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ABSTRACT

A total of 1,052 URTI patiénts\was-studied, 536 in two hospitals and 316 in ten
pharmacies. Patients’ most, comgon symptoms were cough (73%), feyer (65%);,. sore
throat (63%), and zunity \nose {58%). Most URTI patients attending the hospitals were
dispensed ‘antibiotics, (86%) and analgh%ic (82%). In. the pharmacies 67% of patients
received antibigtics. Amoxicillin was disﬁer‘lsed to 778% and 504% of patients from
hospitals and pharmacies, respectively. In pharinacies 64% of medicines supplied were
cOmbinations that comprised analgesics, antihistamines, decongestants, and cough
suppressants. Generally only 2;3 days medicine was supplied through pharmacies but
7 days through hospitals, Antibictics were supplied for 5.6 days at hospitals and 2.9 days
by pharmacies (p</0.001). Medicine costs in the hospitals were double those of the
pharmacies, (average 106 baht and 47 baht, respectively) (p <0.001). A total of 388
patierits \(36.9%) feported their outcomes by postcard Clinical outcomes of treatments
and the health status after treatment in the hospitals and pharmacies were not different.
There were different humanistic outcomes with patients indicating greater satisfaction
with the pharmacies in terms of convenience, time spent, and advice given.
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INTRODUCTION

Upper respiratory tract infections (URTISs)
are considered the most prevalent common disease
worldwide. Most people suffer from URTIs
annually. At the family level, 75% of adults suffer
from one or more respiratory infections in a year
(Fry and Sandler, 1993). Chronic sinusitis, otitis
media, lower resp?’ratory tract infections with
prolonged illness and abnormal physical chest
signs were the most common complications. Due
to their high frequency, risks of related
complications, work absenteeism, and the direct
and indirect costs related to them, URTISs represent
a significant health problem.

Most of the common URTI symptoms are
relatively benign and self-limiting. Treatment is
symptomatic ‘and targeted at the bothersome
symptoms. Symptoms caused by URTT typically
last one to two weeks, and mest patients-will feel
much better within the”first week' (Gonzales et al,,
2001). Appropriate-treatment/ can prevent serious
complications.” Symptomatic treatment to relieve
discomfort with advice on self-care remedies should
bé“encouraged. Patients should be givenan
expldnation, of the possible side ‘effects” with
appropriate’ precautions. They should be told the
signs and symptoms that might indicate their
conditions were wersenifig and\that a physician
should be corsilted,

[n"Thailand, medicines for respiratory
problems wete reported to be the best selling
products through drugstores (Charoenvisuthiwong,
1998). Many countries spend 30-40% of their health
care budgets on drugs, and much of that money is
wasted on irrational drug use and inefficiencies in
procurement and distribution. Other serious drug
use problems faced by health-care organizations
include the overuse of antibiotics, increasing levels

of anti-microbial resistance and increasing rates.

of adverse drug reactions (INRUD, 2002). The
emergence of antibiotic resistance is considered to
be primarily due to excessive and often unnecessary
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~use of antibiotics (Rao, 1996). A study of the use
of anti-bacterial internationally showed that most,
approximately three-quarters, was used in the
treatment of respiratory tract infections (Carrie
and Zhanel, 1999). Antibiotics may reduce return
visits for patients with bronchitis and sinusitis,
but not for patients with other respiratory illnesses
(URTIs, pharyngitis, otitis media, or cough) (Pan
et al, 2000) Antibiotics can be supplied legally
by pharmacists in Thailand through their
pharmacies. The valué“f| antibiotics supplied
through pharmacies”was 765 million baht in 1994
(Sirinavin, 1995). The majority of patients with URTI
did nob benefitffom antibiotics. Colds, URTIs and
bronchifis represent a set of infections that have
a viral etiology in the vast majority\ (>90%) of
cases (Kaiser et al, 1996). Most sore: throats are
due to viral upper respiratory, tract infections. Group
A b‘fta—haemolytic streptococci(GABHS), the only
common cause of sore thrgat warranting antibiotics,
is cultufed in-5'17% of adults with sore throat
(Linder (and ‘Stafford, 2001). There is no need to
prescribe’ or supply antibiotics to those patients
who are considered non-risk patients. At least 60
million baht is estimated to be wasted each year
in Thailand treating viral pharyngitis (Leelarasamee,
2002). Thirty percent of patients with acute otitis
media have prestimed viral etiology and do not
require antibiotic therapy (McCracken, 1994). In
community-acquired sinusitis, only 60% of sinus
aspirates yielded bacteria. The sinus was involved
in at least 25% of natural rhinovirus infections.
Influenza virus and parainfluenza virus are
infrequently isolated (Poole, 1999).
Understanding the cause of various
respiratory tract infections enables primary care
providers to avoid unnecessary antibiotic use,
decreasing adverse effects owing to medications
and preventing the rise in anti-microbial resistance
(Wei and Norwood, 2001). The primary care
provider needs to identify those patients with URTIs
who require specific anti-microbial therapy. In most
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cases this can be accomplished by considering the
epidemiologic setting, the history, and the physical
findings, plus the results of a few readily available
laboratory tests (Bisno, 2001). The criteria for
differentiating between viral and bacterial infections,
and the protdcol for prescribing antibiotics are
given in the Thai Standard Guidelines for the
treatment of respiratory tract infections (FDA, 1997).

Thirty percent of symptoms reported at
general practitioner (GP) consultations were upper
respiratory (Fry, 1993), and this was similar in
pharmacies (Smith, 1993) where members of the
public often ask advice about their symptoms
(Blenkinsopp and Paxton, 1998). The most
frequently stated advantages of using a pharmacy
for advice on health matters were reported by
Ghalamkali et al. (1997) that 77% of the \clients
said that there was no need to hother'itie doctor,
71 % of the clients said-that(fio\appeintnenttwas
needed. About 65% of the, clients expressed that
it was very convenient, and-56% of them spur of
the moment visits were possible.

No evaluation of the effectiveness of the
treatment offered by community pharmacists\to
patients with URTI symptoms has beer undertaken.
Neither has been there any comparisor of the
treatments offered by pharmagcists-in community
pharmacies with the treatments-offered by physicians
based-in-hospital outpatient departments. This
descriptive study-of URTI treatments in community
pharmacies-and hospitals will be compared in terms
of drug therapies and outcome measurements.

The objectives of this study were aimed to
compare treatments for upper respiratory tract in-
fections (URTIs) in terms of drug therapies, costs and
outcomes in community pharmacies and hospitals.

METHODS

A cross-sectional survey of URTI treatments
was undertaken in two hospital outpatient
departments and ten community pharmacies in
Mahasarakham province. The province is located
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in the central part of northeast Thailand. A pilot
study was conducted in order to develop patient
medication records (PMRs) and an appropriate

. questionnaire for use in the main study. PMR was

developed for recording the patient data, past
medical history, current medications, signs and
symptoms, duration of illness, treatment, advice,
cost of medicines, and other relevant information.
The questionnaire was developed {or obtaining
information of socio-econdmic) health behavior,
and patient satisfaction.

Data collection from the total of 90 URTI
patients was-conducted in the general hospital (30
cases) cand\60cases from the two community
pharmacies (30 cases from each pharmacy). Validity
and reliability tests were performed; Patient
questionnaires were sent to experts(physicians and
pharmacists) for comment afid adjustment in order
to best achieve the intended purpose. Cronbach’s
alpha coefficient was used/to determine the internal
consistency \of\the items with each of the devised
factors. The ‘refiability coefficient was 0.7688.

The proportion of URTI patients in the pilot

study period was used to calculate the sample

size for the main study. The number of cases having
URTI symptoms represented 20.2% of the
outpatients attending the hospital and represented
204%"of those visiting the pharmacies. It was
calculated that a sample size of 492 patients per
group was required in order to obtain a confidence
level of 95% at five percentage points of absolute
precision (Lwanga and Lemeshow, 1991). A quota
sampling method was conducted to recruit ‘the
study population from two hospitals and ten
community pharmacies. That is a total of 1,000 URTIs
patients was required as the study population, 500
patients from community pharmacies (50 patients
from each pharmacy) and 500 patients from hospitals
(250 patients from each hospital). Every patient
presenting with URTIs during the data collection
period (March-August 2000) at the two hospitals
and the ten community pharmacies was included.



60 Osiri and Richards

Patient medication records (PMRs) were
completed” by trained personnel and interview
questionnaires were used to obtain patient data
immediately after they had received their medicines.
Their parents supplied data obtained from young
patients, under 15 years old. After the patients
had been interviewed, they were requested to send
back the stamped and addressed postcard follow-
up questionnaires in two weeks. This was to obtain
information on patient outcomes and satisfaction.
Non-respondents were further followed up by
telephone.

The treatment outcomes were compared by
evaluating the patient’s perception of symptoms
resolved after two weeks. Four levels of outcome
were assessed as/completely resolved’, ‘partially
resolved’, ‘no éhange’, or ‘worse. than before
treatment’. Health status measures \for \common
symptoms were self-adfinistered by the patient
and had a five-pgint scaleThis was ‘great’ = 5,
‘very well’ = 4;"0okay’ =\3, ‘not very well’ = 2, and
‘very bad’ =1l |Patient’s health status before and
afte? (reatrment was measured. Patients’ perceptions
of satisfaction acknowledged by the URTT\patients
were assessed{f{n terms of general patient satisfaction
plus five aspects of satisfaction of services in the
following areas; comnveniérice, confidence in the
practitiefier,) time, spent, advice received, and
payment. Four estimates of satisfaction were used
to avoid the fespondent opting for the central and
neutral position. These levels of satisfaction were
‘very satisfied’ = 4, ‘satisfied’ = 3, ‘dissatisfied’ = 2,
and ‘very dissatisfied’ = 1.

The data collected were analyzed using SPSS
for Windows version 9.0. Statistical analysis
consisted of descriptive statistics: percentage, mean
and standard deviation. Chi-square tests were used
to calculate the differences between percentage of
each category and t-tests for differences between
means. Multivariate logistic regression was used
to analyse the relationship between patient’s
characteristics and the outcomes. The statistically
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significant level was accepted at the P-values equal
to or less than 0.05 (p < 0.05).

RESULTS -

The total population in the study was 1,052
URTI patients, 536 patients in 2 hospitals where
physicians diagnosed and prescribed, and 516
patients in 10 pharmacies. A total of 388 (36.9%)
patient follow-up and satisfaction questionnaires
were returned.

The number of male URTI patients was 491
(46.7%) anddhe numbéz’of female URTI patients
was 561 (533.3%). Patients with URTIs attending
the hospitals were likely to be younger, lower
education level and less income (Table 1).For the
past medical history (PMR) in last _month, the
URTI patients attending the heospitals had <more
diseases than URTIL patients” attending the
phax’ﬁ;lacies (22.8% (and10:5%, respectively). The
health Btatus (15 scales)of URTI patients attending
the hospi.tals was worse than that attending the
pharmacies (mean = 290 and 3.25 respectively,
p-<0.001).

The mean duration of illness was not
different (3.8 and 3.5 days, respectively). Patients’
most common symptoms were cough (73%), fever
(65%), sore throat (63%), and runny nose (58%).
The common symptoms diagnosed were acute
URTI (39%), cold (33%), pharyngitis (17%), tonsillitis
(3.2%), sinusitis (2.8%), laryngitis (2.3%), and otitis
media (1.1%).

Medications

The average number of medicines dispensed
in the hospitals was significantly more than that
of the pharmacies. The medicines dispensed in
pharmacies frequently involved combination forms
(64%) consisting of analgesics, antihistamines,
decongestants, and cough suppressants. The effect
of the greater number of combination products
supplied from the pharmacies resulted in the
patients at the hospitals receiving less different
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Table 1. The demo-sociographics data of URTI patients attending the hospitals and the pharmacies.

Age group (y1s)

<3 103 19.2 3 0.6 106 101 X*=3172
35 101 18.8 13 25 114 108 df=8
6-15 91 17.0 41 79 132 126~ p < 0.001
16 - 25 65 121 241 46.7 306 ~.\29.1
26-35 54 10.1 89 173 143 13.6
36 - 45 40 75 75 14.5 115 109
46 - 55

56 - 65

78\ 4

Not studied ) 7

Primary school 232 65.0 50 105 282 337\ \ df =4
Secondary school 22 6. 43 9.0 65 78  p <0001
Post-secondaryZschool  \36 157\ . 255 53.2 311 372

Graduate 19 53 . 127 26.5 146 175

Government ofﬁcial 16 6.6 V ”55 9 120

X = 2172
Agricultural worker 98 40.7 9 19 107 163 df=7
) Employee 41 w0 9 209 137 196 p <0001
/' Business 8 33 45 9.8 53 76
Housewife 25 104 25 55 50 7.1
Student 43 170 204 . 444 245 350

Others/not identified

i

6,000 195 826 262 571 457 653 X' =846

6,000 - 9,999 8 33 84 18.3 92 131  df=6
10,000 - 19,999 14 58 49 10.7 63 9.0 p‘ < 0.001
20,000 - 29,999 2 08 15 32 17 24
> 30,000

not constant/
not identified

* in the patients 5 years old and over ; ** in the patients over 15 years old.
Bold shows the largest number of each patient characteristic.
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medicines overall than the patients attending the . .decongestant dispensed .at the hospitals was

pharmacies (mean = 3.58 and 3.90, respectively,
p = 0.001). The duration of treatment for medicines
dispensed in the hospitals was normally one week
but in the pharmacies duration of therapy was
significantly shorter, 2-3 days as shown in Table 2.

Table 3 indicates that the pattern of drug
therapies proviaed by the physicians and
pharmacists was significantly different. Antibiotics
and analgesics were frequently dispensed to more
than 80%_ of the URTI patients attending the
hospitals. Pharmacists supplied antibiotics to 67.6%
of URTI patients, and analgesics, antihistamines,
decongestants and cough suppressants were
dispensed to half (50%) of the patients. Amoxicillin
was the mos; common antibiotic dispensgéd to
URTI patients, both at the hospitals (77.6%) and
the pharmacies (50.4%). Almost ali of the analgesic
dispensed at the hospitals Was |paracetamol. At
the pharmacies, othef analgesics-dispensed were
ibuprofen and (mefenamic~acid. Many kinds of
antihistamines were dispensed, both sedative and
non-sedative antihistamines. Almost all of the

pseudoephedrine. The decongestants dispensed at
the pharmacies were pseudoephedrine,
phenylpropanolamine (PPA), and phenylephrine.
Most of the cough suppressant dispensed was
dextromethorphan. Codeine was dispensed to some
of the URTI patients at both hospitals and
pharmacies. Mucolytics dispensed were mainly
bromhexine. Ammonium chlotide, glyceryl
guiacolate (GG), terpine hydiate, and glycerrhiza
were also dispensed in'some expectorant
preparations,

Advice and referfal

The percentages of patients who acknow-
ledged that they had received advice weze more
for the pharmacies (66.5%) than fér ‘the hospitals

[(57.8%, p = 0.009). It was reported that\three patients
p R p

(@.6%) attending the pharmacies-hiad been referred
to’q hospital. Among the JURTI patients attending
the hospitals, ‘eight patients (1.5%) were admitted
to the hospitats.

Tabie 2. Amount of medicines dispensad 4t/the hospitals and the pharmacies.

Item of medicines

Medicines dispensed 1-7 324+097 1-5 258 + 093 11209 <0.001
Combined drugs 1-2 029+046 1-3 078 + 066 13702 <0.001
Total number of medicines 1-9 358+130 1-9 39+186 3421 0.001

Duration of treatment(days)

Antibiotics 15-185 56+21 07-8 29+12 19.837 <0.001
Analgesics 15-12 38+18 07-8 21+08 17.015 <0.001
Antihistamines 15-30 68 + 49 07-10 28+14 3330 <0.001
Decongestants 3-30 84 +59 07-8 25+09 0671 <0.001
Cough suppressants 16-15 52+18 07-8 25+09 0117  <0.001
Mucolytics 3-15 68 + 18 03-67 27 +09 9240 <0.001
Expectorants 15-92 40+ 15 03-8 27+09 0062  <0.001
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Table 3. Therapeutic categories of the medicines dispensed at the hospitals and the pharmacies.

Antibiotics 462 86.2 348 67.6 810 771 X* =437
Amoxicillin 416 77.6 260 504 676 64.3 df =1
Cephalexin 20 37 22 43 42 40 p < 0001
Erythromycin 9 17 6 12 15 14
Cotrimoxazole 3 0.6 34 6.6 37 25
Penicillin 1 02 5 1.0 6 6.6

. Tetracycline - - 4 0.8 4 04
Others * 13 24 17 33 30 29

Analgesics 439 819 275 533 714 67.9 X' =987
Paracetamol 438 817 209 405 647 615 df =1
Ibuprofen 1 0.2 58 107 56 53 p < 0.001
Mefenamic acid - - 11 21 11 11

Antihistamines 190 354 805 59.1 495 47.1 X\=59:1
Chlorpheniramine 58 108 112 217 170 B2\ df=1
Tripolidine 59 11.0 T98 190 157 149 P <0001
Diphenhydramine (7~ 62 1.6 \ 8 16 70 67
Brompheniramine 3 06 53- 102 56 53
Loratidine** 4 0.7 16* 31 20 19
Astemjzolé Tt 3 06 B 29 18 17
Cefirizine*] 1 02 3 06 4 04

Decongestants 76 14.2 258 50.0 334 317 X =1557
Pseudoephedrine 73 3.6 98 19.0 171 16.3 df =1

sf"/PPA 1 0.2 98 190 99 94 p <0001
PPA+Phenylephrine 2 04 59 114 58 58
Phenylephrine < ‘ - 3 06 3 03

Cough suppressants 122 228 248 481 370 352 X =738
Rextromethorphan 102 191 211 409 313 298 df =1
Codeine 20 37 37 72 57 54 p < 0001

Mucolytics 157 293 113 219 270 257 X =75
Bromhexine 122 228 65 12.6 187 17.8 df=1
Ambroxol 35 6.5 32 6.2 67 6.4 p <. 0001
Acetylcysteine - - 16 31 16 15

Expectorants 123 229 174 337 297 282 X* =150
Ammonium chloride 93 174 12 23 105 100 df =1

Glyceryl guiacolate 9 17 88 170 97 92 P <0001

GG + Terpine hydrate - - 71 138 71 6.7
Glycerrhiza 21 39 2 04 23 22
Terpine hydrate - - 1 02 1 01

Others 220 41.0 71 14.1 291 280

** amoksiclav, roxithromycin, augmentin, rovamycm mldecamycm and lincocin.
** non-sedative antihistamine.
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Outcomes

The 388 patient follow-up questionnaires
were returned. Their health status after treatment
was not different. The mean health status after
treatment in URTI patients attending the hospital
was 3.75, and those at the pharmacies was 3.77
(p = 0.769). The health status change (after-before)
in URTI patients at;ending the hospitals was
greater than for the URTI patients attending the
pharmacies (mean = 0.66 and 0.30, respectively,
p = 0.001).

Clinical outcomes were assessed using four
levels; completely resolved, partially resolved, no
change or worse. The majority of patients (55.6%)
considered that their symptoms were completely
resolved, 41.0% had symptoms that were partiatly
resolved and 34% had symptoms that were not
changed. Almost all of the outconries of {reattnents
reported by the URTE patiénts| attending the
hospitals (96.8%) and‘attending-the pharmacies
(96.4%) were that they: felt better (partially resolved
plus completelyresolved). This was not statistically.
different\ (p <'0.170) as shown in Table 4.

In order to examine the relationship between
patient’s characteristics (independent vériablés)-and
the outcomés (dependent variables), multvariate
analysis was used. Al yariables were tested and
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controlled by each other, as shown in Table 5. In
the multivariate logistic regression model, the age,
gender, education, occupation, income, past medical
history, duration of illness, previous medication,
and health status were adjusted. Clinical outcome
was categorized into completely resolved and not
completely resolved. The variables indicated, all
else being equal, that the clinical outcomes of the
URTI patients who attended the hespitals and those
who attended the pharmacies were not different
(p = 0.846).

The humanistic outcomes, in terms of patient
satisfaction before and after treatment, are shown
in/Table 6. Before tieatment: the patients were more
satigfied with the pharmacies than the hospitals in
the “aspects of convenience, time end<general
satisfaction but the payment satisfaction was.greater
in .the hospitals than in thé pharmacies. After
treafgnent, reported by post cards, the patients were
more \satisfied with the pharmacies than the
hospital®-in ‘the aspects of advice, time and
convenience, but the payment satisfaction was
greater for the hospitals than for the pharmacies.
The satisfaction in terms of confidence when
compared between the physicians and the
pharmacists showed no difference.

¥

Table 4. Clinical butcemes of treatments of URTI patients attending the hospitals and the pharmacies.

Completely resolved 114 518
Partially resolved 9 450
No change 7 32
Worse - 0.0

102 60.7 216 556 X’=354
60 357 159 410 df =2
6 36 13 34 p = 0.170
- 00 - 0.0




Vol. 3, No. 1, 2005 Comparison of URTI treatments in pharmacies and hospitals

Table 5. Regression coefficients of patient's variables and the clinical outcomes.

65

- Hospitals*

Age (15 yrs+) 0.9902 1.0002
Gender (Female, Male) 0.1102 0.5583
Education 09327
- Primary school 0.7955 1.1659
-~ Secondary school 08122 0.8338
- Post-secondary school 07579 0.8647
- Graduate*
Occupation 02218
- Government official/ Business 0.2359 22692
- - Others 0.3767 06879
- Employee*
Income (baht) " 0.1057
< 6,000 & 0.0608 43236
6,000 - 9,999 0.8325 1.1687
> 10,000*
Past \mhedical history 0.6289 12107
Ilness duration 0.1040 11097
¥ Previous medication 0.3951 0.7191
Prior health status 0.2000
- Not very well 0.3389 02789
= Qkay 0.2856 0.2450
< Very well 0.1013 0.1050
- Great 0.1862 0.0874
- Very bad*
Place visited 0.8463
- Pharmacies (a) 0.6530 1.3230
- Pharmacies (b) 09421 09651

(a) 3 pharmacies having pharmacists with extra training.

(b) 7 pharmacies having pharmacists with no extra training.

* Reference group.
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The mean patient satisfaction for the
payment of the hospital group was higher than
that for the pharmacies group, probably because
about 60% of them did not have to pay personally
and a further 20% could claim reimbursement. In
the hospitals, 87 patients (164%) made full payment,
79 patients (14.8%) had hez\%th insurance, 37 patients
(7.0%) such as government officials paid but could
claim reimbursement, 12 patients (2.3%) who did
not have enough money made part or co-payment,
and in the case of 317 patients (59.6%) no payment
was required because they were either poor,
children, senior or some other form of privileged
citizens. The patients attending the pharmacies had
to pay for all the medicines themselves.

Medical Costs

The cost of medicines disperised; in hospitals
(average 106 baht) was dotble (p < 0.001) that of
the medicines supplied in'the pharmacies as shown
in Table 7. In 6ome cases-patients who attended
the hospitals/had to pay a consultation fee, which
was \on average 32 baht.

DISCUSSION -

It was shown that chatacteristics-of URTI
patients that attended-the hospitals and the
pharmacies were differént’ Admost all of the single
forpwla medicines were in the essential drug lists
of hospital formularies. There was a greater variety
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of medicines supplied in pharmacies because of
the large number of commercial preparations in
the market place. Antibiotics were greatly over
prescribed in the hospitals. In the pharmacies over
prescribing also occurred, but to a less extent, and
the patients did not receive a full course. Over
prescribing of antibiotics and inappropriate duration
of treatment could cause anti-microbial resistance
to develop and waste money<Amoxicillin was
the most common antibiotic prescribed by
both physicians apd-pharmacists. The medicines
supplied in pharmacies were largely combination
preparations\ that consisted of analgesics,
antihistamifiesi"decongestants, and cough
suppressants. Duplication of therapy sometimes
occurred without providing any-advantage, | for
example, of increasing compliance.\Codeine was
supplied in both the hogpitals” and “pharmacies.
This shquld be discontihuéd-because of the
addictive_properties of codeine (Fry and Sandler,

1993). \

The dutation of medicines dispensed in the
hospitals was normally for one week but in the
pharmacies it was normally only for 2-3 days. At
the hospitals, the average duration of antibiotic
therapy dispensed was 5.6 days, while it was only
for 2.3 days in pharmacies. This is similar to the
study of Thamlikitkul (1988), who found that
antibiotics were dispensed for less than two days
in 71% of drug stores.

Table 7. Cost of medicines dispensed for URTI patients at the hospitals and the pharmacies.

i

Cost of medicines 10-970 10653 + 82.29
Consultation cost 20-220 3221 + 2196
Total 10-970  138.80 + 85.52

5-130 4723 +2379 15781 <0.001
- - 33.897 <0.001
5-130 4723 + 2379 23601 <0.001




Vol. 3, No. 1, 2005

The self-limiting nature of the symptoms

- would indicate that most of the URTI patients
would report that their symptoms were resolved.
Multivariate logistic regression analysis was
conducted to confirm that the clinical outcomes of
the patients were not different, in the situation of
equal variaPles. The humanistic outcomes in terms
of patient satisfaction were different. The patients
were more satisfied with the pharmacies than the
hospitals in the aspects of convenience, time, and
advice. The costs of medicines dispensed in the
hospitals were higher than those dispensed in the
pharmacies because of the larger number of
antibiotics. Antibiotics were the highest costing
category of medicines used and thus when used
inappropriately represented a large waste of
resources. Rational guidelines for @ntihiotic
prescribing need to be developed, and steps taken
to see that they are foliowed. Monitoring of the

Comparison of URTI treatments in pharmacies and hospitals

appropriate use of médicines and feedback for -

improving treatment is very important to achieve
a good health/status for the population and for
the propar use lof resources.

Up-to date URTI standard guidelines/should
be /implemented aggressively. All heatih \service
ptoviders should complete a fecognized ‘training
course with follow up(evaltiation’ to improve
appropriate and <effective_use of medicines for
URTIs< Training programs on the rational use of
drugs shotld be implemented in all schools of
medicine“and pharmacy. And appropriate
continuing education programs for practitioners
should be conducted.

Limitations of the study

This study had several limitations. It was
based on a sample from only one province in
northeast Thailand, which has approximately one
million people. The data collected in the hospitals
were only from one general hospital and one
community hospital. The data collections from
pharmacies were only from those pharmacies

-~
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having pharmacists present and did not include
non-pharmacist drugstores.

Collecting detailed information associated
with service delivery was a time-consuming and
demanding task. The decision by patients to either
self-manage or to consult health care professionals
may be influenced by a number of factors including
the recommendation of relatives or friends, past
experience or availability of health care services
(Segall, 1990). In this study, the\patients decided
by themselves whether \to| visit hospitals or
pharmacies. It would be anticipated that they would
be inclined ‘to be satisfied with the service they
received. from theif selected service.

Only 36.9% of patients responded to-\the
patient satisfaction questionnaire, which although
typical of studies using questionnaires, was seen
as a weakness to the stud§.\Ii could-be argued
that only the patients. satisfied-with the service
responded to.the\questionnaire. For this reason an
additiopal ‘study- was undertaken which ensured
a 100% patient response rate (Osiri and Richards,
2001), Twelve volunteer real patients with acute
URTI symptoms visited and assessed treatment
from all of the same twelve treatment facilities used
in the current study (144 individual consultations).
The patients were not known to the pharmacists
or physicians nor did the pharmacists or physicians
know that the study was taking place. This obviated
any Hawthorne effect (Mays, 1994), which might
result from the practitioners knowing that they
were being observed/assessed. It also eliminates
possible false pictures being presented by simulated
patients acting out scenarios as have been used in
previous assessments of pharmacy practice (Lamsam
and Kropff, 1998). The results provided confirmation
of the main findings of this present study.
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