. H ow  did you get access to it in the pharmacy ? .............................................................................
12. A pproxim ately how  much time did you spend reading it ? .............................................................
13. W as it in

one continuous reading □
different interrupted □

INFORMATION ABOUT SUBJECT / EDITING /  LAYOUT / PRESENTATION
14. W hat do you think about the title "keep in your pocket: the pharm acist’s booklet",

d id you l ik e , ....................W ould you prefer another o n e ..................... like what .....

15. H ow  did you find its length as a w hole as a booklet to be read by pharmacists ?
D id  you find it too long, about right or should be longer

16. W hat about the size of the booklet, ?
w ould you prefer it bigger or sm aller or what ? ..............  w hy ?

17. W here do you keep it ?
in the pharmacy □  W H ERE ?
at hom e □  W H ERE ?
other □  W HERE ?

18. W hat do you think o f  the pictures used ?
are they too much .... or helpful, in form ative  or just taking s p a c e ,  How ?

 Page break



APPENDICES

457

A p p e n d ix  2 8  (C o n t’) In terv iew  sc h e d u le  u sed  to  e x p lo r e  p h a rm a c is ts ’ o p in io n s  ab ou t th e  b o o k le t

19. W ould you prefer the booklet w ithout them (like a scientific paper) ?
yes □
no □
does not make different □

20. W hat about the font (s ize) was it clear and easy to read ?

21. The language, was it sim ple, easy to fo llow , or com plicated and should be sim pler ?

22. Should w e plan to issue Arabic v er s io n  or both languages ? why ?

23. W ould you prefer the information presented in a different way ?
1 A 4 page for exam ple or a pamphlet or what ? why ?

INFORMATION ABOUT THE CONTENT
24. The inform ation g iven  about diarrhoea was it sufficient for you as a pharmacist to advise and help  

patients to m anage it ?
a) what e lse  should be included ? why ?

b) what can be excluded? why ?

____________________________________________________________________________________Page break
25. W as there any wanted or unwanted repetition ?

unwanted repetition ...............................................................................................................
wanted rep etition ..............................................................................................................

26. W as there too much detail in som e parts ? which parts ? what was the detail ? 
what do you suggest towards it ? reducing /  deleted /

27. W as there too few detail in som e parts ? which parts ? what was the detail ?

28. W hich sections did you find most useful ? how useful ?

29. W hat did you like the most ? W hy ? what did you like about it ?

30. W hat did you like the least ? why ? what made it be liked the least?

W ill it be better to exclude it or what do you suggest ?

____________________________________________________________________________________Page break
31. W ere there any parts you did not know before - like what ?

32. W ere there any parts that you forgot and the booklet reminded you about ?

33. D o you feel the booklet increased your knowledge about diarrhoea ? H ow  ?

34. H ow  applicable is the recomm endation made in the booklet for pharmacist to advise on diarrhoea ?why 
?

w hich other parts you feel not easy to apply

____________________________________________________________________________________Page break
35. D o you think pharmacist can use the booklet information to advise patient having prescription or

patient requesting an anti-diarrhoeal products by name?
w hich recom m endation can be used and w hich can not be used ? w hy ?

INFORMATION ABOUT PHARMACISTS RESPONSE TO THE BOOKLET
36. W ill you like to receive more o f  it, d iscussing other problem s (a 2nd issue) ?

If yes.
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a) w h at top ic  w ould you like to be discussed  ?

b) w hy ?

c) what exactly  do you need to know about it ?

e) i f  you had to p ay  for the booklet w ould you still w ish  to receive it ?
yes □
no □

If yes, w ill you be prepared to pay 2 ,5 - 3 .0  L .E for every issue ? (1 every 4  months) 
yes □
no □  how  much are you prepared to pay ?

f) W ill you be able to co llec t it from  thé Faculty ?
yes □
no □  what alternative do you suggest ?

INFORMATION ABOUT USING THE BOOKLET IN THE PHARMACY
37. S in ce you received  the booklet, do you remember cases you used or you did not use the booklet 

information ?
what w ere the cases ? what happened ? what information you did not apply ? w hy ?

____________________________________________________________________________________Page break

Some of the information mentioned in the booklet are not easy to be applied, whether to the 
pharmacists or to the clients, especially that clients do not usually accept the advice.

What do you think about:
38. Oral rehydration drink is cheaper than other traditionally used anti-diarrhoeal.

a) D o you think it w ill be applicable to ask pharmacists to recom m end it and losing m oney they 
can gain from  selling more expensive products ? Why ?

b) D o you think client w ho has no prescription can accept the pharmacists's advice that 
diarrhoea is self-lim iting and for w hich only flu ids and salts replacem ent are required? 
under w hich  circum stances ? Why ?

39. W hen the client has a prescription or asks for a product by name, the pharmacist has alw ays a little 
chance to interfere or advise on suitability o f  products for the case. H ow ever, after reading the booklet, 
you m ight find yourself som etim es pushed to volunteer an advice or to g ive a com m ent. D o you think 
this can happen ? When ?

____________________________________________________________________________________Page break
40. From  your point o f  v iew , w hen the client asks for a particular product by name, do you think the 

clients are aware o f  proper managem ent o f  diarrhoea or they need pharmacist's advice to do it ? fl 
yes, w hich advices ?

41 . A fter reading the booklet, did you make any changes on your m anagem ent o f  diarrhoea ?
w hat changes ? what you usually use to do and what you do after reading ?

42. W hat do you think about the booklet for continuing education ?

43 . Is there any other better alternative w ay to apply it ?

44. Are there o th er  p h arm acists  working in this pharmacy during the day ? 
yes □
no □

i f  yes in the morning
in the afternoon 
or the w hole day

____________________________________________________________________________________Page break
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A p p e n d ix  2 8  (C o n t’) In terv iew  sc h e d u le  u se d  to  e x p lo r e  p h a r m a c is ts ’ o p in io n s  ab ou t th e  b o o k le t

If yes,
have they heard about the booklet /  seen it or read it ?

have any o f  them read the booklet ? H ow  many did?

w hy especia lly  him /her did ?

did s/he had any com m ent or discus with you about it ? W hat she/he said ?

45. D o you have any comments and suggestions ?
____________________________________________________________________________________Page break

If the pharmacist read some of it or none of it

H ow  many pages did you read ?

W hy you did not continue reading it ?

H ow  many pharmacists are working in this pharmacy ?

D id any o f  them read it ? w ho did ? w hy especially  him  ? 
did s/he say any com m ent about it ?

W ill you  like to continue its reading ?

W hen should I com e back to conduct the interview  ?

END
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Appendix 29 Questionnaire addressed to pharmacists to explore their opinions about the
booklet

E va lu a tion  form  o f  the b ooklet: "T he p h arm acist booklet: to  k eep  in  y o u r  p ock et, N o  1: D iarrhoea"

P lease  a n sw er  in  A rab ic  o r  in  E nglish
1. Are you assistant pharmacist □

ow ner □
manager □
manager and owner □

2. In what year did you graduate ? 19
W hich U niversity ? ...............................................................................................

3. H ow  long have you been working in this pharmacy ? ................................................................
(please specify  if  days or months or years)

4. H ow  long have you been working as a com m unity pharmacist ...............................................
5. H ave you read the booklet before receiving this questionnaire ?

Y es all □
Som e o f  it □
N ot yet □

A F T E R  Y O U  R E A D  T H E  B O O K L E T  P L E A S E  A N S W E R  T H E  F O L L O W IN G
____________________________________________________________________________________Page break

6. A pproxim ately how  much time did you spend reading it ?.................................................
P lease specify  i f  it was read

at different tim es or □
one continuous reading □

7. H ow  did you find the fo llow ing items in the booklet ?
The E nglish  language The inform ation in the booklet

very com plicated □  too  much □
com plicated □  about right □
betw een □  too  little □
quite easy  □
easy □

Is there any detail g iven  that should be excluded ? yes □
no □

i f  yes, like what ? ..................................................................................................................
Is there other information that should be included ? yes □

no □
if  yes, like what ? ..............................................................................................................

8. In the booklet w e used som e picture, w ould you prefer the book let
with the picture □
w ithout the picture □

9. What language w ould you prefer for the next booklet ?
Arabic □
E nglish □  (as the present one)
both □

___________________________________________________________________________________ Page break
10. For you as a pharmacist is the booklet

very useful □
som etim es □
not useful □

which sections did you find very useful ?
1 ...............................................................................................................................................
2 ......................................................................................................................................................................
which sections did you find not useful ?
1 ...............................................................................................................................................
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A p p e n d ix  2 9  (C o n t’ ) Q u estio n n a ire  a d d ressed  to  p h a rm a cists  to  e x p lo r e  th e ir  o p in io n s  ab ou t th e  
b o o k le t

2 .......................................................................................................................................................................
11. D id the booklet increased your know ledge ?

y es very much □
a little □
not at all □

12. P lease m ention what things you liked
the m ost in this booklet ...................................................................................................................
the least in this booklet ...................................................................................................................

13. P lease m ention information that you did not know before ( if  any)

14. W ill you like to receive more o f  it d iscussing other health problem s (future booklet) ?
Y es □
N o  □

___________________________________________________________________________________ Page break
If yes, what health problems w ould you like to be d iscussed  ?

If you had to pay for the booklet w ould you still w ish  to receive it ?
Y es □
N o  □
If yes: w ill you be prepared to pay 2 to 3 L .E every tim e you receive a new  one (every 4  -

5 m onths) ? Y es □
N o □  (how  much then ? ........... )

w ill you be able to co llect it from the Faculty ? Y es □
N o □

If no: how  w ill you prefer receiving it, know ing that it can be lost if  send by post.

15. D o you keep the booklet in the pharmacy ? Y es □
N o □  (w here then ? )

if  in the pharmacy, where ?
on the counter □  in the laboratory □
on your desk □  other □  (W here? )

16. Are there other pharmacists working in this pharmacy during the day ?
Y es □  (how  m a n y ? ................ )
N o  □
If yes, have they read the booklet ? Y es □  (how  m a n y ? ................ )

N o □
___________________________________________________________________________________ Page break
17. Oral rehydration drink is cheaper than other traditionally used anti-diarrhoeal. D o  you  think it w ill be

applicable to ask pharmacists to recom m end it and losing m oney they can gain from  selling more 
exp en sive product?

Y es □
N o  □

PLEASE ANSWER THE FOLLOWING IN ARABIC

18. A fter reading the booklet, do you think pharmacists can convince the patient that diarrhoea is self-
lim iting and only flu ids and salts replacem ent are needed ? H O W  ?

19. After you read the booklet :
a) do you fee l that the booklet helps you to advice more on diarrhoea m anagem ent and anti- 

diarrhoeal' use than before reading it ?
yes, very much □
a little □
not at all □

b) w hen a client enters the pharmacy to dispense a prescription for diarrhoea, do you think you  
can g ive  him /  her any advice ?

yes □
no □
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A p p e n d ix  2 9  (C o n t’) Q u estio n n a ire  ad d ressed  to  p h arm acists  to  e x p lo r e  th eir  o p in io n s  ab ou t the  
b o o k le t

if  yes, like what or about what ? ...............................................................................
i f  no, w hy not ? ................................................................................................................

____________________________________________________________________________________Page break

c) when a client enters the pharmacy requesting a particular anti-diarrhoeal product, do you  
think you can g ive  him /  her any advice ? 

yes □
no □
if  yes, like what or about what ? ...............................................................................
i f  no, w hy not ? ...............................................................................................................

20. P lease state your
Sex M ale □

Fem ale □
A g e ................years old

Thank you



APPENDICES

463

A p p e n d ix  3 0  R e a so n s  sta ted  b y  p h arm acists  fo r  n o t rea d in g  th e  b o o k le t , read in g  o n ly
so m e  o f  it or  had  tak en  an o v e r v ie w
A ) P artic ip an ts v is ite d  w ith o u t w a rn in g  te le p h o n e  c a lls

“just the workload..busy”
“busy .. workload then I forgot where I kept it"
“just the time, busy and workload ..a pharmacist who used to work with me left too .. I did not 
expect a follow up and evaluation study”
“..no other pharmacists work with me .. I work only the morning period and am always busy ”
“I read 4-5 pages of it, then forgot about it in the drawer, because the pharmacist who was 
working with me left so I’m doing all the work alone now”
“there were bad events happening in the family .. I lost my son”
“a friend was in the pharmacy when the booklet was delivered and had asked to borrow it”

A p p e n d ix  3 0  R e a so n s  sta ted  b y  p h arm acists  fo r  n o t rea d in g  th e  b o o k le t , read in g  o n ly
so m e  o f  it or  h ad  tak en  an o v e r v ie w
B ) P artic ip an ts te le p h o n e d  b e fo r e  th e  in te r v ie w -v is it

•  “it is just a matter of time. I’m loaded with the work of two pharmacies., which I own ”
• “just the load of work which continuously interrupts me ”
• “the work and the crowd of clients”
• “the nature of the work doesn ’t allow much time to concentrate on reading, besides I work only

the morning shift (I0-2pm)”
• “the owner,.. she is not a pharmacist, she took it home with her to read and apply the information 

to her child who has diarrhoea ..she thinks there is very useful information even for a non
pharmacist mother.. she was very happy with it and doesn’t want to lose i t .. she is keeping it with 
her”

• “I was a little bit concerned... worried about the English Language, besides the interruptions 
caused by customers ”

• “my brother was getting married and I was busy ”
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A p p e n d ix  31 C o m m en ts  m ad e  b y  in te r v ie w e e s  a b ou t th e  p ic tu res in ser ted  in  th e
b o o k le t

"they were informative...helped to cement the information and it would be better if you include more 
of them...they made the information simpler..they were simple and did not make the booklet look like 
a reference ”
"they helped to cement the information in my mind, they broke the boredom of text, the layout used 
and the scheme inserted were good too, changing the colour of the text was good as well”
"the pictures helped to get the point in an easier way..useful & attractive but needed to be more 
informative ”
"they were good because they made the information clearer and the booklet should always include 
pictures ”
"some of them were helpful, explained the information and made it clearer”
"I can describe them as nice and informative .. pictures were very important because they matched 
the topic and gave you the idea in an easier way ”
"a book without pictures is useless, the pictures were good and made the reading easier and go faster, 
the pages finished very quickly”
"any educational book should have pictures, they cut the routine and give breaks in a way to avoid 
boredom ”
"they made the booklet interesting, not boring and helped me to continue reading ”
"they had a good sense of humour, helped to cement the information, not usual, it is something new ”

"they were good but the pictures showing children did not really reflect the correct age., the pictures 
reduced the density of the words..they were more humourous than helpful”
"they were good and informative (explanatory) but the book itself was written in a simple and clear 
way”
"simple, good, just looking at some of them was sufficient to get the idea or the point”
"they were nice..helped...sometimes I only looked at it and that was enough, the written information 
was there when needed.. they attracted my attention .. they gave the information in an easier way” 
"simple..alright.. some were informative like p. 16 it stopped me and gave me the impression that the 
reader should stop ... it was better to have the pictures instead of having the whole page only with 
writing ”
"I only looked at pictures when it was like in page 14 that helped to give the information in good way 
.. was informative”
"useful, I always looked at them, however they were not helpful for professionals..could be for 
customers, for us it gave some sort of interest and reminder with the information, they were 
reasonable ”
"as pharmacists, they were not so helpful from a scientific schematic point of view, but they were 
helpful in a way to remind you with the information and sometimes to tell you about the information 
without reading "
"they attracted my attention..nice for presentation and will be nicer if with comments on (explain the 
idea on the picture)”
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A p p e n d ix  3 2  R e a so n s  sta ted  b y  in te r v ie w e e s  fo r  p referr in g  th e  E n g lish  a s a la n g u a g e  for
th e  b o o k le t  (1 8  in te r v ie w e e s )

"because this is the language in which 1 was taught pharmacy.. ”
"I was taught pharmacy in English, so will be easier to follow in English. If in Arabic I’ll need to 
translate it to English first to recognise it”
"if one word in arabic I ’ll not touch it..I never learned in Arabic ”
"isn’t this continuing education...we started in English, so we should continue in English” 
"English because we learned pharmacy in English ... especially that the English used in the booklet 
was light, easy and there was no problem with it”
"I’ll never read any scientific work in Arabic ... English is easier because we learned in 
English....English is easier because some expressions will be difficult and uncommon if in Arabic” 
"medical topics and expressions should be better kept in English”
"because it is a scientific booklet, it should be in English .. so to be a refresher for pharmacists 
knowledge as long as it is addressed to pharmacists not the public ”
"a scientific topic is better if in English..the language used in our pharmacy education”
"because it is the language of science & medicine”
"English because it is the educational language. If the booklet will be in Arabic, it will be 
neglected/ignored. I would like to feel professional and approached at a certain level”
"it should be in English because it is the scientific language.. for professionals English gives a type 
of authority, sincerity and commitment”
"all medical expressions were in English, we’ll not understand it or recognise what is written if it is 
in Arabic..easier to understand it in English”
"medical terminology and expressions should be in English..that is for me, I don’t know about the 
other pharmacists ”
"English to feel that we are talking about science, pharmacy, medicine and my profession” 
"English to be different than reading a common medical magazine for the lay-man 
education...besides it will remind us of our English”
"English because we are used to it..information can be kept and stored in mind easier”
"English because it was alright with this booklet, I had no problem., and it depends from a pharmacist 
to another”
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A p p e n d ix  3 3  C o m m e n ts  m a d e  b y  in te r v ie w e e s  p referred  th e  p resen ta tio n  o f  in form ation
in  th e  sa m e  w a y  (n o t d ifferen t than th e  b o o k le t )

“no other way..this lean keep, will not lose it, no problem to carry it and it can go in my handbag as 
well ”
“a book is the best...perfect..anything else can be lost”
“this is the best: if a pamphlet or a brochure, their fate is the rubbish bin, but this is handy and at the 
same time can he kept"
“this can be kept, papers get cut and then thrown away at the end”
“this is better, can be kept and I can refer to it when needed...a paper can be lost and will not cement 
the information ”
“this is much better, /  can refer to it whenever I need easy to keep, handy...if a paper or so, it will
be lost "
“like what? a brochure or a paper for example? it will be lost, but a regular booklet is better, it can 
be kept and we can refer to it whenever needed..so can be used more than once..we can use it as a 
reference even to show it to customers and convince them about what we say if we need to”
“this is the best, I can keep it and refer to it when I need it again... because it is called a book so will 
be better kept but anything else will be lost and thrown away with the other advertising we receive " 
“this is better because I’ll start to gather them at the end and make a book, so better if from the 
beginning I have them as books..also as it is it gathers more information that can not go in a one page 
brochure or leaflet”
“it is more attractive and concentrated than other references and better than an A4 page which is 
traditional”
“this is better, new style ”
“a book is the best because I liked the idea itself...3 main parts gathered together then a conclusion ” 
“like what? not a leaflet/pamphlet..always we receive them and ignore them...loads of pamphlets 
here..but this makes it look more serious and attractive to read”
“this is the best for scientific information ”
“this gives some sort of care more than a paper or whatever which I never look at and always ends 
to be thrown away ”
“this is the best way, it gives a kind of respect to the science it contains..no adverts..it is not a paper 
or a brochure that can be lost or thrown away..this way it shows that it is important and contains 
important information ”
“a booklet is making it looking more serious..the whole place is full of pamphlets, brochures and 
others which will not be kept”
“a book is more suitable than anything else ”
“no, this is very nice..all books abroad are like this; good and in a plastic cover”
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A p p e n d ix  3 4  C a se s  o f  d iarrh oea  p artic ip an t p h a rm a c ists  rep orted  h ad  b e e n  presen ted ,
s in c e  th ey  r e c e iv e d  th e  b o o k le t

Som e o f  the participants, after reading the booklet, had cases o f  patients having diarrhoea and seeking  

the pharm acists's advice, others requested a particular anti-diarrhoeal by nam e or had prescriptions containing  

anti-diarrhoeals. T hese cases, as reported by the interview ees were:

Case 1 “this morning, my daughter asked me where was the Entocid ® we keep at home because she had 
diarrhoea, I asked her how the diarrhoea looked, if she had other symptoms..! gave it to her -the Entocid ® to 
keep in the hand bag and asked her not to use it unless she really needed to be able to continue her day and 
diarrhoea was uncomfortable...she did not use at all and she said that she is better now".
Case 2 “that was with a pharmacist colleague, I told him about the use ofDiakan-N® he used to recommend 
for his patients ”.
Case 3 “it happened yes, I had cases with prescriptions for diarrhoea and requests for anti-diarrhoeals by 
name-1 always had ORT in mind”.
Case 4 “/  had a case of a boy having dysentery and the mother requested Streptophenicol® antibiotic, I started 
to talk with the mother, checking other symptoms like fever or mucus and I recommended Furazol ® instead”. 
Case 5 “because I am close to the child care centre, many mothers came to the pharmacy and ask what can 
they do or buy for their baby who has diarrhoea, I ask each of them how she prepares the milk for her child, 
I do not give drugs and I tell them that - but I review with them the diet regimen, give ORT and advise them to 
boil the bottled-milk ... most of the mothers increase the amount of the milk in the meal thinking that this is 
better to build up the child so I advised on that as well ”.
Case 6 “not many cases., now I dispense Antinal ® instead but once I gave one sachet of Entocid ® - that was 
for a child (5 years old), the mother insisted to give the baby an anti-diarrhoeal, so l gave her one sachet and 
explained that diarrhoea is self-limiting and will stop by itself ..she asked for more sachet I insisted that one 
should be enough but keep fluids ”.
Case 7 “I received some prescriptions which contained streptoquine ® and other non-recommended anti- 
diarrhoeals, but I was not able to do or say anything otherwise problems can happen with the prescribers. So 
I emphasized the importance of fluids, in cases of babies, I advised to stop bottle-feeding and continue breast
feeding instead... there was a case that a mother requested a medicine for her son, I gave ORT and she accepted 
that”.
Case 8 “yes, there was a case of a child (less than one year old), the parent requested something to stop 
diarrhoea, I explained that it is important to give ORT, she asked if she can use Kapect ® she already has at 
home, I said no, just give him ORT and advised her also to boil water then cool it and how to use the ORT”. 
Case 9 “In one case of a baby (less than one year old) I referred the parent to a doctor, another case - an 
adult with diarrhoea, I did not give Entocid ® as I used to, I asked if he has exams - this was during Universities 
exams time- or could it be stress. In fact he was sitting his exams and of course was stressed, I advised to relax 
and when he insisted to take something to help I gave him Cortigen B6® which is a vitamin but also stops 
vomiting...! do not recommend Entocic^ anymore because ! am aware now how dangerous it could be”. 
Case 10 “that was a repeat use of Enteroquine®, ! advised to stop it and rely on fluid compensation, the client 

said: ok, we will give the drug with fluids, he was not convinced to take only fluids”.
Case 11 “it was a case of a baby-there was no prescription- and ! gave ORT... ”
Case 12 “there was a prescription with several drugs but ORS was not one of them, so ! advised adding it to 
the treatment and the mother was convinced, no problem... in another case, a young man had a complaint about 
chronic diarrhoea so ! advised him to see a doctor”.
Case 13 “a dentist wanted something for diarrhoea, ! advised to wait as it should be self-limiting and he 
accepted the advice ”.
Case 14 “Yes ! had cases but ! did not apply what is in the booklet because it is not practical that ! say take 
ORT to everyone who comes in, the client will leave me and go to another pharmacy to get the drug, because 
the person wants to stop the diarrhoea and be able to continue the day - s/he will not be convinced, moreover 
ORT for babies is sometimes out of the stock in all pharmacies, it is very cheap, it is not practical because ! will 
feel that ! did not sell anything and the patient will feel s/he did not get anything for the complaint so ORT can 
be advised in addition to other drugs ”.



Appendix 35 Questions asked at pharmacies visited® concerning a baby with diarrhoea

Visited
pharmacies

Questions asked, and in the same sequence, included

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 age of the patient age of the patient age of the patient - if the diarrhoea is watery

No 2 age of the patient - if the patient has fever age of the patient - if the patient has fever 
if the diarrhoea watery - colour of the diarrhoea

age of the patient - if the patient vomits
if the patient has fever - frequency of diarrhoea since the
morning - if  the diarrhoea is wateiy

No 3 age of the patient age of the patient age of the patient

No 4 age of the patient - the time it started 
colour of the diarrhoea - if there is mucus 
what did the patient eat?

age of the patient - if the patient vomits 
colour of the diarrhoea

age of the patient - if there is mucus 
colour of the diarrhoea - if the patient vomits

No 5 age of the patient age of the patient - if diarrhoea is severe age of the patient - if the patient vomits

No 6 age of the patient - frequency of diarrhoea when did diarrhoea start - age of the patient age of the patient - the smell of the diarrhoea, if any

No 7 age of the patient - frequency of the diarrhoea - if 
diarrhoea is severe

age of the patient - when did it start? 
Frequency of diarrhoea

age of the patient - if there are other symptoms 
if the patient has fever - when did diarrhoea start

No 8 age of the patient - frequency of diarrhoea age of the patient - the age of the Kapect compound they 
have at home, if it is new

age o f  the patient - if diarrhoea is watery

No 9 age of the patient - the colour of the diarrhoea - 
frequency of diarrhoea

age of the patient - if the patient vomits 
if the patient has fever

age of the patient - if the patient vomits 
if the patient has other symptoms

No 10 age of the patient no questions no questions

No 11 age of the patient consistency of the diarrhoea - smell of diarrhoea 
if the patient has fever - age of the patient 
what the mother does usually give the child when 
diarrhoea started

if the patient has spasm - if the patient has fever 
if the patient vomits - what do they have at home 
age of the patient

No 12 age of the patient - frequency of diarrhoea age of the patient age of the patient - when did diarrhoea start

No 13 age of the patient - frequency of diarrhoea 
if diarrhoea is severe

age of the patient - if diarrhoea is severe age of the patient

I
i

a) Telephoned 15 months after the booklet distribution b) Question about the age was raised when the patient’s representative asked about the food that can be given 
c) Question about the age was raised when the relative was checking the suitability of using Motilium or Kapect compound for the patient

oo



Appendix 35B Questions asked at pharmacies telephoned concerning a baby with diarrhoea

Telephoned
pharmacies

Questions asked, and in the same sequence, included

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 if the patient has fever - if the patient vomits - if 
diarrhoea is severe and watery 
age of the patient

age of the patient - frequency of diarrhoea 
if the patient vomits - if the patient has fever

age of the patient - if any changes had happened in the baby’s 
food or milk regimen

No 2 age of the patient - if diarrhoea is severe age of the patient - if the patient has fever age of the patient

No 3 if the patient has fever - other symptoms 
if diarrhoea is severe- frequency of diarrhoea - 
age of the patient - if the patient was alright a 
day before

age of the patient - frequency of diarrhoea 
if the patient has fever -

age of the patient - frequency of diarrhoea

No 4 age of the patient age of the patient - if the patient has fever if the patient as fever - if the patient vomits - age of the 
patient

No 5 age of the patient - colour of diarrhoea - smell of 
the diarrhoea, if any

age of the patient no questions asked

No 6 age of the patient - frequency of diarrhoea 
when did the diarrhoea start - if the diarrhoea is 
watery

age of the patient - when did the diarrhoea start 
if the patient vomits - frequency of diarrhoea 
the smell of diarrhoea, if any - if the patient has cough or 
catarrh - what did the patient eat

age of the patient

No 7 what medicines are available in the house if the patient vomits - if the patient has fever age of the patient - what did the patient eat

No 8 age of the patient age of the patient age of the patient

No 9 age of the patient - other symptoms - if the 
patient vomits

age of the patient age of the patient - if diarrhoea is severe and watery

No 10 age of the patient age of the patient - type of the milk given age of the patient

No 11 age of the patient - if the patient has fever 
what medicines are available at home

age of the patient * age of the patient - if the patient vomits - other symptoms

No 12 no questions asked age of the patient age of the patient

I
a) Question about the age was raised when the mother asked about the food that can be given to the patient

I



Appendix 36A Recommendations made at pharmacies visited^ concerning a baby with diarrhoea
Visited

pharmacies
Recommendations made for the treatment of diarrhoea

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 to give Streptoquine three times to see a doctor ** ORT alone should be enough and is the most important or 
with Ercyfuryl (anti-infective for GIT) 16 small spoon 3 times 
daily or see a doctor if it does not stop.

No 2 to see a doctor
to give 1-2 sachets of ORT

to see a doctor **
ORT alone is the best, to give for 2 days

not to give medicines at all, but fluids (lemonade) and starch 
containing food. To give Kapect if the parent insist to give 
medicine. To see a doctor if fever starts

No 3 to give Enteroquine or Streptoquine to see a doctor to give Enteroquine every 6 hrs **

No 4 not to give anything (it could be because the baby 
did not eat enough)

Streptophenicol & Kapect, a spoon every 6 hrs + ORT 
(safe, contains salts and vitamins, 1 sachet in 1 glass of 
water, if the child does not like it, the taste is more 
acceptable when chilled)

Streptoquine *"*

No 5 to give ORT or Smecta; 1-2 sachets by spoon (it 
could be normal or due to food imbalance), to give 
hard, dry food and vegetables.

to see a doctor to give Enteroquine; 16 small spoon 3 times

No 6 to give anything for diarrhoea. Like Kapect and 
Streptoquine

to give Enteroquine and Streptoquine to give Kapect

No 7 to give Kapect to give Kapect ** to give Antinal small spoon in the morning and the evening & 
fluids, until the evening and see

No 8 to give Streptoquine**; small spoon 3 times, as it 
contains enteroquine for diarrhoea and 
streptoquine antibiotic.

to give Kapect compound small spoon + fluids (most 
important)

to give Kapect + Enteromycin **

No 9 to give Streptophenicol or Enteroquine to give Kapect compound ** every 6 hrs in the 1“ day and 
every 8 hrs in the 2 day and if the child is getting better

to give Streptoquine **

No 10 to give something for diarrhoea; Enteroquine to give Enteroquine ** 3 times a day to give Enteroquine

No 11 to give something for diarrhoea; Kapect what the mother will usually give; because they have at 
home Motilium & Kapect cpd, 16 spoon from the 1“ and 
2 spoon from the 2 ,3  times during the day

what do they have at home; Kapect cpd** small spoon 2-3 
times

No 12 to give Kapect compound to give Kapect conmound (after shaking the bottle); 
small spoon every o hrs

to see a doctor

No 13 to give Kapect compound, one spoon and 
another half at night

to give Smecta packet but ORT if diarrhoea is severe to give ORT + fluids, continuously and as much as she can, 
unul seeing a doctor

I
i

a) Telephoned 15 months after the booklet distribution b) Plenty of fluids to compensate the loss was recommended when the mother asked about the food that can be given to the baby, 
c) ORT was recommended when the mother asked about the food that can be given to the baby.
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Appendix 36B Recommendations made at pharmacies telephoned concerning a baby with diarrhoea
Telephoned
pharmacies

Recommendations made for the treatment of diarrhoea

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 to give Enteroquine suspension which is a good 
anti-infective, small spoon 3 times a day and ORT 
if the baby looks weak

to give Enteroquine ® suspension, small spoon 3 times 
a day

for this age, what can be given should be light (like Kapect; 
has pectin and kaolin and nelps to increase me consistency of 
the stool. If it does not give good rçsult,. Enteroquine anti- 
infective can be given in case of a microbial infection.

No 2 only ORT which is enough ORT is enough as there is no fever, but if fever (by a 
thermometer) starts, a doctor should be seen

to give Kapect

No 3 to give Kapect but if any fever starts, 
Streptophemcol can be given

to give Streptoquine “ to give Kapect and fluids to compensate what has been lost

No 4 to give Diastop; V2 spoon 4 times after shaking the 
bottle

if there is fever or diarrhoea persists, a doctor should be 
seen, if no, ORT and small spoon 3 times of Kapect can 
be given. If diarrhoea persists. ORT is a must because 4 
times of diarrhoea in a quarter of a day for this age is a 
lot of water lost

to give Diastop or Kapect; V2 spoon 4 times beside food like 
ap^e, carrot and starch pudding

No 5 to give Smecta (usually prescribed by doctors for 
diarrhoea), it tastes a bit astringent. Better to see a 
doctor as the child does not have that much water 
m the body to lose in diarrhoea

to see a doctor in the afternoon and until then Kapect can 
be given. A doctor should be seen because of the risk of 
dehydration

to leave diarrhoea stops by itself *, it cleans the intestines, 
then see a doctor at the ena of the day. Diarrhoea takes away 
anything not good in the GIT, the baby may ate something not 
clean or so

No 6 what do they have at home. A spoon of Kapect 
compound 4 times a day and plenty of fluids 
(lemonade, caraway or tailliu) can be given

to give anything anti-infective for diarrhoea; like Kapect to see a doctor and give fluids

No 7 what do they have at home. Kapect compound can 
be given

that continuous rehydration with fluids and breast feed 
are the most important. Tp stop bottled milk and give 
plenty of water, rluid and juice

to give ORT and breast feed the baby. Onç sachet of ORT on 
200 cc of water. This should be the most important.

No 8 to give Kapect, small spoon every 6 hrs until 
treated

to give Diakan and Kapect to give sipall spoon 4 times a day of Kapect as Kapect is the 
safést anti-diarrhoeal that can be given

No 9 to give Kapect not to give any medicines and to see a doctor to see a doctor, for the sake of the age of the baby

No 10 to see a doctor to have the temperature of the baby 
checked and the abdomen examined

as diarrhoea could be due to a food given or a 
concentrated milk dose given, ORT and sterile 
previously boiled water should be used to prepare the 
baby’s milk. The amount of milk added should not 
exceed the amount in instructions given. If diarrhoea 
does not stop at the end of the day, a doctor should be 
seen

to give small spoon of Kapect every 8 hrs and if diarrhoea is 
severe, ORT should be given to compensate the water and 
salts loss

No 11 to give Enteroquine ® to give Streptoquine every 6 hrs to give small spoon of Kapect *3 times

No 12 to give Kapect to give ORT to give small spoon of Kapect 3 times

I

a) Plenty of fluids to compensate the loss was recommended when the mother asked about the fc
b) ORT was recommended when the mother asked about the food that can be given to the baby.
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Appendix 37A Opinions given at pharmacies visited^ regarding the suitability of Motilium and Kapect compound for a baby with diarrhoea
Visited

pharmacies
Opinions given

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 days after the distribution; May 1997 15 months after the distribution; August 1997

Kapect compound Motilium Kapect compound Motilium Kapect compound Motilium

No 1 can use it, 3 times used for vomiting if it is not compound, give it 3 
times

used for vomiting they are useless

No 2 missed missed if diarrhoea persists, 2 spoon 
can be given, but better to rely 
on ORT

no under 2 years, no chemicals should be given to the child, but 
if the parent insists to give medicine, one s.s. of Kapect cpd 
can be given in the evening and no more of it

No 3 when needed, 
s.s. 3 times

should be recommended by 
a doctor

can be used used for vomiting they are not for diarrhoea

No 4 no need for medicines, the diarrhoea is because 
the child did not eat enough

can be used until the end of the 
day, but ORT safer (contains 
salts & vitamins)

used for vomiting only for over 2 years old f o r  v o m i t i n g  a n d  
stomachache

No 5 none, better to give ORT can be used not before seeing a 
doctor

can be used instead of 
Enteroquine

not safe for the patient’s 
age

No 6 can use it it is for spasm, no harm, 
give one spoon before meal

can be used used for spasm shake the bottle, check the 
date and use it

no

No 7 strong for the child no good used for vomiting 
and spasm

a s.s. can be given no

No 8 Streptoquine is 
better

it is not for diarrhoea check the product is fresh, and 
give one spoon

used for vomiting a bit strong for the baby, but 
can be given

half s.s. 3 times a day, 
before food

No 9 good, give a large 
spoon now

it is an antacid, for spasm 
and strong for the baby

every 6 hrs the 1*‘ day and every 
8 hrs the 2"** day and if the child 
is getting better

mainly for vomiting good, s.s. every 6 hrs the T* 
day and 3 times the 2"‘‘ day

for vomiting, stomach 
upset and only with a 
doctor recommendation

No 10 use it not for diarrhoea good, can be given 2 spoon now 
and up to 3 times a day

used for vomiting can be used not for diarrhoea

No 11 strong, it is for 
over 2 years old

Kapect is enough can be given, 2 spoon now and 
up to 3 times a day

half a spoon can be 
given

s.s. 2-3 times used for vomiting

No 12 use it it is for vomiting a s.s. can be given every 6 hrs, 
the bottle should be shaken

used for vomiting better to see a doctor because of the baby’s age

No 13 give a spoon now 
and half at night

it is for vomiting no used for vomiting no, only ORT that should be 
given

no

I

a) Telephoned 15 months after the booklet distribution (s.s.) Refers to “small spoon’



Appendix 37B Opinions given at pharmacies telephoned regarding the suitability of Motilium and Kapect compound for a baby with diarrhoea
Telephoned
pharmacies

Opinions given

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 days after the distribution; May 1997 15 months after the distribution; August 1997

Kapect compound Motilium Kapect compound Motilium Kapect compound Motilium

No 1 good but not anti-infective like 
Enteroquine

for vomiting not preferred as it contains sulpha, 
unless there is a strong microbe

for vomiting no as it contains sulpha and there is 
no need to start the treatment with it

for vomiting and to 
regulate the stomach

No 2 did the baby had it before? 
ORT is enough unless the 
mother insists to give 
medicines, s.s. can be given 
twice a day

should stay 
away from it

none, only ORT and vegetables not containing courgette 
can be given and if any fever starts, a doctor should be 
seen

one spoon 3 times no

No 3 large spoon 3 times can be 
given

no need for it can be given in beside Streptoquine 
which IS anti-infective

it is not for 
diarrhoea

only for over a year old for stomach not for 
diarrhoea

No 4 strong for the baby, it contains 
sulpha. The non compound can 
be used, Diastop is better

for vomiting none, only ORT and Kapect if it is not compound the non compound or Diastop can be 
used

no

No 5 too strong for the baby, the non compound Kapect 
can be used

too strong for the baby, unless a small dose like Vi spoon 
of Kapect compound can be given until seeing the 
doctor. Smecta powder beside \\mat the doctor win say 
is better.

to leave diarrhoea to stop by itself, do not rush to stop it and 
just give plenty of fluids as much as possible

No 6 a spoon 4 times a day + fluids 
like caraway, lemonade and 
tailliu

no good but the mother needs to check 
when did she buy it. A s.s. 3-4 
times can be given

for spasm too strong, can give Enteroquine and better if seeing a doctor 
and give plenty of fluids

No 7 after checking how old is te 
child, yes it can be used

for vomiting better not to give any medicines, but a spoon of kapect 
compound every 3-4 hrs can be given

can give V2 spoon if the mother 
wants but more important ORT

not for diarrhoea

No 8 can give Vi s.s. s.s. / 6 hrs for vomiting Vi spoon 4 times for vomiting

No 9 can g ive Vi s.s. 3 times and 
ORT% fluids

no need for it better to see a doctor no need to give anything or to stop the diarrhoea, just 
compensate by fluids and better to see a doctor

No 10 missed missed none of them, only ORT and adjustment of the amount 
of milk added to prepare the bottled milk. If it does not 
stop a doctor should oe seen

none of them for this age

No 11 can be used but Enteroquine is 
better. This is for over 4 year 
sold

for vomiting can be used ® for the stomach for over a year old for vomiting

No 12 Kapect is better no too strong and heavy for babies, if the mother insists, not 
compound Kapect can be given but better ORT

a bit strong, if the mother insists, V2 
spoon canfre given

not for diarrhoea

s

g

a) When the mother asked about the food, and the age was checked, Entocid sachet was recommended instead; Kapect compound for over a year old (s.s.) Refers to “small spoon’
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Appendix 38A Advice given at pharmacies visited ® about food for a baby with diarrhoea

Visited
pharmacies

Advice given

before the distribution of the booklet; March 
1997

after the distribution of the booklet

10-15 davs after the distribution: Mav 1997 15 months after the distribution; August 1997

No 1 to give plenty of fluids to continue breast feeding, stop the bottled feeding, 
compensate water lost withTluids, give boiled food like 
apple

to stop bottled milk, reduce dairy product and milk intake, and 
give rice, green apple, or baby special formula like Cerelac, 
Milupa, Bebelac carrot instead

No 2 the patient normal food can be given to continue breast feeding and to give plenty of fluids to stop bottled milk, continue breast feeding and give boiled 
vegetables like potato or chicken, starch pudding and 
lemonade

No 3 the patient normal food especially light stuff can 
be given

to give the normal breast feeding + ORT to give light fluids and drinks

No 4 what the patient usually eats to fast the baby for 5-6 hrs; no breast or bottle milk, just 
ORT. When the baby gets better, diluted bottled milk 
can be given and gradually to what the baby used to eat

to give ORT to compensate water loss and lemonade, 
caraway, beside breast reeding or special formula like cereal, 
Gurber, but the most important is to ORT

No 5 to avoid fruit but increase vegetables, and baby’s 
food like Riri

to give the normal breast feeding and boiled vegetables 
like courgette and potato

to concentrate on breast feeding, boiled potato, courgette and 
avoid bottled milk

No 6 what the patient usually eats what the baby used to have; mainly boiled carrot, starch, 
breast milk but not bottled milk

to give what the baby used to have

No 7 what the patient usually eats to stop the bottled milk, to reduce breast milk and 
replace by fluids

to reduce the bottled milk, give boiled vegetables like 
courgette but no meat

No 8 not to give milk but special formula like 
Galactina, and plenty of fluids

to give meals containing carrot, potato or baby food like 
Cerelac, or special formula like Gerber

to compensate water lost with fluids and continue the milk 
feeding. Fluids are a must, 7 up can be given

No 9 to give what the baby used to have to continue breast feeding, stop bottled milk and give 
fluids

to give plenty of fluids like lemonade, tailliu, and the ususal 
food the baby used to have, mainly lots of fluids should be 
given

No 10 to give yogurt to give what the baby used to have, mainly reduce 
mine, stop bottled milk and give boiled vegetables, 
yougurt, Tluids

to stop milk but can give yogurt

No 11 better to stop bottled milk but continue with the 
breast feeding

to give boiled vegetables like potato or carrot and stop 
boftled milk

to give fluids, like lemonade and to give the usual food of the 
baby but with no meat or eggs

No 12 to give what the baby used to have to give starch pudding, boiled potato but milk or 
yogurt should oe left Tor a while even to the end of the 
day

to see a doctor

No 13 that there is no need for bottle milk but can have 
drinks like caraway

to give yogurt, boiled food and what the baby usually 
eats

to give what the baby usually eats beside ORT and fluids

I

a) Telephoned 15 months after the booklet distribution
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Appendix 38B Advice given from pharmacies telephoned about food for a baby with diarrhoea

Telephoned
pharmacies

Advice given

before the distribution of the booklet; March 
1997

after the distribution of the booklet

10-15 davs after the distribution; May 1997 15 months after the distribution; August 1997

No I if the child looks weak, ORT sachet should be 
dissolved in glass of water and given by spoon as 
much as possible + boiled potato, carrot or rice

to give what the baby usually eats but not fried potatoes 
or tomatoes and salsa and to give more fluids and ORT 
(i sachet in a glass of water previously boiled, to be 
given by a spoon)

to give boiled carrot, potatoes, starch pudding and dilute the 
miDc

No 2 to give the breast milk and starch pudding made 
with water

to continue breast feeding, preferably to stop the bottled 
milk, soupe and boilecT carrot and potatoes but not 
courgette can be given

shredded carrot, jelly and starch pudding can be given

No 3 what the mother usually gives; soupe and boiled 
potatoes

to give plenty of fluids, water with sugar, boiled 
vegetables like potatoes and breast fed

to stop bottled milk, to give wheat and fruit containing meals, 
and 7up drink and fluids to compensate water lost

No 4 missed to continue breast feeding and apple, rice, boiled carrot to give what the baby usually eats

No 5 to reduce the milk to give what the baby usually eats or special formula 
available in pharmacies

to give plenty of fluids

No 6 to continue breast feeding and give boiled 
vegetables like potatoes

to give breast milk and stop bottled milk in addition to 
caraway, anise and fluids to compensate water lost

to give fluids

No 7 starch pudding can be given boiled potatoes, rice or soupe can be given the most important are the breast feeding and ORT beside 
other fluids, soupe, rice, starch pudding and to stop the bottled 
milk

No 8 to give what the baby usually eats to give boiled potatoes, carrot, the usual milk and meals 
like Cerelac

not to give other vegetables than boiled potatoes and carrot 
with few drops of lune, or rice and Riri put not Cerelac, to 
continue breast feeding and be careful with the bottled milk 
in terms of amount added to prepare it and sterilisation of the 
bottle and the water used so preferably to rely on breast 
feeding instead until the diarrhoea stops

No 9 to give light meals like boiled carrot and rice missed to give fluids

No 10 to continue breast feeding nd no other food beside 
drinks like caraway and anise

to give ORT and adjust the amount of milk added to 
prepare bottled milk

to give what the baby usually eats, to be careful with the 
amount of milk added to prepare bottled milk, to check the 
instructions for use and to dilute it during the diarrhoea as it 
could be a cause of diarrhoea and indigestion

No 11 any food can be given beside fluids even water to give what the baby usually eats to give what the baby usually eats, not to stop breast feeding 
and to give fluids

No 12 to give what the baby usually eats to continue with breast feeding, to stop bottled milk 
for a day and to give boiled food

to continue breast feeding, and boiled potatoes and to stop 
bottled milk

I
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Appendix 39A Questions asked at pharmacies visited ® about an elderly person with diarrhoea

Visited
pharmacies

Questions asked, and in the same sequence, included

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; May 1997 15 months after the distribution; August 1997

No 1 if the patient has particular diseases no questions no questions

No 2 no questions if the diarrhoea is severe if the diarrhoea is severe- frequency of the diarrhoea - if the 
patient has spasm

No 3 no questions no questions -missed- ’’

No 4 no questions if diarrhoea is continuing - if the patient is over 60 years 
old!

No 5 if the patient ate somewhere outside - if the patient 
has spasm

if the patient has spasm cause of the diarrhoea - if it is severe - if it started just a day 
ago

No 6 age of the patient - if the patient took any medicines 
for it - If the patient has fever - if the patient vomits

if the patient has spasm - age of the patient no questions

No 7 no question if the patient has spasm if there was mucus

No 8 if the patient ate somewhere outside age of the patient - since when diarrhoea started 
if the patient took any medicines for it

description of the diarrhoea - if it is watery - frequency of the 
diarrhoea - age of the patient

No 9 if the diarrhoea is still continuing if the patient has spasm if diarrhoea is severe 
if the patient has spasm 
if there is blood in the stool 
if there is mucus in the stool

No 10 if the patient drunk or ate somewhere outside no questions age 0 f  the patient

No 11 no questions no questions no questions Ia) Telephoned 15 months after the booklet distribution
b) No registered telephone number for contact

o\



Appendix 39B Questions asked at pharmacies telephoned about an elderly person with diarrhoea

Telephoned
pharmacies

Questions asked, and in the same sequence, included

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; May 1997 15 months after the distribution; August 1997

No I if diarrhoea is watery - if the patient is on any 
medicines - if diarrhoea started only a day ago - 
what did the patient eat prior the start of diarrhoea - 
if the patient did eat outside the house - if the 
patient nas spasm

if diarrhoea started only a day ago - other symptoms 
if the patient is on any medicines - if the patient did eat 
outside the house

if diarrhoea is watery - if the patient already took any 
medicines for it

No 2 if the patient has any health problems 
if the patient took any medicine for it

if the patient is over 60 years old, a doctor should be 
consulted

if the patient did eat any dairy products or meat outside the 
house or somewhere not clean 
if the patient has fever 
the frequency of diarrhoea

No 3 if diarrhoea is severe and watery - if the patient 
vomits - if the patient has fever - if they have 
Entocid or Enteroquine at home

if diarrhoea started a day ago - the frequency of 
diarrhoea - the smell of the diarrhoea, if any - it the 
patient vomits - if the patient has fever

if diarrhoea is severe and watery

No 4 what medicines did the patient start to take for 
diarrhoea

what did the patient eat no questions

No 5 no questions no questions if the patient has spasm

No 6 when did diarrhoea start - if the patient vomits - if 
the patient has other diseases; diabetes for instance 
if the patient has fever

if the patient has fever - if the patient has spasm - if the 
patient vomits

if the patient has spasm - other symptoms

No 7 no questions if the patient has fever - if the patient has spasm - if the 
patient vomits

if the patient has spasm or it is only diarrhoea

No 8 if the patient did take any medicines
if the patient did eat a food that can cause diarrhoea

description of the diarrhoea - if there is mucus - 
if diarrhoea is watery - the frequency of the diarrhoea - 
if the patient has spasm

if diarrhoea is watery - the frequency of the diarrhoea - if the 
patient is diabetic or has other diseases

No 9 if the patient has any diseases what does the patient has as medicines for diarrhoea at 
home

if the patient vomits or if it is only diarrhoea - if the diarrhoea 
is severe and watery

No 10 if diarrhoea could be due to food 
the frequency of the diarrhoea

what does the patient has as medicines for diarrhoea at 
home

what could have caused the diarrhoea - if the patient did eat 
outside the house

No 11 no questions the frequency of the diarrhoea 
the smell of the diarrhoea, if any

no questions

No 12 no questions if there are other symptoms or only diarrhoea 
if the patient has spasm

if there are other symptoms than diarrhoea

No 13 what medicines did the patient take when diarrhoea 
started a day ago

if the diarrhoea is watery - the frequency of the diarrhoea if the patient has fever - if the patient has other symptoms 
than diarrhoea

I
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Appendix 40A Recommendations made at pharmacies visited “ about an elderly person with diarrhoea

Visited
pharmacies

Recommendations made for the treatment of diarrhoea

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; May 1997 15 months after the distribution; August 1997

No 1 to give Enteroquine and Streptoquine 4 times day 
from each

to give 2 tablets of Streptoquine to take anything for diarrhoea like Streptoquine

No 2 to give 2 tablets of Entocid to give 2 tablets of Strepoquine 3 times to give Intetrix

No 3 to give Enteroquine or Entocid to give 2 tablets of Streptoquine 3 times and fluids -missed-

No 4 Intetrix 1x3 and streptoquine 2x3 Entocid, streptoquine, streptophenicol or enteroquine; 
any of these 3 times daily

missed

No 5 to give Streptoquine or Cidocetine; 2 capsules 3 
times will eliminate the diarrhoea

to give 2 Entocid ’’ tablets 3 times after food to give one capsule of Antinal then 1 every 6 hrs + fluids as 
much as possible like lemonade, 7up to avoid fainting, soupe 
can be given as well

No 6 to give something anti-infective for the GIT 
(Imodium they have at home)

Streptoquine is a good anti-infective to give Entocid or Streptoquine, 2 in the beginning and 
concentrated lemonade and fluids

No 7 to give Streptoquine to give 2 capsules of Streptoquine and 2 after meal at 
night

to give Lomotil and Streptoquine 2 tablets from each 3 
times a day for 4 days

No 8 to give Antinal capsules, 4 times to give Intetrix anti-infective + Enteroquine or 
Streptoquine (good GIT anti-infective and stops the 
diarrhoea), and finish the course

to give 2 Streptoquine after meals and a GIT anti-infective 
Intetrix every 6 hrs + fluids as much as the patient can...even 
water, and saute

No 9 to give Streptoquine; 2 capsules 3 times and saute 
as food

to give Streptoquine; 2 capsules and Entocid ** after food, 
for amoeba and dysentery

to give Flagyl or Entocid

No 10 to give Streptoquine (only 1 capsule) and 1 spoon 
of dry tea

to give something to stop diarrhoea (what does the 
patient has at home); Motilium and Imodium they stop 
the motility, we should treat the cause and not only stop 
the diarrhoea, give Entocid 6 tablets

- missed -

No 11 to give Entocid to give Streptoquine to give 2 tablets from each of Entocid and Antinal (anti- 
infective)

I
ia) leiepnoneaia monms alter me DooKiet aismouuon

b) Plenty of fluids to compensate the loss was recommended when the patient’s relative asked about the food that can be given to the patient
c) No registered telephone number for contact
d) The response was that they will send what the patient needs with full instructions when the patient’s representative comes to the pharmacy

i i
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Appendix 40B Recommendations made at pharmacies telephoned about an elderly person with diarrhoea

Telephoned
pharmacies

Recommendations made for the treatment of diarrhoea

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 to give Intetrix 2 tablets in the morning and 2 in 
the evemng and tea with lemon

to give Intetrix; anti-infectiv^ 2 tablets in the morning 
ana 2 in the evening, beside fluids like 7up and tea

to give Aqtinal and Streptoquine or Streptophenicol 2-3 times 
ana tea with lemon

No 2 to give Entpcid 2 tables 3 times with food that 
should consist of boiled potatoes, lime, nee water 
and tea

to see a doctor * what to they have at home; Imodiuni is good, 2 tablets can be 
given and 2 after each diarrhoea, of A^tihum, 1 tablet or 1 
spoon can be taken Vi hour before meal

No 3 Enteroquine or Entocid 2 tablets can be given and 
up to 3 limes a day, beside heavy tea ana lemon

to give ORT and fluids and wait for a day. Fluids like 
water with drops of limp or orange juice out not fizzy 
drinks can l?e given. If diarrhoea win continue the next 
day, medicines can then be given but for the day, the 
most important is to replace the lost fluid to restore the 
blood pressure

anti-infective and a medicine to stop diarrhoea can ^  given 
while the water lost due to diarrhoea is compensated by fluids 
like lemonade or 7up. The patient should avoid eatiM med 
meals, soupe, water melon, grapes, mango or figs which ml 
can increase the diarrhoea ana eat instead banana, jeUy, apple, 
boiled rice, pasta, bread and tonk tea, lemonade ^side  
Antinal complete course; anti-infective to kill the microbe and 
Imodium one capsule after each diarrhoea and up to 4 a day

No 4 to give Streptoquine 2 tablets and 1 after 4-5 hours to give Streptophenicol and Streptoquine 2 tablets from 
each and one later after meals

to give Streptophenicol and Streptoquine ®

No 5 to give Intetrix anti-infective 1 capsule 4 times 
ana Entocid; to stop the diarrhoea, 1 tablet

to give Smecta; 1 packet in V2 glass of water and 
Streptoquine until diarrhoea stops

to give Entocid or Streptoquine (if diarrhoea is accompanied 
by spasm)

No 6 to give Entocid 2 tablets and up to 6 a day to give Antinal and Streptoquine, 2 capsules from each 
in me 1 dose then 1 after meals

to give Streptoquine 2 capsules 3 times (anti-infectiye & to 
stop diarrhoea) beside as much as possible of fluids and 
lemonade. Replacement of water is inore importât than 
medicines, as diarrhoea is a way to clean the .GIT and a 
defensive mechanism tp expel microbes and toxins, and the 
new trend in treatment is nçt to give any memcines but only 
fluids replacement. Food like nee, ohves,. cheese with dry 
bread, soupe and not heavy meals can be given

No 7 to give Streptoquine 2 capsules 3 times to give Streptoquine 2 capsules 3 times to give Streptoquine 2 capsules 3 times + fluids as much as 
the patient can

No 8 to give Streptoquine 1 capsule 3 times but 2 in 
the 1“ dose

to give Streptoquine to give 1 tablet of Imodium and 1 after each diarrhoea ®

No 9 to give Streptoquine 1 capsule 3 times but 2 in 
the 1 dose

what does the patient has at home; Imodium can be 
given but if diarrhoea does not stop, Antinal or 
Entocid should be given

Antinal; anti-infective can be given but if the patieiit does not 
get better at the end çf the day, a doctor sno.uld % seen. 
Antinal is the best medicine as it does not have side effects as 
the other anti-diarrhoeals

I
a) Plenty of fluids to compensate the loss was recommended when the patient’s relative asked about the food that can be given to the patient
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Appendix 40B (Cont’) Recommendations made at pharmacies telephoned about an elderly person with diarrhoea

Telephoned
pharmacies

Recommendations made for the treatment of diarrhoea

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 10 to give Antinal; anti-infective what does the patient has at home; Imodium 1 tablet 3 
times until diarrhoea stops can be given but this 
medicine should be stopped once diarrhoea stops, if 
there is a possibility of microbial infection, Antinal anti- 
infective; 2 capsules twice should be given with the 
Imodium

to give Antinal or Intetrix; anti-infective and a Imodium 1 
tablet to stop diarrhoea

No 11 to give Antinal capsules to give Antinal capsules to give Antinal capsules

No 12 to give Streptoquine to give Streptoquine *; good anti-infective to give Antinal; anti-infective or Streptoquine; anti-infective 
and stops diarrhoea, but it is preferred not to stop, the 
diarrhoea, it is self-limiting ana the most important is to 
replace water lost by fluids; to give plenty of fluids like 7up, 
it should not be a goal to stop the diarrhoea but can give ann- 
infective like Antinal or Intetrix, both are good as they treat 
but not stop the diarrhoea

No 13 to start to give Entocid, and 1 every 8 hrs to give Entocid; 2 tablets 3 times, Antinal anti- 
infective; I c^sule 3 times + tea with lemon and 
plenty o f drinks and mineral water

to give Antinal good anti-infective, and if diarrhoea is 
severe, Imodium can be given only at need as too much of it 
can cause problems

a) Plenty of fluids to compensate the loss was recommended when the patient’s relative asked about the food that can be given to the patient

I
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Appendix 41A Opinions given at pharmacies visited ® concerning the suitability of Motilium and Imodium for an elderly person with diarrhoea

Visited
pharmacies

Opinions given

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 days after the distribution; May 1997 15 months after the distribution; August 1997

Imodium Motilium Imodium Motilium Imodium Motilium

No 1 no, and Motilium is for spasm can use it with Streptoquine, all 3 
times

no good no

No 2 Imodium stops and is not anti-infective can use it with the Streptoquine for vomiting, it 
s t o p  s t h e  
motility

can give it 3 times for vomiting

No 3 can give 2 tablets of it with 
Streptoquine after food

for vomiting can give 1 tablet with the 
Streptoquine (2 three times)

for vomiting - missed-

No 4 they stop the motility..do not treat no, a drug from what I recommended+plenty of fluids missed

No 5 good, can use them can use Imodium with the Entocid, 3 times a day Imodium is good, every 12 hrs until diarrhoea stops, to be 
stopped when diarrhoea stops

No 6 good, give it 3 times for vomiting good, give 1 now not for diarrhoea give 2 tablets and one later and the most 
important is to give fluids and lemonade

not for diarrhoea

No 7 good not for diarrhoea Streptoquine is better not for diarrhoea Lomotil is stronger than Imodium, no Motilium. Give plenty 
of fluids because old people can be dehydrated as babies

No 8 Antinal is enough for vomiting no because they affect the intestine motility which is not 
advisable in elderly

none of them because they upset the intestine and can cause 
its paralysis in old age

No 9 no need for them no because we do not know if the 
patient has amoeba or not

for the stomach give Flagyl and wait for its result for vomiting

No 10 missed they are for the stomach, they stop the motility and do 
not treat and diarrhoea should be treated not stopped

useless here

No 11 missed none of them, just Entocid tablets, 2 in the morning and 
2 in the evening until diarrhoea stops

both are good, they can replace the Entocid. Give Antinal 
which is broad spectrum with the Entocid or Motilium or 
Imodium; the three are similar

I
ia) Telephoned 15 months after the booklet distributions

b) No registered telephone number for contact
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Appendix 41B Opinions given at pharmacies telephoned concerning the suitability of Motilium and Imodium for an elderly person with diarrhoea

Telephoned
pharmacies

Opinions given

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 days after the distribution; May 1997 15 months after the distribution; August 1997

Imodium Motilium Imodium Motilium Imodium Motilium

No 1 it causes immotility so used 
only with diarrhoea of not 
known cause, not good for 
elderly, it causes paralytic ileus

missed it reduces the motility of intestine and 
in old age it stops it. Diarrhoea is 
toxins that should be expelled, so 
should not be stopped and as long as 
fluids are given for replacement, no 
worry

n o t  f o r  
diarrhoea

diarrhoea in summer is caused by 
infection and Imodium stops the 
motility so it is not preferred. It does 
not treat the cause but the symptoms

no

No 2 it causes constipation which old 
people already suffer from it so 
It can cause more problems

no not to give any of these, and better to. give an anti- 
infective like Entocid or Flagyl until seeing a doctor to 
know the reason for the diarrhoea

2 tablets can be given and 1 after each 
diarrhoea

I tablet or 1 spoon 
*/2 an hour before 
meal

No 3 it does not treat but stops the 
diarrhoea so if taken, it snould 
be with Entocid, 1 tablet after 
each diarrhoea, up to 4 tablets a 
day

n o t  f o r  
diarrhoea

not to start any of them yet, because the microbe should 
be washed out by the diarrhoea 1^ the most important is 
to replace fluids. At the end o f the day, 1 tablet of 
Imodium or any anti-infective can be given

good but should not give more than 4 
mblets a day, diarrhoea will stop after 
1-2 tablets of it but the treatment should 
start with the Antinal anti-infective F 
to kill any microbes

for vomiting

No 4 if diarrhoea is severe, Imodium can be given with 
Flagyl

can take 1 tablet 3 times n o t  f o r  
diarrhoea

not for diarrhoea

No 5 it hurts the stomach no no need for it. It can not be taken 
alone

for vomiting they are for stomach and indigestion. The patient needs to 
stop the diarrhoea, so should take Entocid or Streptoquine if 
there spasm and anti-infective like Flagyl

No 6 Imodium is not an anti-infective but can be taken 
with Entocid. only 1 tablet after each diarrhoea 
and stop it when diarrhoea stops

very good. 1 tablet in the morning 
and 1 in the evening will make the 
case better

not useful here, 
it  is  fo r  
stomach

very good with the Streptoquine not n eed ed ,  it 
stops the intestine 
moulity

No 7 missed 2 tablets can be taken and another 2 
at lunch time and this should stop it

for vomiting good, the 1“ dose can be 2 tablets and 
men one after each diarrhoea with 
Streptoquine and fluids as much as the 
patient can

for vomiting

No 8 both excellent but Imodium I tablet after each 
diarrhoea is enough

Imodium can be used 1 tablet can be taken and one after each 
diarrhoea

for vomiting
I
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Appendix 41B (Cont’) Opinions given at pharmacies telephoned concerning the suitability of Motilium and Imodium for an elderly person with diarrhoea

Telephoned
pharmacies

Opinions given

before the distribution of the booklet; after the distribution of the booklet

10-15 days after the distribution; May 1997 15 months after the distribution; August 1997

Imodium Motilium Imodium Motilium Imodium Motilium

No 9 Imodium is good but if the diarrhoea is due to a 
microbe, it will not treat, it only stops it. Two 
tablets can be taken then one after each diarrhoea

can be taken but if diarrhoea does 
not stop, anti-infective; Antinal or 
Entocid should be given

for stomach it can do but it only stops it, it is not 
an anti-infective. Two tablets can be 
given until Antinal is bought

not for diarrhoea

No 10 Imodium is good, I tablet can 
be given and another one at 
night if it diarrhoea increases 
and should be stoped when 
diarrhoea stops

for vomiting 1 tablet 3 times can be taken and to 
be stopped when diarrhoea stops, 
but ii there is a possibility of a 
microbial infection, Antinal 2 
tablets twice a day should be taken 
with it

not for diarrhoea can be taken for vomiting

No 11 Imodium is good, 2 tablet in the beginning and one 
after each meal

Imodium is good, can start with 2 tablets to stop the 
diarrhoea then Antinal to treat

they can be used

No 12 Imodium is good good, can be used most probably for 
vomiting

it stops diarrhoea which is not 
preferred because diarrhoea expels 
the microbe which is a desired effect

for vomiting

No 13 Imodium can be taken, it is 
good and will stop the 
diarrhoea. If diarrhoea is 
severe, 2 tablets can be taken 
then one after each diarrhoea, 
up to 3 tablets a day

of no use here can be used but together with 
Antinal

for vomiting no much of it should be given, one 
tablet at needs, not to cause problems

can be taken 3 times 
a day

I
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Appendix 42A Advice given at pharmacies visited “ concerning food for an elderly person with diarrhoea

Visited
pharmacies

Advice given *’

before the distribution of the booklet; March 
1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 to give the usual food to give saute and fluids to give light food like saute

No 2 to give light food to give boiled vegetables like saute and fluids to give fluids, yogurt

No 3 missed missed - missed - '

No 4 boiled food fluids..the most important and the best missed

No 5 any food but preferably saute to give plenty of fluids plenty of fluids as much as possible, lemonade, saute or 7up 
so the patient does not faint because of the water lost in the 
diarrhoea

No 6 to avoid dairy product not to give milk or vegetables but can give starch 
pudding

important to give fluids and lemonade

No 7 saute to give the usual beside lemonade most important to give fluids, soupe, lemonade and light 
drinks

No 8 saute can be given but not dairy products or fried 
food

saute, yogurt rather than fried food saute and plenty of fluids as much as the patient accept

No 9 saute fluids (as long as the patient is not diabetic) and not fried 
food

can eat apple, boiled courgette

No 10 saute but not fried food saute missed

No 11 the ususal food but no milk to avoid milk, salsa and to give fluid to give light food like saute
a) Telephoned 15 months after the booklet distribution
b) This includes the advice volunteered by the pharmacists/assistants
c) No registered telephone for contact
d) No answer could be obtained from this pharmacy as the replier insisted that all instructions will be given when the patient’s representative goes to the pharmacy I

i
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Appendix 42B Advice given at pharmacies telephoned concerning food for an elderly person with diarrhoea

Telephoned
pharmacies

Advice given

before the distribution of the booklet; March 
1997

after the distribution of the booklet

10-15 davs after the distribution: Mav 1997 15 months after the distribution; August 1997

N ol can give saute; boiled carrot and potatoes, and 7up 
and lemon tea

to give plenty of fluids (7up, lemon tea) and saute to give saute and lemon tea

No 2 to give boiled potatoes (with no oil in), water rice, 
tea and lemonade

to have light non-fizzy drinks better to come to the pharmacy for further detailed enquiry

No 3 to eat the usual food, to give heavy lemon tea, 
concentrated lemonade (as long as the patient is 
not diabetic or hypertensive), can give apple,jelly, 
banana, boiled nee and fluids but not milk or 
soupe which are laxative

to avoid eating what can induce diarrhoea like 
“molokeya”, milk, soupe and to take ORT and plenty of 
fluids

to give plenty of fluids like 7up to replace any loss

No 4 to give only saute, not fatty or spicy food to give saute to give saute and replace fluids lost

No 5 to give the usual food and preferably hot food to give the usual food to avoid fatty or fried food

No 6 to give what the patient feels he can eat, avoid 
salsa, milk and can have lemon tea

to give saute or grilled food, avoid fried or fatty food, 
lemon tea is good too

again, more important is to give as much as possible of fluids 
and lemonade. Tood like rice, olives, cheese with dry bread, 
soupe but not heavy meals can be given

No 7 to give saute or grilled to give saute or grilled food to give the usual food

No 8 to give saute but without courgette; could contain 
potatoes and carrot

to avoid fatty food and milk, can give yogurt and boiled 
vegetables but not courgette

to avoid food that can increase the diarrhoea like the 
courgette, to give carrot, potatoes and plenty of lemonade as 
long as the patient is not diabetic, fluid replacement is the 
most important

No 9 to avoid fatty food and to give saute, white cheese, 
soda and juice

to give light food and yogurt to give saute with potatoes

No 10 to give saute for 2-3 days and not fried food to give light food and saute to avoid fruit because summer firuit had spread with pesticide; 
which cause diarrhoea

No 11 to give saute and not fried food to give saute to avoid fried food

No 12 to give light food like saute the patient himself will not fancy eating so mainly fluids 
and can have lemonade

avoid salsa and heavy meals, most important is to give fluids 
even water and 7up

No 13 because diarrhoea can be due to food content 
imbalance, so the patient should have more 
vegetables, fruit beside lemon and orange

better to give saute to give saute and plenty of fluids

I
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Appendix 43 A R e sp o n se s  o b ta in ed  fro m  p h arm acies  v is ite d  “ co n cern in g  the recu rren ce o f  d iarrhoea  and ap p earan ce o f  b lo o d  in  c a se  o f  an e ld e r ly  p erson  
w ith  d iarrhoea

Visited
pharmacies

Recommendations made

before the distribution of the booklet; March 
1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 1 not to worry the patient should see a doctor not to worry

No 2 stool analysis is required stool analysis is required after diarrhoea stops, better to have a stool analysis

No 3 missed give time of 2 days with the medicine and fluids then 
stool analysis can be made to check amoeba

- missed - *’

No 4 better to see a doctor if diarrhoea does not stop by 
the end of the day

it could be ameba. After diarrhoea stops, the patient 
should take a course of Furazole 2x3

missed

No 5 it could be a microbe and so Cidocetine should be 
given

it is a dysentery, normal, no worry no worry, there was a microbe in the last few days

No 6 it is a dysentery better to have stool analysis done may be a dysentery, see a doctor

No 7 no problem, Streptoquine is a good antibiotic for 
this

because of the excessive diarrhoea and the hot weather missed

No 8 give anti-infective like Streptoquine, 2 tablets then 
one after each diarrhoea

could be dysentery and it will go by itself it is a dysentery and when diarrhoea increases it produces 
blood. When diarrhoea stops, a stool analysis can be done

No 9 what did the patient take for it before? If the 
patient does not get better, analysis should be 
done as the patient might drunk polluted water or 
so

missed if it repeats, see a doctor

No 10 if it repeats, see a doctor that is why we should treat the reason and give Antinal 
or Amrizole

- missed - '

No 11 the patient should see a doctor missed should take something like Antinal + Imodium (2 tablets of 
each) I

a) Telephonedl5 months after the booklet distribution
b) No registered telephone for contact . .
c) No answer could be obtained from this pharmacy as the replier insisted that all instructions will be given when the patient s representative goes to the pharmacy
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Appendix 43 B Responses obtained from pharmacies telephoned about the recurrence of diarrhoea and appearance of blood

Telephoned
pharmacies

Recommendations made

before the distribution of the booklet; March 
1997

after the distribution of the booklet

10-15 davs after the distribution; May 1997 15 months after the distribution; August 1997

No 1 blood could be due to congestion or dysentery. 
Does the patient has haemorrhoids? Were there 
mucus? Was the blood light and drops? Intetrix is 
good for this condition, the patient should finish 2 
strips of it even if diarrhoea stops

Was it a lot of blood? It could be dysentery and so 
Intetrix for 5 days will be good for it. No worry as long 
as it happened once

due to intestinal congestion and diarrhoea, the patient should 
have analysis made, it could be amoeba cyst

No 2 blood is due to diarrhoea, if it repeats, call me to 
give Flagyl

as I told you, the patient should see a doctor because the pharmacy is crowded, I can not talk longer in the 
telephone, please come over and we discuss it in details

No 3 it could be dysentery, give Entocid and we’ll see better to see a doctor, wait till the end of the day just 
replace the fluids, if it repeats or the patient vomits or 
fever develops see a doctor

if it happened once, it could be due to the diarrhoea, if it 
repeats the patient should be seen by a doctor

No 4 no problem, it could be old dysentery, give Flagyl 
1 tablet 3 times

could be due to the weather and temperature changes no problem, give 1 tablet of Streptoquine, one Streptophenico 
and these will stop it immediately

No 5 analysis should be made when diarrhoea stops give the treatment and when diarrhoea stops, analysis 
should be done

it could be because diarrhoea is severe, better to see a doctor

No 6 possible that the patient has a microbe in the 
intestine or could be due to the diarrhoea and 
inflammation

no worry, give lemonade it could be due to the hot weather or the patient ate something 
bad

No 7 as it stopped so no problem. Was there any fever? Could be due to polluted food or water, give tea with 
lemon

missed

I
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Appendix 43B (Cont’) Responses obtained from pharmacies telephoned about the recurrence of diarrhoea and appearance of blood

Telephoned
pharmacies

Recommendations made

before the distribution of the booklet; 
March 1997

after the distribution of the booklet

10-15 davs after the distribution; Mav 1997 15 months after the distribution; August 1997

No 8 old haemorrhoids or fissures does the patient has haemorrhoids? Is it fresh blood? If 
fresh, it could be haemorrhoids but if dark blood, it will 
be something from the inside, could be due to excessive 
diarrhoea or a wound in the rectum, no worry unless it 
repeats

haemorrhoids or cuts due to diarrhoea, as long as it happened 
once, no worry

No 9 does the patient has fever, mucus in the stool? No 
worry, give Streptoquine and Imodium, they are 
good for that

the patient needs to have stool analysis, it could be 
amoeba

does the patient has haemorrhoids or mucus in the stool? 
What did the patient had last month for it? Better the patient 
is seen by a doctor

No 10 that is why the patient needs anti-infective like 
Antinal, if it repeats, analysis should be done

Antinal is good here and if it repeats, analysis should 
be done

was it once? Was is thin line you said? No worry

N o l l does the patient has haemorrhoids? did the patient 
complain about it before? it could be a cut in the 
rectum or indigestion

the patient should have an analysis done better to analyse

No 12 was it only once? Better to analyse any haemorrhoids? The patient must analyse and for 
now he can have Imodium then should see a doctor 
and have an analysis done

we have 2 options; one, the patient needs analysis and two, it 
could be haemorrhoids or fissures, so only the patient can tell 
or a doctor and analysis

No 13 if it happened once, no problem, if it repeats, 
should analyse

because of the polluted water, how many times did it 
happen? It could be due to straining at stool and the 
diarrhoea, if it repeats, a doctor should be seen

because it did not happen more than once and the blood was 
with the stool, no worry, at the end of the day if diarrhoea did 
not stop, should give Antinal

I
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Covering letter' distributed with the second booklet (about diabetes) and 
addressed to pharmacists (written in Arabic)
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ILJ .Vî  -  'i t 41̂  Oa ^  I ia UjJ 1̂  ^  ifauj I

VJ  ̂ ^  t») Û *-** t* J

o l j U Ï  W  w i J u ^  J j j ±  -a i l  4 ^ 1  i J Î  ^  > '

1 L l^  L -ljJ  jU»l iaj J '»-*"■-^1 J t» -  ^ J a^ I  j j J

E i b i  C , . ^ !  J i i i  v l* J -ll Jt»-» ^  J j j  j t  c . 1 ^  Àia C.I A,

c 1 [»..■ !■* ••■ IL jiAjlAi'il p ( 1«̂  (S* r t ' ' ù ' i ijL a J l ^1 c.l‘hiA-^1

. Aâ . «aj 1

' t k f y l l  ^  i( jla J I  ^  All «AcLm^ . ,.,%5JI J j ^ l  J A jJ I  j l  A.#! jC AâJ^

J  »b - *ia jybJI J A aJI (1L ^ y ij  i f ;  A lL .'jL  A-* J i i  . .A~.ll  I y  iA —; J  I—j  1 (a. ;

'7"-----' I f ?  tj  1= *jA'Xj I j a  « A »  :  IcLi lllLeA..j a; (.all (itAajlaa J ^ L  A ^  Ij *1 Â: ^1

. Ljj'Jl C .y U A .1  J. iilAaa

j* i U - l ÿ î l  J L  'T**/ Cr*“ 5 ' . '-■ "'̂  f ( "-'jÿJ j l i J l   ̂IL  j l  J ÿ

c  Lj-.iVa j k_A:ll 1 ^  (3...1 »-■ J  I J  1 -Â . »  I tS L tîU j S j  J  l»%aJ I 1 Â * ^

. J . . . . .  _. AtÜi jJLi ^

* .1̂ 1 1 & .*g iX«JKt ^  J t aAaalt 'j* * > J • 1

*- .
. l Ij a Ii g s j i  j L i /  *JJi j J i  A**a j i ÿ  . J . Î

If ULJI

lATTTVr :/û fü u ^ U t A T M l A  î^ jè ÿ û fC

This letter was written by P r o fe sso r  N awal K halafallah, the link-coordinator between the 
Faculty o f  Pharmacy in A lex a n d r ia  and the School o f  Pharm acy in London, as appeared in the 
acknow ledgm ent o f  the thesis
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Appendix 44 (Cont’) Covering letter  ̂distributed with the second booklet (about diabetes) and 
addressed to pharmacists (written in Arabic)

The letter included:

A gift from the Faculty o f  Pharmacy 
The Pharmacist and the Primary Healthcare in Alexandria  

Link betw een the U niversity o f  London and the U niversity o f  A lexandria

Through a link betw een the Faculty o f  Pharmacy in Alexandria and the School o f  Pharmacy, University o f  
London w hich aim s to d evelop  pharm acists’ professional skills, to confirm  the role o f  the pharmacist in the 
appropriate use o f  drugs, and through a study conducted for the last 4  years on the role o f  com m unity  
pharmacists in primary healthcare in Alexandria, opinions show ed that pharmacists w elcom e the idea o f  
receiving booklets as resources o f  continuing education.

W e had previously produced the first issue o f  the booklet (w ith the financial assistance o f  the British Council, 
Alexandria), distributed it to each pharmacist in Alexandria and in your hands now  is the second issue. W e hope 
you read this booklet and find it useful in your professional practice. Y ou  w ill receive subsequent new issues 
that w ill cover different aspects o f  drug use.

W e w ould like to thank “M isr” Pharmaceutical Com pany for their help in distributing the booklet. W e w elcom e  
your suggestions and any enquiries or com m ents on the booklet and its content.

Professor M ahm oud Abd El-H ady D ean o f  the Faculty
Professor N aw al M oham ed Khalafallah V ice D ean for higher education and research 

T elephone Num ber 4831668  Fax Num ber 48332

T his letter was written by Professor N awal Khalafallah, the link-coordinator betw een the 
Faculty o f  Pharmacy in Alexandria and the School o f  Pharmacy in London, as appeared in the 
acknow ledgm ent o f  the thesis
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Papers
1. Benjamin H., Motawi A. and Smith F. (1995). Community Pharmacists and Primary 

Healthcare in Alexandria. Journal of Social and Administrative Pharmacy 12: 3-11.
2. Benjamin H., Smith F. and Motawi A. (1996). Drugs Dispensed with and without a 

Prescription from Community Pharmacies in a Conurbation in Egypt. Eastern 
Mediterranean Health Journal 2: 506-14.

3. Benjamin H., Smith F. and Motawi A. (1998). Use of Products Purchased without a 
Prescription from Pharmacies in Alexandria - Towards an Appropriate Role for 
Pharmacists. Journal of Social and Administrative Pharmacy 15: 50-6.

Booklets
1. Benjamin H. and Smith F. (1997). The Pharmacists’ Booklet: to keep in your pocket: 

No. 1: What to recommend for diarrhoea? ISBN 977-19-2923-2.
2. Benjamin H. (1998). The Pharmacists’ Booklet: to keep in your pocket: No. 2: What 

to advise about diabetes? ISBN 977-19-5742-2.
• Presented in two lectures, as a part of education course, to pharmacists 

working in the Health Insurance sector in Alexandria.

Presentations
1. Community Pharmacists and Primary Healthcare in Alexandria

• Seminar held to community pharmacists who participated in part of the study. 
Faculty of Pharmacy, Alexandria 1994.

• Plenary lecture presented in the International Conference of Pharmaceutical 
Sciences and Technology, Alexandria, Egypt, March 19-22, 1995.
In this conference we also had the chance to introduce our research to the
public through a television interview broadcast live by an Alexandria news 
station.

• Plenary lecture presented in the TVeme Congres de Pharmacie’ Conference 
in Beirut 1995. (Presented by Dean of the Faculty of Pharmacy - Alexandria).

• Presented in ‘Alexandria Scientific Pharmaceutical Students’ Association 
Annual Conference’, Faculty of Pharmacy, Alexandria 1995.

2. Use of Products Purchased without a Prescription from Pharmacies in Alexandria -
Towards and Appropriate Role for Pharmacists.
• Presented in the Health Services Research and Pharmacy Practice 

Conference. London 1997.
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Being a community pharmacist, you will probably be asked to treat 

diarrhoea or to offer advice about it. Diarrhoea is a health problem of great 

concern to health workers worldwide because it is a common problem 

which can have very serious consequences. However in the past, little 

focus has been on the role of the community pharmacist to treat or to 

advise about diarrhoea.

In the present booklet we discuss diarrhoea from a pharmaceutical point 

of view: its management, what to advise, what to recommend and to 

avoid, and briefly its etiology.

The traditional management of diarrhoea has been based on anti-diarrhoeal 

products. Recent research andfindings o f health organizations such as 

the WHO, highlight the importance o f treating diarrhoea by 

replacement o f water and salt using oral rehydration drink.



The present booklet explains the importance of treating diarrhoea by 

replacement of water and salts using oral rehydration drink.

We trust pharmacists were, are and always will be professional, and keen 

to place patient care and health as the first priority above commercial profit 

consideration.

We hope that the information available in this booklet can be volunteered 

by pharmacists to patients who request products for the treatment of 

diarrhoea.



Content of the booklet

The booklet defines diarrhoea as a symptom and how it should be 

treated. It explains about the use and precautions of common anti- 

diarrhoeal products (anti-motility drugs, hydroxyquinolines, adsorbents 

and some antibiotics) and advice to patients about how to manage 

diarrhoea.

The booklet emphasizes the use of Oral Rehydration Therapy 

(ORT) for children and fluid intake for adults, together with good nutrition 

as the best way to manage diarrhoea. In some cases when the symptoms 

are chronic and severe, (especially in babies, very young children and 

elderly people) it is necessary to refer the patient to a physician.



What is Diarrhoea?

Diarrhoea is an increase in the frequency of bowel evacuation and/or the 

passage of abnormally soft or watery faeces.

Diarrhoea is not a disease, but a symptom. It is the way the body 

removes foreign toxins, bacteria or other materials which upset the gut, 

thus it is a natural protective mechanism. However, the removal of such 

materials is accompanied by the loss of body water and salts and this can 

become life-threatening especially if  the patient is a baby under 1 year, 

a young child or an elderly person.



How to manage and treat diarrhoea?

If one member of a family has diarrhoea, it is important to explain to the 

patient how to prevent it in other members of the family.

Diarrhoea is often caused by contaminated food or/and water. To avoid it, 

it is important to make sure the food is properly cooked, clean water is 

used for washing and good hygiene practice is observed.

Most diarrhoea is acute and self-limiting. In other words, it goes away 

by itself and treatment should be based on replacing flu id and electrolytes 

that are lost



Particular care should be given 

to babies under 1 year, and to 

elderly people especially if 

taking diuretics, to compensate for salts and water loss.

Diarrhoea can be a symptom of other diseases, e.g. ulcerative colitis, 

irritable bowel syndrome, faecal impaction, cancerous tumors. If diarrhoea 

is chronic or persists and especially if there is blood in the stools, the 

patient should be referred to a physician.



Babies with diarrhoea
At

Diarrhoea is particularly dangerous in babies and young children. Generally no 

medicine is needed, but if  not correctly managed, the baby can die o f  dehydration.

So if the patient is a baby (less than a year)

The danger o f  dehydration  

is greater  
O ral rehydration therapy (CRT) 

is the standard  treatm ent 

No other treatment is needed 
(never use loperamide or kaolin)

R efer to a  doctor i f  the diarrhoea
* is severe or persists more 

than a day.
* is accompanied by severe 

vomiting or high fever.



Tell the parent or the client that

NO

i f  the mother is breast feeding the baby 
4> continue feeding

i f  bottle feeding the baby 
4> for the first 24 hours, stop milk feeding and 

give ORT instead. In the 2nd day if the baby is 
getting better, feed with diluted milk and 

gradually upgrading in the 3rd and 4th day till 
reaching full strength milk.

Remind the parent that diarrhoea can be caused by
► powdered baby milks when reconstituted with insufficient water 

4> (osmotic diarrhoea),
► lactose intolerance

=S> (osmotic diarrhoea),
► bottle not properly sterilized prior to use.



=0 Keep giving the drink, even if the 
patient vomits, by giving small sips 
every 5 to 10 minutes.

Fluids or diluted milk feeds should be 
offered at least every 3 hours to maintain 

nutrition and fluids at the desired level.

If milk seems to make the diarrhoea worse

(< \.7

\
=0give

rice or another carbohydrate,
protein (mashed chicken, eggs).
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In older children

Still oral rehydration drink is 
essential and no other treatment 
is needed.

Give lots of liquids even if the 
child vomits and give the food 
the child will accept.

seek the medical opinion if diarrhoea
* persists for 2 days in children under 3 years /

3 days in older children
* is severe or accompanied by vomiting or high fever.
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In adults

Advise to drink  p len ty  of clear liquid, 
non-mdky fluids such as

111!
sugarless drinks, water or weak tea.

Fasting is not always necessary if 
the patient wants to eat; but advise
* sim ple fo o d s  such as rice, cereals 

or bread  a n d  to  continue taking  

p len ty  o f  fluids.
* Oral Rehydration Therapy may be 

used.
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Advise the patient to avoid
* solid food for 24 hours,
* fatty foods,
* cow’s milk or other dairy 

products,
* hypertonic fruit juices and 

drinks (e.g. apple juice, 
powdered drink mixes),

* carbonated beverages.

Refer to the doctor if
diarrhoea is severe or 

chronic or persists for :
2 days if elderly person
3 days if a younger adult.
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When you dispense 
oral rehydration solution 

advise..........

1. How reconstitution should be performed.
2. Only water should be used to make the solution (never fruit juice or 

frzzy drinks).
3. Boiled and cooled water should be used for children younger than 1 

year old.
4. The solution can be kept for 24 hours if stored in a refrigerator.
5. Fizzy, sugary drinks should never be used to make rehydration fluids - 

they will produce a hyperosmolar solution which may cause more 
dehydration

6. Home made salt and sugar solutions can be used but the accuracy of 
electrolyte content cannot be guaranteed.
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1 -5 years

6-12 years

adults

Amount of Oral Rehydration 
drink that should be offered to 

the patient

Quantity of solution 
(per watery stool) 

children up to 1 year
50 ml

100 ml

200 ml

400 ml

a cup&l

1/2 glass of water

-► 1 glass of water

2 glasses of water

The amounts here are 
provided as a guide: 
Some children may 
take more, others may 
be encouraged widi 
small sips every 5 to 10 
minutes. If the patient 
vomits, continue offering 
at least every 3 hours to 
maintain body fluids.
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Some people may 
wish to make rehydration drink 

at home....

with sugar and salt with powdered cereals 
and salt

In 1 litre of clean water put

OR
Î4 level teaspoonful of 

salt
•+

8 level teaspoonfuls of 
sugar

' • S i

'' Ù- --Si. 
'■-3* - .,* i

Vi level teaspoonful of 
salt
4-

8 heaped  teaspoonfuls 
of powdered cereal: 
rice, maize, wheat 

flour or cooked and 
mashed potatoes 

B oil for 5 to 7 minutes, 
cool and give it to the 

child
Note: Cereal drink can spoil in a few hours in hot water so it should be tasted 

before being given to the child.
Pharmacist can explain that 1 litre is approximately 5 glasses of water or 4 mugs.
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Medicines for diarrhoea no Thanks
According to the WHO, some anti-infective 
drugs are helpful for some cases of diarrhoea, 
but most other anti-diarrhoeals are either 
useless or harmful and generally it is better 
not to recommend them in management of diarrhoea.

Anti-motility drugs

Hydroxyquinolines

Anti-infectives
Antibiotics

Adsorbents
 — LJ--------

Although often dispensed to ease 
symptoms and discomfort, 

these drugs are not 
recommended in the 

treatment of diarrhoea 
and never the hydroxyquinolines.

Why?
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Briefly, because

1. ANTI-MOTILITY DRUGS

Products that fall into this category are loperamide and diphenoxylate.

Both are synthetic opioids must not be used in children under 12 years 
of age or by breastfeeding women.

They operate on the principle that the symptom (diarrhoea) must be 
stopped by acting on the muscles of the intestine slowing down the 
movement of the gut content. Thus, they delay the elimination of the 
organisms and the toxins that cause the diarrhoea from the body, 
prolonging the illness. The toxins destroy the lining of the tract allowing 
continuous loss of fluids and increase the dehydration.
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O verdosageof diphenoxylate (available in combination with atropine) is 

a risk especially in young children. Effects o f  overdose can be delayed in 

onset and can have serious consequences.

They have no role in the treatment o f  diarrhoea in children,they can cause 

paralysis o f  the intestinal muscle and thus can be dangerous and even fatal.

Anti-m otility products can be recommended to adults if  the diarrhoea is 

really uncomfortable and inconvenient. I f  given, they should be used only 

a fte r  reh y d ra tio n  th e ra p y  has been started (they can mask the signs o f  

dehydration and also can delay recovery from diarrhoea).
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2. HYDROXYQUINOLINES

S X These drugs are banned in many parts of the world

Neither for children 
Nor for adults

They can cause “subacute myelo-optic neuropathy” (SM O N )”, a disease 

that if  it spreads throughout the body, can cause com plete paralysis and 

loss o f  eyesight. These side-efFects while not common, can be severe, so 

there is always a risk.

They should not be recommended for children o r adults for the treatm ent 

o f  diarrhoea as there are better and safer alternatives.



•20

3. ADSORBENTS

Adsorbents like K aolin, Pectin and C harcoal are used as traditional home 

remedies for diarrhoea. They make the stools thicker by adsorbing water 

in the GI tract.

Always keep in mind and explain to the patient or their representatives that 

although they do not have harmful effects,they do not correct dehydration 

or control infection and hence they give patients a false sense o f  recovery 

while they could still be loosing large quantities o f  w ater from the gut. 

They should be used w ith care and never with young babies.
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4. ANTI- INFECTIVES / ANTIBIOTICS

•  they are generally unnecessary in diarrhoea or simple gastroentiritis 

in which the symptoms are mild and self-limiting.

•  in some cases the cause is a virus and in these cases these products 

may delay the recovery.

•  they should not be given for infantile diarrhoea which is often viral.

•  they can also cause diarrhoea, especially in small children.

It is very difficult to tell from the symptoms what the infective organism 

may be, or if  it is a  virus. People with the same organism may have 

different syrrqjtoms.
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If diarrhoea persists, a medical opinion will be required and a suitable 

antibiotic may be indicated following analysis and culture test. Appropriate 

antibiotics can then be prescribed for persisting diarrhoea caused by 
bacterial or protozoal infection to eradicate the organisms and decrease the 

duration of symptoms. Antibiotics treatment should last for 7 days.

It is important that the correct anti-infective is used, if not it can prolong 

or accelerate the diarrhoea by:
* encouraging development of resistant micro-organisms.
* altering the normal bacterial content in the gut.

In particular the following anti-infectives have high risk of 

adverse effects and should be avoided:
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A jn in o g ly co sid es

(neomycin - streptomycin - dihydro streptomycin - amikacin - kanamycin 

- gentamycin - netilmicin - tobramycin) .

Because o f  their potential toxicity especially hearing damage and kidney 

failure these drugs should be used only for the treatm ent o f  serious

infections.

nchloramphenicol

Can cause life-threatening blood disorders (aplastic anaemia) N EV ER 

dispense for mild diarrhoea or give to  babies.

nsulphonamides

(sulphaguanidine, succinylsulphathiazole and phthalysulphathiazole). 

There is the risk o f  rash and agranulocytosis.



Diarrhoea

Infection

Diet inducedAcute

Drug induced

Chronic

Viruses

Inside the
Bacteria

Protozoa

worm

Outside 
the gut

like
measles, 
car or 
chest 
infection



A Infection
W  Many species of bacteria, viruses and protozoa can 

cause gastro-intestinal infections resulting in 
diarrhoea.

Infection usually follows the consumption of contaminated food or water, 
(such as inadequately defrosted chicken or insufficiently reheated meat, or 
infected shell-fish).

Diarrhoea is usually accompanied by abdominal pain, urgency to defecate, 
vomiting, sometimes fever and characterized by small-volume stools that 
may contain blood or pus or large-volume stools that are watery and 
greasy.

Remember that in most cases, diarrhoea is self-limiting, i.e. it goes away 
by itself and the best way to manage the symptoms is Oral Rehydration 
Therapy for children and maintaining a high fluid intake for adults. If the 
symptoms persist or get worse, advise the patient to see a doctor as 
examination or stool analysis may be required to eradicate the organism.
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Viral infection

Rotaviruses and the N o rw alk  v irus are com m on causes o f  viral d iarrhoea. 

Infection usually follows the  consum ption  o f  contam inated  food  o r w ater. 

They o ften  affect babies, o lder children and adults. O nset o f  sym ptom s is 

usually betw een  a  few  h ours and 1 o r  2 days.

Patien ts are at risk  o f  dehydration  and antib iotic trea tm en t will no t be 

effective and m ay delay recovery , so th e  pharm acist should advise O ral 

R ehydra tion  T herapy especially fo r children.

Patients m ay also experience vom iting and /o r m ild fever. U sually there  is 

no b lood  o r  pus in th e  stool.
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Bacterial infection

Two mechanisms of bacterial infection causing diarrhoea have been 

distinguished; diarrhoea caused by the invasion of mucosa of the colon by 

the bacteria and diarrhoea caused by the effects of enterotoxins released 

by bacteria in the intestine. Onset of symptoms is usually between a few 

hours to a few days.

Possible infective organisms are

Esherichia coli,

V. cholerae,

Salmonellae,

Campylobacter,

Clostridium difficile and 

Staphylococcus aureus.
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Protozoal infection

D iarrhoea m ay be caused  by G iardia lamblia, E ntam oebae histo ly tica and 

C ryptosporidium .

A lthough p ro tozoal-induced  d iarrhoea  is self-lim iting, it m ay persist fo r 

several w eeks i f  n o t trea ted , so therapy  under m edical supervision 

should be considered  to  erad icate  the  organism . M etron idazo le  is

generally  used.

D iarrhoea is characterized  by large-volum e and w atery  stools. It m ay be 

accom panied  by vom iting and m uscle w eakness.
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Other infections (outside the gut)

For example, measles infection or infection of the ear, the chest can be 

accompanied by diarrhoea. In such cases, diarrhoea will usually disappear 

as the main infection is treated and clears-up.

Other causes of diarrhoea

Diet induced

Inability to digest milk (mainly in severely malnourished children 
and certain adults) or lactose intolerance.
Allergies to certain foods (shellfish - strawberry); occasionally 
babies are allergic to cow’s milk or other milk.
Change in diet, spicy foods, unripe fruit, heavy greasy food or 
high- fibre content foods.
Large amounts of caffeine.
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Other disease

Diarrhoea can be a symptom of other diseases, e.g. ulcerative colitis, 
Crohn’s disease, irritable bowel syndrome, faecal impaction, diverticular 
disease, pancreatic disease, cancerous tumors and endocrine/metabolic 
diseases as hyperthyroidism and diabetes.

If diarrhoea is chronic or persisting, the patient should be referred to a 
physician.

Stress

Diarrhoea is commonly experienced at time of stress and anxiety (e g prior 
to examination, interviews etc.).
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Drug therapy

Diarrhoea can also occur as a result of drug therapy. Some common 
exan^les are listed in the table below.

Antacids (containing magnesium salts).
Many antibiotics.
Iron preparations (diarrhoea or constipation and abdominal pain). 
Laxatives when inappropriately used.
Some antihypertensives (e.g guanethidine, methyldopa, betablockers.

(although it is not common but it can occur) 
Digoxin (gastro-intestinal syn^toms are an early sign o f toxicity). 
Some diuretics (may cause gastro-intestinal disturbance).
Colchicine (especially in large doses).

Diarrhoea can also follow the withdrawal of Barbiturates and Opioids. 
Abrupt withdrawal of Cortisone, accompanied by severe hypotension is 
very hazardous and rapid hospitalization for IV Cortsione may be required.
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Associated symptoms of diarrhoea

Vomiting is common and accompanies, in particular, diarrhoea 

of infective origin. Referral is not necessary unless the 

vomiting and pain are unusually severe and persist.

Abdominal pain is common and is often griping and colicky, 

usually in the central region of the abdomen, 

generally, it is not a cause of concern, althou^ 

rarely, it may indicate appendicitis.

If the pain does not resolve, it requires examination.
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Fever when accompanies diarrhoea, it suggests infection.

It is not an immediate cause of worry and concern unless 

in a young child, but if prolonged and the temperature is 

unusually high medical examination is required and stool 

analysis can have a diagnostic value.

A baby or child with severe diarrhoea is at risk of febrile 

convulsion or dehydration.

Blood or/and mucous The presence of blood or mucous in the

stools needs examination and analysis. 

Beside the probability of bacterial or 

protozoal infections, if it persists this can be 

an indication of other diseases.
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Alternating constipation 

and diarrhoea

Some patients may experience 

alternating constipation and 

diarrhoea over a prolonged period.

This is a symptom for medical referral as it may be 

an indication of other gastro-intestinal diseases 

(e.g irritable bowel syndrome or faecal impaction).
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In this booklet we used generic drug names, it may be helpful for your 

practice to find out the corresponding trade names according to the 

Egyptian market and make a note of them.

We hope you have enjoyed reading the booklet and you find it interesting 

and useful in your professional practice.

We would appreciate any comments or suggestions you have about the 

booklet and we will be pleased to receive them.

Please do not hesitate to contact

The Dean's office 

Faculty of Pharmacy 

University of Alexandria 

Tel. 4831317 & Fax 483 3273
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Turnaround Steps
Sovereign
•Address financial system stress 
•Debt, liquidity management

Rebuild and 
Restructure

Corporate Sector 
•Balance sheet 
repair 
•Core
competencies
•Management
focus

Financial institutions 
•Tighter prudential standards 
•Loss recognition/provisioning 
•Recapitalization



Relative Economie Risk in Emerging 
Asia

from perspective of structure of the economy and corporate

Strongest sector

Japan, Singapore 

Taiwan

Hong Kong, Malaysia

Philippines, South Korea, Thailand

China, India, Indonesia, Pakistan, 
Vietnam

Weakest



Private Sector Debt
as % of Gross 

Domestic Product
2001
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Relative industry Risk in Emerging
A s i a  from perspective of structure and regulation of the

financial sector
Strongest Banking Industries

Singapore 

Hong Kong 

Japan, Taiwan

Malaysia, Philippines, South Korea,
Thailand

China, India, Indonesia, Pakistan, Vietnam

Weakest Banking Industries



Range of Bank Ratings in Asia
As of June, 2000

AAA

AA

A
• 1 

BBB

BB

B

CCC

CC

Banking System



Banks in Emerging Asia

•  Diverging pace of recovery
•  Hangover of bad assets to 

ciean up
•  Crisis spurred consolidation 

and nationalization
•  Huge need to recapitalize
•  increasing foreign investment, 

but still low level
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Enhancing profitability?
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Higher leverage
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Geographic diversification

BSCH: 31% of loans BBVA: 28% of loans

Mexico
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Argentina
15% \ènezuela

Bolivia

Brazil
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Economic stability in Chile
Improving operating profits but higher provisions

Santander 3.5-j
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Santiago 2 -
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ChUe t
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N et operating income before provision 
for loan losses /  ATA
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Changing competitive dynamics
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competition 6 .4 - 
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Regulation & transparency
e Easier implementation of prudent regulation

- Strict internal standards

- Common practices across countries 

e More transparency

•  Money laundering: higher reputational risk 

e Cooperation with foreign supervisors

#  Enhances sophistication: tools and practices



Effect on Latin American 
banking systems

Long term pace of change

Acceleration of existing 
trends

Singularity of each country



Rational for Investments
e Growth potential: economies & banking 

systems

e Language and cultural links

e Transfer expertise

e Simultaneous investments from corporates

e Geographic diversification: Mature vs 
Developing

e High expected profitability



Latin America
Attracts European 

Investment
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Emerging Market Insurance: 
- what can go wrong?

•  Premium inadequacy

•  Reserving inadequacy

•  Investment voiatility

•  Reinsurance counterparty faiiure



Emerging Market Insurers: 
financial performance

Combined Return
Ratio on Equity

Western Europe 108% 11%

Central Europe 105% 2%
Far East 102% 3%
Latin America 104% 15%
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Introtluctioii
We pharmacists

may see the patient with diabetes more frequently than any other health 
care workers and hence we can positively contribute towards patients’ 
understanding and management of diabetes. In other words, reducing 
suffering and death caused by diabetes and its complications. Diabetes 
can lead to kidney failure - blindness - leg amputation, gangrene and 
myocardial diseases. With the help of pharmacists, these causes o f death 
can be avoided in our community.

So now, how can I help ?

What can I do ?

The pharmacists have a contributory role in diabetes control. It should be the pharmacists’ 
role to emphasize the need for dietary control, to teach how to monitor blood/urine glucose, 
to explain signs of hypo/hyperglycaemia and advise on how to manage it, to refer the patient 
to a specialist or a diabetologist when necessary or when complications associated with 
diabetes are shown, and to emphasize the need for regular foot check-ups and blood glucose 
level follow-up.

What should I check ?

What should I know ? .......... ?



The Pharmacist’s Booklet: to keep in your poket What to advise about diabetes? Hanan B Sokar-Todd

What is Diabetes ?
The full name is "Diabetes Mellitus”*, also called “Sugar Disease”. It is a permanent change
in die internal chemistry resulting in having a high glucose '* level. Control of blood glucose
(BG) concentration is achieved by the action of various hormones, the most important are
Insulin & Glucagon ^ Insulin ‘ is the only hormone which can reduce BG because:

In the muscle It promotes the uptake of glucose and its storage as
glycogen.

In the liver It facilitates the conversion of glucose to glycogen &
prevents the liver from releasing too much glucose.

In the adipose tissue It is required to convert glucose to free fatty acids
which are then stored as triglycerides (acting to 
prevent weight loss and help build up body tissue)

I f  the  g lucose level is d ec reased
Insulin secretion is inhibited and glucagon secretion is stimulated to mobilise glucose stored
in the liver & adipose tissue.
a) It originates from the Greek words o f  “Syphon and Sugar" = the passing o f  large amounts o f  urine which is 

sweet because o f its glucose content.
b) Glucose is the fuel fr>r our bodies - particularly our muscles and brain. To provide energy, it should leave the 

blood and enter the cells. This is done by the insulin Wiich opens a passage fr* the glucose to get into the cells 
and thus reduces its level in the blood.

c) Secreted by p-cells o f die “ Islets o f Langerhans” within the pancreas. Made up o f  two peptide chains (A & B) 
linked by two disulphide bridges. Chain A has 2 1 amino acids, chain B has 30 to form a unique shape to fit on 
special receptors on the sur&ce o f cells throughout the body. Insulin is synthesized from a single-chain precursor 
termed proinsulin. For non-diabetic, insulin is released in response to food (glucose). Between meals, blood 
glucose level is low and therefore insulin level decreases but never goes to zero at any time o f die day.

d) Secreted by the a-cells o f  the islets o f Langerhans in response to low BG concentration.
e) Credit o f the discovery o f insulin is given to Banting and Best in 1921 and 1922.
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Insulin Inhibits gluconeogenesis - Stimulates glycogenesis
Glucagon Stimulates gluconeogenesis - Stimulates glycogenolysis

Reduction or failure in the insulin supply .

increase in blood glucose level * which if it rises above a certain level, 
starts to spill out of the blood stream into the urine.

the by-products of fats and muscle lead to the production of ketones in 
the blood. A process that if not stopped, leads to “ketoacidotic coma" .

Forms of Diabetes

Type I (BDDM) ® Caused by immunologically mediated destruction of the P cells
in the Islets of Langerhans (complete failure of insulin 
production).

•  The onset is usually Juvenile and acute. Not condition that the patient
is obese (mostly normal or thin).

•  Family history is uncommon, it starts most commonly in young patients 
(younger than 25), however can develop at older age.

•  Usually accompanied by weight loss.
•  The patient needs regular Insulin injections to remain well.

a) The concentration o f  glucose in the blood is normally kept between 3.5-7 mmol/L, rarely fells below 2.5  
mmol/L (when festing) or exceed 8 mmol/L in the post prandial state.

b) Very characteristic to diagnose the onset o f  type I diabetes.
c) Insulin Dependent Diabetes Mdlitus. It constitutes type A  & B. A  occurs in the younger age - rarely associated 

with other autoimmune diseases. B can occur at any age, mainly in older women - closely associated with other 
P  autoimmune disorders e.g. thyroid disease.



The Pharmacist’s Booklet: to keep in your poket What to advise about diabetes? Hanan B Sokar-Todd ^

I I  ( N I D D M )  The supply of insulin is reduced - not completely
failed - or is normal but the body somehow has 
developed a resistance to it.

•  Maturity onset (older age group). The onset is gradual and in most 
cases the patient is obese.

•  Family history is common. More common in middle or later life (the 
incidence increases with age, it is rare under 40 years) and in people 
who are over-weight.

•  Not common to loose weight.
•  In some cases, it can be controlled by diet with or without tablets.
•  They are prone to ketoacidosis

Gestational diabetes ,  ̂ ^It develops only during pregnancy m some women.. 
Progesterone and oestrogens antagonise insulin and 
because some pregnant women have insufficient 
reserve of insulin, so as pregnancy develops, the 
resistance of the tissue to insulin increases.

•  Controlled by diet or sometimes by insulin - tablets are not used during 
pregnancy.

•  After pregnancy the BG level returns to normal, however, there is a
higher risk dian normal of developing Type II in the future life. Patients 
need to stick to a healthy diet and keep an eye on their weight.

•  Diabetes will occur in subsequent pregnancies.

a) Non-Insulin Dependent Diabetes Mellitus
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Symptoms of diabetes
iarly signs

Always Thirsty

Urinates often 
Always tired 
Hungry 
Weight loss

Late signs
Pruritis

Skin itching 
Blurred vision

because of rising in BG level, there is a tendency to pass more 
urine, so the person will become thirsty and dehydrated.

Weight loss is often rapid and fairly dramatic. Lack or relative 
lack of insulin leads to failure of insulin action towards 
prevention of weight loss and build up of body tissue and 
eventually the body breaks down fat and muscle to produce 
energy, resulting in tiredness, lethargy, weakness etc.

because of rising in BG level, glucose spills out of the blood 
stream into the urine. When urine is sweet, germs responsible 
for cystitis and thrush develop easier and grow more rapidly 
and "Recurrent Pruritis Vuhae 'develops.

is an early sign of diabetes diagnosis by doctors. Complication 
of diabetes result in changes in the blood vessels of the eye 
which can develop diabetic retinopathy.

Loss of feeling (hands / feet)
Loss of consciousness

Classical symptoms are Potyuria! ,̂ Polydipsia, Thirst & Dehydration______
a) Glucose when filtered in die kidneys, is normally completely reabsorbed in the proximal tubules. When glucose 

level exceeds renal threshold (10 mmol/L), reabsorption becomes saturated and glucose appears in the urine 
(dycosaria). This leads to osmotic diuresis, loss o f  water and passage o f  large quantities o f  urine (Polyuria) 
leading to dehydration and increased serum osmolality and patient feels persistent thirst (polydipsia).
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Diagnosis of diabetes

H o w  people usually find  ou t ab o u t d ia b e te s
•  E x p e r ie n c in g  o n e  o r  all sy m p to m s lis ted  in  p ag e  5.
•  F o llo w in g  ey e  ex am in a tio n
•  G e n e ra l c h e c k  up

Fastins plasma glucose
* reflects the situation of the pancreas,
* very important to identify the type & the dose of the treatment
* done in the morning and not evening,

Susar test 2 hrs after a meal
* reflects the extent of control made by diet (amount / type of food) & medicines taken.
* better to be done in the morning after breakfast then again 2 hrs after lunch to be sure 

it does rise at afternoon
NOTE 1, Dose of medicine & meal should be taken before analysis

2. The patient should take the usual meal and not fatty meal or high calorie meal
thinking that this is better to check the extent of control.

Albumin /Cholesterol fat in blood 

Glycated haemoglobin
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In asymptomatic patients, doubtful cases & border- Une blood glucose levels 
Oral Glucose Tolerance Test (OGTT) should be performed.

Results will indicate how the body dealt with the glucose absorbed
1. The patient should eat a normal diet, containing at least 250 g carbohydrate 

for 3 days.
2. Overnight fasting (10-16 hours prior to the test)
3. Measurement of blood glucose level
4. Intake of a measured amount of glucose (75 g in water) is given in 300 ml 

water to drink (1.75 g/Kg in children)
5. Testing blood every half an hour for 2 hours (at 30,60,90 & 120 min) after 

drink. No food, drink (even water) or smoking are allowed throughout the
time of the test).

D ia b e te s  d iag n o sis  can  b e  co n firm ed  by
Fasting venous plasma glucose > 7.8 mmol/L on 2 occasions
GTT: Fasting glucose > 7.8 mmol/L and/or 2 hr glucose >11.1 mmol/L

Im p a ired  G lu co se  to le ra n ce  c a n  be  d ia g n o sed  i f
If BG is raised but not sufficient to be described as diabetes (fasting plasma glucose 

was > 6 but < 7.8 mmol/L and/or 2 hr glucose > 7.8 mmol/L and <11.1 mmol/L
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What can cause diabetes ?
Genetic Infection Diet Stress

(1) (2) (3) (4)

??? / / / / / / XXX

(1) Heredity is an important factor in both kinds of diabetes. However, because 
several genes are involved, it is always difficult to predict. In identical twins, the 
concordance is 30-50% for Type I and ~ 100% for Type II.

(2) Some viruses like Mumps and Coxsackie are known to have the potential to 
damage the pancreas and the effect can be seen many years after.

(3) Those who are over-weight and eat an unbalanced diet are more likely to develop 
Type II. However, there is no precise link between consumption of sugar and 
sweets and its development.

SM O K IN G  increases IN SU L IN  RESISTANCE.

(4) No direct relation between stress and onset of diabetes had been proven.
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Treatment
It aims to achieve BG control in order to prevent acute and long term complications. This 
means maintaining BG concentration within 3.5-7 mmol/L in young diabetics and 6-12  
mmol/L in elderly (as they are more susceptible to hypoglycaemia).
This can be achieved by educating diabetics and advising them about the importance of: 

Diet control 
Therapy
Glucose monitoring
Detection of early signs of complications
Correction of other cardiovascular diseases risk factors (hypertension -

hyperlipidaemia)
Community pharmacists

are well situated to advise diabetics about healthy diet, how to 
recognise the signs of hypo/hyperglycaemia, possible 
acute/long term complications due to diabetes, how it is 
important to have them diagnosed at early stage & how to 
prevent them, and the importance of follow up and continuous 
check of blood pressure, foot, kidney function and others and 
how to modify life-style / diet for more BG control. 
Pharmacists should be able to volunteer the advice and know 
when referral to a doctor is necessary.

If 2 fasting glucose levels > 6 but < 8 mmol/L, give dietary advice and repeat glucose in
6 months
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D ie t
smaller portion of regular meals distributed throughout the day 

(substantial meal every 3-4 hours)

•  Diet control and exercise are the 1" line of treatment in Type II* but if 
they fail to produce weight loss and glucose control after at least a 3 
month trial, therapy will be required. However, control by medicines 
can not be achieved without diet.

•  For Type I, a balance between food intake and insulin injections will be 
important for the best control. Food intake should match energy output 
and injection given.

Pharmacists
especially who are offering glucose testing in the pharmacy, why not measure 
your patients (BMI) * and give them advices about. First of all, diabetic can eat 
nearly what a non-diabetic eats if both follow healthy diet regimen: “Low in fat, 
high in starchy carbohydrate and moderate in protein”

Which type of food will be healthy for diabetes... ?
low fa t & sugar  -  high fibre content -  salt in moderation

Carbohydrates... ? Break down to produce glucose; used to give energy. At least 

50% of dietary energy should be from carbohydrate.

a) Over 75% of patients with Type II are obese. Obesity is measured by die Body Mass Index (BMI) which = 
body weight (Kg) / height (m). BMI > 27 indicates obesity.
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Fast carbohydrates = large peaks in BG because rapidly absorbed. This includes
sugary carbohydrates like sugar, sweets, chocolate, cake, biscuits, fizzy drinks etc. are not 
suitable for diabetic (the glucose gets in the blood very fast and can cause sudden rise in 
blood glucose level). A limit of 25g/day added sugar can be allowed.

✓ Slow carbohydrates (complex carbohydrates) = smaller increases in BG because
absorbed slowly. This includes starchy carbohydrates especially those high in natural 
dietary fibre (potatoes, rice, vegetables, finit & bread) are slower acting and can be taken 
regularly throughout the day. These should form the major component of each meal.

This can be achieved by avoid adding sugar to any food/drink or eating/drinking ready 
sweetened food & drinks like jam, honey, fizzy drinks, puddings, cakes, biscuits, tinned 
fi-uit, chocolate etc.. and eat/drink instead low calorie or sugar free items and using fi-esh

fi-uit or unsweetened fresh finit juice.

Fat... ? In meat, chocolate, biscuits, cake, cream, butter, oil, cheese, full fat milk,

yogurt, chips, etc. Whether diabetic or not, the patient should be advised to avoid fat (not 
only for the sake of diabetes but also for the sake of risk of cardiovascular diseases) and 
grill rather than fiy whenever applicable.

Fibre ... ? Around 30 g of fibre should be consumed every day.

Soluble fibre (like baked beans, peas, lentil soup etc) helps to maintain good blood glucose 
level and to keep cholesterol level down. Insoluble fibre (like unpeeled finit, vegetable, 
bran, rice etc) prevents constipation and aids slimming by feeling full up.
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fa Proteins ... ? Ideally, 12-15% of daily energy requirements can be taken from

bread, rice, pasta, flour, biscuits or from animal sources like meat, fish, eggs, dairy 
products. Needed for the body to repair or to build up tissue for children during growth. 
However, not much is needed in adults.

Vitamins & Minerals ... ? Not needed if well balanced diet is eaten.

Probability of diabetes complications can start in case of Chromium and Selenium 
deficiencies - however, a varied diet intake can provide enough of these elements.

Therapy

Oral hypoglycaemics
/

Sulphonylureas
\
Acarbose

Biguanides

Insulin injection

Short acting 
(always clear 
or colorless)

Long acting 
(cloudy)

Patients with Type I have to administer insulin injection, 
patients with Type II may be able to control it by diet without or with tablets and if 

uncontrolled by diet or tablets, they may have to be on insulin injection. 
Control by medicines can not be achieved without diet planning
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1. Oral Hypoglycaemics
The selection of which oral hypoglycaemic to be used depends on 

Drug group The patient condition
* potency * age/ weight
* duration of action * renal / hepatic function
* route of elimination * patient’s preference
* n u m b er o f  d a ily  d o se  req u ired  (Nq o f daily dose, patient’s ability

* cost to swallow large tabs)
Any of them can be taken alone or in combination.

Experience of any side effects or higher glucose level will necessitate a referral to the 
doctor for possible changes to the treatment.

A. Sulphonylureas
The line treatment in case of Type II patients who are not obese.

They act by stimulating the release of insulin by the pancreas & increase its sensitivity:

X hepatic gluconeogenesis i glucose absorption from the gut

X glucagon release T affinity of insulin receptors
Shortest acting agents;

available products duration of action (h) daily dose range

* Tolbutamide Rastinon ® 6-12 0.5 - 1 g / 12 hr
Diamol ®

* Glipizide Minidiab ® 6- 24  2.5 - 40 mg (>15mg give in DD *)
* Gliquidone Glurenorm 6- 10  15 - 180mg (>60mg give in 2-3DD)

a) DD; Divided dose
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Intermediate actine agents
* Gliclazide Diamicron *

Giibenese 
Diabetrone 
Dianormal ̂  
Glipicrone

* Tolazamide Tolanase

* GUbenclamide Daonil

Diaben^ 
Gliben 

Longest acting affents
®* Chlorpropamide Pamidin

Diabenese

12- 18 40 - 320 mg (>160 mg give in DD)

12-18 1 OOmg - 1 g (>250mg give in DD)
16 -24 2.5 -15 mg / 24 hr with breakfast

24-72 100 - 500mg / 24 h with breakfast

* Glimepiride Amaryl 1 mg daily (initial dose) 1 -4mg daily (maintenance)
Pharmacists should know that

There is very little difference in therapeutic efficacy betweem them 
with the possible exception diat Tolbutamide is the least likely to cause 
hypoglycaemia. Longest acting agents are the most potent (have the 
advantage to be given once a day) but associated with high frequency of 
hypoglycaemia and so should be avoided in elderly.

The duration of action for some is often much higher than the half-life because 
many of these drugs have active metabolites. Sulphonylureas with active 
metabolites are not for elderly or those with renal impairment.

Short acting can be given instead; Tolbutamide with a short half life is 
safe. Gliquidone & Gliclazide having no active metabolites can be also 
safe. Witii Glibenclamide, watch for pre-lunch hypoglycaemia.



B. Biguanides

Often prescribed for over weight diabetic 
Unlike sulphonyurea, they don’t increase the feeling of hunger or cause hypoglycaemia

Has no direct effect on the pancreas. Only acts in the presence of endogeneous insulin 
(Increase insulin sensitivity but do not stimulate secretion, spare insulin from 

degradation and reduces the effectiveness of insulin antagonist).

-I hepatic gluconeogenesis i glucose absorption from the gut

T uptake of glucose into peripheral tissues

Metformin HCl is the only available Biguanide “
Glucophage SOOmg ® , Glucophage 850 mg ® , Metformin 500 mg ®
Dose: 0.5 - 3 g in 2 divided doses

It has no effect on insulin secretion so it doesn’t cause hypoglycaemia when is used alone.

C. Acarbose

( °^-glucosidase ** inhibitor) Glucobay ®
For patients who tend to be overweight or who can not follow a healthy eating regimen.

It works by slowing down the digestion of carbohydrates (complex sugar) from the diet, 
and this reduces blood glucose whcih usually follows a meal.

a) Phenfiarmin - Bufonnin (other Biguanides) have been withdrawn in 1970s.
b) Is is the enzyme responsible for breaking down carbohydrates iin the gut. Acarbose competes with it and 

inhibits its activity resulting in delaying absorption and reducing post-prandial hyperglycaemia.
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Remember about Sulphonylureas and Metformin Hcl that

Sulphonylureas Metformin

when to 
take the 
tablet ?

with or just before the meal 
because its main action is 
stimulation of insulin secretion

with or after food to reduce GI 
disturbance

route of 
elimination

hepatic, with the exception of 
Glibenclamide which is hepatic 
and biliary.

renal.

Cautions Elderly over 70 *
Avoid in

impaired renal function 
liver disease 

on interacting drugs.

Hypoglycaemic symptoms can 
be masked by B-Blockers.

Old age 
Avoid in

impaired renal function 
liver disease 
alcohol abuse 

severe cardiorespiratory disease 
& peripheral vascular disease 
Watch for lactoacidosis

a) Are at more risk o f hypoglycaemia (with Sulphtmylureas with active metabolites or long acting)
b) Because it has no e f i ^  on insulin secretion, it doesn't cause hypoglycaemia
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Side effects
Sulphonylureas Mainly weight gain & hypoglycaemia *

GI disturbance - headache - sensitivity reaction  ̂- hyponatraemia ‘ 
facial flushing ** but are generally mild and infrequent (do occur more 
frequently with Chlorpropamide).

Metformin HCl Mainly weight loss (so useful in overweight patients)
GI disturbance (like nausea, vomiting, diarrhoea), occurs frequently 
and sometimes can be a limiting factor in its use.
Metallic taste
Reduces Vit B12 absorption 
Lactic acidosis

With Acarbose remember that
1. to exert its effect, must be present in the stomach at the same time as food (the 

tablet should then be either chewed with the first mouthful of food or swallowed 
whole with a little liquid immediately before food).

2. diarrhoea, flatulance can be experienced because of glucose which remains 
unabsorbed in the large intestine. This improves with continued use and can be 
minimised if the therapy starts at a low dose (50 mg) and increased slowly.

3. no effect on patient weight & no risk of hypoglycaemia.

a) Because they woik by sdnailating the pancreas to release stored insuIin,so if insulin released is too much, high 
drop in blood glucose and symptoms o f hypoglycaemia occur. Persistence of hypoglycaemia occurrence 
needs medical opinion to reduce the dose or to change the drug to a less potent one.

b) Because Sulphonylurea are structurally related to Sulphonamides, allergic reaction can develop. Those who 
are allergic to Septrim can be also allergic to Sulphonylurea.

c) With patients on Chlorpropamide due to its effect on increasing renal sensitivity to antidiuretic hormone 
( ADH). The risk is higher if  the drug is given with Thiazides in combination with K-sparing diuretics.

d) When taking alcohol with Chlorpropamide.
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Which is the 
drug of choice ?

Sulphonylureas are usually the 1 ** choice. 
Metformin is used as the 2“* line if the patient is not 
responding sufficiently to Sulphonylureas.

However, in case of obese diabetics, Metformin will be the 1“ line of choice. Reported that 
Metformin when used in conjunction with diet can have similar control on BG level as 
Sulphonylureas. Both can be used together in poorly controlled blood glucose.

2. Insulin injection

When to use Insulin ?

Why insulin 
should be injected ?

All patients witli Type I 
Some patients with Type II *
All pregnant diabetics 
During some infections ^

Being protein in nature, is partly digested and 
becomes less active. Injection is the only effective 
dosage form of insulin currently available ®. Being 
hormone, the potency is expressed in "USP units'*' 
(not mg or others) indicated on the label of each 
preparation.

a) When diabetes is not controlled by diet /  tablets (this occurs in 1 in 3 diabetics after 40). The most commonly 
used is Isophane Insulin, once or twice daily. Insulin use for 3 months trial period can be suggested by the 
doctor, followed by a decision to return to tablet therapy or to continue using insulin).

b) Some infections Can be accompanied by an increase in insulin resistance and so short term treatment with 
insulin will be necessary. Following recovery, it will be possible to withdraw insulin.

c) Theoretically, it can be given IM or IV like other medicines, but practically, it will be diflScult to inject it IV 
several times a day and could be painful if  IM.

d) It should not be abbreviated. Sometimes written iu (means International Unit)
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Sources of Insulin Beef - Pork - Human
Beef* and pork  ̂insulins are obtained from the animal 
pancreas. Human insulin is genetically engineered (the 1“ 
was in 1982), using recombinant DNA technology. This 
involves the utilization of E-coli or yeast to produce the 
insulin in culture media. Human insulin can also be derived 
from pigs but is altered enzymatically and becomes 
indistinguishable from the human version. Beef insulin differs 
from human by 3 amino acids, and pork from human by 1 
amino acid. In pork, the "Alanine" can be enzymatically 
substituted by “Threonine" to be identical to human. Human 
insulin is less likely to precipitate immunological reaction. It 
differs from animal insulin in that it might be absorbed slightly 
faster when given SC and have shorter duration of action.

Community pharmacists should be aware that
when patients change from pork to human insulin, signs of 
hypoglycaemia can change and patients might not be aware of 
hypoglycaemia when it occurs. If this happens, community pharmacists 
should advise the patient to refer to the doctor for further assessment 
and possibly return to pork insulin.

a) Called bovine insulin
b) Called porcine insulin
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Types of insulin (According to the duration of action)

Short/fast acting
Clear insulin solution . When injected SC, it has a rapid onset of action (after 30 
to 60 minutes), a peak of action(maximal effect) between 2 and 4 hours and a 
duration of action of up to 8 hours.
* Regular (Neutral/ Soluble) *

Intermediate and long acting
Cloudy insulin suspension. When given by SC injection, they have an onset of 
action of approximately 1 - 2 hours, a peak of action at 4 -12 hours and a 
duration of 16 - 35 hours.
* Isophane or NPH or Isophane
* Insulin Zn suspension (lente)
* Extended insulin Zn (ultralente)
* Protamine Zn insulin suspension cloudy suspension

Rapid acting but slowly released
* Prompt insulin Zn (semilente)

Pharmacist should know that
the solubility of insulin is determined by its physical state (amorphous, crystalline, 
size of the crystals) and by the zinc (Zn) content and the nature of the buffer in 
which it is suspended.

a) Only insulin that can be used lY for emergency or during surgery. When injected IV, it has a very short half-life 
o f only about 5 minutes and its efefct disappears within 30 minutes. Thus, it has the advantage that it can be 

given rv, IM, & SC. When injected SC, the onset o f  action is 30 min, peak o f caticm is 2-5 hrs and the duration 
o f action is 6-8 hrs
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•  Regular insulin: is made from crystalline insulin (prepared by the precipitation 
of the hormone in presence of Zn as ZnCl; in a suitable buffer medium). When 
dissolved in water is known as insulin injection or regular insulin. Following SC 
injection, it is rapidly absorbed: the action is prompt in onset and relatively short 
in duration.

•  Amorphous insulin precipitates at high pH is almost as rapid in onset but 
somewhat longer in duration of action than regular insulin. Called prompt insulin 
Zn suspension or semilente insulin.

•  The 2 forms of insulin (amorphous & crystalline) may be mixed 3 parts and 7 
parts respectively to prepare insulin Zn suspension or lente insulin that is 
intermediate in onset and duration of action between semilente and ultralente 
and is similar to NPH.

•  Large crystals of insulin with high Zn content suspended in a solution of pH 7.2 
to 7.5 are slowly absorbed after SC injection and exert an action of long 
duration. Cajl̂ ed Ultralente or extended insulin Zn suspension

Insulin Zn suspension can be prepared to be semilente, lente or ultralente.

By permitting insulin & Zn to react with the basic protein protamine, a protein complex 
"protamine Zn insulin" aqueous suspension is formed. This can be either intermediate 
acting (NPH or isophane insulin suspension or isophane protamine insulin) or long 
acting (protamine Zn suspension).

Insulin Zn complexed with protamine can yield NPH or protamine Zn suspension
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•  Because all marketed insulin are at the same pH so different types of insulin 
preparations can be mixed in any desired proportion. All intermediate and long 
acting insulin can be mixed with the short acting regular (neutral, soluble) insulin 
in the syringe. The lente and ultralente can be mixed also with the semilente. 

What these means ... ?
NPH the N denotes a neutral insulin (pH 7.2), the P refers to the protamine 

zinc insulin content and the H signifies the origin in Hagedom* 
laboratory. Thus Neutral Protamine Hagedom.

R regular S soluble
N NPH HM human
L lente izs insulin zinc suspension
U ultralente u unit
MC monocomponent purity (means highly purified) 
e.m.p enzymatically modified porcine
Diphasic insulin suspension; is a pre-mixed sterile suspension of crystals 
containing bovine insulin in a solution of porcine insulin.

Some insulin preparations available in the Egyptian market:
Rapid onset of action clear solution of regular insulin

* Neutral 20 iu/ml
* Actapid ® HM 40 iu/ml
* Actapid ® HM 100 iu/ml
* Actapid ® MC 40 iu/ml
* Actapid ® 20 iu/ml
* Insulin NilabNeutral ® 20 iu/ml
* HumulinR ® 700 iu/ml

Human Insulin (HM) of the above preparations is biosynthesized by recombinant DNA 
technology using yeast cells as the production organism.

Humulin insulin is a human insulin of recombinant DNA origin.
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Intermediate and long acting cloudy suspension of :
isophane insulin NPH

* NPH 40 iu/ml
* Retard 40 iu/ml
* Insulatard 40 iu/ml highly purified
* Insulatard ® HM 40 iu/ml
* Insulatard’̂  HM 100 iu/ml
* Insulin Nilab Retard NPH ® 40 iu/ml
* Humulin TV® (NPH) 

insulin lente
* Mono tard ̂  HM 40 iu/ml
* Humulin ® L (lente) 

insulin ultralente
* Humulin ® U (Ultralente)

Biphasic
* M ixtard  JO ® H M  40 iu/m l
* M ixtard  30 ^  H M  100 iu/m l

Each is a pre-mixed suspension of biosynthetic HM consisting 
of soluble insulin and NPH insulin with ratio 3:7 respectively.

* H um ulin  ® 90/10
* H u m u lin ^ 80/20
* H um ulin  ® 70/30
* H u m u lin ^ 60/40
* H u m u lin '^ 50/50

Each is a pre-mixed suspension (lOOiu/ml) of human insulin 
at a proportion of Humulin NPH and Humulin regular 
respectively.

* Insulin  N ilab In itard  ®
Is a mixture of 30% Insulin Nilab Neutral and 

70% Insulin Nilab Retard.
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Note that * Mixtard 10 ^Novolet ° 100 iu/ml * Mixtard 30 ® HMpenfill '‘ 100 iu/ml
20 ® 100 iu/ml * Insulatard ® HMpenfill 100 iu/ml
30 ® 100 iu/ml * Actrapid ® HMpenfill 100 iu/ml
40 ® 100 iu/ml
50 ® 100 iu/ml

* Insulatard ® Novelet
* Actrapid ® Novelet

are also available in the market

Dosage regimen Insulin can be administered once, twice or more times
of Insulin daily.

For diabetics, when insulin injections are given more than once during the day, it is to 
simulate the natural pattern of insulin production in the body during the day (Biphasic 
release): Basal rate (during fasting, insulin is released in the body to inhibit lipolysis- 
glucogenolysis-gluconeogenesis-protein catabolism.). Long acting insulin can simulate 
this pattern & Rapid rate (occurs in response to an increase in blood glucose, i.e after 
a meal, to promote the uptake of glucose into the cells, decreasing the blood glucose 
concentration and consequently decreases the rate of insulin release). This natural 
reduction in insulin release can not be simulated because injected insulin once given, its 
effect doesn’t stop if the blood glucose level falls.

a) Novolet * is a pre-filled dial-a-dose insulin syringe specially designed for use with Novofine * needles.
b) Three ml cartridges specially designed for use with Novopai * III insulin delivery system and Novofine* 

needles.
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Some commonly used insulin regimes:
Multiple injections regimen (Basal-Bolus Therapy)

3 are short acting (15-30 min before each meal) - bolus insulin 
1 is the long acting (Ultralente) at bed time - basal insulin 

“Pen" devices (Novopen) can be used for that 
Meal times are flexible with this dose regimen 

Three injections regimen
1 is short acting mixed with intermediate acting (before breakfast)
1 is short acting (before evening meal)
1 is intermediate acting (at bed time)

Two injections regimen
1 at breakfast (covers breakfast & lunch)
1 at dinner (covers dinner & overnight)

Both are mixture of soluble and isophane insulin 
Injection at meal time is important to avoid low glucose level 

One injection regimen (For type II patient who needs insulin)
Intermediate acting with or without short acting (either before breakfast or at bedtime)
Every patient can tador their insulin regimen according to his/her mealtimes, life-style
and activities if  the blood glucose level is controlled with this particular dose regimeru

Daily dose Varies greatly between patients. Starting dose is 0.2 U/Kg “
ofmsulm and usually :

2/3 of the dose in the morning & 1/3 in the evening if  on twice daily injections
2/3 of the dose divided between the 3 doses of neutral insulin (as short acting) given half 
an hour before meals & 1/3 at bed time (as long acting insulin) if  on the Basal-Bolus
Insulin,_______________________________________________________________
a) According to blood glucose monitoring results and patients ' check with doctors, the dose can be increased 
or decreased by 2 units.
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Dear pharmacist,
you are well placed to educate diabetics about many aspects of their disease. If 
you ensure that they are aware of them, patients could have better diabetes 
control and pharmacists could enjoy better pharmacy practice.
Advise them about 
multiple injection regimen
Because it could be the most popular regimen, patients should be aware about its 
significance and meaning : Glucose level will be high after breakfast, lunch & 
evening meal and consequently insulin injections (if short acting) should be given 
before each meal. And because for non-diabetic people regardless of food 
intake, the insulin level in the body never reaches zero; a fiulher medium or 
long-acting insulin should be given at bed time to keep the level of insulin 
overnight.
This regimen is considered the most popular, provides better diabetes control 
and meal times are flexible (can be missed or delayed). The disadvantage is 
the number of injections to be administered every day and that it needs more 
fi’equent blood tests, 
when mixing insulin
Because many patients use a combination of a short and an intermediate/long - 
acting insulin to be mixed in the syringe, community pharmacists should always 
check how the patient mixes insulin. Contamination of clear vials with some 
cloudy kinds during withdrawal from the vial to mix up two types of insulin should 
be totally avoided, otherwise, conversion of short acting to longer acting insulin 
occurs *. The clear (neutral) insulin should be drawn up 1“. The cloudy (Isophane) 
should be gently turned until it is completely mixed and then drawn up to the exact 
dose required.

a) Because neutral insulin binds to the excess free zinc wiiich is always present in insulin-zinc suspension. And 
because the same can happen in the syringe when both are mixed together, mixing should be made only before 
the administartion of Ac injection. This precaution is to be seriously taken when mixing regular (neutral) insulin 
wiA any zinc containing preparation.
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how to keep the mixture for further use
Mixture can be stored in a fridge for up to 1 days and the syringe should be kept 
with the needle pointed up to prevent the suspension blocking the hole. Before 
further use. the insulin should be re-suspended by rotating the syringe between 
the hands prior the injection. Disposable plastic syringes can be used for more 
than once (up to 5) injection before being discarded. However, check with the 
manufacturer to be sure. Pre-mixed insulins are available in the market, they 
provide mixtures of Neutral & Isophane insulins ranging from a ratio of 10/90 
Neutral/Isophane to 50/50. They are only suitable when patients are on a stable 
ratio and they don '/ need to change for better control. Insulin pen devices are 
used instead of plastic syringe to make the administration of insulin easier, 
especially in multiple injection regimens. 
storage of insulin
Insulin should be kept in a fridge at a temperature between 2 - 8°C (not too near 
the freezing compartment) and not in a freezer. If by mistake insulin was kept in 
a freezer, it should be discarded.
The vial in use can be kept at room temperature “ (20 - 25°C) as long as it is 
protected from sunlight. Vial contents should not be used if they look different 
from normal (cloudy instead of clear - formation of lumps - or change in color). 
Regular (Neutral soluble) insulin should not be used if not water clear and 
colorless.

a) A ll regular insulin prcparatiotis are now supplied at neutral pH. This resulted in improved stability o f  insulin 
and patients don't need to refrigerate the vial o f  insulin in use. However, excessive heat and sunlight should be 
avoided.
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best methods & sites of insulin administration
Insulin should be injected at 90^ into a raised fold offlesh (pinch the skin and 
inject at the bunched up area at 90°). Pinch the skin gently to avoid pain when 
needle penetrates. If insulin is incorrectly injected, the result will be IM not SC 
leading to quicker absorption and risk of hypoglycaemia. This problem is 
noticeable mainly with very thin patients. To ensure SC injection, best sites of 
injection are :

tops of the thighs & buttocks fo r medium /long acting 
abdomen fo r quick /short acting 

The patient should not worry if occasionally a little bleeding or bruises 
appear after the injection (tiny blood vessels have been punctured during 
injection).
To ensure regular absorption,ggcA site can be injected at a different 
areas of the site for a week. Areas of injection should be different each time 
otherwise lipohypertrophy (Small fa tty lumps) develops which can affect insulin 
absorption. The injected site should be rubbed with ice for few seconds 
before the injection to numb the area and reduce pain.

Associated problems with insulin therapy 
Hypoglycaemia is the main side effect of insulin therapy.
Local allergy at the site of injection can occur. It is frequent but transient and doesn’t need 
treatment.
Insulin resistance * which is an auto-immune response of antibodies to die impurities in 
the insulin. It occurs more frequently using pork or beef insulin. It is not very common. 
Lipohypertrophy at the injection sites. It could be caused by a local immune reaction 
to impurities in insulin. It is uncommon because now highly purified insulins are available. 
It can be further prevented by changing and rotating the site of injection.

a) When a  dose o f>  200 units/day o f  insulin is required without stress or infection or ketosis being present
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New alternatives to SC injection 

1. Intra-nasal insulin

2. Oral insulin

3. Continuous SC 
infusion of insulin

4. Pancreatic cell

trials showed that formulated intra-nasal insulin 
produced adequate insulin levels without significant 
nasal irritation and results were promising.

trials to incorporate insulin into lisosomes had been 
made but results were not encouraging.

in order to decrease injection frequency and for 
more flexible lifestyle. It consists of battery powered 
portable pumps. They are available in some markets 
and give a fixed basal rate of ~ 1 unit over 1 hour 
and have the facility to to give a further supply 
(a boost) at meal times.

several sources of insulin secreting tissue are 
considered useful for this purpose (foetal pancreas, 
pancreatic tumours) and transplantation of the whole 
pancreas. Of those, only whole organ pancreas has 
been used successfully. Inspite of the successful results 
achieved, several problems in the process remain to 
be solved.
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Advice which can be given
if the patient is on Insulin or Sulphonylurea 

Never administer insulin on an empty stomach.
Always keep glucagon injection in refrigerator (at home or work).
If the patient is breast feeding, caution is advised with sulphonylurea because of
the theoretical possibility of hypoglycaemia in the infant

and...........

taking exercise
Exercise generally increases the uptake of glucose by the muscles, thus 
an increase in the amount of carbohydrate intake is necessary to avoid 
hypoglycaemia. The patient needs to eat enough before taking the tablet 
and if taking insulin, s/he might need to reduce the dose to even half the 
usual dose (depend on type-duration of exercise) because it can be 
absorbed faster if injected in area involved in the exercise. Type I 
diabetics should be reminded by the pharmacist that unexpected exercise 
(running to catch a bus..) may result in hypoglycaemia. Patients should 
have quick acting carbohydrate (lemonade drink-biscuit- bar of 
chocolate) to eat if signs of hypoglycaemia appear.

intending to travel (flight)
No particular change in the dose schedule if the patient uses tablets, but 
if uses insulin, extra injection of quick acting insulin can be taken before 
the extra meal offered during flight. Insulin should be kept in a cool 
place (not necessary a fridge) and airline staff should be informed and 
told how to help in case of hypoglycaemia.
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the patient is iU or sick (coid/ flu)
The patient might not be able to eat or drink and BG is more likely to be 
too high or too low under such illness conditions. In case of Type 1, the 
patient should not stop taking the insulin to keep glucose level under 
control. In case of Type II, the patient might need to reduce the dose (to 
avoid hypoglycaemia) while ill and to check regularly the glucose 
level.

the patient is a child 
Two or 3 insulin injections daily (each is a mixture of short and 
medium acting) are usually recommended. Children can learn how to 
inject themselves (abdominal side).
The risk of hypoglycaemia is greater in children and the warning 
symptoms might not be recognised or felt by children at the proper 
time. The child should be told about the different symptoms that 
can happen and also to keep a source of carbohydrate or a sweet 
drink. The staff teaching at the school or the close friends should be told 
what to do if the child gets hypoglycaemia. Glucagon injections can 
be used if the child becomes drowsy or unconscious.

Because their diet is very difficult to control, the pattern of their food might change 50% 
from day to day. However, the mother can let the child eat whenever s/he feels hungry. 
Because they are liable to develop serious ketosis rapidly, the advice of a paediatrician or 
a diabetologist should be sought immediately.

Note that Routine checks by blood testing can be inconvenient because
their fingers are too small. Urine tests can be recommended 
instead with occasional blood tests. When the urine test is 
positive, the child should have more insulin rather than less food 
and when it shows low glucose level, the child needs either less 
insulin or more food.
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the patient is a pregnant
While diabetes doesn’t affect female fertility, if glucose gets too high it 
can affect the baby “large diabetic baby”: the baby grows too quickly or 
fluids accumulate in the surrounding membranes. The baby may display 
features of immaturity and be susceptible to respiratory distress 
syndrome and convulsions. The pregnant patient should be advised to 
have good diabetes control and to follow up with the doctor. Doctor can 
increase insulin dose (insulin can not do any harm to the baby and its 
administration in the abdomen could not injure the baby). 
Hypoglycaemia is not known to do any harm to the baby. As for any 
non-diabetic women, the diabetic pregnant can have a normal delivery 
and drip of insulin and sugar solution might be required to control 
diabetes during labour.

Pharmacists can have a role in ensuring the importance of strict control; they can advise 
the pregnant about

diet; to have balanced diet high in fibre, enough carbohydrate, low in sugar and 
fat, in particular rich in protein, calcium. Vit D & iron (however, she should be 
careful with consumption of milk, cheese and meat as source of Ca & iron because 
they can lead to high content of fat and calories).
BG levels should be checked 2 -3  times / day and levels kept between 3 - 7  
mmol/L and important to avoid the production of ketones because it can cause 
miscarriage.

Pharmacists should be aware that
•  substrates can be transported through placenta in the 5 th week of foetal life.  

During the 1“ trimester, drugs (oral hypoglycaemics) may produce congenital 
malformation. During the 2“* and 3"* trimesters, drugs may affect the growth and 
functional development of the foetus or have toxic effects on fetal tissues and 
drugs given shortly before term or delivery labour, may have adverse effects on 
labour or on the neonate after delivery.
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•  Sulphonylurea should be avoided in the 3"̂  trimester because of the risk of 
neonatal hypoglycaemia. Metformin should be avoided in all 3 trimesters.

•  Insulin is usually used in all pregnant diabetics and if oral drugs are used, they 
should be stopped at least 2 days before delivery and insulin then substituted to 
reduce the risk of neonatal hypoglycaemia.

Monitoring glucose level
Beside diagnostic tests done in hospitals and clinics (Glycated Haemoglobin * & 
Fructosamine assay *’), other tests should be done regularly and routinely, most probably 
by the patients themselves or the pharmacists.

Routine tests * help in better dose adjustment of insulin
* give warnings of any susceptibility of hypoglycaemia
* consist of Blood tests & Urine tests

a) Is the fraction o f  haemoglobin which has become irreversibly bound to glucose. The rate o f  its formation
is proportional to BG concentration. In non-diabetic, the % o f  haemoglobin precent as glycated haemoglobin 
is -  6-8%, in sustained hyperglycaemia, it can rise to 20%. Good diabetic control is indicated at levels <9%  
Glycated haemoglobin has a life span o f  3 months (life span o f  RBC) that’s why the test reflects control over 
previous 3 months. The test is done in hospitals and clinics and doesn’t need to be done routinely unless the 
patient is a pregnant woman or on a tightly controlled regimen. Results o f  the test are not relevant in patients 
with reduced red cell lifespan e g haemolytic anaemia (felsely low  results) or deficiency anaemia and 
uraemia (& lsely high results)

b) Glycated plasma protein: Serum protein are glycosylated like haemoglobin. The half- life o f  these proteins 
(almost ha lf o f  which is albumin) is much shorter than haemoglobin, therefore the measurement will reflect 

control over a shorter period o f  time (previous 2 weeks). The normal level is < 2  .1 mmol/L. In liver disease 
or patient with reduced albumin level, results aré not accurate.
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Blood Glucose tests
They reflect how efifective was the previous dose of insulin or tablets: A test made 
before breakfast, reflects the effect of dose taken last night at bed time & a test 
made before lunch time, reflects the effect of the dose taken in the morning at 
breakfast time
The single measurement test is called “Finger Prick Blood Method “ox

“Self-Blood Glucose Monitoring '(SBGM)

When ? for all type I
all type II difficult to control 
all type II with low or high renal glucose threshold 
all pregnant diabetics 

The patient should have more fi’equent tests if troubled by hypoglycaemia or if 
exercise, work and meal times vary a lot and should have a recent test before 
going to see the doctor.

Procedure. Wash and dry hands. Any finger is pricked by the needle of the
instrument (the lancet) and the finger is squeezed to obtain 
large drop of blood. The drop of blood is received on a pad at 
the end of a strip provided with the instrument. The drop 
should be large enough to cover the test zone and it should be 
spread or smeared. The strip is either inserted in a meter * and 
gives reading or reacts with the blood and gives a color that 
can be matched with sets of color present on a chart on the 
container.

a) The meter gives more precise reading - needs slighdy less blood - suitable with patients who have red/green color 
blindness
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Be aware that
inaccurate timing of the test 
insufficient quantity of blood used
meter not calibrated properly Can affect the test resillt 

Pharmacists should check that
the patient hasn’t red/green color blindness and they use the correct 
strips for the particular meter they have, otherwise false results can be 
obtained. You can also advise them to check the sugar meter’ result 
available at home by comparing it with those from a laboratory and 
to have blood sugar level analysed in a laboratory from time to time. 

Results Normal range is indicated if the concentration range is 3.5-7mmol/L
(depending on whether strip or meter).
If glucose level indicated was high, a series of tests over a period of 3-5 
days should be done and at different times of the day before making any 
adjustment.

Urine glucose tests
Its level reflects glucose concentration in blood a few hours previously (it is not 
as accurate as blood testing).

When ? Patients on diet only or diet and drugs should have urine
checked for glucose level before breakfast (fasting) and 2 
hours after the main meal on 2 - 3 days each week.
Elderly diabetics on insulin should test before each meal and 
before going to bed on 2 - 3 days each week.
If the patient is ill, testing should be increased to 3 - 4 times 
every day.
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It is important to know that
glucose starts to appear in urine when its level exceeds renal 
threshold* and the kidneys can no longer reabsorb the amount 
being filtered. Thus the amount of glucose in the urine is only 
an approximate guide to the severity of hypoglycaemia and 
hence can not be used when strict control is required. Mainly 
suitable for well controlled type 11 where it can be used as 
a marker for loss of control.

Urine test can be done using strip or tablets.
Strips can be for glucose or for glucose and acetone ^.

Procedure using strips:
The strip is dipped into the stream of urine or into a specimen the patient 
has just passed. The excess urine is shaken off and the strip is left in air 
(the test is based on glucose oxidation reaction). A waiting time 
(according to the instruction in the leaflet) is required and the developed 
color is matched against the colour printed on the strips’ container. 
Pharmacists should check that

the patient used fresh urine (to reflect BG level at the time of 
the sample) the morning urine should be emptied half an hour 
before the time to do the test, then after half-an-hour, a urine 
sample is taken for the test.

a) A normal level is around 10 mmol/L, varies between patients and with age (higher in elderly and lower during 
pregnancy)

b) Patients are supposed to check for ketones whenever the BG concentration is >  14 mmol/L. The test is based 
on the interaction o f  N a nitroprusside (colw less) with ketones to produce color change.
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Procedure using tablets
Urine is collected in a clean container. From this urine, 5 drops (using 
dropper) are withdrawn, placed in a test tube, followed by 10 drops of 
water and 1 of the tablets used to test. An effervescent reaction occurs 
after 15 sec. The tube should be shaken gently.
The resulting colour in the test tube is matched with the colour on the 
chart provided which ranges from blue through green, to orange. The 
tablet contains blue copper sulphate which is reduced in the presence of 
glucose to red copper oxide.
Pharmacists should be aware

that this test is sensitive to other reducing agents (gives false + 
results) like fructose (in honey or grapes), some drugs (large 
amounts of ascorbic acid and salicylates like aspirin) in addition 
to the glucoronide metabolite of some drugs.
For border- line results. Glucose Tolerance Test (GTT) will be 
required as clear cut

Associated Complications with diabetes
Acute Hypoglycaemia

Hyperglycaemic Ketoacidosis - Nonketotic hyperglycaemia
Hypertension

Long term Retinopathy - Neuropathy - Nephropathy
Heart attack - Atherosclerosis - Stroke - Peripheral vascular disease
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Ilypogfycaem ia  * In non-diabetic
Blood glucose level can never decrease below 3.5 mmol/L, 
because the natural control system in the body will respond: 
4> stop insulin secretion and release glucagon.

the person starts to feel hungry and food intake will raise the 
blood glucose as it should be.

Thus endogenous insulin will be stopped by this natural mechanism. 
In diabetic patients
If glucose level is controlled by insulin or sulphonylurea, their 
effects in stimulating insulin release once started in the body 
can not be stopped and consequently blood glucose will drop 
further until the patient gets a source of carbohydrates.

Headache
Seizures epileptic fit 

Nervousness 
Visual disturbance

Stomach pain 
I Tingling around the lips

Coma & Convulsions
Irritability & confusion neuroglvcopenia ̂   -------- Hungry / looking pale
Crisis of cry and laugh " ' '—  Unexpected behaviour

Symptoms due to

Facial flushing -------  autonomic stimulation Tremor
Profuse sweating ^  Tachycardia & Palpitations

a) Decrease in plasma glucose level (< 2.5 mmcM.). Hypoglycaemia caused by tablets seems to be more dangerous 
because it can be recurrent as the tablets efiect lasts for 24 hours or more. I f  it happens, attention should be given 
to the patient for 24 - 48 hour and diet pattern & therapy should be discussed with the doctor.

b) Can be misdiagnosed as confosion or dementia in elderly
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It is important to advise that
if hypoglycaOTiia happens at night, patients can be woken up by symptoms. They 
should be advised to have an early morning blood glucose test to check 
hypoglycaemia. If patients have been using insulin for 15 - 20 years, warning 
signs of hypoglycaemia can become less noticeable.

Causes
Beside insulin & sulphonylurea.
Exercise If doing unexpected exercise or more than usual with no

compensatory carbohydrate intake 
Food Improper adjustment of mealtime (eating later than usual), delay /

omission of a meal or eating insufficient carbohydrate.
Medicine Anti-iheumatic, aspirin& others enhance eflfect of oral hypoglycaemics.
Alcohol Excess intake can overload liver capacity and the liver production of

glucose stops.
Health problem Makes the patient eat less than usual.

Management & Treatment
If mild half can of juice (not diet) * or 1 - 2 spoonful of honey or 2 -

3 teaspoonful of sugar or 3 - 4 candy (sweat) . If symptoms 
do not disappear after 5 min another dose is given.

If moderate SC glucagon + oral glucose
(Oral glucose should be given because glucagon takes 20 min 
to work. It stimulates hepatic glycogen to be metabolised to 
glucose) if glucagon has not been effective after 20 min, IV 
glucose should be given.

If severe IV glucose (if in doubt of the diagnosis, it will not do any harm)

a) D iet drinks containing artificial sweeteners rather than sugar are useless.
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Hyperglycaemic ketoacidosis One of the complications which can develop in Type
I (used also for its diagnosis).

Causes
lack of insulin: can be due to omission of insulin dose or inadequate insulin

because of infection or acute illness....
Drugs: like adrenaline, corticosteroids, diuretics, diazoxide, heparin, clonidine, H;

antagonists, oral contraceptives, salbutamol, phenytoin, morphine. 
Symptoms Thirst T achycardia

Vomiting Hypotension
Dehydration Hyperventilation
Polyuria weakness

Ketosis (the breath smells acetone)
Treatment Hospital case for fluid / electrolyte correction & insulin therapy

TVon ketotic hyperglycaemia 
Causes
In Type II, there is sufficient insulin to prevent complications that can be caused 
by lack of insulin (seen in ketotic hyperglycaemia) however not enough for 
complete utilization of glucose. At high glucose level (as high as 50 mmol/L), 
severe hyperglycaemia can develop leading to high serum osmolality and severe 
dehydration (minimal acidosis can occur but there is no ketosis).
Symptoms Extensive thirst

Increased frequency of micturation 
Cramp

Treatment Close monitoring of blood glucose, rehydration with
hypotonic saline and IV infusion of insulin in hospital will be 
required. Once the case is controlled, the patient can continue 
with the usual diet / tablet regimen.
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H yp erten sio n  -  therosclerosis Hypertension is more common in diabetic than non
diabetic (may occur in 50% of obese Type II 
diabetics).
Cerebrovascular - cardiovascular and peripheral 
vascular myocardial infarction is 3-5 times more 
common in diabetes. Stroke is twice as common. 
Hypertension should be treated vigorously 

For both types of diabetes, patients are at higher risk of earlier onset and more severe 
atherosclerosis in large vessels than non-diabetic *. Diabetics seem to be more sensitive to 
atherosclerosis causing 6ctors; smoking  ̂- hypertension - hyperlipidaemia. Control of 
BG level will not help in stopping the progress of large vessels disease, however it can 
correct lipid abnormalities. Proteinuria & microalbuminuria are associated with a further 
3-fold increase in risk of atherosclerosis.

Pharmacist should be aware that
blood pressure should be kept at or below 140/ 90 mmHg (160/90 mmHg is 
acceptable for over 70 years) otherwise, vigorous treatment of hypertension is 
necessary. If not, the risk of neuropathy & cardiovascular diseases is higher. If 
not, the risk of large blood vessels or arteries hardening is higher, and increases 
if the patient smokes or is over-weight. This can result in heart attacks, strokes 
and poor circulation in the legs.

Pharmacists (non-smoker), are well situated in the community to have a contributory 
role in advising diabetic fo r  smoking cessation . Type I diabetic will need insulin dose 

adjustment in case o f any change in smoking habits

a) More than h a lf o f  deatii in younger than 40  years old diabetic is caused by heart disease and stroke.
b) N icotine stimulates die release o f  hormones which antagonise die action o f  insulin. Moreover, because o f  its 

vasoccxistriction effect, it decreases the rate o f  absorption o f  SC insulin.
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Initial weight reduction, increase exercise, restrict salt & alcohol intake. If
treatment initial treatment fails, antihypertensives which to some extent do not

interfere with diabetes are used. This includes:
« Blockers 
ACE inhibitors 
Cardio-selective B-blockers 
Low-dose thiazides diuretics 
Ca-channel blockers 

Although the above are not contraindicated for diabetes, their metabolic effects 
should be seriously considered:

with «-Blockers development of postural hypotension will
need to be monitored,

cardio-selective high doses may mask hypoglycaemia 
B-blockers and cause impotence,

ACE inhibitors renal function and serum K+concentration
will need to be monitored,

thiazides diuretics high doses may cause hypokalaemia & 
increase BG.

Mind that
concomitant diseases like myocardial ischaemia or congestive heart 
failure should be considered in anti-hypertensive selection, “out of all 
the antihypertensive drugs, Ca-channel blockers and ACE inhibitors may 
have the most desirable pharmacological profiles in diabetic patients”.
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D islip idaem ia  Uncontrolled diabetes can aggravate lipid abnormalities:
increase in serum triglycerides 
increase in LDL-cholesterol 
decrease in HDL-cholesterol 

Treatment Pharmacists should not recommend treatment.
Treatment of hyperlipidaemia in diabetic has the same 
protocol as in non-diabetic: “dietary and life style modification 
(correction of obesity) should be tried for 6 months before the 
consideration of drug therapy".

•  Therapy will depend on the pattern of lipid abnormality within 
individual patients. The basis of treatment are Fibric acid 
derivatives & HMG - CoA reductase inhibitors.

•  Anion exchange resins are rarely appropriate as they may 
aggravate hypertriglyceridaemia.

Serious complications because of diabetes
Beside acute problems that can develop such as hypoglycaemia or ketoacidosis, long 
term potentially serious complications can develop because of the diabetes effects on

the eye peripheral nerves
kidneys skin

sexual potency arteries 
feet

Pharmacists are well placed in the community to educate diabetics about their disease. 
Customers always seek their advice and trust it. It is immensely necessary to advise 

about the importance of BG control to prevent these complications from happening.
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RETINOPATHY-NEPHROPATHY-NEUROPATHY 
often highlighted as being major complications of diabetes

Retinopathy Blindness is common but preventable ?
It can affect ~ 60% of Type II (and almost 10% of them will become 
blind) and 15 - 30% of Type I.

Nearly 40% of diabetics will have developed some degree of 
retinopathy within 10 years of diagnosis of their diabetes (that is if 
diabetes wasn’t diagnosed initially by the presence of retinopathy).

It is the blood vessels supplying the retina which are mainly affected by 
diabetes. When this happens small blisters or micro-aneurysms develop 
and burst resulting in tiny haemorrhages. Blood vessels may leak and 
fluids collect at the surface of the eye forming hard exudates. If the 
case worsens, it can lead to vitreous haemorrhage “ which can 
seriously affect the sight. Treatment can be achieved by laser * which 
aims to remove the hard exudates and to prevent blood vessels from 
growing.

Pharmacists should be aware that
because retinopathy is asymptomatic at the early stage, and microchange in 
visual function can happen when the patient is not aware, patients should 

_______ then be advised to have fundoscopy & routine eye tests (at least once a year).
a) Vitreous haemofTfaage;(new blood vessels develop when the body tries to improve the blood supply and because 

they are fragile, they can break and bleed extensively)
b) The optician 1' identifrcs the affected part of the retina (using pupil dilator and camera) then treats it with laser 

which is not painful but frie patient should expect several hundred of flashes and bright light during the use of
laser and blurred vision fi)r the next 24 - 48 hours. Each eye could need several sessions
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Other complications can afifect the eye:
Eye blurring

It is a temporary problem (should clear up in a few months) and does not need any 
treatment. It starts when diabetes was developing and the lenses of the eye 
dehydrated. It can start at the 1st time of using insulin or oral-hypoglycaemics. 
The patient if needing new eye-glasses, should wait until blurring disappears.

Cataracts
More likely to develop with patients having diabetes for a long time. The lens of 
the eye becomes opaque and interferes with the transmission of the light to the 
back of the eye (particularly at bright sunlight) and an operation will be required 
to replace the affected lens with a plastic one under local anaesthesia.

Maculopathy
Affects few elderly patients. It is a serious form of retinopathy caused by the 
reduced blood supply to the macula (the central part of the retina which enables 
to see colours and fine detail). Thus when affected, it affects seriously patients’ 
ability to perceive colour and fine detail. Laser treatment is not successful.

Ruheosis iridis
Is new vessel formation in the iris. It occurs late and can lead to Glaucoma.

N?phropathy It occurs in up to 40% of Type I within 10-15 years of diagnosis.
25% of diabetics under 30 years old who die is due to renal failure. 
However, improved glycaemic control can reduce Hyperfiltration and
prevent or delay the abnormality or its progression *.

Control of BG level can help in slowing progress to end-stage renal failure.

a) Recent research stated (BMJ 1991, 303: 81) “captopdl postpones kidney {M'oblenns in normotensive insulin 
dependent diabetics widi persistent microalbuminuria".
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Pharmacists should be aware that
•  because its onset is asymptomatic, patient should advised for routine 

check for renal function. Urine sample should be checked for urea / 
electrolytes regularly, creatinine clearance and albuminuria.

•  effect of reduced renal function on patients medication should be 
considered; Sulphonylureas with a long half-life or with active 
metabolites should be avoided. Tolbutamide can be a good choice in 
patients with renal impairment. Drugs affected by renal reduced function 
and those which can cause nephrotoxicity (like frusemide. 
Cephalosporin) should be avoided.

•  diabetics with 26-250 ug/min microalbuminuria are 20 times more 
likely to develop clinical proteinuria and renal failure over the next 10- 
15 years then those with normal albumin excretion (< 1-12 ug/min). 
When microalbuminuria is raised, proteinuria should be measured in the 
24 hr urine at least once a year. Proteinuria in diabetes is usually 
moderate (1 to 3 g/24 hr).

•  Clinical renal abnormality can be detected by Microalbuminuria, 
hyperfiltration (increased glomerular filtration rate) and kidney 
Hypertrophy.

Other complications which can afifect the kidneys:
Glomerular filtration process can be damaged because of diabetes, allowing the passage of
protein albumin to the urine (albuminuria) *.
Advise the patient that:

•  urine sample should always be checked for the presence of protein, 
minding that similar positive result can be obtained in case of urinary 
infection.

a) The possibility of a nepfarotic syndrome should be investigated in patients with values exceeding 3 to 4 g/24 hr. 
The appearance of permanent proteinuria indicates the start of progressive renal impairment with the 
development of renal &ilure within an average of 7 years.
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•  whenever detected in urine, there is possibility of more serious kidney 
damage - even kidney failure in the long term - and serious follow-up is 
necessary,

•  because of kidney involvement in blood pressure control, proteinuria 
will be expected to be accompanied by hypertension and so, treating 
hypertension can slow down diabetes damaging effect on the kidneys.

N^europathy Ischemia and altered cellular Na ’ permeability have been suggested to
be the cause. It is the damage of the nerve because of diabetes.
The consequence of damage will depend on the type of nerve affected. 
Diabetes can affect the blood supply (as in the effect on the eyes and 
kidneys), or can have direct effect on the nerves themselves.
Diabetes can affect motor, sensory & autonomic nerves.

If diabetes affects motor nerves (responsible of the transmittance of the message 
from the brain to muscles to contract):
4> the activity of small muscle in the feet can be lost and the toes become clawed 
and stick upwards.
If diabetes affects sensory nerves (responsible of the transmittance of the message 
from the brain when detecting pain, heat etc..
4> sensory loss, mainly in legs. It can make the feet very sensitive and even 
painful at 1 ’* then they become numb and unable to feel any kind of sensation 
including pain.
If diabetes affects autonomic nerves, which is relatively uncommon and can be 
improved by treatment
'=£> experience of chronic constipation or diarrhoea, nocturnal diarrhoea, 
occasional persisting vomiting, urinary retention, postural hypotension, 
tachycardia and impotence.
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E f f e c t  on the feet Foot problems are frequently preventable, however if not
carefully considered, they can be the major cause of 
morbidity. The major contributing factors for foot problems 
are: peripheral neuropathy (reduced or absent pain sensation), 
peripheral vascular disease, infection (diabetics have decreased 
resistance to infection) and reduced blood supply (ischaemia) 
which delays wound healing. Evidence of neuropathy or 
vascular disease highly increases the risk of foot ulceration * 
(usually painless).

Sensory neuropathy causes reduced sensation, so the foot becomes less sensitive 
to pain & temperature. Accidental injuries, infection or traumas to the foot are not 
felt and may not be seen to until irreversible damage has occurred.
Autonomic neuropathy can impair normal sweating mechanism leading to dry 
skin which cracks easily, providing a route for infection and ulceration.

The every day check up of the feet for any cuts, wounds, injuries or infection is 
extremely recommended. Before the bath, water temperature should be checked up with 
the hands (the feet can be burned without feeling) and the feet should never be exposed 

in front of a heater (the toes can be toasted without feeling).

It seems, there is no effective treatment for neuropathy when it happens so it is 
worthwhile to prevent by maintaining good glycaemic control.

a) Pus, infection, oedema, odor, erythema...
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Other changes which can happen to the feet because of diabetes: 
Dryness

The skin loses its natural moisture and consequently elasticity,
4> more susceptible for corns, calluses formation or fissures development at the edges of 
the feet. Patients should be advised to use moisturizers, never use pumice stones, nail files 
or chemicals to remove dead skin (should be done by professional after been seen by the 
doctor) and never use chemicals, remedies or plasters to remove corns or calluses - never 
try to cut them off, they can easily be injured.

Poor blood supply 
Narrowing of blood vessels, restricted circulation =€> delays wound healing,

4> the foot becomes less able to cope with cold, infection, injury .. etc and is more 
susceptible to the other changes.

Changes in the shape o f the feet 
It happens after having diabetes over a long period as a result of changes in the fatty pad 
under the ball of the feet.

the bones may become more prominent 
=T> the front part of the foot may spread and the toes claw 
4> pain can be felt at the heel of the feet
■=T> risk of lower limb amputations in patients with Type II is 20 fold higher than 

in non-diabetic.

Prophylaxis will be much easier than treatment
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Pharmacists
have a great role in educating diabetics about foot care - but they should not 
recommend treatment for diabetic foot problems. Remember to advise your 
patient that a minor traumatic lesion, if not treated, can become infected, form 
ulcers, deteriorate and lead to amputation. If any changes are noticed in the feet, 
don't try to help them (kerratolytics are completely avoided, they can destroy the 
epithelium leading to lesion. So the best is to have them referred to the doctor. 
They should be aware that if the patient notices any change in the feet, they should 
refer to the doctor.

Warn the patient that
•  foot should be checked daily for redness, swelling or sores by the patient and in 

every visit to the doctor,
•  the nails should be cut straight across (not too short and not down to each side),
•  corns and calluses are best left until seen by a professional to have them removed 

(protective pads can be used for the affected areas),
•  any signs of ulceration will need to be checked by the doctor.

To avoid injury or trauma, 
the patient should avoid * ill-fitting shoes,

* walking bare feet
* use kerratolytics
* incorrect cutting of toenails
* expose the feet to heat
* using files or pumice stones on calluses
* using com plasters to treat com. 

Amputation & gangrene can be preventable
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Give special advise for foot care........
the feet should be checked daify for change of color, smell, 
swelling of foot, sores, cracks, corns or calluses. Any white 
or damp areas between the toes should be noticed, and if 
any, surgical alcohol can be applied (if not bleeding) or 
otherwise liquid antiseptic,

•  the feet should be washed daily with warm water & soft soap - avoid 
soaking for long time otherwise the natural oils of the skin will be 
removed,

•  keep between toes always dry, but feet should not get dry and 
cracked (moisturizers are efficient for that but not between toes),

•  never walk bare feet at home,
•  signs of athlete’s foot should be noticed, and if any, surgical alcohol 

can be applied, and if not improved, anti-fungal powder or spray can 
be then used,

•  exercise and walk are recommended as they improve the
peripheral circulation. ___________________

What about socks ?

* should be dry,

* not to be left in the shoes but exposed to air to be dried 
before used again,

* wool socks are better for winter and cotton in summer.
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H^at about shoes ?

* ahvays dry at the inside,
* flexible - smooth leather,
* always checked from the inside for any protrusion or dust,
* well fitting; not tight - not loose - wide front, wide heel
* shoes worn in the morning should not be used for the 
evening (to change points o f pressure on the feet).

Other complications due to diabetes

S ex u a l potency Beside that normal erection is affected by psychological aspects, 
diabetes can affect the blood supply as well as the nerve involved for 
normal erection *. In all cases, sexual impotence can be treated. 
However, sometimes because of patients’ embarrassment, or because 
they belief that it is normal at their age, they don’t discuss it with the 
pharmacist or the doctor and so they ignore the availability of treatment

S k in  Damage of small blood vessels can occur resulting in reddening and
thinning of the skin over the lower shin bones (necrobiosis lipoidica). 
No effective treatment is available.

Many o f  these complications * while can be avoided or lessened by proper management
o f the condition, once they start, it will be a bit late to advise about it or to treat.

a) Nonnal erection usually depends upon a good supply of blood to the penis and / or an intact nerve supply to 
constrict the veins so preventing the blood from leaving the penis and hence the erection sustained and done 
normally.

b) They are rarely seen < 10 years after the start of diabetes but by 30 yeras, over 50% may be experiencing 
complicatioas. Extent of complications depend on age of diabetes, smoking, hypertension, extent of BG control, 
micro-albuminaemia and sex.
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Use of other medicines by the diabetics
Previous study conducted with diabetics in Alexandria to investigate patients’ understanding 
for medicines they use, revealed that they are on drugs other than for their diabetes.

Pharmacists
have an immense role in checking the effect of other medicines taken / used by 
diabetics on glycaemic control, risk of hypo/hyperglycaemia, complications 
associated with diabetes, kinetics (absorption, metabolism, secretion, utilization 
of insulin, glucagon, glucose, proteins & lipids) and that the benefits of the drug 
outweigh the risks associated with metabolic disturbances. Pharmacists should 
bear in mind that drugs used by patients in Egypt are not always on prescription 
and most often the patient finds out about the drug from a friend or a neighbour.

Drugs supposed to be on prescription only and have 
hypoglycaemic effect:

B-Blockers The action of catecholamines on increasing gluconeogenesis in
response to hypoglycaemia is blocked by B-blockers and 
hence hypoglycaemia is prolonged.
The warning signs of hypoglycaemia induced by adrenaline 
(tremor, tachycardia) are masked and thus the patient may not 
realize hypoglycaemia.

Salicylates & Probably because of their enhancing effect on B-cell
other NSAIDs sensitivity to glucose, hypoglycaemia can occur. Only of

concern with type II diabetics where B-cells are functioning.
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Uricosurics Sulphinpyrazone enhances effect of sulphonylureas.

Mebendazole Probably due to stimulation of insulin secretion, mebendazole 
has potential hypoglycaemic effect in Type I and not II.

Antibacterials Chloramphenicol, co-trimoxazole, 4-quinolones, sulphonamides 
and trimethoprim enhance* effect of sulphonylureas.

Antifungals Fluconazole and miconazole increase plasma concentrations of 
sulphonylureas.

Ulcer-healing Cimetedine inhibits renal excretion of metformin (increased
Drugs plasma-metformin concentration); cimetedine and ranitidine 

enhance hypoglycaemic effect of sulphonylureas.

Others Clofibrate, ACE inhibitors, tetracycline, pyridoxin. MAOI’s, 
lithium & theophylline affect Type II and calcium affects 
Type I.

a) Rifamycins reduce effects of sulphonylureas.
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hyperglycaemic effect:

Adrenaline Possibly, due to its effect in increasing insulin secretion, Type 
I diabetics exhibit an enhanced glycaemic response to 
adrenaline.

Corticosteroids Patients, especially Type I diabetics, should have close BG 
control when they are on a corticosteroid therapy.
The mechanisms by which they cause hyperglycaemia are 
unclear but include (decreased peripheral glucose utilisation, 
increased hepatic glucose output, increased insulin resistance).

Oral
Contraceptives

While it is not evident that their use can increase the risk 
of developing diabetes in non-diabetics, they have adverse 
effects on the glycaemic control of diabetics .

Antipsychotics Phenothiazines possibly antagonise hypoglycaemic effect of 
sulphonylureas.

A ntihypertensrve Hypoglycaemic effect is antagonised by diazoxide.

Salbutamol IV salbutamol with diabetics has been reported to cause 
ketoacidosis.

Phenytoin May impair glucose tolerance by inhibiting insulin secretion. 
Plasma-phenytoin concentration transiently increased by 
tolbutamide (possibility of toxicity).



The P harm acist’s Booklet: to keep in your poket W hat to  advise about diabetes? H anan B Sokar-T odd

Diuretics As stated before, thiazides induce potassium loss which 
inhibits insulin release (they can cause also impotence). This 
can be overcome by monitoring and correcting potassium 
level. The effect of Thiazides and related diuretics on 
glycaemic control is greater than loops and these have greater 
effect than the K-sparing diuretics. While the mechanisms 
are unclear, they include inhibition of insulin secretion or 
a decreased sensitivity to insulin and direct stimulation of 
glucagon secretion. The effect is related to the dose and the 
time of using the diuretics (can be after 2-3 years).

effect on glucose tolerance

Ca-Channel
Blockers

Nifedipine may occasionally impair glucose tolerance.

Lithium may occasionally impair glucose tolerance.

Clofibrate may improve glucose tolerance

Over The Counter medicines (OTC) for diabetics:

Sugar containing 
medicines

In liquid preparation, whether the sugar is used as 
preservative or as sweetener (like in cough & cold 
preparation), because they are supposed to be used for short
limited period, not essential to be excluded for diabetics.
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However, long term treatment are of concern especially if the 
patient is on a low calorie diet or with poorly controlled 
diabetes.
In case of tablets (sugar coating tablets), because of the 
very small amount of sugar usually used, not essential to be 
excluded for diabetics.

Whenever, sugar-free substitutes can be used, pharmacists should recommend.

Vitamin C Beside the fact that Vit C can cause both increase & decrease
in BG concentration, it can interfere with some urine testing 
kits.
Pharmacists should advise on its use especially with those who 
take it in very large doses believing it has protecting action 
against cold.

Sympathomimetics e.g. pseudoephedrine, commonly sold for nasal congestion. 
Caution should be taken with diabetics because hypertension 
is a common problem in diabetics. As reported, parenteral 
ephedrine (but not oral or nasal) had been established to 
increase BG concentrations.
Oral treatment is not advised but nasal can be considered safe. 
It is the pharmacists role to check that the patient can use nasal 
drops correctly.

Aspirin & Because of the aspirin effect in causing hypoglycaemia
Pain killers ("minimal effect), and azapropazone, phenylbutazone effect

in enhancing the effects of sulphonylureas, safer pain 
killer like paracetamol or ibuprofen can be used.
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Antihistamines
Depressed thrombocyte count with concomitant use of oral 
antidiabetics and ketotifen

Gastro-intestinal
medicines

Pharmacists should always remember that some of 
oral hypoglycaemic (sulphonylurea & metformin) have GI side 
effects and patients will ask for an OTC medication for a GI 
problem without being aWare that this is because of the 
hypoglycaemic used side effect.

diarrhoea and other GI problems can affect 
diabetes control very quickly because of 
fluid loss especially if accompanied by 
vomiting. Fluid replacement by Oral 
Rehydration Therapy (ORT) is the main 
treatment.

The presence of glucose in ORT should not stop diabetics 
taking it but need to be substracted from the daily intake.

Patient with Type I should continue taking 
insulin, and an increase in the dose, 
depending on the monitoring result, might 
be required.
many are sugar-free but others are not. 
When used in large quantities, can affect 
diabetic control.

Antacids

Alcohol Overuse can suppress glucose production by the liver causing 
hypoglycaemia.
Flushing with chlorpropamide.
Risk of lactic acidosis with metformin.



The Pharmacist’s Booklet: to keep in your poket W hat to advise about diabetes? Hanan B Sokar-Todd

Pharmacists should not recommend products for
CYSTITIS Products for cystitis should not be

recommended for diabetics over the counter 
because diabetes is associated with a wide 
variety of infections and inflammatory 
disorders that can affect the genito-urinary 
system increasing the risk of renal 
complications. The patient should be 
referred to the doctor with recent glucose 
monitoring results.

Recurrent cystitis accompanied by thirst, hunger, loss of weight, 
frequent urination needs to be referred.

FOOT CARE Foot care products should not be sold over-
the-counter or recommended by pharmacist 
for diabetics. Not only that, but pharmacists 
should always check that the user of com 
plasters is not diabetic.

Thank you for reading the booklet 

R c itlC I tlb c ï' ,  the diabetic needs your care ....

pharmaceutical care
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