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Abstract 

Medication safety has long been recognized as a key issue within the broader patient safety 

agenda. Medication errors can cause unwanted adverse drug events and, in some cases, can 

lead to life-threatening injuries. In Palestine, community pharmacies are engaged mainly in 

dispensing medications, including antibiotics, without prescription. However, the quality 

of the service provided by community pharmacies in developing countries has often been 

questioned and is often suboptimal.  This study aimed to evaluate the current medication 

safety practices in the community pharmacies at Gaza Strip. 

The study employed a descriptive, analytical cross-sectional approach with an explanatory 

sequential mixed method (quantitative and qualitative). Interview based questionnaires 

(five point Likert scale) and key informant interviews were used for data collection. Two-

stages  systematically randomized sample was used to select the eligible community 

pharmacies and the eligible participants. The calculated sample size was 270, out of them, 

258 completed the questionnaires, with a response rate of 95.5%. An adapted Medication 

Safety Self-Assessment instrument (10 dimensions) was used to collect the quantitative 

data. The reliability coefficient for the study instrument was excellent 0.95. Semi 

structured, face to face, in-depth interviews were conducted with seven key informants 

from community pharmacies and five patients as a second data collection technique.  

The data was analyzed by SPSS version 23, findings revealed that the overall mean score 

of the medication safety practices was satisfactory 3.20, SD = 0.56, T-value =5.81, and P-

value =0.000. The analysis showed that the Drug Standardization, Storage, and 

Distribution scored the highest level of implementing the medication safety practices 3.57, 

T-value=11.91 and P-value=0.000 , followed by the Staff Competency and Education 3.55, 

T-value=12.47 and P-value=0.000, Use of Devices  and medical supplies 3.51, T-

value=7.89 and P-value=0.000, Environmental Factors, Workflow, Staffing Patterns 3.42, 

T-value=11.45 and P-value=0.000, and Drug Information 3.33, T-value=7.09 and P-

value=0.000. The least score was for the Drug Labeling, Packaging, and Nomenclature 

2.69, T-value=4.92 and P-value=0.000, and Patient Information 2.81, T-value=4.26 and P-

value=0.000. The findings showed insignificant variation in medication safety practices in 

reference to gender, age, salary, qualification, and work experiences, except for 

governorate, and specialization where P-value was ˂0.05.  

The researcher strongly recommends using a multifaceted implementation strategies 

targeting the use an electronic prescription with patient personal information, clinical 

history, and complete medication history, properly manage the look-alike drug names and 

packaging, and using validated tools to identify potential risk factors to avoid  medication 

errors in addition to using continuous quality improvement programs in the community 

pharmacies. 
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1 Chapter One 

Introduction 

1.1 Background 

Medication safety has long been recognized as a key issue within the broader patient safety 

agenda (Institute of Medicine, 1999). The Institute of Medicine (IOM) revealed that 51.5 

million errors occur per 3 billion prescriptions per year. This amounts to four errors per 

250 prescriptions per pharmacy per day (Aspden et al., 2006). A number of studies have 

shown that medication errors are relatively common and identified a range of contributory 

factors occurring at the individual and organizational levels of analysis. 

The individual causes of error include fatigability of staff and lack of training. The 

organizational causes of error include shortage of staff, organizational climate and system 

design (James et al., 2009; Fogarty & McKeon, 2006; Lane et al., 2006). These errors often 

occur as a result of problems associated with prescribing, communicating, labeling, and 

therapy monitoring. Medication errors can cause unwanted adverse drug events and, in 

some cases, can lead to life-threatening injuries (Gandhi et al., 2005). In most cases, fatal 

errors are the result of dispensing either an incorrect medication or dose (Phillips et al., 

2001). 

Community pharmacies fill more than 4 billion prescriptions every year (Kaiser Family 

Foundation, 2016), and a classic community pharmacy will make two clinically significant 

medication errors every week (Aspden et al., 2006). Medication errors in community 

pharmacies have serious consequences for patients, and certain populations may be at an 

increased risk for harm, such as the chronically ill and elderly patients with complex 

conditions taking multiple medications. Root-cause analysis has identified common causes 

for medication errors in community pharmacies, including medications that sound or look 

alike, lack of concentration due to interruptions, and lack of effective control of 

prescription, and label (Knudsen et al., 2007). Community pharmacists are well positioned 

to identify, resolve, and prevent certain types of medication errors to reduce adverse drug 

event. 
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1.2 Research problem 

In Palestine, community pharmacies are often individually owned in a privately funded 

health care system where patients have to buy medications. Community pharmacies are run 

by registered pharmacists. In routine community pharmacy practice, patients or their 

caregivers bring prescriptions to community pharmacies where pharmacists fill 

prescriptions and dispense medications accordingly. Generic substitution is a common 

practice that is often performed by the community pharmacists without consulting the 

prescriber. Like in many community pharmacy practice settings around the world, once a 

prescription was filled and medication was dispensed to the patient further verifications to 

ensure the dispensing of correct medication are not performed (Franklin & O‘Grady, 2007; 

Ocampo et al., 2015). In community pharmacy practices, the processes of medication 

dispensing and patient counseling are the responsibility of community pharmacists and; 

therefore, medication errors are usually committed by pharmacists (Al-Arifi, 2014). And 

this interfere with the Palestinian pharmacy practice law which explained  the  prescription 

medications be sold on a prescription-only basis. These laws are not strictly enforced in 

community pharmacies. In Palestine, like many other developing countries having a valid 

prescription is not enforced for receiving prescription-only drugs. With the exception of 

narcotics and major tranquilizers, almost any drug available in the market can be purchased 

as over the counter medication without a prescription. The traditional activities of the 

profession primarily focused on the dispensing and supply of medications, while 

interaction with other healthcare professionals was somewhat limited.  

Irrational use of drugs is a serious problem throughout the world. Unnecessary drug use 

causes a heavy burden to the economy of developing countries. there are also serious 

negative health effects of irrational drug use and self-medication. Previous research has 

demonstrated that usage of analgesics and antibiotics are the main subject of self-

medication (Lukovic et al., 2014; Ibrahim et al., 2015; Zhu et al., 2016; Nayir et al., 2016). 

Improper use of analgesics is dangerous to health due to their toxic and harmful side 

effects (Ibrahim et al., 2015). The other most commonly observed mode of irrational drug 

use around the world is self-medication with antibiotics, which may lead to masking 

symptoms, treatment failure and development of drug resistance by bacteria (Zhu et al., 

2016). Nowadays, pharmacists also ensure the rational and cost-effective use of medicines, 

promote healthy living, and improve clinical outcomes by actively engaging in direct 

patient care and collaborating with many healthcare disciplines. With this expanding scope 

https://doi.org/10.1371%2Fjournal.pone.0114644
https://doi.org/10.12669%2Fpjms.311.6526
https://doi.org/10.1016%2Fj.puhe.2015.04.005
https://scholar.google.com/scholar_lookup?title=Assessment%20of%20rational%20use%20of%20drugs%20and%20self-medication%20in%20Turkey:%20a%20pilot%20study%20from%20Elaz%C4%B1g%20and%20its%20suburbs&author=Nayir&publication_year=2016
https://doi.org/10.12669%2Fpjms.311.6526
https://doi.org/10.1016%2Fj.puhe.2015.04.005
https://doi.org/10.1016%2Fj.puhe.2015.04.005
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of practice, pharmacists are being recognized as key components in providing 

individualized patient care as part of inter-professional healthcare teams (Dalton & Byrne, 

2017). Community pharmacies in Palestine are engaged mainly in dispensing medications, 

and most drugs, including antibiotics, are dispensed without prescription (Sweileh & 

Zyoud & Al-Haddad, 2016). However, the quality of the service provided by community 

pharmacies in developing countries has often been questioned and is often suboptimal 

(Nga Do et al., 2014; Kotwani et al., 2012 ; Gastelurrutiaetal., 2013). Because of the 

importance of all of the above and the shortage of studies that dealt with these issues in 

Palestine, I wanted to delve deeper into studies of community pharmacies, what are their 

importance and what are the services they provide to the local community. 

1.3 Justification 

After the literature review, it seems that this study is the first one aiming at evaluating the 

medication safety practice in the Palestinian community pharmacists using the MSSA 

instrument. This study tries to overcome the limitation of using only the quantitative 

approach and will triangulate using the qualitative method. Researchers are interested in 

the method of mixed research methodology in the health field specifically in the public 

health field and health services because the mixed quantitative and qualitative research 

gives us more visibility and tells us more facts (Creswell & Plano Clark, 2011). 

Understanding the opinions and experiences and of community pharmacists is critical in 

detecting the key determinants of medication safety practices. The first line of defense in 

the health system is the pharmacies of  the community, they advise patients and dispense 

treatment and answer all their inquiries (Al-Ramahi, 2013). The results of this study could 

be used to set recommendations that help decision-makers and stakeholders to develop 

more evidence-based strategies aiming at improving patient safety and minimizing 

medication errors. 

1.4 Study objectives: 

1.4.1 General objective 

To assess the safety of current medication practices at community pharmacies in the Gaza 

Strip and identify opportunities for improvement. 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Dalton%20K%5BAuthor%5D&cauthor=true&cauthor_uid=29354549
https://www.ncbi.nlm.nih.gov/pubmed/?term=Byrne%20S%5BAuthor%5D&cauthor=true&cauthor_uid=29354549
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1.4.2 Specific objectives 

1. To explore the level of medication safety practices at community pharmacies.  

2. To examine the association between the socio-demographic and work-related 

characteristics of community pharmacists and the safety of current mediation 

practices.  

3. To qualitatively explore the perspectives and experiences of key informants 

towards the factors influencing the safety of medication practices.  

4. To develop recommendations that might enable decision-makers to plan and set 

national strategies for promoting safe medication practices and preventing 

medication incidents. 

1.5 Research questions 

1. What is the level of medication safety practice at community pharmacies?  

2. Which domains in the MSSA instrument are the lowest in terms of medication 

safety practices?  

3. Is there any significant association between the socio-demographic characteristics 

of community pharmacists and safety of current mediation practices? 

4. Is there any significant association between the work-related characteristics of 

community pharmacists and safety of current mediation practices?  

5. What is the perception of clients about health counseling at the community 

pharmacies? 

6. What are the main recommendations for promoting safe medication practices and 

preventing medication incidents?  

1.6 Context of the study 

The demographic, socio-economic, and political challenges in Palestine enhance us to 

support health services. The pharmaceutical area is one of the most crucial health services 

that are affected by this situation. 

The area of Palestine is 27000 km 
2
, the city of Rafah is located in the south of Palestine, to 

the north there is the city of Ras al-Naqoura on the Lebanese border and from the east 

bordered by the Hashemite Kingdom of Jordan and the Syrian Arab Republic. Palestine 

lived through the British Mandate until the Israeli occupation came in 1948 after Balfour 

gave the Israelis a promise to establish a national homeland for them on the land of 
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Palestine in 1917, the result was the refugees, Palestinian people, moved to various parts of 

the land, some of whom emigrated to Egypt, Syria, Lebanon or Jordan. Some of them 

came from the West Bank and Gaza Strip (Abu Lughod, 1971). Today, Palestine is 

completely geographically separated in the Gaza Strip (GS) and the West Bank (WB), 

totaling 6,020 km
2
, representing only 22% of the total area of Palestine before its 

occupation in 1948 (Ministry of Health, 2006). The general population is 4.78 million. Of 

these, 2.43 million males and 2.35 million females. The West Bank has a population of 

2.88 million, of which 1.47 million are males and 1.41 million females, while the 

population of the Gaza Strip is 1.90 million, of which 963 thousand males and 936 

thousand females (PCBS, 2018). In the world, the population density in Palestine is 823 

inhabitants / km2, the Gaza Strip has reached 5324 inhabitants / km2, while in the West 

Bank the population density will reach 532 persons / km2 by mid-2017 (PCBS, 2018). The 

Gaza Strip is a very small area of land divided into five governorates: North Gaza, Gaza 

City, Central District, Khan Younis and Rafah (PCBS, 2008). The population under the 

age of 15 in the Gaza Strip is 42.6%, while the elderly are 2.4% for those aged 65 and over 

(Ministry of Health, 2018). The total fertility rate in Palestine decreased to 4.1 births / 

woman during the period (2011-2013) compared to 1997 when it reached 6.0 births / 

woman. During the period (2011-2013) the total fertility rate in the Gaza Strip (4.5 births) / 

woman) was higher than the West Bank (3.7 births / woman) (PCBS, 2018). The crude 

birth rate in Palestine is expected to decrease from 30.9 / 1000 births in 2016 to 29.0 births 

/ 1000 in 2020 (PCBS, 2018). The rate of community-based rehabilitation in the General 

Service category was 31.1 / 1000 in 2017 (Ministry of Health, 2018); on the other hand, 

the crude mortality rate (CDR) is projected to decrease from 3.5 deaths / 1000 population 

in 2016 to 3.4 deaths / 1000 population in 2020 in Palestine (PCBS, 2018). This indicates 

an improvement in the standard of living, and access to health services that have become 

available, where health awareness has increased among the public with the qualitative 

improvement of health services. 

1.6.1 Socio-Economic and Political Situation 

After the Israeli aggression on the besieged Gaza Strip in 2014, situation in the Gaza Strip 

are very difficult and worsening day by day as the siege on the occupied sector has been 

imposed for more than ten years and there is difficulty in accessing resources to the 

population and there has been a great suffering at the level The war imposed on the 

population in 2014 caused severe damage to schools, hospitals, houses, mosques, 
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agricultural lands, factories, desalination plants and electricity generation. The Palestinian 

political divide has continued to cast a shadow over the difficult situation and the suffering 

has increased with the closure of the Rafah crossing for long periods, thus stifling the 

already obstructed development process (UNDP, 2016). Poverty, economic and social 

suffering and food insecurity have increased for a large segment of the population. 

Humanitarian assistance has become a reliable source that represented a lung through 

which people breath in the besieged enclave of Gaza Strip. Unemployment rates have 

increased among young people and among adults and there are salary crises for public 

sector employees, with 58% without any source of income to live on (UNDP, 2016). The 

Ministry report said that 70 percent of the population of the Gaza Strip is food insecure, 

while 33.8 percent are under the extreme poverty line and 65.6 percent of poor families are 

refugees. 

1.6.2 Health Status 

When comparing the Palestinian health situation with neighboring countries according to 

health indicators, the Palestinian health situation is fair. The preventive medicine in 

Palestine is considered to be very advanced and the Palestinian health measures led to 

provide an effective service that contributed to improving these indicators (WHO, 2018). 

The average Palestinian age for males is 72.3 years, females have reached either 75.4 

(WHO, 2018). After the successful health policy, the Palestinian health situation was able 

to control many infectious diseases, so that these diseases are no longer the first in 

Palestine, but became second only to chronic diseases such as diabetes, heart disease, 

cancer, hypertension and blood vessels. Non-communicable diseases, rather than infectious 

diseases, are the leading causes of death in Palestine. In 2017, the crude death rate was 2.6 

deaths per 1,000 people.  In the Gaza Strip, this percentage reached 2.6% / 1000 of the 

total population. Infectious diseases cause a total of 4.7% of total deaths. Chronic diseases 

are the leading causes of death such as cardiovascular disease (31.5%), cancer (15.4%), 

cerebrovascular (13%), prenatal (9.5%), and diabetes (7.5%). In addition, accidents had an 

approximate proportion of infectious diseases (4.5%) of mortality and these include war 

martyrs as well (MOH, 2018). The infant mortality rate (IMR) has dropped significantly 

from 200 children in 1948 per thousand to 24 children. This indicator is considered one of 

the most important health indicators (Abderrahim et al., 2009; Giacaman et al., 2009). In 

2017, the infant mortality rate was 10.7 / 1,000 live births and the under-five mortality rate 

was 12.1 / 1,000 live births (MOH, 2018). The second most important indicator for 
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assessing the health situation is the maternal mortality rate, and there is a shortage in the 

registration process, but the available figures indicate that this rate at Gaza was 19.1 / 

100,000 live birth in 2018 (Ministry of Health, 2018). Maternal complications during 

pregnancy and child birth were often associated with prenatal and neonatal mortality, 

especially if the mother was neglected during pregnancy (Antenatal Care), unsafe delivery, 

birth defects, premature birth, unsafe childbirth conditions, and sepsis. Also lack of 

attention to quality standards and finally do not link data to pregnant women. Health care 

centers, hospitals and maternity centers are sometimes equipped with the necessary 

technology and the level of postnatal service needs further support. The standardization of 

health work protocols will have a major impact on improving health indicators of 

reproductive and neonatal health. The development of clinical services and the repair of 

infrastructures are factors that must be paid attention (Hamad, 2011). 

1.6.3 Health Care System 

Since the Oslo Accords in 1994, the health situation has been a major concern in the 

region, especially when the Palestinian National Authority (PNA) took over health matters. 

Several countries, such as the World Health Organization (WHO) and the United States of 

America, as well as several donor countries and institutions, have supported the authority. 

Despite the difficult circumstances in the Palestinian Territories, the occupation, closures, 

wars, siege, electricity, water and salaries crises, health indicators compared to neighboring 

countries are relatively good in terms of child and maternal mortality and the proportion of 

immunizations that are among the highest in the world (WHO, 2018). The health system in 

Palestine consists of four health care providers: the Ministry of Health (MOH), the UN 

Relief and Works Agency (UNRWA), Non-Governmental Organizations (NGO) and the 

private sector. The Palestinian Ministry of Health provides 70% of all healthcare services, 

including licensing and supervision of other health institutions and the provision and 

delivery of vaccinations for children. In 2017, there were 743 primary health care centers 

in Palestine (583 in the West Bank and 160 in Gaza), and 81 hospitals, 51 in the West 

Bank and occupied Jerusalem and 30 in the Gaza Strip. The Palestinian Ministry of Health 

is responsible for the management of 466 health clinics in the welfare centers while the 

NGO sector is responsible for 192 centers, 65 UNRWA centers and 20 military medical 

services centers. The Ministry of Health buys some health services it lacks from inside and 

outside Palestine. Most of the price for this service comes foreign aid and taxes (MOH, 

2018). UNRWA has an important role in providing health services and ranks second to the 
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Ministry of Health. It provides refugees with primary health care services in 22 centers. It 

also buys secondary and tertiary services for Palestinian refugees registered in the Gaza 

Strip. Health NGOs assist the Palestinian MOH in fulfilling its role by providing many 

distinctive services in the field of maternity, childhood rehabilitation of the disabled and 

also participating in health education through its institutions. The health sector budget is 

fundamentally unstable and dependent on taxes, health insurance, grants, humanitarian aid, 

and aid from non-governmental sources (PNGO, 2013). According to PCBS (2016), total 

current health spending was US $ 1419 million (10.7% of GDP). The government covered 

almost (37%), private insurance companies (about 3%), directly at the expense of the 

population (about 41%), non-profit organizations (about 18%), and others (about 1%). 

MOH expenditures amounted to approximately US $ 477 million (MOH, 2018). 

Employees' salaries are equivalent to (51%)  of the budget and the remainder to cover the 

expenses of treatment abroad, medicines and medical supplies 49%. The bill for treatment 

abroad has reached US $ 119 million (MOH, 2018). Since most of the budget went to 

salaries and treatment abroad, the rest is not enough to buy medicines and threatens the 

quality of health service and diminish development (Chemonics International, 2008). The 

number of medical caders registered in various medical associations at Gaza Strip 7,441 

(MOH, 2018). MOH have the largest employer of human resources working at the health 

sector in Palestine were 6,253 which is 43.3% at Gaza Strip. The total number of doctors 

2681 of whom 865 working within the MOH, while the total number of nursing and 

midwives 3917, of whom 1330 working in the MOH, while the total number of 

pharmacists reached 621, 201of them working in the MOH. The total number of dentis 

222, 102 of them working in the MOH (MOH, 2018). 

1.6.4 Pharmacy Practices in Palestine. 

A. Pharmacy in Palestine 

As mentioned in the annual report of the Ministry of Health 2017, the number of licensed 

community pharmacies in the Gaza Strip was 670 pharmacies. The governorate of Gaza is 

the highest among others governorates which have 38% of the total pharmacies in GS; 

while the Rafah has the lowest numbers of pharmacies with a percentage of 9.8%. The 

actual numbers of Pharmacies by Governorate are distributed as follows; Gaza (255),North 

Gaza(131),Middle Zone (110),KhanYounis(108), and Rafah (66) (MOH, 2017).Also the 

number of warehouses and pharmaceutical companies in GS reached 96 while the number 

of factories was 3 factories (MOH, 2017).The number of pharmacists working at the MoH 
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in 2017 was107 pharmacists, whereas the total number of pharmacists was 2761, with a 

rate of 14.5 pharmacists per 10,000 population (MOH, 2018).According to the World 

Health Organization, the number of pharmacists is almost not more than 5 pharmacists per 

10,000 population, but in GS the rate of pharmacists is three times more than the countries 

average.Also,the total number of pharmacy assistants was 866 until the end of 2017, with 

6.4 pharmacy assistants / 10,000 population (MOH, 2017). 

Many pharmaceutical departments are available within the MOH to ensure the 

enforcement of MOH laws and legislation and to enhance the quality of pharmaceutical 

services provided to patients.These departments are the Dangerous Drugs Department, 

Drug Control Department, Drug Import and Export Department, Pharmaceutical Policy 

Department, Quality Control Department, and Drug Registration Department (MOH, 

2012).All these departments work hand in hand to control the drugs available on the 

Palestinian market and to monitor all practices by pharmaceutical institutions.Therefore, 

this would protect patients and enhance the quality of all the services provided to them.The 

annual requirement for medicines is $ 6.33 million, and for medical consumables is $ 5.7 

million, the average rate of the deficit in medicines is 38% and medical consumables are 

31% (MOH, 2017).  

Almost all of the registered pharmacists in Palestine work in the private sector with 93.1%. 

About 6.9% work in the government sector which mainly consists of hospital pharmacies 

and primary health care clinics.The main duties of community pharmacists in Palestine 

involve dispensing, while the duties of hospital pharmacists mainly consist of 

administrative duties.In hospital settings, very limited interaction occurs between the 

pharmacist and the patient. Most hospital pharmacies have dispensing windows where 

medicines are placed for patient pick up as the Physician in the hospital writes the 

prescription(Abu Alia, 2014).Because of the limited interaction between pharmacists and 

patients, the public considers the pharmacy profession to be a commercially and business-

oriented profession. A patient can buy any medication without a prescription, with the 

exception of controlled narcotics and major tranquilizers (as, benzodiazepines), which can 

only be dispensed after receipt of a prescription signed by a registered physician.Moreover, 

the use of natural products, especially herbs, as a source of medicines is widespread, as is 

the case in other areas of the Mediterranean. Rarely do private pharmacies in Palestine 

maintain patient medication records and they are not legally required to do so.  
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Also, the pharmacies at the private sectors like private hospitalssuch as Al-quads, Al-Awda 

….et, at UNRWA and Military medical services work with the same duties as hospital 

pharmacies.In Palestine, there are five manufacturers of drugs for human use, which cover 

approximately 50% of the local pharmaceutical market(MOH, 2014). All five are in the 

West Bank; one was in the GS, but it is no longer functioning owing to Israeli restrictions 

on goods allowed to enter Gaza (Abu Alia, 2014). Most pharmacists in the pharmaceutical 

industry are engaged in marketing and promotion with tight competition between local and 

imported medicines. Clinical pharmacy services are absent in Palestine. It is still a wish 

that the new patient care-oriented doctor of pharmacy (PharmD) program in the country 

would produce graduates who are capable of providing better pharmaceutical and clinical 

care to patients and improving the image of the pharmacy profession. 

B. Community Pharmacies. 

Public health has become linked to the work of pharmacists as the pharmacist is 

permanently available for the patient and accessibility to him  is easier to reach than 

doctors in most cases. Today, we can  relatively depend on the individual role played by 

the pharmacist in advising the patient and providing medical guidance, so it is necessary to 

strengthen the pharmacist's ability to play this role properly (Sweileh, 2004). One of the 

reasons that the Palestinian patient is turn to the pharmacist is the lack of money to go to 

the doctor and also easy access to the pharmacist and this is evident in areas lacking health 

services and the pharmacy is the fastest, easiest and cheapest option for the patient. Thus, 

the role of the pharmacy becomes key in dealing with patients in the short term as the 

interest in this subject inevitably affects the control of many diseases (Jaradat & Sweileh, 

2003). Palestinian pharmacies still play traditional roles in dispensing medications and 

advising patients. They also dispense antibiotics without any prescriptions, except for 

sedative and narcotic drugs (Sweileh, 2004). 

1.7 Operational Definition 

Adverse event: An incident that results in harm to a patient (WHO, 2009). Is an injury 

resulting from medical intervention related to a drug.1 This includes medication errors, 

adverse drug reactions, allergic reactions, and overdoses. 

High-alert medication: Drugs that bear a heightened risk of causing significant patient 

harm when used in error (wrong drug, wrong dose, wrong route, etc.). Although mistakes 

https://health.gov/our-work/health-care-quality/adverse-drug-events#ref1
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may or may not be more common with these drugs, the consequences of an error are 

clearly more devastating to patients (ISMP, 2014). 

Medication error (ME): A medication error is a failure in the treatment process that leads 

to, or has the potential to lead to, harm to the patient. Medication errors can occur in 

deciding which medicine and dosage regimen to use (prescribing faults--irrational, 

inappropriate, and ineffective prescribing, underprescribing, overprescribing); writing the 

prescription (prescription errors); manufacturing the formulation (wrong strength, 

contaminants or adulterants, wrong or misleading packaging); dispensing the formulation 

(wrong drug, wrong formulation, wrong label); administering or taking the medicine 

(wrong dose, wrong route, wrong frequency, wrong duration); monitoring therapy (failing 

to alter therapy when required, erroneous alteration)( Aronson, 2009).  

Medication safety: A freedom from accidental injury during the course of medication use; 

activities to avoid, prevent, or correct adverse drug events which may result from the use 

of medications (CoE, 2005; WHO, 2009). 

Risk management: Activities or measures taken by an individual or a healthcare 

organization to prevent, remedy or mitigate the occurrence or reoccurrence of a real or 

potential (patient) safety event (Dückers et. al., 2009). 

 

 

 

 

 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Aronson%20JK%5BAuthor%5D&cauthor=true&cauthor_uid=19458202
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2 Chapter Two 

Literature Review 

This chapter reviews the literature focusing on medication and patient safety aiming at 

conducting an analysis of the existing researches literature related to the medication safety 

practices in different countries around the world and in Gaza Strip, replying the question, 

to which extent the pharmacists care about patient‘ssafety?what are the procedures of 

medication safety? where is the weakness, what can we do to overcome this weakness and 

finally the chapter gives recommendations for policymakers to improve the process of 

handling medications at community pharmacies. 

 

 

 

 

 

 

 

 

2.1 Conceptual Framework 

Conceptual frameworks are a type of intermediate theory that has the potential to connect 

to all aspects of inquiry (e.g., problem definition, purpose, literature review, methodology, 

data collection, and analysis). Conceptual frameworks act like maps that give coherence to 

empirical inquiry. The framework can be used as the basis for measurement of the 

performance of the public health system as a whole or of a specific public health 

organization.The following self-developed framework describes the main aspects and 

components of the study, which describes the relationship between medication safety and 

study variables as this interactive process between the mentioned variables could lead to 

desirable outcomes of medication safety and as well patient safety. 

The dependent variables are the dispensing safety practices, while the independent 

variables are Socio-demographic Characteristics as gender, age, location and salary, and 

Socio-

demographic 

Characteristi

cs 

Gender 

Sex Dispensing 

Safety 

Practices 
Salary 

location 

Pharmacy Ownership 

 Specialization 

 

Working hrs 

Training courses 

Experience 

 Qualification 

 



53 

 

Work-related Characteristics as qualification, specialization, experience, working hours, 

pharmacy ownership, and specific training. 

 

The researcher constructs two main boxes, then drew third boxe related to ten 

dimensions of MSSA instrument, which are: 

1) Socio-demographic characteristics include age, sex, and salary of pharmacists and 

the location of the pharmacy. 

2) Work-related Characteristics include pharmacy Ownership, specialization, 

experience, qualification, working hours and training courses. 

3) Dimensions of MSSA instrument: 

1- Patient information.  

2- Drug information.  

3- Patient education.  

4- Staff competency & education. 

5- Environment al factors, work flow & staffing patterns. 

6- Communication of drug orders & and other drug information . 

7- Drug labeling, packaging, & nomenclature. 

8- Drug standardization, storage, & distribution. 

9- Medication device acquisition, use, & monitoring. 

10- Quality processes & risk management 

2.2 Role of Community Pharmacies 

The community pharmacy is also known as trade pharmacy; it is the most common type of 

pharmacy that permits the public contact to their medications and advice about their health. 

Conventionally known as a chemist, it is the healthcare facility accountable for the offering 

of pharmaceutical service to a specific public group or region (WHO, 1994). Community 

pharmacists are the easiest in terms of public access, as they are always available to 

provide advice on health and medicine to anyone who arrives at the pharmacy, without 

having to make an appointment. 89% of the population in Britain can reach the community 

pharmacy within 20 minutes on foot (PSNC, 2019). Conventionally, the role of the 

community pharmacist is to provide medications to patients according to a prescription 

from their doctor. Nevertheless, the role of the pharmacist has progressed greatly and is 

now extremely involved in other health initiatives as checking for drug interactions, 

processing prescriptions, provision of medications, offering advice and promoting health 
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and lifestyle. As the community pharmacist is a professional of health seen most often by 

patients, they play an essential role in the ongoing healthcare and checkups for patients. 

Furthermore, they are in a good position to endorse routine screenings (e.g. for bowel 

cancer) at specific life stages (Smith, 2019). 

2.3 Patient and Medication Safety 

Safety of patients comprises recognition, managing related risks and incidents, thus 

patients care becomes least harmful and safer (Aspdenet al., 2004; CoE, 2005). Patient 

safety is correlated with medication safety and is defined as ―a freedom from accidental 

injury along the course of medication use; activities to avoid, avert, or correcting drugs 

side effects that may result while using medications‖ (CoE, 2005; WHO, 2009). Patient 

safety incidents are assessed to be 3
rd

 cause of mortality in USA (Makary& Daniel, 2016) 

and the fourteenth leading cause of the universal disease burden (WHO, 2018). Unsafe 

medication practices and medication errors (MEs) are the single most significant avoidable 

factor risking patient safety (WHO, 2017). 

Currently, the World Health Organization (WHO) published the third Global Patient Safety 

Challenge, which highlights medication safety (WHO, 2017). The goal of the program 

―Medication without Harm‖ is to minimize the level of serious preventable harm related to 

medication by 50% over 5 years, worldwide. Safe pharmacotherapy can be classified into 

drug safety and medication safety (Stakes & ROHTO, 2006). Drug safety is linked to 

pharmaceutical products, and is usually focused on adverse drug reactions (ADRs) 

(ROHTO, 2006; Turner, 2009). An ADR means a reaction to a medicinal product that is 

harmful and unplanned, occurring at doses used normally in humans for the prophylaxis, 

diagnosis or treating a disease or the correction, restoration, or modification of 

physiological function (CoE, 2005). 

Medication safety refers to dealing with medication errors (MEs), which are unintended 

mistakes of neglecting or committing a medication-use process (Stakes & ROHTO, 2006; 

Turner, 2009). The MEs are ―any avoidable occasion that may lead to unsuitable 

medication use or patient hurt while drugs are under the supervision of  healthcare 

professional, patient, or purchaser‖ (CoE, 2005). Those occasions may be linked to expert 

behavior, healthcare products, procedures and/or systems, including prescribing, order 

statement, product categorization, packaging and naming, compounding, release, 

administration, guidance, follow up, and utilization. A near miss (also called a close call or 
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a potential adverse drug event), is a severe medication error that has the risk of causing an 

ADE, but did not, either by luck or because it was interrupted and corrected (CoE, 2005). 

2.3.1 Types of Medication Errors 

Since the release of the report ‗‗To Err is Human: Building a Safer Health System‘‘ by the 

Institute of Medicine in 2000, medication errors have become a core of consideration for 

research in medicine and pharmacy (South et al., 2015). Therefore, improving the safety of 

healthcare services and mitigating MEs have become a universal priority (Ashcroft et al., 

2005). A medication mistakes may happen due to commission or omission and may 

happen at any stance of the medication process at the community pharmacy, including 

prescribtion, transcribtion and release . 

Many MEs are detected prior to reaching the patient; nevertheless, if the MEs are not 

detected on time they may result in an ADE. Pharmacists are in an exceptional position to 

intervene whenever medication errors appear. One study found that among the errors that 

were prevented from reaching patients, 40% of the interventions were attributed to 

pharmacists (Kuo et al., 2008). A lesser percentage (17%) were prevented by patients 

themselves, which under scores the importance of patient counseling. Pharmacists are 

ready to address dispensing errors, but may also have a role in addressing,  prescribing and 

administration errors.  

Prescribing Errors 

Most MEs occurs in the prescribing phase. In a study of more than 50 physician offices, 

70% of medication errors occurred due to errors in prescribing (Kuo et al., 2008). 

Prescribing errors include wrong diagnosis and dose mis-calculations (Cohen, 2007). 

Improvements in technology, including electronic prescribing (―E-prescribing‖) is 

promising in mitigating prescribing errors. E-prescribing provides a safe bidirectional 

share of information between prescribers, pharmacists, payers, and patients. 

It automates vital functions such as obtaining prior authorization, checking for any known 

patient drug allergies or sensitivities, identifying drug-drug interactions (DDIs), accessing 

patients‘ medication histories, and communicating with patients about prescription 

(Minnesota Department of Health, 2015). There is evidence that e-prescribing is effective 

in preventing medication errors, and many providers believe e-prescribing can improve 

patient safety (Kannry, 2011). One study found that as many as 57% of reported 
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medication errors could be prevented by e-prescribing and monitoring tools, which can 

address both prescribing and transcription errors (Kuo et al., 2008). Another study showed 

a nearly sevenfold decrease in errors in community pharmacies that utilize e-prescribing, 

from 42.5 errors per 100 prescriptions at baseline to 6.6 errors per 100 prescriptions one 

year after adoption (Kaushal et. al., 2010). However, some studies have shown non-

significant differences in errors between hand-written prescriptions and e-prescribing 

(Gilligan et.al., 2012) while other studies have cited new challenges created by   

e-prescribing (Lu & Roughead, 2011). The need for more evidence is cited in most studies. 

Transcription Errors 

Errors of transcriptions occur when a prescription is correct, but not correctly released  by 

the pharmacist. Examples are mis-interpreting handwriting on a prescription or poor 

hearing of drug instruction via phone. Transcription errors can result in releasing awrong 

drug and dose. Especially after eliminated transcription errors mainly after using the  

e- prescriptions (Jani et al., 2008).  

Dispensing Errors 

 Perhaps the stage in which community pharmacies intervene to prevent or correct a ME is 

the dispensing phase. Like other kinds of medication errors, pharmacists can commit errors 

by commission or omission. In the dispensing phase, errors of the commission include 

dispensing the wrong drug or imperfectly entering patient data into the computer. 

Omission errors are passive and include failure to advise the patient. Overall, dispensing 

accuracy in pharmacies is high. A descriptive study of 50 pharmacies in USA found a 

98.3% dispensing accuracy rate(Flynn et al., 2003). Nevertheless, due to a large number of 

prescriptions written annually the U.S.A, even a minimal error rate (1.7%) amounts to 

around 51.5 million errors annually nationwide (Aspden et. al., 2006). 

A systematic review of 60 studies revealed that the most common types of dispensing 

errors were providing the wrong drug, dose, form, or quantity, and mislabeling medication 

with wrong directions of use (James et. al., 2009). In 13 of the 60 papers, the workload was 

the main cause of dispensing error. A similar drug name was seen in 12 of the 60 reviewed 

papers, and both similar packaging and staffing levels were cited in nine studies. 
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Administration Errors 

These errors occur after useing drugs in a various way apart from what the doctor asked 

basically. They occur  when a patient is offered the wrong drug or dose in the in or out-

patient setting and include wrong administration of combined drugs known of causing 

drug- drug interactions. These errors are difficult for pharmacists to avoid , despite the fact 

that communication with patient and caregiver may assist to overcome  administration 

errors caused by patients (Hodges, 2018). Administration errors also happen when a patient 

continue using  medicine against the advice of the doctors. Sometimes, the patient request 

a refill of a prescription against doctors welling, but if e- prescribing system exists that will 

never happen. 

2.4 Medication Monitoring 

Medication monitoring is the procedure of recognizing and handling medication-related 

problems after the initial prescription. Medication monitoring can happen during routine 

meetings with health care providers or as a part of medication management services such 

as medication therapy management, chronic illness management, disease state 

management, and sporadic case management. The present study used the term medication 

monitoring as it mainly refers to the context of routine care rather than specialized 

services. Routine examination of the practice of the community pharmacy offers a 

marginalized large opportunity as most practice and research has concentrated on 

providing information on new prescriptions, not monitoring of chronic medications 

(Puspitasari & Aslani & Krass, 2009). 

Steinman presented a proposal for a model of better drug monitoring (Steinman et al., 

2011). This proposal is based on three levels; First, engaging and educating patients to 

report any problems that may arise from their treatment. Pharmacists use multiple sources 

to identify the efficacy of the drug and safety ratings. Health service providers make a 

change to the treatment scheme that is always consistent with the patient's condition. In 

general, drug monitoring requires the involvement of all relevant health professionals so 

that they always communicate with patients in order to improve drug practices (Steinman 

& Hanlon, 2010). 
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- Pharmaceutical Care and Medication Monitoring  

Community pharmacists are to be praised for the contribution  to medication monitoring 

for bedridden patients suffering from chronic diseases  (Steinman et al., 2011). The has 

adopted  the trend of ―pharmaceutical care‖ (Hepler & Strand, 1990). Hepler and Strand 

(1990) defined a new arrangement for pharmacists depending on bearing responsibility for 

drug therapy outcomes. To meet this goal, pharmacists are asked to identify and 

determining medication-related problems for their patients. Medication monitoring is a 

substantial part of that role (Rosenthal et al., 2011). Some community pharmacists spend a 

lot of their work time to provide services like medication therapy management and disease 

state management (Kreling et al., 2010) . 

Many defenders for pharmaceutical care propose it is not sufficient for pharmacists to 

merely fill the prescription properly; they must make sure that medications are being used 

properly. A substantial part of this duty is to keep monitoring medications for safety, 

adherence, and to make sure that the aim of therapy is being achieved (Hepler& Strand, 

1990). Currently pharmaceutical care is concentrating on rising new pharmacy services 

dissimilar to prescription dispensing such as: complete medication reviews; blood pressure, 

diabetes, and cholesterol management; and smoking cessation programs. All these factors 

indicate that community pharmacy goes beyond reaching a good outcome of a service. 

Evidence proposes that pharmacists make positive influences including the recognition and 

resolution of medication-related problems of chronic drug therapy (Carter et al., 2009; 

Chris chilles et al., 2004; Doucette et al., 2009; Witry & Doucette & Gainer, 2011) . 

Medication monitoring has not received enough attention as new prescription guidance in 

the dispensing process. A counseling model developed by the U.S.A Indian Health Service 

offers ―Three prime questions‖ pharmacists can use when counseling patients with new 

prescriptions. The questions are: What do you take the medication for? How do you take 

it? And, what kinds of problems are you having? (Gardner & Boyce & Herrier, 1991). 

These questions, however, have not been tested empirically ―Less is known about 

pharmacist monitoring of medication use in settings where formalized programs have not 

been adopted. We know of no studies that have thoroughly examined how community 

pharmacists view their monitoring role or how they actually monitor medication use by 

patients with specific chronic conditions‖ (Bultman & Svarstad, 2002). 
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2.5 Factors Affecting Medication Safety Practices 

These are the factors that most considerably affect the medication-use process and safe 

medication use.The interrelationships between these key fundamentals will lead to the best 

medication safety practices thus leading to patient safety. 

1- Patient information 

Information about the patient leads to the proper selection of medications, doses, and 

routes of administration. The basic demographic and clinical information are of significant 

importance (e.g., age, weight, allergies, diagnoses and pregnancy status) besides patient 

monitoring information (e.g., laboratory values, vital signs and other parameters) that scale 

the influences of medications as well as the patients' disease processes. Studies revealed 

that as much as 18% of serious, preventable adverse drug events (ADEs) stem from 

practitioners having inadequate patients' information before prescribing, dispensing and 

administering medications (Leape et al. 1995). Twenty-nine percent of prescribing errors 

alone are associated directly with insufficient patient information (Lesar & Briceland & 

Stein, 1997). Narcotics and antimicrobials are the two drug categories mostly involved in 

errors related to insufficient information about patients. Most severe injuries are related to 

prescribing these drugs for patients allergic to them. 

2- Drug Information 

Wrong drug information are responsible for more than 35% of adverse reactions  (Leape 

et. al., 1995). One in six ADEs was due to combination of inadequate knowledge about 

usual drug doses with errors or wrong expression of measurement or drug concentration 

(Lesar & Briceland & Stein,1997). The wrong drug dose or choice were mainly 

representing the cause of serious injury to patients 

3- Communication of Drug Orders and Other Drug information 

Poor communication among physicians, pharmacists, and nurses is the main cause of 

medication errors. Failure to regulate and standardize prescribing vocabulary will certainly 

lead to incorrect use of dangerous abbreviations, acronyms, invented names and other 

unclear means of communicating drug information that can simply be misunderstood. 

Studies have revealed that more than one in ten medication errors are related directly to the 

use of improper drug names, wrong expressions of dosage, forms, and misunderstanding of 



71 

 

abbreviations (Lesar &Briceland & Stein, 1997). The same study also revealed that 

 mis-interpreting decimal point placement, often resulting in ten-fold overdoses, was one of 

the leading factors causing errors that could certainly harm patients seriously.  

Errors are more likely when the handwriting is clear but hides something serious.  

In many cases, complications of the name of the drug occur when the handwriting is 

readable but the name of the drug is similar to another one. Although this may seem 

unlikely, there is a risk of a prescription of the anti-diabetic agent AVANDIA 

(rosiglitazone) instead of COUMADIN anticoagulants (warfarin) due to almost similar 

patterns when they are handwritten (ISMP, 2000).   

In all healthcare facilities, communication difficulties, for example intimidation (feeling of 

fear), usually leads to ineffective communication among health care staff. In a recent ISMP 

survey on workplace intimidation, 40% of the participants informed they need to know 

about the safety of order in the past year but chose to assume the order was right instead of 

interacting with a prescriber they alleged as intimidating (ISMP, 2003). If the pharmacist 

has any doubtful prescription, he should freely call the doctor (the prescriber) and discuss 

the issue with him to prevent harmful errors from reaching patients.  

4- Drug Labeling, Packaging, and Nomenclature 

Similar drug names that look and sound alike, unclear or absent drug labeling, and non-

distinct or vague drug packaging significantly lead to medication errors. These conditions 

have led to severe drug mix-ups and mortalities. Studies show that one of the most 

common causes of pharmacy drug dispensing errors (29%) is the failure to exactly 

recognize drugs, most obviously due to look-alike and sound-alike (LASA) drug names 

(Leape et al., 1995). The problem is intensified by what is known as confirmation bias: 

when choosing an item or validating a name, you see what you want, and once you find 

what you are looking for, you stop looking, not identifying any disconfirming proof.  

Pharmacy staff usually chooses a medication container according to a mental picture of the 

item, whether it is a characteristic of the drug label, the shape and size or color of the 

container, or the site of the item on a shelf (Grasha et al., 2000).  

Several errors usually occur when practitioners, due to familiarity of certain products, see 

what they believe is correct rather than what is really there. It is human nature for people to 

join items with certain features (Cohen, 2006). Physically splitting drugs with look-alike 
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labels and packaging helps to minimize this contributing factor (National Patient Safety 

Agency, 2009). Altering a product's name or shape may help avoid LASA medication 

errors. For instance, tall man letters is an error-prevention method of writing the drug name 

to reduce the risk of look-alike and sound-alike medicine name confusion and errors. 

Numerous studies have shown that highlighting sections of drug names using tall man 

letters can help to distinguish similar drug names (Filik et al., 2004), making them less 

prone to mix-ups (Filik et al., 2006; Grasha, 2000). 

5- Drug Standardization, Storage, and Distribution 

In order not to confuse between medicines and errors in dispensing it is important that 

drugs are to be stored in appropriate places in terms of size and location. There are other  

important recommendations regarding  the presence of separate front refrigerators to 

distinguish important drugs and also allocate places for narcotic drugs so that the drugs are 

clear to eye sight. 

It is forbidden for staff to save food in the refrigerator of the drugs, where research 

confirms that one of the pharmacies made a mistake and caused to drink a chemical instead 

of water because because of the dual use of refrigirators (foods and drugs ) and it is 

necessary to review the stock of medicines for disposal by sending them to the competent 

authorities, which is also must allocate a place in order to deal with in a proper way and 

reduces the chances of mistakes. It is obligatory  that pharmacists know the places of the 

new drugs and distinguish similar drugs so as not to be confused with medicines during the 

dispension . If  location of drugs are changed without notifying pharmacists, it is likely that 

they will commit a mistake to dispence what they used to see in the same place. No way to 

keep medicines in open boxes on the ground as it must be kept in a  specific place to sort 

medicines and check inventory and follow it. Note that the use of technology in dealing 

with drug stocks added a qualitative leap in improving the quality of services and this is 

consistent with a study conducted in Pakistan showed that medical products need proper 

storage conditions to ensure their quality, which reflects on the rationalization of spending 

and reduce losses (Sumera & Savera & Nadir, 2016). 

6- Medication Device Acquisition, Use, and Monitoring 

Knowledge of the tools used to give medication to the patient is of paramount importance 

in a safe drug policy.  Efficiency in the use of drug administrators is a top priority. For 



77 

 

example, error reports from ISMP MERP  institutions indicate that lack of knowledge of 

the devices used to administer drugs is a common cause of medical errors in clinics and 

health centers and mistakes may occur by health care professionals and/or patients as well. 

If there is a small change in the device used to give the medicine, it will be easy for staff to 

deal with and give the medicine to the patient with a high degree of safety. In the event of a 

radical change in the device used to give a specific medicine to patients, this requires 

training for any person (patient, doctor, nurse, pharmacist) who will deal with the new 

device before using it to give medicine to patients. However, as new devices come to 

market, it is essential that training tools for appropriate use and avoiding  potential risks are 

available to health professionals and patients as well. 

7- Environmental Factors, Workflow, and Staffing Patterns. 

The overcrowding, the intensity of the work in the pharmacy and the dim lighting are all 

factors leading to the occurrence of medication errors as the chaotic environment leads to 

the inability of the pharmacists to concentrate. Conversely, good lighting reduces these 

errors (Buchanan, 1991). Another research showed that simple mistakes due to 

carelessness are accountable for 11% of prescribing errors, 12% of administration errors, 

and 73% of transcription errors (Leape et al., 1995). Pharmacological environment 

disorders lead to mistakes, where pharmacists answer the phones at the same time they talk 

with patients and dispense medicine for them then medication errors occur in this 

environment, which prevents the safe and correct work. Patient data can't be recorded and 

therefore errors that could have been avoided will certainly occur. The lining of the 

pharmacy floor will comfort the pharmacist during his work and the temperature of the 

pharmacy in the winter should not fall below 16 ° C. The medicine should not be stored at 

a temperature higher than 25° C. It is not recommended to use white seats in pharmacies 

where it is preferable gray or yellow color and studies have shown that these colors are 

better in pharmacies in terms of contrast with the colors of medicine packaging (National 

Agency for Patient Safety, 2009). 

8- Staff Competency and Education 

Combining staff teaching with proper drug handling strategies are so eventual in reducing 

medications mistakes but education alone is not enough at all to reduce the risk of errors 

.Nevertheless , at the long run the most experienced pharmacists can still do medication 

errors during the dispensing process. 
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9-  Patient Education 

The patient must understand the details of the treatment in order to avoid mistakes , the 

patients must also know exactly what is required from  him to prevent any medical error as 

he is  considered the last station that can avoid making a medication  error. The pharmacist 

must cooperate with the patient and explain to him all the details related to the drug 

dispensed, such as the dose and expected side effects and the relationship of treatment with 

food and how to take it (Sumera & Savera & Nadir, 2016). 

10- Quality Operations and Risk Management 

The ordinary efforts to reduce medication errors have concentrated on individual 

practitioners, training, advice, rules and education to improve performance.Error, and 

human factor experts refuse this method because it is much better to change the system as a 

whole than to target individuals for improvement.What people do is usually governed by 

the system, the causes of error are related to system failures beyond the direct control of 

the individual workforce. Consequently, the way to prevent errors is to reform the systems 

and procedures that lead to errors instead of exerting efforts on correcting the individuals 

who make errors (Benrimoj et al., 2008). 

Effective strategies for minimizing errors let it become impossible or difficult to make by 

the staff, and enhancing the recognition and correction of errors before they reach and 

harm the patient. Despite the fact that reducing complexity in processes is important to 

error mitigation, simple checks repetitions of some steps in the system may promote the 

recognition and correction of errors before reaching the patients.These checks are much 

effective when applied on drugs with high potential to cause severe patient injury 

(Benrimoj et al., 2008). 

2.6 Community Pharmacy in Middle East 

- At Jordan, across sectional study among 310 community Pharmacists found that 

pharmacists had a good understanding of the basic concept of pharmaceutical care, 

although their action in this field was insufficient despite having fine attitudes toward 

pharmaceutical care (Abu Ruz et al., 2012). Another study in Jordan revealed that the 

quality of drug information resources in private community pharmacies in Amman was far 



77 

 

away from optimal. This will reduce the quality of information given to patients and have 

negative consequences on the pharmacists role  in the health system (Wazaify et al., 2009).  

- At Kuwait, a survey conducted on 223 community pharmacists showed that their role in 

health promotion and education was mainly concentrated on pharmaceutical matters rather 

than health behavior modification. They had a positive attitude towards the guidance of the 

population on health behaviors but shortage of time was apparent to be the main barrier 

that limits health promotion activities by community pharmacists (Awad et al., 2010). 

-At Qatar, across sectional study was conducted on 274 community pharmacists who 

showed an overall good understanding and attitudes toward pharmaceutical care and 

responsibility towards patient safety delivery despite the abundant barriers to apply high 

pharmaceutical care stage (El Hajj et. al., 2011). At United Arab Emirate, (UAE) a study 

among 344 community pharmacists found that 75% of the pharmacies dispensed less than 

100 prescriptions, and responded to less than 100 requirements for over the counter (OTC) 

medicines. An insufficiency in access to both printed and computerized resources for 

pharmacists in the UAE was obvious.In the same study, it was also revealed that 

pharmacies in the UAE provided a wide range of non-pharmaceutical services while 

quarter of the pharmacists admitted medication errors and adverse drug reactions (Hasan et 

al., 2011). 

2.7 Community Pharmacy in Palestine 

Plenty ofstudies were published in Palestine about community pharmacies: 

A cross-sectional study about health counseling at community pharmacies in Gaza Strip 

(GS) showed that patient counseling occurs at a higher rate when compared with other 

developing countries. However, significant number of pharmacy workers don't perform 

this activity yet, Further studies should be undertaken to highlight the patient counseling in 

GS (Muqat, 2014). 

A cross-sectional study was performed to determine the perception of Palestinian 

consumers to community pharmacists and their services. The study showed that patients 

have a good perception of community pharmacists and their services. The study 

recommended increasing public awareness about the role of pharmacists (Khdour et al., 

2012). In 2003, two cross-sectional studies were conducted in the same year by Sweileh 
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and Jaradat. The first study aimed at describing community pharmacy practice in Palestine. 

The study revealed that over the counter sale of many prescription medications was 

common and unregulated. Replacement of prescribed medications was widespread. No 

official records available about patients' prescriptions (Sweileh & Jaradat, 2003).  

The second study aimed at determining the requirements and sources of drug information 

community pharmacies in Palestine. The study revealed that drug information sources were 

insufficient and represent limit the community pharmacists in Palestine from providing 

patients with appropriate guidance about medications (Sweileh & Jaradat, 2003). 
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3 Chapter Three 

Methodology 

The methodology of the study: is the way to get a relevant data to the current problem, in 

order to answer the research questions and resolve the research problem, including study 

design, study setting, study population, study sample, eligibility criteria, study instrument, 

data collection procedure and plan for data analysis. The analysis includes investigation of 

reliability and validity of the modified instrument, limitation of the study and ethical and 

administrative approval. 

3.1 Study Design 

The research design refers to the overall strategy that you choose to integrate the different 

components of the study in a consistent and logical way, thereby, ensuring you will 

effectively address the research problem; it constitutes the blueprint for the collection, 

measurement, and analysis of data. So that the research problem determines the type of 

design you should use, not the other way around (De vaus, 2001). 

Triangulation is usually used to indicate that two (or more) methods are used in a study in 

order to check the results of the same subject (Mertens & Hesse-Biber, 2012). The purpose 

of triangulation in research is to increase the validity of the results, as it is a trial to 

illustrate more fully rich and complex human behavior by studying it from more than a 

single point (Cohen et al., 2000). It also gives a more balanced and detailed picture of the 

situation (Altrichteret al., 2005). O'Donoghue and Punch (2003), also found that 

triangulation of research is a method for crosschecking of data from multiple sources, to 

search for regularities in the research data. 

Denzin (1978) identified four types of triangulation: (a) method triangulation using more 

than one method for gathering data such as interviews, observations, and questionnaires. 

(b) Investigator triangulation including multiple researchers in a study (c) theory 

triangulation more than theory for the interpretation of research data and (d) data source 

triangulation involves time, person, and place. In this study, we are going to use the first 

type of triangulation by using more than one method to gather the required data. 

The design is a cross-sectional study with an explanatory sequential mixed method.  In this 

design, quantitative and qualitative data are collected sequentially in two-stages. The 
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quantitative data is collected and analyzed in the first stage. Then qualitative data is 

collected and analyzed to explain the findings of the quantitative component.                                              

3.2 Study Period 

The study started immediately after having the university approval and obtaining ethical 

approval from the Helsinki committee. This study lasted 7 months to be finalized from 

May to November 2019. 

3.3 Study population and Setting 

The study population consisted of all pharmacists who work in the community pharmacies 

distributed in the five governorates (North Gaza, Gaza, Middle zone, Khanyounis, and 

Rafah) in the GS. The total number of the licensed community pharmacies in the GS is 

(670). The number of pharmacies in North Gaza, Gaza, Middle Zone, Khanyounis, and 

Rafah is 131, 255, 110,108, and 66 respectively. The total number of community 

pharmacists ranges between 1005 and 1340, assuming that one or two pharmacists work in 

each pharmacy. 

3.4 Sample Size and Sampling Process 

- Quantitative sampling process: 

 According to MOH annual report, the total number of registered pharmacies at GS in 2018 

is (670) Pharmacies. The researcher used the Epi-Info program to calculate the sample 

size. The expected frequency was estimated at 50%. The calculated sample size was 244 at 

95% confidence level.The sample size was increased up to 270 in order to ensure an 

appropriate response rate. The sampling was based on two-stages, cluster randomized 

selection. At the first stage, GS is classified into 5 governorates. Each governorate is 

classified into small cities/camps. A proportionately randomized systematic selection from 

each camp is conducted to select the community pharmacies. The simple randomization is 

followed to select the eligible community pharmacists from each selected pharmacy. 

- Qualitative sampling process: 

The key informants for the in-depth interviews were purposefully selected after the 

consultation of the academic supervisor. The key informant included popular community 

pharmacists, senior pharmacists, and academics in pharmacy schools. Snow-ball method 
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was used to nominate the most appropriate key informants. The total number of key 

informants is decided based on the saturation of the themes and expected to be 7. 

Additionally, in-depth interviews were conducted with 5 patients who were purposefully 

selected from the patients visiting the community pharmacies. 

3.5 Eligibility Criteria 

All licensed community pharmacists who officially work for one year prior to data 

collection time in the licensed community pharmacies were included. Meanwhile, all 

community pharmacists who don‘t work in the licensed community pharmacies at the time 

period of data collection for any reasons (retirement, turnover, sickness, or travelling 

abroad), all-volunteer community pharmacists, and all-new community pharmacists with 

less than one year of employment at the time of data collection were excluded from this 

study.     

3.6 Ethical and Administrative Consideration 

After receiving the study approval from Al Quds University, an official letter of approval 

from the Helsinki committee in Gaza was obtained. All questionnaires attached with a full 

explanatory form including the title of the study, purpose, assurance about the 

confidentiality of the information, and the instructions on how to respond to the 

questionnaire. Additionally, the form includes a statement indicating that the participants 

have the right to refuse or participate in the study.Confidentiality and anonymity of 

collected data were completely maintained. Verbal consent was obtained from each 

participant.  

3.7 Study Instrument 

- Quantitative instrument: 

The researcher used a modified Medication Safety Self-Assessment (MSSA) instrument. 

This instrument includes 216 item and covers 10 dimensions (Patient information, Drug 

information, Communication of drug orders and other drug information, Drug labeling, 

packaging, and nomenclature, Drug standardization, storage, and distribution, Use of 

devices, Environmental factors, workflow, and staffing pattern, Staff competency and 

education, Patient education, and Quality processes and risk management). 
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A 5-points likert scale includes five responses.  

 Response 1-No activity done. 

 Response 2-Discussed, but not done.  

 Response 3-Partially done for some or all patients, prescriptions, drugs, or staff. 

 Response 4-Fully done for some patients, prescriptions, drugs, or staff. 

 Response 5-Fully done for all patients, prescriptions, drugs, or staff. 

The MSSA instrument was translated into the Arabic language following a standardized 

approach of translation (forward-backward translation). Cross-cultural adaptation was done 

by an expert reviewing panel of highly experienced pharmacists. Irrelevant items are 

deleted or modified as necessary. The validity and reliability of the Arabic version were 

assessed.The instrument included socio-demographic and work-related data. The socio-

demographic related data include gender, age, location, and salary. The work-related data 

included qualification, specialization, work experience, working hours, pharmacy 

ownership, and specific training.                                                  

- Qualitative instrument: 

Two interview guides were developed after analyzing the quantitative data. The first guide 

targeted the key informants of community pharmacists while the second guide targeted the 

patients themselves. Both interview guides were based on semi-structured, opened-ended 

questions. 

3.8 Pilot Study 

Piloting of the MSSA instrument was conducted in order to test, standardize the research 

instrument and to increase the response rate. The piloting also tests the feasibility and 

suitability of the instrument and to improve its validity and reliability. The pilot results 

were used to finalize the instrument for the general study phase. A sample of 30 

community pharmacists was randomly selected to pilot the instrument. According to the 

results of the pilot tests, the final format of the MSSA instrument was finalized.  
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3.9 Data Collection 

- Quantitative method: 

Data were collected by the researcher herself and four qualified data collectors who get an 

explanation and training about the study; its purpose, objectives, procedures and how to 

distribute and collect the questionnaires with respect to confidentiality. Data were collected 

based on an interviewed questionnaire (as checklist assessment). The researcher herself 

with the trained data collectors visited the selected community pharmacies during the daily 

working hours. The average time for filling the questionnaire ranged between 30-40 

minutes. 

- Qualitative method: 

Face to face in-depth interviews was used as a second data collection method. Key 

informant interviews were conducted by the researcher herself. The average period time 

for the interview‘s ranged between 30-40 minutes. All of the key informants were 

informed about the purpose and the main features of this study. The interviews focused on 

the explanation of the main quantitative findings, the main barriers that might affect the 

proper implementation of medication safety practices, and any suggestions toward 

improving these practices. Moreover, face to face in-depth interviews was conducted with 

key patients to explore their perceptions and experiences toward the medication safety 

practices within the community pharmacies. 

3.10 Scientific Rigor 

A. Validity 

Validity means a test has the actual ability to measure what we designed it to assess (Burns 

& Grove, 2005). The tool items are designed for all themes to be addressed (Burns & 

Grove, 2005). In this study, the questionnaire was presented to ten experts in different 

pharmaceutical sciences. Questions that were not approved by 80% of the experts were 

canceled. piloting process to assure the Internal validity was conducted. 

Table (3.1) clarifies the correlation coefficient for each field and the whole questionnaire. 

The P-values (Sig.) were less than 0.05, so the correlation coefficients of all the fields were 

significant at α = 0.05, so it can be said that the fields were valid to measure what it was set 

for to achieve the main aim of the study. 
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Table (3.1): Correlation coefficient of each field and the whole of the questionnaire 

No. Field 

Pearson 

Correlation 

Coefficient 

P-

Value(Sig.) 

1.  Patient Information .743* 0.000 

2.  Drug Information .726* 0.000 

3.  Communication of Drug Orders and Other Drug 

Information 

.366* 0.000 

4.  Drug Labeling, Packaging, And Nomenclature .683* 0.000 

5.  Drug Standardization, Storage, and Distribution .772* 0.000 

6.  Use of Devices .643* 0.000 

7.  Environmental Factors, Workflow, and Staffing 

Patterns 

.802* 0.000 

8.  Staff Competency and Education .796* 0.000 

9.  Patient Education .837* 0.000 

10.  Quality Processes and Risk Management .824* 0.000 

* Correlation is significant at the 0.05 level  

In order to ascertain the reliability of the qualitative data, the sample participating in this 

part of the study was consulted. Procedures to ensure that the data analysis was correctly 

interpreted ow-inference description by using description phrased very closed to 

respondent's accounts. 

B. Reliability 

 An instrument is considered as reliable when it yields consistent results by repeated 

measuring of the concept of interest (Burns & Grove, 2005).   

The reliability of the questionnaire scale questions was tested using the reliability 

coefficient "Cronbach" Alpha test. Cronbach Alpha with value over than 0.7 is considered 

as accepted (REA, 1998). 

Cronbach’s Coefficient Alpha 

Cronbach‘s alpha (George & Mallery, 2006) is designed as a measure of internal 

consistency, to make sure that all items within the instrument measure the same thing. 

Theoretically, Cronbach‘s alpha results should give you a number from 0 to 1, but you can 

get negative numbers as well. A negative number indicates that something is wrong with 

your data—perhaps you forgot to reverse score some items. The general rule of thumb is 

that a Cronbach‘s alpha of .70 and above is good, .80 and above is better, and .90 and 

above is best (McNeish, 2018). 
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Table (3.2): Cronbach's Alpha for each field of the questionnaire: 

No. Field Cronbach's Alpha 

1.  
Patient Information 0.758 

2.  
Drug Information 0.651 

3.  
Communication of Drug Orders and Other Drug Information 0.802 

4.  
Drug Labeling, Packaging, And Nomenclature 0.696 

5.  
Drug Standardization, Storage, and Distribution 0.785 

6.  
Use of Devices 0.655 

7.  
Environmental Factors, Workflow, and Staffing Patterns 0.707 

8.  Staff Competency and Education 0.801 

9.  Patient Education 0.874 

10.  Quality Processes and Risk Management 0.869 

 All items of the questionnaire 0.953 

 

Table (3.2) shows the values of Cronbach's Alpha for each field of the questionnaire and 

the overall questionnaire. For the fields, values of Cronbach's Alpha were in the range 

between 0.651 and 0.874. This range is considered high; the result ensures the reliability of 

each field of the questionnaire. Overall Cronbach's Alpha of all fields equals 0.953 for the 

overall questionnaire, which indicates excellent reliability of the entire questionnaire. 

Thereby, it can be said that the questionnaire was valid, reliable, and ready for distribution 

for the study sample. 

The reliability of the qualitative key informant interview data is assured through the 

description of the interviewee's characteristics (location, job position, and experience). 

3.11 Data Management and Analysis 

After completion of data collection, the researcher used the Statistical Package for Social 

Sciences (SPSS) program version 23 to code the questions and the responses. Data entry 

following the developed coding system is made by the researcher herself. After that, the 

researcher conducted cleaning of the entered data byre-entering of a random sample of 

questionnaires and by making descriptive statistical frequencies and reviewing the results. 

Means and Standard Deviations (SD) of continuous numeric variables were computed and 
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then recoded inappropriate categories. Descriptive statistical analysis was conducted by 

comparing frequencies and percentages of different variables. Total scores of 

questionnaires‘ domains were computed. Reliability of the instrument tested by computing 

the reliability coefficient to ensure the consistency of findings.  

To examine the relationships between independent (categories) and dependent variables 

(numeric scores), inferential statistical tests were made including independent t-test and 

one-way ANOVA test. The independent t-test was used to compare two means and the 

one-way ANOVA to compare more than two means. Pearson correlation test was used to 

investigate the correlation between the dependent and independent variables.  P-Value of 

equal or less than 0.05 was considered as statistically significant. After completing the 

analysis of quantitative data, the collected qualitative data were analyzed using the coding 

and thematic analysis approach. The interviews were audio-recorded, and data were 

transcribed verbatim to facilitate analysis. All interview transcripts are read many times to 

get a sense of the data and to review for emerging themes. A coding list was developed and 

revised translated from Arabic to English. Data for each code was reviewed and compared 

to data for other codes. Finally, the researcher used the dimensions of medication safety 

practices as the key themes and mainly focused on explaining the findings of the 

quantitative part and explore reality from another perspectives. 

3.12 limitations. 

 The large sample size covering all areas of the Gaza Strip, this was exhausting and 

expensive for the researcher, in addition to the difficulty to access to the pharmacies 

located at the southern regions was also a barrier.  

 The length of the questionnaire that took about 40 minutes to fill inside the pharmacy, 

made some pharmacists get bored because they were busy working in pharmacies. 

 I had difficulty to convince patients to accept the interviews, and I think it would have 

been better to meet them in focus groups.  

 Shortage of information and previous studies of pharmacy in Palestine. 
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4 Chapter Four 

Results & Discussion 

In this chapter, the researcher illustrates the main findings of the study and compares that 

with the results of previous relevant studies 

4.1 Socio-Demographic characteristics and work-related variables 

Table (4.1): Socio-demographic Characteristics and Work-relatedCharacteristics 

(N=258) 

Socio-demographic Characteristics and Work-related Characteristics Frequency Percent 
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Governorate North 66 25.6 

Gaza 81 31.4 

Midle –Zone 40 15.5 

Khanyones 44 17.1 

Rafah 27 10.4 

 Total 258 100% 

Gender Male 161 62.4 

Female 97 37.6 

 Total 258 100% 

Age Less than 30 years 125 48.4 

30 – less than 40 years 78 30.2 

40 years and more 55 21.3 

 Total 258 100% 

Salary Less than 1000 NIS 69 41.3 

1000- Less than 1500 NIS 71 42.5 

1500 and more 27 16.2 

 Total 258 100% 
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Qualification High Education 39 15.1 

Bachelor 167 64.7 

Diploma 52 20.2 

 Total 258 100% 

Specialization General Pharmacy 225 87.2 

Clinical Pharmacy 27 10.5 

Other 6 2.3 

 Total 258 100% 

Years of Experiences Less than 5 years 111 43.0 

5-less than 10 years 59 22.9 

10-less than 15 years 33 12.8 

15- less than 20 years 25 9.7 

20 years and more 30 11.6 

 Total 258 100% 

Working Hours ≤ 8 hours  201 78% 

> 8 hours 57 22% 

 Total 258 100% 

Pharmacy ownership Yes 85 32.9 

No 173 67.1 

 Total 258 100% 

Specific Training on 

Pharmaceutical Care 

Yes 173 67.1 

No 85 32.9 

  Total 258 100% 

 



31 

 

The total number of the pharmacies in GS was 617, whereas the study sample size was 270 

and the total number of study participants was 258 with a response rate of (95.5%). This 

high response rate gives more validity to the study results. Participants are distributed in 

five governorates; North, Gaza, Middle-Zone, Khan-Younis, and Rafah. Where Gaza takes 

the highest percentage of participants (30.4%) and Rafah was theleast by (10.1%). The 

percentage of the male was 62.4% and female 37.6% (Fig. 4.1). These percentages were 

not consistent with the study conducted by Muqat, (2014 ) about the importance of 

counseling for patients at community pharmacies, the percentage of females was 54.7% 

and the percentage of males 45.33 %; as the study sample of Muqat was from Gaza 

governorate, but in this study, the sample was selected from all Gaza Strip governorates; 

Also maybe thhe reason for this difference is due to the fact that the period in which the 

data was collected in the evening shift, as we know the majority of females are working in 

the morning shift.. Gender equity might be ensured by hiring more females given that our 

study showed that males and females were performing equally in implementing the 

medication safety practices and in many cases the females performed better.  

 

Figure 4.1: Distribution of participants by gender 

Regarding age, the average age of participants was 33 years, the highest age group was 

the younger of less than 30 years (48.4%) whereas (30.2%) of participants comprise the 

middle group and 21.3 % are 40 years and more (Fig. 4.2). The high percentage of young 

employees (78.6% are up less 40years). However, this age structure can be considered a 

good source for the future of pharmacy through which the pharmacy profession will be 

built and enhanced. 



36 

 

 

Figure 4.2: Distribution of participants by age 

The educational level of the study participants ranged from diploma (20.2%) to 

postgraduate degrees (15.1%) with the majority of bachelor degree holders (64.7%). This 

indicates that a large proportion of pharmacists hold a bachelor's degree at the moment, 

especially after the presence of pharmacy collage at the University of Palestine, which will 

increase the proportion of their presence in the labor market and reduce the chance of 

holding a diploma. 

According to specialization, the vast majority of participants were general pharmacists 

with a percentage of (87.2%) while clinical pharmacists were only (10.5%).  

According to salary, the average monthly salary of participants was 1250 NIS per month, 

with a considerable proportion (42.5%)  ranged between 1000 to 1500 NIS, whereas (41%) 

earn less than 1000 NIS/ month, and those who earn more than 1500 NIS were (16.2%). 

The limited monthly average reflects the deteriorating economic situation in GS. Where 

these results are compatible with the decline in the average daily wage for workers in the 

Gaza Strip has been observed since 2006, compared to the West Bank, which records 

almost twice the wage, as there is 17.3% of workers in the private sector receiving less 

than the minimum wage in Palestine (1450 NIS) at a rate Monthly wages estimated at 

(1070 NIS) in the West Bank, and 78.6% in the sector, at a rate of monthly wages 

estimated at (726 NIS)  in the absence of work opportunities, and also the majority of 

sectors that have the average wage below the minimum wage in Palestine were affected 

(PCBS, 2018). 
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According to the total years of experience, the average total work experience was 12.8 

years, and the most of the participants (43.0%) had work experience of less than 5 years, 

while (22.9%) of participants had work expirence from 5 to 10 years, and those who had a 

total work experience of more than 20 years were  (11.6%)  (fig.4.3). 

 

Figure 4.3: Distribution of participants by years of experiences 

According to working hours, the vast majority of participants (78%) work for 8 hours or 

less and this is compatible with many jobs in terms of daily working hours. The pharmacy 

ownership for participants was (32.9%); While those who do not own pharmacies were 

(67.1%). Also, (67.1%) of participants never took any specific training courses on 

pharmaceutical care and that is one of the most important problems that affect the 

experience of pharmacists and medication safety. 

4.2 Medication safety practices factors 

The factors that determine the medication safety practices were grouped into ten main 

dimensions; Patient information, drug information communication of drug orders and other 

drug information drug labeling, packaging, and nomenclature drug standardization, 

storage, and distribution use of devices environmental factors, workflow, and staffing 

patterns staff competency and education patient education quality processes and risk 

management.  

Each one has many questions (110 questions are the total number) to assess the current 

implementation practices of medication safety. All of these questions were evaluated in 
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22.9 % 

12.8 % 
9.7 % 

11.6 % 

Less than 5
years

5-less than 10
years

10-less than 15
years

15- less than
20 years

20 years and
more



38 

 

accordance with a Likert scale ranging from score 5 for 'strongly agree' to the score 1 for 

'strongly disagree', while the score 3 for 'neutral'. Furthermore, the score less than a neutral 

score of 3 was assumed to be with less or no implementation and the score of more than 3 

is with higher implementation. This implies that the least mean score is considered as the 

least implementation level (Sekaran & Bougie, 2010).  

Table (4.2): The score of the dimensions of ISMP medication safety practicesamong 

community pharmacies 

Item 

 
M

ea
n

 

S
. 
D

 

P
ro

p
o
rt

io
n

a
l 

m
ea

n
 (

%
) 

T
-v

a
lu

e 

P
-v

a
lu

e 
(S

ig
.)

 

R
a
n

k
 

1.  Patient Information. 2.81 0.71 56.26 4.26* 0.000 9 

2.  Drug Information. 3.33 0.76 (66.69%) 7.09* 0.000 5 

3.  
Communication of Drug Orders 

and Other Drug Information. 
3.11 1.62 62.15 1.06 0.145 6 

4.  
Drug Labeling, Packaging, And 

Nomenclature. 
2.69 1.01 53.79 4.92* 0.000 10 

5.  
Drug Standardization, Storage, 

and Distribution. 
3.57 0.77 (71.44%) 11.91* 0.000 1 

6.  
Use of Devices and Medical 

Supplies. 
3.51 1.04 (70.20%) 7.89* 0.000 3 

7.  
Environmental Factors, 

Workflow, and Staffing 

Patterns. 

3.42 0.59 (68.44%) 11.45* 0.000 4 

8.  
Staff Competency and 

Education. 
3.55 0.71 (71.10%) 12.47* 0.000 2 

9.  Patient Education. 3.07 0.65 61.30 1.61 0.055 7 

10.  
Quality Processes and Risk 

Management. 
2.95 0.68 59.03 1.13 0.129 8 

 
All Items 3.20 0.56 64.05 5.81* 0.000  

     *The mean is significantly different from 3  

Table (4.2) showed that the Drug Standardization, Storage, and Distribution scored the 

highest level of implementing the medication safety practices 3.57 (71.44%), followed by 

the Staff Competency and Education 3.55 (71.10%), Use of Devices and Medical Supplies 

3.51 (70.20%), Environmental Factors, Workflow, Staffing Patterns 3.42 (68.44%) and 



39 

 

Drug Information 3.33 (66.69%). The least score of implantation or non-implementation 

was for the Drug Labeling, Packaging, And Nomenclature 2.69 (53.7%), followed by 

Patient Information 2.81 (56.2%), and Quality Processes and Risk Management2.95 

(59.0%). 

 

Figure 4.4: the differences of mean through medication safety practices dimensions 
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*Analysis for Ten Dimentions  

4.2.1 Patient Information 

Table (4.3): Means and T-values for “Patient Information” 
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1.  Complete information about the patient is obtained 

and then entered into the pharmacy computer system 

before providing the patient's prescription, and also 

updated at each new visit 

1.86 1.01 37.13 18.27* 0.000 8 

2.  The pharmacy uses the appropriate language for 

patients to communicate, raise awareness in a healthy 

culture; Taking into account any factors that may have 

an impact on the success of the treatment, and also 

any auditory and/or visual diseases that may affect the 

process of drug therapy 

3.77 0.91 75.47 13.61* 0.000 1 

3.  After obtaining the current list of drugs, they are 

entered into the computer system of the pharmacy, 

including over-the-counter medicines (specifying the 

dosage, the amount of dispensing and the 

pharmaceutical dosage form ) and then updated when 

purchasing any new drug class 

2.49 1.55 49.84 5.26* 0.000 7 

4.  The list of vitamins, herbal and supplements, or any 

type of drugs currently used by the patient, is entered 

into the computer system of the pharmacy and 

updated at each visit. 

1.71 1.30 34.11 15.97* 0.000 10 

5.  The pharmacy takes steps to obtain patient weight 

when dispensing weight- based drugs, such as those 

used in chemotherapy treatment or pediatrics. 

2.75 1.48 54.96 2.74* 0.003 6 

6.  When receiving a prescription from the patient 

through the phone, they are asked about their date of 

birth, weight, whether they have allergies, or have a 

chronic illness, what is the medical problem they face 

and what is their diagnosis. 

3.51 1.07 70.23 7.68* 0.000 3 

7.  The pharmacist informs about all recent laboratory 

data of the patient to regulate and monitor the patient's 

treatment plan by setting a dosage regimen and 

schedules. 

1.82 1.33 36.36 14.25* 0.000 9 

8.  Pharmacists check any important clinical data about 

the patient to ensure that the treatment are appropriate 

to the patient's health condition (such as the sensitivity 

of the patient to certain ingredients, , tolerance to 

narcotic substances, and the results of laboratory 

tests). 

3.62 0.97 72.45 10.26* 0.000 2 

9.  The pharmacy computer system contains a warning 

alert when dispensing a drug classified as (narcotic or 

addiction drugs) to obtain or verify important 

information about the patient  

3.15 1.72 62.95 1.38* 0.085 5 

10.  Pharmacists look to  the necessity for change the dose 

based on the patient's health condition like  the 

patients suffer from renal difficulties 

3.46 0.96 69.22 7.73* 0.000 4 

 All items of the field 2.81 0.71 56.26 4.26* 0.000  

* The mean is significantly different from 3 
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Table (4.3) shows that the mean score of the ―Patient Information‖ was 2.81 (56.26%),   T-

value = 4.26, and P-value = 0.000, which indicates that the community pharmacists have 

been discussing possible implementation of registering patient information in the  

pharmacy, but they have not implemented this information registration policy yet for any 

patient, prescription or drug . However, the finding reflects that the essential patient 

information isn‘t obtained, readily unavailable in a useful form, and not considered when 

dispensing, administering, and monitoring the effects of medications. Such finding is 

totally consistent with a study (Alomi et al. 2016) aimed at exploring the hospital 

medication safety practices in Saudi Arabia where the patient information obtained (2.75) 

score. The low performance in this domain can be explained by the fact that the 

community pharmacies in GS are not computerized to facilitate the registration of patient 

information in a systematic way. Also the participants didn‘t use of computer system to 

register patients' intake of vitamins, herbal products, dietary supplements, homeopathic 

medications, and alternative medicines with a mean of 1.71 (34.11%),  T-value = 15.97, 

and P-value = 0.000. Our finding in this domain is contrary to the study of Agrawal, 

(2009). The study revealed that systems nowadays use information technology as the 

introduction of computerized medical orders, automatic distribution, the management of 

barcode medicines, the settlement of electronic medicines and personal health records are 

vital elements in strategies to prevent medication errors, and a growing body of evidence 

requires widespread implementation. Furthermore, the participants didn‘t collect laboratory 

investigation data from the patients as blood glucose levels, liver enzymes, renal function, 

blood pressure, and cholesterol levels.  

This information is so important for pharmacists to support clinical drug monitoring of 

patient-specific drug regimens. The mean of this point is 1.82 (36.36%), T-value = 14.25, 

P-value= 0.000 which is less than 0.05. 

A big gap in registering patient's information was identified in this qualitative section of 

the research. The pharmacists mostly just ask the patient about what sort of medicine they 

want, regardless of the history of illness, clinical information, and if he/she suffers from 

any kind of allergies, etc. The pharmacists mentioned that activating the computerization 

system in pharmacies and registering patient data is very difficult. Pharmacists said that the 

pharmacy computer is limited to accounting and to the entry of drugs' list, stock, price, and 

expiration date. 
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"The computerized system in the pharmacy is limited to the accounting system, inventory 

of medicines, quantity and expiry date only, and the pharmacy is not interested in taking 

information and secrets of the patient, this is not necessary". Senior community pharmacist. 

" Highly toxic and narcotic drugs are registered in the computers, and located in designated 

areas separated from other medicines". Community pharmacist 

"There is a need for establishing a computerized system that connects all community 

pharmacies within the city".  Senior community pharmacist. 

The qualitative analysis highlighted the importance of having a quality system at 

community pharmacies to reach patient safety practices. The researcher met a number of 

patients to get their opinions and impressions of the service provided to them in 

pharmacies. It was found that most of the interviewees agreed that the service provided to 

them was barely good and that some pharmacists may have exceeded the limit of their role 

by changing the prescribed medication. 

"There is a shortage in taking adequate information from patients and listen to their 

complaint and often the pharmacist just asks what medicine the patients want". 

"Some pharmacists exaggerate their action by prescribing a medication for a non-

prescription patient or changing a medication written by a doctor and substituting it with 

another drug".All of the interviewees confirmed that pharmacists never sought patient 

information, history of the disease, the latest clinical laboratory analysis. 

"No, they never ask" a diabetic patient commented. 
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4.2.2 Drug Information 

Table (4.4): Means and T-values for “Drug Information” 

 

Item 

M
ea

n
 

S
.D

 

P
ro

p
o

rt
io

n
a

l 
 

m
ea

n
  

(%
) 

T
-v

a
lu

e 

P
-v

a
lu

e 
(S

ig
.)

 

R
a

n
k

 

1.  Online drug information references are 

easily accessible in all dispensing areas and 

include user-friendly, up-to-date information 

on prescription, OTC,herbal, and alternative 

medicine 

4.35 1.11 87.05 19.57* 0.000 1 

2.  The pharmacist checks the medical 

condition of the patient if is appropriate with 

the prescribed medication before he 

dispenses it. 

3.82 0.96 76.42 13.77* 0.000 2 

3.  The pharmacy computer system alerts staff 

when safety screening does not occur due to 

data not being available. 

3.26 1.45 65.22 2.81* 0.003 3 

4.  When adding new products to the pharmacy 

store, the probability of an error in this drug 

is assessed (for example, drugs that are 

similar in sound, packaging or way of 

using). 

2.42 1.39 48.36 6.69* 0.000 5 

5.  

After the drug appears in the markets for a 

period of time, staff in the pharmacy are 

instructed to monitor whether errors have 

been reported in the drug industry or any 

side effects and if safety measures are 

strengthened in case of complications with 

patients, as a result of using this product. 

2.75 1.35 54.98 2.98* 0.002 4 

 All items of the field 3.33 0.76 66.69 7.09* 0.000  

* The mean is significantly different from 3 

Table (4.4) shows that the mean score of the "Drug Information" was 3.33 (66.69%),  

T-value = 7.09, and P-value=0.000 which indicates that the community pharmacists have 

been partially implementing the drug information policy in the pharmacy for some or all 

drugs.  
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The researcher said It is worth mentioning that this finding points out that essential drug 

information is partially available and partially considered when dispensing, administering, 

and monitoring the effects of medications. In addition, this also indicates that some 

medications are added to the inventory are reviewed for their error potential, and strategies 

are partially undertaken to minimize the possibility of errors. Such findings could be 

attributed to fact that the computer system is not commonly used to detect any alarm for 

the high alert medications, serious drug interaction, or allergy alerts. On the other hand, the 

study showed that the participants are fully implementing (for some drugs) the  use of 

online drug information references as they are easily accessible in all dispensing areas and 

include user-friendly, up-to-date information on prescription, over the counter medications 

OTC, herbal, and alternative medicines with a mean of  4.35 (87.05%), T-value = 19.57, 

and P-value = 0.000. Moreover, the pharmacist partially ascertains the clinical purpose of 

each prescription before the medication is dispensed to ensure that the prescribed therapy 

is appropriate for the patient‘s condition with a mean of 3.82 (76.42%), T-value = 13.77*, 

and P-value = 0.000. Our study goes in line with the study of Jylhä, Saranto and  Bates,  

(2011) which reported that adverse drug events (ADEs) happen during prescription, 

transcription, and administration phases were the most common, and human factors were 

the first category cause followed by the use of data. Error kinds connected to information 

management happened in every stage of the medication use. Most of the information 

management errors were due to registration, copying data or contraindicated prescriptions. 

The analysis also indicated that when a new item is added to the pharmacy inventory, the 

potential for error with that medication is not evaluated with a mean of 2.42 (48.36%), 

 T-value = 6.69, and P-value = 0.000 which is statistically significant. This is not congruent 

with the study of Agrawal et al., (2009) who indicated that look-alike‘ errors are regularly 

reported with new medicines. 

Pharmacists were asked about types of accidents or errors at community pharmacies, and 

howthey detected and reported errors and what is the mechanism of response to these 

errors. All the interviewees stated that the moderate errors had happened with a minimal 

incidence, however they were never documented.  

These mild errors were manageable and quickly fixable. One pharmacist mentioned that" 

Whatever the degree of error we do not leave the patient until he gets better"Senior 

community pharmacist. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Agrawal%20A%5BAuthor%5D&cauthor=true&cauthor_uid=19594525
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"Errors are very minimal; if they occur, they are always under control. If the error occurs 

within the pharmacy, it may be skipped without notification." Senior community 

pharmacist. 

" All the pharmacists informed that they don't document medication errors, whenever any 

error occurs, they deal with it immediately and get it corrected at once". Senior community 

pharmacist 

4.2.3 Communication of Drug Orders and Other Drug Information 

Table (4.5): Means and T-values for “Communication of Drug Orders and Other Drug 

Information” 
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1.  There is a law that enables a pharmacist to 

change any unusual doses or uses of 

medicines and cancel them if they are 

incorrect 

3.72 2.79 74.43 4.13* 0.000 1 

2.  Pharmacists have a written protocol followed, 

to resolve differences between the doctor and 

pharmacist on patient safety when taking the 

prescription 

2.49 1.30 49.84 6.26* 0.000 2 

 All items of the field 3.11 1.62 62.15 1.06 0.145  

* The mean is significantly different from 3 

Table (4.5) showed that the mean score of the field was 3.11 (62.15%), T-value = 1.06, and 

P-value=0.145 which indicates that the community pharmacists have been partially 

implemented the items of this dimension for some patients, staff, and doctors. This result 

reflects that the methods used to communicate with prescriptions and other information are 

partially standardized to minimize the incidence of error. However, the mean score of this 

dimension is relatively less than the mean score of a study (Alomi et al., 2016) found that 

the "Communication of Drug Orders and Other Drug Information‖ within the hospital was 

3.53 (70.6%). Such difference can be explained by a finding showed that within hospitals, 

the pharmacy dispensing error can be detected and communicated by nursing personnel at 

the administration stage, but in community pharmacies, the patient is the last one who can 
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check after the pharmacist dispense the medication (Institute NEH, 2010). The study 

revealed that the community pharmacies have partially a law that enables a pharmacist to 

change any unusual doses or uses of medicines and cancel them if they are incorrect with a 

mean equal to 3.72 (74.43%), T-value = 4.13, and P-value = 0.000. This goes in line with 

the study of Natalie, (2018) which reported that pharmacists regularly face dilemmas when 

they are asked for dosing advice of patients with features apart from those characterized in 

the drug label (eg, pregnancy, morbid obesity, geriatric patients). For this reason, today 

there is essential data and technology exist to create and implement precision drug dosing 

(PDD) software for high priority drug-disease targets in order to assist pharmacists and 

doctors in selecting the harmless and most effective dose for each patient (Natalie et al., 

2018). This, in turn, can address the dispute this  study found between physician and 

pharmacist as the pharmacists haven‘t  a written policy to follow, to resolve conflicts easly  

when doctors do not agree with their expressed worries about the safety of an order,  given 

that the mean was 2.49 (49.84%) T-value = -6.26, and P-value = 0.000. 

The findings of the key informants revealed that most of the interviewees confirm the 

result obtained after the analysis of the questionnaire.Most pharmacists agreed that the 

service provided to the patient is fairly good and varies depending on the patient whether 

he is a transient or a permanent customer. Nevertheless, this was a pharmacists who work 

in one of the largest pharmacies in the Gaza Strip, where he said that the service provided 

is very good and they give the patients everything they need. 

"The service is good, and it varies depending on the type of patient, some of them are 

transient I give them what they  requestonly."Senior community pharmacist 

"Some patients are friends of the pharmacy, we join them along the treatment journey". 

Senior pharmacist 

 "Care in the pharmacy ranges between good to very good, especially for central 

pharmacies, there is a very large communication between us and patients about things such 

as dosage, side effects and how it is managed". Senior community pharmacist 

The qualitative result suggested that doctors bear full responsibilities of medications they 

have prescribed and any misunderstanding in the prescriptions should be discussed in 

details with the doctors, as Flynn et al., (2003) stated that pharmacists can make mistakes 

by commission or omission. Commission errors are made when the wrong medicine is 

dispensed or incorrect data about the patient is entered into the computer. Omission errors 

happen when not giving the patient the advice necessary for his safety. 
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4.2.4 Drug Labeling, Packaging, And Nomenclature 

Table (4.6): Means and T- values for “Drug Labeling, Packaging, And Nomenclature” 
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1.  Labels are on shelves, packaging, and drug 

storage boxes for that have complex names 2.92 1.68 58.36 0.78 0.218 3 

2.  Medications with a similar label and 

packaging are separated by the staff because 

they create  problems and therefore are not 

stored next to each other so that there is no 

error while preparing the prescription. 

2.41 1.67 48.28 5.61* 0.000 4 

3.  Prescription labels are easy to read by 

patients, written in clear handwriting, 

sufficient space, and appropriate 

instructions for patient self-management. 

2.98 1.42 59.61 0.22 0.413 2 

4.  The pharmacy uses a suitable language  for 

patients who need it (those who do not 

speak Arabic) when applying the label to 

the drug. 

3.09 1.29 61.71 1.06 0.144 1 

5.  A description of the product (e.g., shape, 

imprints, color, scent) appears on the 

pharmacy label. 
2.03 1.45 40.54 10.79* 0.000 5 

 All items of the field 2.69 1.01 53.79 4.92* 0.000  

* The mean is significantly different from 3 

Table (4.6) showed that the mean score of ―Drug Labeling, Packaging, and Nomenclature‖ 

was 2.69 (53.79%), T-value = 4.92, and P-value = 0.000 , which indicates that the 

community pharmacists have been discussing the possibility of implementing this domain 

in the pharmacy, but implementation at this time is not started yet for any drug. This result 

reflects that strategies were only discussed to be used for minimizing the possibility of 

errors with drug products that have similar or confusing manufacturer labeling/packaging 

and/or drug names that look and/or sound alike, but were not implemented yet. The low 

score of this dimension might be explained by the fact that the Palestinian pharmaceutical 

market deals with various national and international drug agencies with different 

manufacturers, thus the possibility to have similar or confusing look and/or sound-alike 

products is high. Such explanation makes the situation worse as the community 
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pharmacists didn‘t segregate products with look-alike drug names and packaging that are 

known by the staff to be problematic and didn‘t store them next to one another without 

existence of system can clearly redirects staff to where the products have been relocated 

mean was 2.41(48.28%), T-value = 5.61, P-value = 0.000. In developing countries, of the 

main causes of medication dispensing errors were similar drug names, similar drug 

packaging (James, 2009). The analysis revealed also that the community pharmacies didn‘t 

consider the importance of using the pharmacy label that shows a description of the 

product (e.g., shape, imprints, color and scent)‖ with a mean equals to 2.03 (40.54%), T-

value = 10.79, and P-value = 0.000. This finding is inconsistent with the study of Filik, 

(2006) which revealed that numerous studies have shown that highlighting sections of drug 

names using tall man letters can help to distinguish similar drug names (Filik et al., 2004), 

making them less prone to mix-ups (Filik et al., 2006; Grasha, 2000). 

4.2.5 Drug Standardization, Storage, and Distribution 

Table (4.7): Means and T-values for “Drug standardization, storage, distribution” 
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1.  There is a mechanism to obtain the 

necessary medicines in the pharmacy 

very easily and quickly by 

communicating with representatives of 

pharmaceutical companies                        

3.83 1.11 76.59 12.04* 0.000 5 

2.  There is a mechanism to determine the 

reasons why the patient does not take 

the medicine after the pharmacist 

prepare of the prescription                                          

2.37 1.38 47.32 7.37* 0.000 12 

3.  Electronic systems are used to record 

temperatures all the time and give 

warning of abnormalities in cooling 

system that the drug are storing in it  

and improved procedures for how to 

deal with any system problem                           

2.92 1.22 58.45 1.02 0.154 10 

4.  Refrigerators of sufficient size, are 

used to store drugs that need to be 

cooled so as not to damage                                            

4.59 0.98 91.71 26.10* 0.000 2 

5.  The pharmacy has enough space to 

organize and separate medicines safely, 

everywhere in the store, refrigerator or 

shelves                                                        

4.62 0.85 92.48 30.62* 0.000 1 

6.  When storing shelves, the staff ensures 

that labels do not remove any essential 

information about medicines on its 

label 

2.98 2.14 59.69 0.12 0.454 9 
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Continued Table (4.7): Means and T-values for “Drug standardization, storage, distribution 

7.  There is a separate and fully enclosed 

area in the pharmacy to place the 

returned, expired drugs until they are 

disposed of .                                            

4.58 0.88 91.63 29.03* 0.000 3 

8.  Active pharmaceutical ingredients and 

chemicals used in pharmaceutical 

formulations are evaluated at least 

every three months, and unused 

components are regularly disposed of 

properly                

3.04 1.65 60.70 0.34 0.367 8 

9.  Active pharmaceutical ingredients and 

chemicals used in pharmaceutical 

formulation are obviously marked with 

their contents, the date of opening the 

product, and the expiration date of the 

manufacturer. (If there is no expiration 

date, the date is set for one year from 

the date the product was first opened.            

3.14 1.79 62.80 1.25 0.106 7 

10.  The pharmacy stores chemicals used in 

compounding in a separate area 

according to current USP <795> and 

<797> standards .                                       

2.81 1.63 56.25 1.84* 0.034 11 

11.  All caustic or hazardous chemicals and 

other toxic substances are visibly 

marked and stored on separate shelves 

from all other products in the 

pharmacy warehouse.                                                 

3.55 1.44 70.98 6.07* 0.000 6 

12.  Pharmacy prescription bottles and 

labels are not used to re-package non-

drug substances (e.g., liquid chemicals, 

cleaning compounds, insecticides, 

soaps).  

4.41 1.27 88.27 17.79* 0.000 4 

 

All items of the field 3.57 0.77 71.44 11.91* 0.000  

 

* The mean is significantly different from 3 

Table (4.7) showed  that the mean score of the ―Drug Standardization, Storage, and 

Distribution‖ was 3.57 (71.44%), T-value = 11.91, and P-value=0.000. This indicates that 

the community pharmacists have been partially implemented the items of this dimension 

for some or all drugs. This result reflects that prescribed medications are partially 

accessible to some or all patients and dispensed in a safe and secure manner, in addition, 

the results indicate that medications and other necessary medication supplies are partially 

stored, dispensed, and returned to stock in a manner that reduces the likelihood of an error 

.It seems that drug storage is relatively performing well and this could emphasize the 

importance of drug storage where medication products require appropriate storage 

conditions in order to ensure the quality and efficacy of medicines (Butt et al., 2005). Such 
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finding is supported by the study which indicated that the community pharmacies  they 

have adequate space to safely organize and separate the storage of medications and drug 

supplies, and utilizes dividers on stock shelves, in narcotic cabinets, and in refrigerators, as 

needed with a mean equals to 4.62 (92.48%), T-value = 30.62, and P-value = 0.000. The 

study also revealed that the refrigerators of sufficient size are available in all the 

pharmacies and are used for stock and preparing  prescriptions waiting to be picked up, to 

ensure refrigerated medications are stored in an organized manner with mean of 4.59 

(91.71%), T-value = 26.10 and P-value = 0.000. This is supported by the study which 

shows that medicines that are not stored on required temperature can further increase the 

unnecessary burden on economy of general population due to their ineffectiveness in 

curing of disease (Hafeez et al., 2004). 

Qualitative analysis shows that all interviewees agree that community pharmacies contain 

spaces, shops, refrigerators, lighting, and all other environmental matters which is 

consistent with the same result of the quantitative section of this domain. 

""Pharmacies are fully equipped because they do not take the license unless they meet the 

all specifications" Senior community pharmacist. 

Considering the analysis of qualitative data, when the researcher asked the patients about 

the accessibility of the prescribed medications and if they purchase a drug without a 

prescription; most of  the patients informed that all of them don't buy any drug without 

doctor's prescriptions, but there is a problem because some pharmacists  try to change the 

prescribed medication as what available in their  pharmacy. Also, patients said they just 

buy sedative or painkiller drug because they know that  taking unneeded medication  will 

be harmful to their health 

"Very few, rarely, except for over-the-counter medicines such as Paracetamol, Trufin and 

Stomach drugs". 45 Male Hypertention Patient. 

"Adhere to the medication written by the doctor and not to change to alternative medicines, 

and good behavior with the patient". 55 Female Heart Disease Patient. 
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4.2.6 Use of Devices and Medical Supplies  

Table (4.8): Means and T-values for “Use of Devices and Medical Supplies” 
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1.  All pharmacists follow standards for hand 

washing, wearing gloves, and equipment 

disposal to minimize the risks of disease 

transmission during the administration of 

vaccines. 

3.52 1.14 70.47 7.34* 0.000 2 

2.  Employees at the pharmacy wash their hand 

in a suitable manner before preparing any 

product. 

4.66 0.83 93.15 31.88* 0.000 1 

3.  Barcode scanning or a checklist/sign-off 

sheet is used to verify the drug name, 

strength, NDC, lot number, and expiration 

date of each stock bottle before the contents 

are added to an automated dispensing 

system (e.g., robotics (.  

2.88 1.80 57.51 1.11 0.134 4 

4.  a machine-readable code is used to check 

the dispense of the drug. 
2.97 1.87 59.45 0.23 0.408 3 

 All items of the field 3.51 1.04 70.20 7.89* 0.000  

* The mean is significantly different from 3 

Table (4.8) showed that the mean score of the ―Use of Devices and Medical Supplies‖ was 

3.51 (70.20%), T-value = 7.89, and P-value = 0.000 which indicates that the community 

pharmacists have been partially implemented the items of this dimension for some or all 

patients ,staff, prescriptions and drugs. This result reflects that sanitary practices are 

followed by good numbers of pharmacies using devices and equipment to store and 

prepare medications. Such a finding can be attributed to the adherence of community 

pharmacists toward the recommendations of infection prevention control, as the largest 

percentage of them are adequately educated and aware of such recommendations. This 

explanation is supported by the study result which revealed that community pharmacies 

follow standards for handwashing, wearing gloves, and equipment disposal to minimize 

the risks of disease transmission during the administration of injections with a mean of 

3.52 (70.47%), T-value = 7.34* and P-value = 0.000.  
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The study revealed also that, the vast majority of the community pharmacists follow 

appropriate handwashing procedures prior to compounding any prescription product with a 

mean of 4.66 (93.15%) , T-value = 31.88, P-value = 0.000. This is consistent with the 

study of  Decker et al., (2016) who reported that hand cleanness is the single most active 

technique for avoiding transmission of healthcare-related contaminations, a top-10 cause of 

death in the United States. Yet, less than half of health workers comply with hand-hygiene 

indications and approaches (Decker et al., 2016). On the other hand, the community 

pharmacist didn‘t use barcode scanning or a checklist to verify the drug name, strength, 

national drug code (NDC), lot number, and expiry date of each stock bottle before the 

contents are added to an automated dispensing system with a mean of 2.88 (57.51%),  

T-value = 1.11, P-value= 0.134. This is contrary to the study of Truitt et al., (2016), which 

reported that the implementation of barcode medication administration (BCMA) and 

electronic medication administration record MAR technology enhanced patient safety by 

reducing the overall rate of ADEs and the rate of transcription errors. These technologies 

also decreased the harmful influence to patients caused by administration errors  

(Truitt et al., 2016). 

Qualitatively, the researcher asked about the medication practices in the community 

pharmacy and to which extent it is reflected on the patient safety. The majority of 

pharmacists said, there is no need to follow the safety practices in pharmacies because they 

don‘t form any risk, and another mentioned that there are safety procedures followed by 

everyone when giving an injection, however, another participant said no one followed 

safety practices. 

"Very safe, no pharmacy requires safety practices such as wearing gloves and sterilization 

as there is no preparation of medicines or medical preparations." Community pharmacist 

"Very safe, after injecting patients, I put needles in (Safety Box) and this is necessary as 

when I dispose them they do not hurt anyone, whether the hygiene factor point of view if 

they fell into the hands of children or whenever they contain hazardous chemicals" Senior 

community pharmacist 

"Not all pharmacies follow safety practices". Community pharmacist" 
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4.2.7 Environmental Factors, Workflow, and Staffing Patterns 

Table (4.9): Means and T-values for “Environmental Factors, Workflow, and Staffing 

Patterns” 
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1.  The lighting is appropriate and convenient for 

reading labels and other important information 

about the medicine and patient clearly. 

4.60 0.94 92.00 27.26* 0.000 1 

2.  A lighted enlarge lens is located  at the settled 

place and is used to make labels and 

prescriptions easier to read 

1.68 1.30 33.64 16.33* 0.000 16 

3.  The heat and moisture at the pharmacy comply 

with the requirements for storing medication. 
4.47 1.05 89.38 22.44* 0.000 4 

4.  The region, where  orders are checked, are 

isolated and free from deviations and 

interruptions 

2.81 1.56 56.26 1.88* 0.031 11 

5.  Pharmacy tries not using high storage areas 

that make the staff climb for taking products. 
3.64 1.42 72.84 7.23* 0.000 9 

6.  Areas, which are used for the preparation of 

prescriptions, are clean, tidy and free from 

chaos.. 

4.47 0.94 89.49 25.16* 0.000 3 

7.  When considering adding a new drug or 

services to the pharmacy, all pharmacy 

workers are well connected and discussed, and 

appropriate consideration of resources is 

addressed before implementation. 

3.42 1.38 68.40 4.90* 0.000 10 

8.  When prescriptions are set up, pharmacy 

employees work with one medicinal product at 

a time and place the mark on the patient's 

medication before working on the next 

prescription. 

4.27 1.18 85.47 17.22* 0.000 6 

9.  All drug orders (whether a paper copy or an 

image) are set at the eye level while the drug is 

being entered. 

2.51 1.68 50.20 4.66* 0.000 14 

10.  An annual medical examination is carried out 

for pharmacy employees, the most important of 

which is hearing and vision examination 

1.50 1.61 30.08 14.92* 0.000 17 

11.  The pharmacist does not work for more than 

12 sequential hours 
3.97 1.49 79.46 10.49* 0.000 8 

12.  The pharmacist has the right to take at least 8 

hours of rest between shifts 
4.22 1.36 84.34 14.40* 0.000 7 

13.  Pharmacy staff are allowed to take a break of 

15 - 30 minutes during daily working hours 

even when there is pressure at work. 

2.63 1.57 52.64 3.77* 0.000 13 

14.  There is a supportive plan when the number of 

staff is reduced because of someone taking a 

vacation for example or pressure at work inside 

the pharmacy. 

2.78 1.46 55.69 2.36* 0.009 12 
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Continued Table (4.9): Means and T-values for “Environmental Factors, Workflow, and 

Staffing Patterns” 
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15.  Pharmacy recruitment standards are sufficient 

to provide safe care services to patients at all 

times, including during increased work 

frequency (eg, beginning of the month, 

immediately before or immediately after the 

holidays) 

4.44 1.51 88.83 15.25* 0.000 5 

16.  When there are temporary employeesthey are 

properly directed and trained in the private 

pharmacy environment in which they will 

work. 

4.59 1.02 91.72 24.93* 0.000 2 

17.  The prescription rate is periodically checked to 

see the appropriate number of employees, even 

during peak times when the demand is higher. 

2.09 1.59 41.81 9.09* 0.000 15 

 All items of the field 3.42 0.59 68.44 11.45* 0.000  

* The mean is significantly different from 3 

Table (4.9) showed that the mean score of ―Environmental Factors, Workflow, and 

Staffing Patterns‖ was 3.42 (68.44%), T-value = 11.45, and P-value=0.000, which 

indicates that the community pharmacists have been partially implementing the items of 

this dimension for some of the staff. This result reflects that methods of transcribed, 

prepared, dispensed, and administered of medications are relatively within an efficient and 

safe workflow, and relatively in a physical environment that offers adequate space and 

lighting and allows pharmacy staff to remain focused on medication use without 

distractions. The analysis showed that lighting is quite adequate in all pharmacies to clearly 

read labels and other important drug and patient information‖ with a mean of 4.60 

(92.00%), T-value = 27.26, and P-value = 0.000. This is consistent with the Guideline of 

the Malaysian MOH which states that lighting and ventilation of community pharmacies 

reduce the risk of medication errors as bright white fluorescent lights are favored to 

filament (Malaysia Community Pharmacy Benchmarking Guideline, 2015). Furthermore, it 

reflects that the pharmacy staff partially matches the workload without affecting patient 

safety. The relatively good performance of this dimension could be attributed to specific 

criteria imposed by the MoH prior the licensing of any community pharmacy. It seems the 

workload within the community pharmacies is manageable as a result of the annual high 

number of graduated pharmacist.  However, the workload in community pharmacies has 

been identified as barrier of doing their work properly (Awaisu & Alsalimy, 2015). 
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 Eden et al. (2009) reported that Pharmacists change careers in part because they are 

dissatisfied with high workload. It is worth pointing that the analysis also indicated that 

when temporary agency staff is used, they have been properly oriented and trained in the 

particular pharmacy environment in which they will be working with a mean of 4.59 

(91.72%), T-value = 24.93 and P-value of 0.000. However, the study showed the 

community pharmacists didn‘t commit to making an annual physical examination, 

including vision and hearing screenings for pharmacy staff‖ with a mean of 1.50 (30.08%), 

T-value = 14.92, and P-value = 0.000. In the Palestinian MOH all new staff undergoes a 

full clinical examination to guarantee their fitness before recruitment, however no further 

checkup for the staff is carried later for all the health professionals including pharmacists. 

Visual and hearing checkup has to be explored for the possibility of reducing medical 

errors in community pharmacies. 

The analysis of qualitative data showed incongruent results with the quantitative part as all 

interviewees agreed that, the pharmacists have high workload in pharmacies and it is very 

difficult to take vacations. It appears that workload isn‘t heavy but the main issue is the 

shortage of staff who can cover the daily shifts. 

"The pharmacy manager is forced to increase the number of staff to meet the workload." 

Senior community pharmacist 

"Working hours often do not exceed 8 hours, the main problem is the ability to take 

vacations, it is very difficult for pharmacists to take vacation because no one available to 

replace them whenever they are absent". Community pharmacist 
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4.2.8 Staff Competency and Education 

Table (4.10): Means and T-values for “Staff Competency and Education” 
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1.  All new employees are subject to a competency 
assessment in the basics before start working 
independently. 

4.48 1.10 89.57 21.45* 0.000 1 

2.  All pharmacy staff, including float and agency staff, are 
educated about the specific pharmacy equipment 
available at each site (e.g., barcode scanner, automated 
dispensing equipment) and inform the staff with all 
guidelines of equipment then confirm before giving 
them the approval to use it. 

3.49 1.56 69.73 4.99* 0.000 9 

3.  All pharmacists, including float and agency staff, are 
educated about the specific patient self-administration 
and monitoring devices available at each site (e.g., 
glucose monitors, inhalation devices, pen devices, home 
diagnostic tests), and competency is confirmed before 
staff are allowed to educate a patient about the 
instrument. 

4.17 1.12 83.35 16.64* 0.000 4 

4.  Reduce the tasks assigned to staff at work to achieve 
training objectives safely and inclusivity of those who 
train new employees (trainees), 

4.09 1.37 81.71 12.68* 0.000 8 

5.  Pharmacy staff is educated about strategies to reduce 
the happening of errors. 

4.32 1.10 86.46 19.33* 0.000 2 

6.  As part of the overall performance appraisal process, 
the pharmacy manager evaluates the experience of each 
pharmacy employee to ensure the applying of safety 
practices 

4.22 1.15 84.39 16.94* 0.000 3 

7.  Pharmacy staff is taught about new medicines added to 
the pharmacy stock, including OTC medicines, and all 
related information and warnings associated with them 
must be understood before dispensing medicines. 

4.10 1.12 82.04 15.64* 0.000 7 

8.  Pharmacists regularly discuss medication errors and 
how to avoid or reduce them 

4.10 1.15 82.05 15.26* 0.000 6 

9.  The manager of pharmacy and its director take into 
account humanitarian factors and the principles of error 
reduction (for example, staff standardization, use of 
limitations and emphasis on important functions) during 
staff orientation 

2.77 1.68 55.35 2.20* 0.014 10 

10.  Key management leaders and pharmacists are trained in 
the basics and applications of Continuous Quality 
Improvement (CQI) in relation to the pharmacy work 
system 

2.13 1.50 42.69 9.16* 0.000 12 

11.  At least once a year, pharmacy staff must complete a 
training course about reducing errors, especially when 
using high-alert medication, narrow therapeutic index 
drugs, and other drug or devices that have a high 
potential for errors. 

1.66 1.19 33.25 18.01* 0.000 13 

12.  When errors occur, all pharmacy staff focuses on 
learning to prevent the occurrence and recurrence of 
such an error. And not just focus on how to cure it. 

4.15 1.24 83.06 14.80* 0.000 5 

13.  Pharmacy staff have the support and time to attend 
conferences within and outside country related to new 
medicines and / or important drug safety issues 

2.40 1.38 47.92 7.01* 0.000 11 

 All items of the field 3.55 0.71 71.10 12.47* 0.000  

* The mean is significantly different from 3 
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Table (4.10) showed that the mean score of the ―Staff Competency and Education‖ was 

3.55 (71.10%), T-value = 12.47, and P-value = 0.000 which indicates that the community 

pharmacists have been partially implementing the items of this dimension for some or all 

of the staff. This result indicates that the pharmacy staff was partially provided with 

ongoing education about medication error prevention and the safe use of drugs and devices 

that have the greatest potential to cause harm if misused  . However, all pharmacists 

undergo a baseline proficiency evaluation before working independently in a pharmacy 

with a mean of 4.48 (89.57%), T-value = 21.45, and P-value = 0.000. Moreover, the study 

showed that pharmacy staff was educated about system-based strategies to reduce the risk 

of errors with mean of 4.32 (86.46%), T-value = 19.33 and P-value = 0.000. These findings 

might explain the reasons behind the trust among patients towards the community 

pharmacists. This explanation is supported by a study conducted in West Bank to explore 

the perception of Palestinian consumers of the services provided by the community 

pharmacists and found that expert pharmacist were the main reasons for patients to visit the 

same pharmacy (Khdour &Hallak, 2012). The study results goin the line with the Policy 

Statement of the University of Toledo Medical Center which stated that all employees are 

correctly trained and offered the information required to efficiently deliver pharmacy 

services and all new employees are carefully oriented. Current employees share in 

continuing educational programs intended to preserve learned skills. (University of Toledo 

Medical Center, 2019). 

The qualitative part was inconsistent with quantitative one as all of the interviewees were 

asked about their scientific level in the community pharmacies of Gaza Strip, they believe 

that they need courses to increase their scientific experience and develop their skills. There 

is nobody or institution that provides scientific courses or workshops to pharmacists. 

"Courses are important for new graduates, there is nobody conducting courses or meetings 

or even workshops for the development of the scientific level of pharmacists." Senior 

community pharmacist 
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4.2.9 Patient Education 

Table (4.11): Means and T-values for “Patient Education” 
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1.  Pharmacists are allotted time by 

management for patient education 

activities. 

1.76 1.19 35.28 16.57* 0.000 15 

2.  Confidential areas for patient counseling 

and medication therapy management 

(MTM) services are available without any 

obstruction and confusion. 

2.31 1.46 46.17 7.53* 0.000 14 

3.  Patients are urged to ask questions about 

their medications and all related instruction 

and risks. 

3.74 0.97 74.88 12.22* 0.000 5 

4.  Patients are offered an opportunity for 

counseling. The offer includes a clear 

explanation of what counseling consists of 

(e.g., how to take and store the medication, 

possible side effects, interactions with 

other drug) and how it would benefit them. 

3.88 0.98 77.64 14.30* 0.000 3 

5.  Criteria have been established for selected 

HIGH-ALERT MEDICATIONS or high-

risk patient populations to trigger required 

medication counseling, and a system is in 

place to alert the pharmacist of this need 

when the patient comes in to pick up the 

prescription (e.g., bold alert on the bag, 

pharmacy computer system alert). 

3.25 1.05 65.04 3.82* 0.000 11 

6.  The pharmacist discusses important safety 

concerns (e.g., those found in Medication 

Guides, ISMP High-Alert Medication 

Safety Leaflets for consumers) during 

patient counseling with the 

patient/caregiver. 

2.77 1.51 55.35 2.46* 0.007 13 

7.  Pharmacists answer all questions and 

worries of the patient (such as financial 

burden, inability to take, dosage form, side 

effects) before dispensing the drug 

3.60 1.09 71.98 8.75* 0.000 7 

8.  Social culture and shame is one of the 

obstacles that prevent the patient from 

asking about his illness and prevent the 

process of counseling that affects the 

effectiveness of treatment 

3.28 1.14 65.56 3.88* 0.000 10 

9.  The pharmacy appropriately communicate 

with patients with sensory problems such 

as poor vision or hearing 

3.72 1.34 74.39 8.55* 0.000 6 

10.  The pharmacy instructs the patient to call it 

for any questions about the drug treatment. 
4.04 0.97 80.79 17.09* 0.000 2 

11.  Patients are provided with a telephone 

number at which a pharmacist can be 

reached 24 hours a day . 

3.84 1.01 76.77 13.22* 0.000 4 

12.  Patients are educated on the good use and 

maintain any devices purchased from the 

pharmacy. 

4.27 1.09 85.33 18.49* 0.000 1 
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Continued Table (4.11): Means and T-values for “Patient Education” 
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13.  The pharmacy gets free samples of the 

instrument from the companies to educate 

the patients so that they can use them in the 

best way 

1.66 1.17 33.18 18.32* 0.000 16 

14.  Patients are informed with all important 

and recent information about the 

medications they are taking, whether 

writing the information manually or telling 

them orally 

3.55 1.08 71.02 8.14* 0.000 8 

15.  The pharmacy provides a comprehensive 

appointment-based medication 

synchronization (ABMS) program that 

includes a complete medication review and 

monthly contact from a pharmacist to the 

patient, to discuss their medication therapy 

and any changes before dispensing to 

optimize medication use. 

3.52 1.05 70.43 7.91 0.000 9 

16.  The pharmacy monitors certain chronic 

diseases such as asthma, CVDs....etc 
3.03 1.36 60.63 0.37 0.356 12 

17.  Last year, the pharmacy provided a similar 

service as the primary health care clinics by 

making early checking to the detection of 

diseases 

1.44 0.93 28.71 26.81* 0.000 18 

18.  The pharmacy improves and implements at 

least one educational program at the year or 

any public health-related activity aimed to 

improve the safe use of medication.. 

1.55 1.07 30.90 21.70* 0.000 17 

 All items of the field 3.07 0.65 61.30 1.61* 0.055  

* The mean is significantly different from 3 

Table (4.11) showed that the mean score of the ―Patient Education‖ was 3.07 (61.30%),  

T-value = 1.61, and P-value=0.055. This indicates that the community pharmacists have 

been partially educating some or all patients. This result also reflects that the patients are 

partially included as active partners in their care through education about their medications 

and ways to avoid errors. This analysis showed that most of the patients are instructed on 

the proper use and maintenance of any devices dispensed from the pharmacy (e.g., glucose 

monitors, injectable pens, spacers used with inhalers) with a mean of 4.27 (85.33%),  

T-value = 18.49, and P-value = 0.000. Proper education empowers the patient to participate 

in their health care and safeguard against errors (Rahman & Parvin, 2015). Also, this is 

consistent with the study of Benjamin, (2003) who stated that many errors happen as an 

outcome of poor oral or written communications. Improved communication skills and well 
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contacts among members of the health care team and the patient are very important. 

(Benjamin, 2003). The study analysis revealed that the vast majority of patients are 

instructed to call the pharmacy for any concerns or questions about their medication 

therapy with a mean of 4.04 (80.79%) and T-value =17.09 *, P-value = 0.000. Such finding 

points out that the communication between the patients and the community pharmacist is 

quite important and this supported by the finding reported that the pharmacist‘s 

communication plays a key role in patient medication management and preventing 

medication errors (Sassoli & Day, 2017). On the other hand,  the study showed that there 

was no activity implemented for doing screening in the past year to promote early 

detection of disease with a mean was 1.44 (28.71%), T-value = 26.81, and P-value = 0.000. 

This is contrary to the result of a systematic review study that included 50 studies, which 

revealed that the available evidence suggests that screening for some diseases in 

community pharmacies is feasible (Ayorinde & Porteous & Sharma, 2013).  

Through the analysis of qualitative data, the analysis revealed that pharmacies are 

committed to giving proper constructions to patients on the use of medication. All of the 

interviewees said that the more experienced  the pharmacists, the better instructions are 

given to patients and thus patients will comply with those instructions. 

"Each patient receives advice and information depends on the experience of the 

pharmacist".  Senior community pharmacist.  

 

"If the pharmacist has the experience, he gives the appropriate and sufficient information 

to the patient and patients often abide to these instructions".  Senior community pharmacist 

After the analysis of the interviews with patients, it was revealed that most of the 

interviewees agreed that pharmacists explain to the patients the correct use of medicines, 

and provide them with enough information regarding the treatment. Nevertheless, one 

patient reported that pharmacists have never ever explained to him anything about the 

dispensed medications unless he urges them to do.  

"Yes, we implement the instructions from pharmacists for fear of adverse reactions and 

disease complications" . 23 Female with pregnancy bleeding 

"I do not always get instructions from the pharmacist and most likely I go online if I need 

any further information." 40 Male hypertention patient 
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4.2.10 Quality Processes and Risk Management 

Table (4.12): Means and T-values for “Quality Processes and Risk Management” 
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1.  In the pharmacy they discuss medication 

errors without fear and complete freedom. 
4.31 1.11 86.14 18.70* 0.000 1 

2.  Pharmacists are trained to avoid medication 

errors. 
3.77 1.27 75.35 9.67* 0.000 4 

3.  The patient is frankly informed about the 

occurrence of medication errors if they 

occur 

3.85 0.95 76.93 14.24* 0.000 3 

4.  Pharmacy managers have been trained in the 

safety of medicines. 
2.19 1.57 43.86 8.17* 0.000 19 

5.  No action shall be taken against a person 

who makes a drug mistake 
2.83 1.60 56.54 1.72* 0.043 14 

6.  The pharmacy administration receives 

training that qualifies it to evaluate the 

pharmacological work in the pharmacy and 

identify the risks that lead to the occurrence 

of drug errors. 

2.11 1.35 42.29 10.43* 0.000 21 

7.  Pharmacists are trained to recognize  who 

have the wrong procedural behavior to avoid 

drug errors. 

3.75 1.29 75.02 9.28* 0.000 5 

8.  Managers motivates the employee to report 

medication errors. 
3.34 1.63 66.85 3.36* 0.000 10 

9.  An annual survey is conducted for the 

pharmacy staff to ensure their knowledge of 

safety procedures 

1.69 1.24 33.76 16.67* 0.000 23 

10.  The pharmacy administration is concerned 

with improving the safety procedures and 

the use of technology 

3.09 1.20 61.89 1.26 0.105 11 

11.  Patient safety is articulated in the 

organization‘s mission and/or vision 

statements. 

3.47 1.23 69.33 6.08* 0.000 8 

12.  All staff know the medication errors of 

dangerous medicines and know the 

mechanisms of reporting it. 

2.57 1.47 51.50 4.60* 0.000 17 

13.  There is a person in charge of identifying 

drug errors in the pharmacy and identify the 

reasons for their occurrence and how to deal 

with it. 

2.46 1.31 49.25 6.54* 0.000 18 

14.  The pharmacy conducts focus group 

sessions to discuss drug policies. 
3.52 1.65 70.31 4.98* 0.000 6 

15.  There is a quality system in the pharmacy to 

enhance the safety of patients CQI. 
1.72 1.20 34.41 16.97* 0.000 22 

16.  The pharmacy conducts a survey of patients 

to make sure that the service provided is 

good and accepted. 

2.17 1.37 43.31 9.73* 0.000 20 

17.  The process of dispensing the drug is 

evaluated at least once a year to identify the 

causes of drug errors' risks. 

1.53 1.08 30.56 21.71* 0.000 24 

18.  The pharmacists avoid the occurrence of 

mistakes by knowing  the mistakes of others. 
3.44 1.20 68.78 5.87* 0.000 9 
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Continued Table (4.12): Means and T-values for “Quality Processes and Risk Management” 
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19.  Everyone is notified of the occurrence of any 

mistake and ways of avoiding it in the future, 

especially when dealing with sensitive groups 

such as children whose doses should be 

checked  twice. 

4.25 1.16 84.94 17.23* 0.000 2 

20.  The pharmacist makes sure the safety of the 

drug before dispensing it to any patient 
3.48 1.12 69.53 6.80* 0.000 7 

21.  There are quality mechanisms that allow to 

identify inventory and pharmacological 

validity and computerized system and ways to 

follow up and report errors 

2.69 1.55 53.83 3.17* 0.001 16 

22.  Errors of dispensing systems are identified 

and lessons taken from them so as not to be 

repeated in the future and in order to improve 

the work system in the pharmacy 

2.82 1.43 56.46 1.98* 0.024 15 

23.  Errors in the selection of the drug and its 

composition and external signs on the package 

of the drug are evaluated in order to identify 

the purpose of identifying the problems of 

system design and the development of 

mechanisms to prevent errors. 

2.83 1.47 56.60 1.83* 0.034 13 

24.  The pharmacy has established a system to 

ensure that dangerous medicines are dispensed 

after being examined twice 

2.85 1.40 57.02 1.70* 0.045 12 

 All items of the field 2.95 0.68 59.03 1.13* 0.129  

* The mean is significantly different from 3 

Table (4.12) showed that the mean score of the ―Quality Processes and Risk Management‖ 

was 2.95 (59.03%), T-value = 1.13, and P-value= 0.129 which indicates that the 

community pharmacists might discuss without implementing some of the domain items. 

Despite the P-value of this domain was greater than the level of significance, most of its 

items were with P-value less than 0.00. This result could reflect that the safety-supportive 

culture and model of shared accountability for safe system design and making safe 

behavioral choices are partially in place and partially supported by pharmacy leadership 

and immediate supervisors. Such a situation might be expected from a low middle-income 

country like Palestine. A recent systematic review assessing the status of patient safety 

culture in the Arab countries urged the need to promote patient safety culture for 

improving patient safety in the Arab World (Elmontsri et al.,  2017).  The occurrence of 

medication errors could be associated with the lack of risk management strategies or their 
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inefficient implementation in community pharmacies (Oltean & Crisan, 2018; De Silva, 

2013, & Aronson, 2009). However, both nationally and internationally, guidelines on good 

pharmacy practice recommend establishing quality standards that would minimize the risks 

of error in the pharmacy‘s activities (Chertes & Crisan, 2019). The study showed the 

community pharmacies were not conducting surveys for pharmacy staff to assess the 

organization‘s safety culture with mean value of 1.69 (33.76%) and T-value = 16.67*, and  

P-value = 0.000. Furthermore, they didn‘t make any proactive analyses of dispensing 

process (once annually at least) to identify potential risk factors for medication errors using 

instruments as the PROACTIVE RISK ASSESSMENT tool with mean value of 1.53 

(30.56%), T-value = 21.71, and P-value = 0.000.  This is contrary to a study done in the 

USA which shows that  pharmacy staff who received guided training to ensure full 

implementation of a continuous quality improvement (CQI) program have shown 

improvement in attitudes toward patient safety and the results were statistically significant 

in comparison to control group ( Chinthammit et al.,  2017). 

Qualitatively, interviewees were asked to assess the size of medication errors dispensed by 

community pharmacists, and to which extent patients' lives are under risk by those errors. 

 Most of the pharmacists agreed that dispensing errors were very limited because they were 

written by doctors in their prescriptions. Any misunderstanding in the prescriptions should 

be discussed in detail with the doctors. 

"All pharmacists agreed that error percentage is very minimal and the doctors bear full 

responsibilities of medications they have prescribed".  Community pharmacist. 

"When the pharmacist suspects any error, he should contact the doctor until the correct 

medication is dispensed".  Senior community pharmacist. 

Qualitatively, the majority of the interviewees believed in the important role of the 

Ministry of Health in the inspection and control and they recommended increasing the 

number of visits during the years. However, one of the interviewees was very dissatisfied 

with these visits not to downgrade the importance of inspection and control of MOH but he 

opposed the performance of MOH staff during the pharmacy monitoring visits.  

"Routine procedures are applied without the attention of the pharmacist or patient, the way 

they deal with pharmacists does not have a kind of respect, a kind of control and 
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aggressive approach they just search for drugs or mistakes committed by the pharmacist" 

community pharmacist. 

" Yes, the ministry is conducting periodic effective monitoring visits  and they are 

supposed to increase the number of such visits and to carry out an individual inspection to 

control the violators." Senior community pharmacist 

For more investigation, the researcher asked patients about the pharmacies' environment, to 

which extent it is considered safe and if they were ever subjected to any medication error. 

Most patients stated that errors are very few and that pharmacies are a safe environment for 

treatment. Even in case of an error, the pharmacist will treat them and communicate 

directly with the patient until the problem ends.  

"The pharmacist has not made a mistake".  

"Yes, it is a safe environment, and pharmacies have to abide by what they are allowed to 

do by law to prevent mistakes". 50 Female hypertention and diabetic patient 

"Yes, safe environment, but not for medical examination or to give medication without 

referring to the specialist doctor". 55 Female heart disease patient 

Also, we asked the patients about the mechanism used by pharmacists in the event of an 

error, and if their responses is appropriate and enough. We found that there was a 

difference in their perspectives, some said pharmacists respond quickly and address the 

error immediately, and others said they evade and try to find excuses 

"They fix the mistake immediately so that they do not lose a patient or a customer. They 

treat the problem and stand with the patient as necessary". 40 Male hypertention patient 

"Not everyone, some of their responses are sufficient and convincing and some of them 

deal badly and not enough‖. 50 Male hypertention patient 

―Some take responsibility; others try to cover up what he did". 23 Female pregnant 

bleeding patient 
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4.3 Socio-demographic characteristics of community pharmacists and their relation 

with the safety of current mediation practices. 

Table (4.13): Differences in perception about medication safety practice by gender 

No. Field 

Means 

T-Value Sig. 

Male  Female  

1.  Patient Information 2.81 2.81 0.000 1.000 

2.  Drug Information 3.37 3.27 1.053 0.293 

3.  
Communication of Drug Orders and Other Drug 

Information 
3.08 3.14 0.284 0.777 

4.  Drug Labeling, Packaging, And Nomenclature 2.51 2.99 3.785* 0.000 

5.  Drug Standardization, Storage, and Distribution 3.48 3.73 2.579* 0.010 

6.  Use of Devices and Medical Supplies 3.47 3.58 0.844 0.400 

7.  Environmental Factors, Workflow, and Staffing Patterns 3.38 3.49 1.479 0.140 

8.  Staff Competency and Education 3.59 3.50 0.963 0.337 

9.  Patient Education 3.00 3.17 2.112* 0.036 

10.  Quality Processes and Risk Management 2.96 2.94 0.201 0.841 

 
All items of the questionnaire 3.17 3.25 1.057 0.292 

 

Gender 

An independent T-test was used to compare the meansof medication safety dimensions and 

their overall score in reference to the gender (Table 4.3.1). The findings show statistically 

significant differences between male and female regarding the Drug Labeling, Packaging, 

And Nomenclature (P = 0.000) with higher mean (2.99) for female than male (2.51), with 

the Drug Standardization, Storage, and Distribution (p=0.01) with higher mean score 

(3.73) for female than male (3.48), and with Patient Education (P = 0.03) with higher mean 

score (3.17) for female than male (3.0). Meanwhile, there were no statistically significant 

differences between males and females regarding the other dimensions. The researcher said 

better performance with female pharmacists could be explained by the view that female 

pharmacists might have better knowledge about pharmaceutical care with a positive 

attitude than their counterparts. Also, the nature of  females which are  focus and ask about 

the smallest details, this is reflected in their performance inside the pharmacy from a 

careful arrangement of medicines and shelves, dealing with patients and giving them all the 

necessary information more than male pharmacists. However, Muqat, 2014 in his study 

found insignificant association between gender of public pharmacists and counseling 

practices.  
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Table (4.14): Differences in perception about the medication safety practice by Age 

No. Field 

Means 

T- 

Value 
Sig. Less than 30 

years 

30 – less 

than 40 

years 

40 years and 

more 

1. Patient Information 2.86 2.82 2.69 1.127 0.326 

2. Drug Information 3.36 3.34 3.28 0.207 0.813 

3. Communication of Drug 

Orders and Other Drug 

Information 

3.12 3.07 3.15 0.042 0.959 

4. Drug Labeling, Packaging, 

And Nomenclature 
2.75 2.77 2.44 2.111 0.123 

5. Drug Standardization, 

Storage, and Distribution 
3.55 3.70 3.43 2.054 0.130 

6. Use of Devices and 

Medical Supplies  
3.71 3.34 3.30 4.718* 0.010 

7. Environmental Factors, 

Workflow, and Staffing 

Patterns 

3.42 3.52 3.28 2.858 0.059 

8. Staff Competency and 

Education 
3.48 3.74 3.47 3.861* 0.022 

9. Patient Education 3.09 3.08 2.99 0.531 0.589 

10. Quality Processes and Risk 

Management 
2.98 2.93 2.91 0.236 0.790 

 All items of the 

questionnaire 
3.21 3.26 3.10 1.411 0.246 

  * The mean difference is significant a 0.05 level 

Age 

Table (4.3.2) One-way ANOVA test was used to examine the differences in perception 

about the medication safety practice by age. The results show a statistically insignificant 

difference between age groups regarding most of the medication safety practices (p ˃ 0.05) 

except for the domains ―Use of Devices and Staff Competency and Education‖. Despite it 

was expected that younger age might be with less score of performance but it appears that 

the age has no effect on the adherence to medication safety practices. However, such 

finding is similar to the result of Muqat 2014 how reported statistically insignificant 

differences between age groups and drug canceling.  
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Table (4.15): Differences in perception about medication safety practice by governorate. 

No. Field 

Means 

T-Value Sig. 
North Gaza 

Middle-

Zone 

Khan-

younis 
Rafah 

1.  Patient Information 3.01 2.63 2.49 3.10 2.89 7.293* 0.000 

2.  Drug Information 3.34 3.33 3.06 3.67 3.19 3.975* 0.004 

3.  

Communication of Drug 

Orders and Other Drug 

Information 

3.27 2.90 2.56 3.69 3.20 3.171* 0.014 

4.  

Drug Labeling, 

Packaging, And 

Nomenclature 

3.23 2.12 1.80 3.51 3.07 46.181* 0.000 

5.  
Drug Standardization, 

Storage, and Distribution 
3.81 3.30 3.10 4.01 3.78 14.516* 0.000 

6.  Use of Devices 3.79 3.30 2.84 4.08 3.55 11.100* 0.000 

7.  

Environmental Factors, 

Workflow, and Staffing 

Patterns 

3.53 3.29 3.11 3.71 3.54 7.942* 0.000 

8.  
Staff Competency and 

Education 
3.46 3.59 3.28 3.91 3.49 4.818* 0.001 

9.  Patient Education 3.10 2.85 2.73 3.58 3.30 15.496* 0.000 

10.  
Quality Processes and 

Risk Management 
2.83 2.92 2.62 3.45 3.05 9.961* 0.000 

 
All items of the 

questionnaire 
3.28 3.06 2.82 3.63 3.32 16.266* 0.000 

 

Governorate 

One-way ANOVA test was used to examine the differences in perception about the 

medication safety practice by governorate(table 4.3.3). The findings show statistically 

significant differences between the five governorates (North, Gaza, Middle-Zone, 

Khanyonis, and Rafah) regarding all study dimensions. The P-value (Sig.) is smaller than 

the level of significance  = 0.05 for each field, then there is a significant difference 

among the respondents toward each field due to governorate. It can be said that 

governorate has an effect on each field.  As the table shows Khanyonis has the highest 

mean score (3.63) in comparison to other governorates while Middle-Zone took the lowest 

one (2.82). 
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Table (4.16): Differences in perception about the medication safety practice by salary 

No. Field 

Means 

T-

Value 
Sig. Less than 

1000 NIS 

1000- Less 

than 1500 

NIS 

1500 and 

more 

1.  Patient Information 2.79 2.96 2.66 1.867 0.158 

2.  Drug Information 3.13 3.53 3.40 4.584* 0.012 

3.  Communication of Drug Orders 

and Other Drug Information 
3.20 3.00 3.15 0.720 0.488 

4.  Drug Labeling, Packaging, and 

Nomenclature 
2.65 2.92 2.94 1.474 0.232 

5.  Drug Standardization, Storage, 

and Distribution 
3.55 3.75 3.66 1.109 0.332 

6.  Use of Devices and Medical 

Supplies  
3.51 3.82 3.59 1.629 0.199 

7.  Environmental Factors Workflow, 

and Staffing Patterns, 
3.41 3.45 3.55 0.440 0.645 

8.  Staff Competency and Education 3.46 3.64 3.42 1.149 0.319 

9.  Patient Education and  3.18 3.14 2.95 1.132 0.325 

10.  Quality Processes and Risk 

Management 
2.95 2.93 2.97 0.022 0.979 

 All items of the questionnaire 3.19 3.28 3.20 0.447 0.640 

  * The mean difference is significant a 0.05 level 

Salary 

Table (4.16) One-way ANOVA test was used to examine the differences in perception 

about the medication safety practice by salary. The results show a statistically insignificant 

difference between the salary levels regarding most of the medication safety practices (p ˃ 

0.05) except for drug information. It seems that the motivation of community pharmacists 

towards the better implementation of medication safety practices might be influenced by 

other factors rather than the salary itself. Monthly income, work experience, and 

collaboration with managers and colleagues werefound to increase pharmacists‘ 

satisfaction with job (Mengesha & Tigabu, 2014). However, a relatively recent study found 

that pharmacists ’satisfaction with salary and promotion was significantly affected their 

dispensing precaution behavior (Urbonas & Kubilienė & Urbonienė, 2015). 

The researcher said that the deterioration of the economic situation in the Gaza Strip since 

2007 until now, especially  at the community pharmacies, greatly affected the performance 

of pharmacists, as that reflects on speculation in the price of medications  and lack of 

commitment to the instructions and pricing of the Pharmacy Syndicate, and also some 

pharmacists resorting to the treatment of many diseases that are needed to prescribed by a 

doctor and many violations were caused to increase the pharmacist‘s monthly income. 
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Table(4.17): Differences in perception about the medication safety practice by Qualification 

No. Field 
Means T-

Value 
Sig. 

Diploma Bachelor Master PhD 

1.  Patient Information 3.07 2.76 2.70 3.00 3.053* 0.029 

2.  Drug Information 3.37 3.28 3.51 3.80 1.150 0.329 

3.  Communication of 

Drug Orders and 

Other Drug 

Information 

3.20 3.09 3.08 3.00 0.068 0.977 

4.  Drug Labeling, 

Packaging, And 

Nomenclature 

2.92 2.67 2.45 3.00 1.630 0.183 

5.  Drug 

Standardization, 

Storage, and 

Distribution 

3.71 3.53 3.56 3.17 0.843 0.471 

6.  Use of Devices and 

Medical Supplies  
3.80 3.43 3.43 4.50 2.064 0.106 

7.  Environmental 

Factors, Workflow, 

and Staffing Patterns 

3.48 3.42 3.35 3.75 0.497 0.684 

8.  Staff Competency 

and Education 
3.68 3.50 3.64 3.77 1.056 0.368 

9.  Patient Education 

 
3.23 3.05 2.91 3.28 1.776 0.152 

10.  Quality Processes 

and Risk 

Management 
2.99 2.94 2.96 3.42 0.230 0.876 

 All items of the 

questionnaire 
3.34 3.17 3.16 3.45 1.387 0.247 

  * The mean difference is significant a 0.05 level 

Qualification 

Table (4.3.5) One-way ANOVA test was used to examine the differences in perception 

about the medication safety practice by qualifications. The results showed a statistically 

insignificant difference between the qualification degree regarding most of the medication 

safety practices (p˃0.05) except for patient information. Although the test showed 

generally that the highest educated individuals have highe rmeans, the differences did not 

reach statistically significant levels between the levels of qualification regarding the 

implementation of medication safety practices (p ˃0.05). Similarly, Al-Tameemi & Sarriff, 

(2019) found statistically insignificant differences between the qualification degree and the 

medication therapy management among Malaysian pharmacists. The researcher said in an 

opinion that contradicts the results,  the pharmacist‘s performance is greatly affected based 

on the academic degree that appears in the way he/she deals with patients or deals with 

drugs and describes them correctly. I think the results here are different because the 

majority of pharmacists are bachelor holders. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Al-Tameemi%20NK%5BAuthor%5D&cauthor=true&cauthor_uid=30652009
https://www.ncbi.nlm.nih.gov/pubmed/?term=Sarriff%20A%5BAuthor%5D&cauthor=true&cauthor_uid=30652009
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Table (4.18): Differences in perception about the medication safety practice by specialization 

No. Field 

Means 

T-Value Sig. General 

Pharmacy 

Clinical 

Pharmacy 
Other 

1.  Patient Information 2.79 3.03 2.87 1.467 0.233 

2.  Drug Information 3.27 3.75 3.70 5.675* 0.004 

3.  Communication of Drug 

Orders and Other Drug 

Information 

3.05 3.54 3.33 1.073 0.343 

4.  Drug Labeling, Packaging, 

And Nomenclature 
2.58 3.53 2.90 11.568* 0.000 

5.  Drug Standardization, 

Storage, and Distribution 
3.50 4.10 3.78 7.777* 0.001 

6.  Use of Devices and 

Medical Supplies  
3.44 4.01 3.96 4.347* 0.014 

7.  Environmental Factors, 

Workflow, and Staffing 

Patterns 

3.37 3.75 3.78 6.211* 0.002 

8.  Staff Competency and 

Education 
3.53 3.65 4.17 2.617 0.075 

9.  Patient Education 3.03 3.30 3.26 2.274 0.105 

10.  Quality Processes and Risk 

Management 
2.91 3.16 3.54 3.860* 0.022 

 All items of the 

questionnaire 
3.15 3.53 3.56 7.185* 0.001 

  * The mean difference is significant a 0.05 level 

Specialization. 

Table (4.18) One-way ANOVA  test was used to examine the differences in perception 

about the medication safety practice by specialization. The results showed a statistically 

significant difference between the different specialties regarding most of the medication 

safety practices (p < 0.05) except for patient information, communication of drug orders 

and other drug information, staff competency and education, and patient education. Despite 

the analysis showed a statistically significant differences between the different specialties 

regarding the overall mean (p=0.001), with higher mean (3.56) for other ―pharmacist with 

diploma‖ than the mean of general pharmacist (3.15) or clinical pharmacists (3.53), the 

pharmacists with clinical pharmacy specialty scored higher mean than the other 

―pharmacist with diploma‖ regarding the domains drug information, drug labeling, 

packaging, and nomenclature, drug standardization, storage, and distribution, and use of 

devices. Such a finding could be attributed to the higher skills of this group. 
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Table (4.19): Differences in perception about the medication safety practice by Years of 

Experiences 

No. Field 

Means 

T-

Value 
Sig. 

Less 

than 5 

years 

5-less 

than 10 

years 

10-less 

than 15 

years 

15- less 

than 20 

years 

20 

years 

and 

more 

1.  Patient Information 2.87 2.84 2.87 2.54 2.70 1.398 0.235 

2.  Drug Information 3.29 3.48 3.34 3.08 3.41 1.422 0.227 

3.  Communication of 

Drug Orders and Other 

Drug Information 

3.05 3.20 3.15 3.28 2.93 0.239 0.916 

4.  Drug Labeling, 

Packaging, And 

Nomenclature 

2.71 3.01 2.48 2.28 2.54 3.160* 0.015 

5.  Drug Standardization, 

Storage, and 

Distribution 

3.50 3.82 3.64 3.34 3.46 2.598* 0.037 

6.  Use of Devices and 

Medical Supplies  
3.62 3.71 3.26 3.18 3.28 2.403* 0.050 

7.  Environmental Factors, 

Workflow, and Staffing 

Patterns 

3.37 3.64 3.47 3.03 3.47 5.586* 0.000 

8.  Staff Competency and 

Education 
3.49 3.65 3.82 3.17 3.65 3.696* 0.006 

9.  Patient Education 3.12 3.08 3.11 2.74 3.07 1.833 0.123 

10.  Quality Processes and 

Risk Management 
2.99 2.98 2.95 2.60 3.05 1.948 0.103 

 All items of the 

questionnaire 
3.20 3.33 3.24 2.87 3.20 3.028* 0.018 

  * The mean difference is significant a 0.05 level 

Years of experience. 

Table (4.19) One-way ANOVA test was used to examine the differences in perception 

about the medication safety practice by years of experience. The results showed a 

statistically significant difference between the years of experience and the overall mean 

regarding the implementation of medication safety practices (p < 0.05) with a higher mean 

score for the age group (5-10) years old than other groups. The analysis also showed a 

significantly higher mean score of the same age group regarding the domains drug 

labeling, packaging, and nomenclature, drug standardization, storage, and distribution, use 

of devices, and environmental factors, workflow, and staffing patterns. Such a striking 

result could be explained this age group might combine the theoretical knowledge of the 

younger age and the long experience of the older age. However, this result was incongruent 

with the finding revealed the insignificant effect of work experience on the perception of 

Ethiopian community pharmacists towards dispensing errors (Asmelashe & Binega,  

2017). The researcher said that years of experience are very affected on the performance of 
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the pharmacist, but I noticed during my work in the field of pharmacy that pharmacists 

with an average age of 10-20 years of experience were their most efficient performance as 

the pharmacist is more experienced than those who are less than 10 years experience and 

more generous for who are more than 20 years working experience. 

Table (4.20): Differences in perception about the drug information practice by salary 

1500 and more 
1000- Less than 1500 

NIS 

Less than 1000 

NIS 
Salary 

   Less than 1000 NIS 

  -.0395* 1000- Less than 1500 NIS 

 0.125 -0.270 1500 and more 

* The mean difference is significant a 0.05 level 

Post Hoc test was used to examine the relationship between drug information and salary. 

From the results shown in table (4.20), it was found that there were differences between 

the averages of the answers of those with a salary less than 1000 NIS and those with a 

salary of 1000- Less than 1500 NIS, in favor of those with a salary of 1000- Less than 

1500 NIS, while it was found that there were no differences between the rest of the other 

categories. 

Table (4.21): Differences in perception about the patient information practice by 

qualification 

PhD Master Bachelor Diploma Qualification 

    Diploma 

   0.31 Bachelor 

  0.06 -0.37* Master 

 -0.30 -0.24 0.07 PhD 

* The mean difference is significant a 0.05 level 

Post Hoc test was used to examine the relationship between patient information and 

qualification. From the results shown in table (4.21), it was found that there are differences 

between the averages of the answers of those who have a diploma and whose academic 

qualification is Master, in favor of those whose educational qualification is Master, while it 

was found that there are no differences between the rest of the other categories. 
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Table (4.22): Differences in perception about the medication safety practice by Years 

of experience 

20 years and 

more 

15- less 

than 20 

years 

10-less 

than 15 

years 

5-less 

than 10 

years 

Less than 5 

years 

Years of 

experience 

    
 Less than 5 

years 

    -0.127 
5-less than 10 

years 

 
  0.089 -0.039 

10-less than 15 

years 

 
 0.366 .454*1 0.327 

15- less than 20 

years 

 -0.329 0.037 0.125 -0.002 
20 years and 

more 
* The mean difference is significant a 0.05 level 

Post Hoc test was used to examine the differences in perception about medication safety 

practice and years of experience. From the results shown in table (4.22), it was found that 

there are differences between the averages of the answers of those whose years of 

experience range from 5 to less than 10 years and those whose years of experience range 

from 15 to less than 20 years, for the benefit of those whose years of experience range 

from 5 to less than 10 years While it was found that there were no differences between the 

other groups. 

 

 

 

 

 

 

 

 

 



27 

 

5 Chapter Five 

Conclusion and Recommendation 

5.1 Conclusion 

The study aimed at assessing the medication safety practices within the community 

pharmacies (CP) in Gaza Strip. The study revealed many findings that could be used in 

improving the situation inside the  CP targeting the pharmacists, pharmacies, and patients. 

It also can help the decision-makers and health care planners to develop effective strategies 

for better medication safety practices. 

 This research is highlighting the safety practices in the community pharmacies in the Gaza 

Strip, where this is the first local study that addresses this topic. It dealt with 10 dimensions 

through which the strengths and weaknesses of pharmacies in the Gaza Strip were 

identified. 

The study utilized a mixed methodology as follows: 

A- The quantitative, cross-sectional where the researcher targeted the eligible pharmacists 

at community pharmacies through Interview questionnaires. The population was 617 

pharmacies and the study sample was 270 pharmacists, the number of respondents was 258 

(95.5%). 

B- The qualitative, key informant interviews were used as data collection tools where 7 

senior pharmacists who own large pharmacies were targeted through a semi-structural 

questionnaire, then 5 patients were interviewed to highlight the patient perspective of drug 

safety practices within community pharmacies 

The overall results of the study indicated that the pharmacist's commitment to the 

application of drug safety practices was partial to some patients, some prescriptions or 

some drugs, or from some pharmacists. The mean of the dimensions ranged between (2.69) 

and (3.57) and the overall weighted mean for the 10 domains was (3.20). Both the 

quantitative and qualitative components of the research showed that the best performance 

of the drug safety was seen in the Drug Standardization, Storage, and Distribution domain, 

which shows the presence of an effective process to get urgently needed medications in the 

pharmacies. Refrigerated medications are stored in an organized manner and the 

pharmacies have adequate space to safely organize and separate the storage of medications 
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and drug supplies. Appropriately segregated and secured areas of the pharmacies have 

been established to keep expired medications till they are properly disposed. All hazardous 

chemicals and other non-drug substances are clearly labeled and stored. 

The study shows that the environment of the pharmacies is enhancing a safe medication 

handling practice by pharmacists as concluded from the higher score of the field of drug 

standardization, storage, and distribution, environmental factors and use of devices, 

however barcode should be introduced in pharmacies to promote avoiding medications 

errors. The analysis showed that the patient information is the weakest area that has to be 

concentrated upon. This domain showed that patient personal information and history of 

allergies are not entered into the pharmacy computer system, the same is applied on the 

medication list, including prescription and over-the-counter (OTC) medications, 

immunizations, list of vitamins, herbal products, and dietary supplements, are neither 

obtained nor entered into the pharmacy computer system. Alternative medicines currently 

used by the patient are neither obtained nor entered into the pharmacy computer system. 

The pharmacies do not take steps to obtain patient weight when dispensing weight-based 

drugs, such as those used in treatment of pediatrics. Recent clinical data such as blood 

glucose levels, liver enzymes, and renal function, blood pressure, and cholesterol levels are 

not available to pharmacists to support clinical drug monitoring. 

Khanyunis scored the highest mean in applying the drug safety measures in the community 

pharmacies, while the least score was in the middle zone. There is no statistically 

significant difference between both genders regarding the domains of medication safety 

practices except for Drug Labeling, Packaging, and Nomenclature, Drug Standardization, 

Storage, and Distribution, and Patient Education where the females obtained higher scores 

in implementation of these fields. The participants were divided according to their age to 

three categories less than 30 , between 30- 40 and above 40. Age shows no significant 

statistical effect on the drug safety practice among participants except for the domains of 

Use of Devices, Medical Supplies, Staff Competency and Education where the middle age 

group showed higher implementation of these fields. The participants were divided into 

three categories according to their salaries. Less than 1000 NIS, between 1000 and 1500, 

and above 1500 NIS. The results show no statistically significant difference except for the 

domain Drug Information where the higher salary group showed a higher implementation 

of this field. The various academic degrees of pharmacists showed no effect of drug safety 

handling within the community pharmacies except for the domain Patient Information 
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where the less educated group showed higher implementation of this field. The study 

revealed that patients are encouraged to ask questions about the medications, and are 

offered an opportunity for counseling about how to use, store the medication, possible side 

effects, and interactions with other medications. Pharmacists communicate effectively with 

patients who are visually or hearing impaired, and the patients are instructed to call the 

pharmacy for any concerns or questions about their medication. However, the participants 

informed that pharmacists are not allowed to spend enough time in patient education 

activities. No confidential areas in the pharmacies for patient counseling and medication 

therapy management. 

The qualitative interviews showed that: 

Pharmacists interviews 

 The pharmacists informed that care provided in pharmacies to the patients ranges 

between good to very good and this care covers the information about treatment dosage 

and dealing with side effects. 

 The majority of pharmacists believe that there is nothing to worry about safety 

practices in pharmacies and considered those practices as risk-free, while another 

pharmacist mentioned that there are safety procedures followed by everyone when 

giving an injection. 

 Pharmacists informed that medication errors are very minimal; if they occur, they are 

always under control but never documented. 

 Pharmacists should be urged to document any medication error to avoid the recurrence 

of the same error in the future and this necessitates the creation of an error notification 

system to the entire pharmacists in any pharmacy. 

Patients interview  

 The patients confirmed that pharmacists don't register their personal information, 

clinical data or laboratory results.  

 The patients also seek advice from doctors rather than consulting community 

pharmacists whose advice is only required when patients seek OTC medications.  

 Pharmacists agreed about the insufficient registration of patient information and this 

necessitates urging all pharmacists to start asking about patients' clinical data, illness 

history, and laboratory analysis results.  
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 The patients agreed that some pharmacists offer medications to them without consulting 

the doctors.  

 This is so critical point as a pharmacist must abide by the doctors' prescriptions without 

any interventions that may put live of patients at risk. 

 In the future, there is a need to start registering patients' personal data and his drug 

history in a computer system to obtain full data of patients whenever needed.  

 Pharmacists should spend more time in patient education and whenever possible it is 

preferred to have an area for counseling to occur.  

 Drug labeling and barcode use will help mitigating medication errors. 

 

5.2 Recommendations 

The last objective of this study was to highlight the recommendations that might enable 

decision-makers to plan and set national strategies for promoting safe medication practices 

and preventing medication errors. 

1. Using a computer system for entering patient personal information, clinical history, 

drug history and any history of drug allergy and clinical laboratory tests. 

2. Documentation of errors that happen at the community pharmacies and 

disseminating those errors to all pharmacists working in the pharmacy to avoid 

getting them repeated in the future.. 

3.  Creating a mechanism to help the pharmacists to differentiate between drugs with 

similar names and packaging. 

4. The label put on medication package is enhanced to enable patients to communicate 

with their community pharmacist and to help pharmacists to recognize medications 

through bar codes to avoid transcription errors. 

5. Encouraging barcode scanning to verify drug names and so enhanced patient safety 

by reducing the overall rate of ADEs and the rate of transcription errors. 

6. Improving environmental factors by using the lighted magnifying lens to 

facilitatereading prescriptions. 

7. Doing physical examination to the pharmacy staff including vision and hearing 

screenings every year. 

8. Conducting pharmacy staff training courses and educational programs about human 

factors and principles of reducing errors. 
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9. Enabling pharmacists to spend enough time in  patient education within 

pharmacies. 

10. Allocating special areas in the pharmacies for the patient to be used for counseling 

and guidance.  

11. Encouraging pharmacies to be involved in screening to promote early detection of 

disease as hypertension for those above 40 years. 

12. Pharmacy Leadership and directors have to receive formal education or training to 

avoid errors and how to deal with it. 

13. Enhancing patient safety through any quality systems as Continuous Quality 

Improvement (CQI) program. 

5.3 Future research studies. 

The researcher suggests the following topics: 

 Knowledge and attitude of community pharmacists towards the risk assessment and 

error prevention guidelines. 

 Assessing the influence of organizational culture on medication safety practices. 

 Effect of using the risk assessment tool in minimizing the medication errors within the 

community pharmacies: randomized control trial.  

 Evaluation of the types and frequencies of medication errors in the community 

pharmacies and its effects on patient life threating.  

 A qualitative study on outpatient‘s perspectives and knowledge towards the measures 

used community pharmacies to enhance patient safety.     
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7 Annexes 

Annex 1: Gaza Strip Map 
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Annex 2: Helsinki Committee Ethical Approval 
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Annex 3: Consent Form 

 الدراسة استبانة

 المحترمة،أختي المشاركة  المحترم،أخي المشارك 
 السلام عليكن ورحمة الله وبركاته..

ذصػػي سياتذفػػ ذاس  ضػػ ذم ػػة  ذاس مائيػػ ذاس ػػة  ذ  ا  ػػاتذتح يػػ ذاساما ػػؿذاستػػ ذتايػػؽذتط يػػؽذإسػػ تهػػ ؼذهػػلدذاس  ا ػػ ذ
اسصػػحي ذذالإ ا ةحصػػمؿذى ػػ ذ  جػػ ذاس اج ػػتي ذفػػ ذمتػػيت ذهػػلدذاس  ا ػػ ذا ػػتت اباذس تط  ػػاتذاسذغػػ،ة ذقطػػاعذفػػ ذاس جت ػػ 

ذت ي ذاسصح ذاساا  .ذ- يسذأ م جا ا ذاسق سذ
 قيق .ذاس شػا ت ذذ40-30ى  ااذ افذاسمقتذاس تمق ذسةنتهاءذ فذتا ئتهاذهمذاذاب ت ياف تا ئ ذهلذتثي ااذ شا تتتـأُق ِّ ذستـذ

 ػتُاا ؿذ  ػ ي ذتا ػ ذمبذت ػت  ـذذإجػا تتـت.ذت ػاذأفذف ذهلدذاس  ا  ذه ذطمىي ذمس يتـذاسحؽذف ذابن ػحابذفػ ذأوذمقػ
ذلأغ اضذاس حثذاسا   ذفقط.ذتتا  ذا  ؾذا تيا ياا..ذإب
ذصي سيتتـ ذم ط قفذ مجم ذفاةذهمذم  اذمماقاي ذ  ق ذتا ةذاب ت يافذتا ئ ذأ جمذسلا

 
 شكراً لحسن تعاونكم

 
 توقيع المشارك

الباحثة:   
ريم بشير غنام   

 5063377650  
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Annex 4: The Study Questionnaire 

No. Characters Answer 

A Work related information 

1 Pharmacy name  

2 Governorate  

3 Phone No.  

B Socio-demographic Characteristics 

4 Gender □Male                       □ Female 

5 Age  

6 Salary  

7 Location  

C Work related Characteristics 

8 Qualification □Diploma         □Bachelor          □Master 

□PhD                 □Other, Specify………. 

9 Specialization □General Pharmacy               □Pharm D 

□Other, Specify……… 

10 Years of Experiences  

11 Working Hours  

12 Pharmacy ownership □Yes                             □No 

13 Specific Training on Pharmaceutical 

Care  

□Yes                             □No 
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A: No activity to implement 

B: Discussed, but not implemented 

C : Partially implemented for some or all patients, prescriptions, drugs, or staff 

D: Fully implemented for some patients, prescriptions, drugs, or staff 

E :Fully implemented for all patients, prescriptions, drugs, or staff 

I. Patient Information 

No. Question A B C D E 

1.  Complete information about the 

patient is obtained and then entered 

into the pharmacy computer system 

before providing the patient's 

prescription, and also updated at each 

new visit 

     

2.  The pharmacy uses the appropriate 

language for patients to communicate, 

raise awareness and healthy culture 

  Taking into account any factors that 

may have an impact on the success of 

the treatment, and also any auditory 

and/or visual diseases that may affect 

the process of drug therapy 

     

3.  After obtaining the current list of 

drugs, they are entered into the 

computer system of the pharmacy, 

including over-the-counter medicines 

(specifying the dosage, the amount of 

dispensing and the pharmaceutical 

dosage form ) and then updated when 

purchasing any new drug class 

     

4.  The list of vitamins, herbal and 

supplements, or any type of drugs 

currently used by the patient, is 

entered into the computer system of 

the pharmacy and updated at each 

visit. 

     

5.  The pharmacy takes steps to obtain 

patient weight when dispensing 

weight- based drugs, such as those 

used in chemotherapy treatment or 

pediatrics. 

     

6.  When receiving a prescription from 

the patient through the phone, they are 

asked about their date of birth, 

weight, whether they have allergies, 

or have a chronic illness, what is the 
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medical problem they face and what 

is their diagnosis. 

7.  The pharmacist informs about all 

recent laboratory data of the patient to 

regulate and monitor the patient's 

treatment plan by setting a dosage 

regimen and schedules. 

     

8.  Pharmacists check any important 

clinical data about the patient to 

ensure that the treatment are 

appropriate to the patient's health 

condition (such as the sensitivity of 

the patient to certain ingredients, , 

tolerance to narcotic substances, and 

the results of laboratory tests). 

     

9.  The pharmacy computer system 

contains a warning alert when 

dispensing a drug classified as 

(narcotic or addiction drugs) to obtain 

or verify important information about 

the patient 

     

10.  Pharmacists look to  the necessity for 

change the dose based on the patient's 

health condition like  the patients 

suffer from renal difficulties 
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II. Drug Information 

 

11.  Online drug information references 

are easily accessible in all dispensing 

areas and include user-friendly, up-to-

date information on prescription, 

OTC, herbal, and alternative 

medicines. 

     

12.  The pharmacist checks the medical 

condition of the patient if is 

appropriate with the prescribed 

medication before he dispenses it. 

     

13.  The pharmacy computer system alerts 

staff when safety screening does not 

occur due to data not being available. 

     

14.  When adding new products to the 

pharmacy store, the probability of an 

error in this drug is assessed (for 

example, drugs that are similar in 

sound, packaging or way of using ). 

     

15.  After the drug appears in the markets 

for a period of time, staff in the 

pharmacy are instructed to monitor 

whether errors have been reported in 

the drug industry or any side effects 

and if safety measures are 

strengthened in case of complications 

with patients, as a result of using this 

product. 

     

 

III. Communication of Drug Orders and Other Drug Information 

 

16.  There is a law that enables a 

pharmacist to change any unusual 

doses or uses of medicines and cancel 

them if they are incorrect 

     

17.  Pharmacists have a written protocol 

followed, to resolve differences 

between the doctor and pharmacist on 

patient safety when taking the 

prescription 

     

 

 

 



96 

 

IV. Drug Labeling, Packaging, And Nomenclature 

18.  Labels on shelves, packaging, and 

drug storage boxes for that have 

complex names 

     

19.  Medications with a similar label and 

packaging are separated by the staff 

because they are a problem and 

therefore are not stored next to each 

other so that there is no error while 

preparing the prescription 

     

20.  Prescription labels are easy to read on 

patients, written in clear handwriting, 

sufficient space, and appropriate 

instructions for patient self-

management. 

     

21.  The pharmacy uses a suitable 

language  for patients who need it 

(those who do not speak Arabic) 

when applying the label to the drug 

     

22.  A description of the product (e.g., 

shape, imprints, color, scent) appears 

on the pharmacy label. 

     

 

V. Drug Standardization, Storage, and Distribution 

23.  There is a mechanism to obtain the 

necessary medicines in the pharmacy 

very easily and quickly by 

communicating with representatives 

of pharmaceutical companies. 

     

24.  There is a mechanism to determine 

the reasons why the patient does not 

take the medicine after the pharmacist 

prepare of the prescription. 

     

25.  Electronic systems are used to record 

temperatures all the time and give 

warning of abnormalities in cooling 

system that the drug are storing in it  

and improved procedures for how to 

deal with any system problem 

     

26.  Refrigerators of sufficient size, are 

used to store drugs that need to be 

cooled so as not to damage. 

     

27.  The pharmacy has enough space to 

organize and separate medicines 

safely, everywhere in the store, 

refrigerator or shelves 

     

28.  When storing shelves, the staff      
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ensures that labels do not remove any 

essential information about medicines 

on its label 

29.  There is a separate and fully enclosed 

area in the pharmacy to place the 

returned, expired or corrupted drugs 

until they are disposed of. 

     

30.  Active pharmaceutical ingredients and 

chemicals used in pharmaceutical 

formulations are evaluated at least 

every three months, and unused 

components are regularly disposed of 

     

31.  Active pharmaceutical ingredients and 

chemicals used in pharmaceutical 

formulation are obviously marked 

with their contents, the date of 

opening the product, and the 

expiration date of the manufacturer. 

(If there is no expiration date, the date 

is set for one year from the date the 

product was first opened.) 

     

32.  The pharmacy stores chemicals used 

in compounding in a separate area 

according to current USP <795> and 

<797> standards. 

     

33.  All caustic or hazardous chemicals 

and other toxic substances are visibly 

marked and stored on separate shelves 

from all other products in the 

pharmacy warehouse. 

     

34.  Pharmacy prescription bottles and 

labels are not used to re-package non-

drug substances (e.g., liquid 

chemicals, cleaning compounds, 

insecticides, soaps). 
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VI. Use of Devices and Medical Supplies  
 

35.  All pharmacists follow standards for 

hand washing, wearing gloves, and 

equipment disposal to minimize the 

risks of disease transmission during 

the administration of vaccines. 

     

36.  Employees at the pharmacy wash 

their hand in a suitable manner before 

preparing any product. 

     

37.  Barcode scanning or a checklist/sign-

off sheet is used to verify the drug 

name, strength, NDC, lot number, and 

expiration date of each stock bottle 

before the contents are added to an 

automated dispensing system (e.g., 

robotics(. 

     

38.  a machine-readable code is used to 

check the dispense of the drug. 

     

 

VII. Environmental Factors, Workflow, and Staffing Patterns 
 

39.  The lighting is appropriate and 

convenient for reading labels and 

other important information about the 

medicine and patient clearly. 

     

40.  A lighted enlarge lens is located  at 

the settled place and is used to make 

labels and prescriptions easier to read 

     

41.  The heat and moisture at the 

pharmacy comply with the 

requirements for storing medication. 

     

42.  The region, where  orders are 

checked, are isolated and free from 

deviations and interruptions 

     

43.  Pharmacy tries not using high storage 

areas that make the staff climb for 

taking products. 

     

44.  Areas, which are used for the 

preparation of prescriptions, are clean, 

tidy and free from chaos.. 

     

45.  When considering adding a new drug 

or services to the pharmacy, all 

pharmacy workers are well connected 

and discussed, and appropriate 

consideration of resources is 

addressed before implementation 

. 
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46.  When prescriptions are set up, 

pharmacy employees work with one 

medicinal product at a time and place 

the mark on the patient's medication 

before working on the next 

prescription. 

     

47.  All drug orders (whether a paper copy 

or an image) are set at the eye level 

while the drug is being entered. 

     

48.  An annual medical examination is 

carried out for pharmacy employees, 

the most important of which is 

hearing and vision examination 

     

49.  The pharmacist does not work for 

more than 12 sequential hours 

     

50.  The pharmacist has the right to take at 

least 8 hours of rest between shifts 

     

51.  Pharmacy staff are allowed to take a 

break of 15 - 30 minutes during daily 

working hours even when there is 

pressure at work. 

     

52.  There is a supportive plan when the 

number of staff is reduced because of 

someone taking a vacation for 

example or pressure at work inside the 

pharmacy. 

     

53.  Pharmacy recruitment standards are 

sufficient to provide safe care services 

to patients at all times, including 

during increased work frequency (eg, 

beginning of the month, immediately 

before or immediately after the 

holidays) 

     

54.  When there are temporary employees 

(such as training or unemployment), 

they are properly directed and trained 

in the private pharmacy environment 

in which they will work. 

     

55.  The prescription rate is periodically 

checked to see the appropriate number 

of employees, even during peak times 

when the demand is higher. 
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VIII. Staff Competency and Education 

 

56.  All new employees are subject to a 

competency assessment in the basics 

before start working independently. 

     

57.  All pharmacy staff, including float 

and agency staff, are educated about 

the specific pharmacy equipment 

available at each site (e.g., barcode 

scanner, automated dispensing 

equipment) and inform the staff with 

all guidelines of equipment then 

confirm before give them the approval 

to use it. 

     

58.  All pharmacists, including float and 

agency staff, are educated about the 

specific patient self-administration 

and monitoring devices available at 

each site (e.g., glucose monitors, 

inhalation devices, pen devices, home 

diagnostic tests), and competency is 

confirmed before staff are allowed to 

educate a patient about the instrument. 

     

59.  Reduce the tasks assigned to them at 

work to achieve training objectives 

safely and inclusivity of those who 

train new employees (trainees), 

     

60.  Pharmacy staff is educated about 

strategies to reduce the happening of 

errors. 

     

61.  As part of the overall performance 

appraisal process, the pharmacy 

manager evaluates the experience of 

each pharmacy employee to ensure 

the applying of safety practices 

     

62.  Pharmacy staff is taught about new 

medicines added to the pharmacy 

stock, including OTC medicines, and 

all related information and warnings 

associated with them must be 

understood before dispensing 

medicines. 

     

63.  Pharmacists regularly discuss 

medication errors and how to avoid or 

reduce them   

     

64.  The management of Pharmacy and its 

Director take into account 

humanitarian factors and the 

principles of error reduction (for 
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example, staff standardization, use of 

limitations and emphasis on important 

functions) during staff orientation 

65.  Key management and pharmacists are 

trained in the basics and applications 

of Continuous Quality Improvement 

(CQI) in relation to the pharmacy 

work system 

     

66.  At least once a year, pharmacy staff 

must complete a training course about 

reducing errors, especially when using 

high-alert medication, narrow 

therapeutic index drugs, and other 

drug or devices that have a high 

potential for errors 

     

67.  When errors occur, all pharmacy staff 

focuses on learning to prevent the 

occurrence and recurrence of such an 

error. And not just focus on how to 

cure it 

     

68.  Pharmacy staff have the support and 

time to attend conferences within and 

outside country related to new 

medicines and / or important drug 

safety issues 

     

 

IX. Patient Education  

69.  Pharmacists are allotted time by 

management for patient education 

activities. 

     

70.  Confidential areas for patient 

counseling and medication therapy 

management (MTM) services are 

given without any obstruction and 

confusion 

     

71.  Patients are urged to ask questions 

about their medications and all 

related instruction and risks. 

     

72.  Patients are offered an opportunity 

for counseling. The offer includes a 

clear explanation of what counseling 

consists of (e.g., how to take and 

store the medication, possible side 

effects, interactions with other 

medications) and how it would 

benefit them. 
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73.  Criteria have been established for 

selected HIGH-ALERT 

MEDICATIONS or high-risk patient 

populations to trigger required 

medication counseling, and a system 

is in place to alert the pharmacist of 

this need when the patient comes in 

to pick up the prescription (e.g., bold 

alert on the bag, pharmacy computer 

system alert). 

     

74.  The pharmacist discusses important 

safety concerns (e.g., those found in 

Medication Guides, ISMP High-

Alert Medication Safety Leaflets for 

consumers) during patient counseling 

with the patient/caregiver. 

     

75.  Pharmacists answer all questions and 

worries of the patient (such as 

financial burden, inability to take, 

dosage form, side effects) before 

dispensing the drug 

     

76.  Social culture and shame is one of 

the obstacles that prevent the patient 

from asking about his illness and 

prevent the process of counseling 

that affects the effectiveness of 

treatment 

     

77.  The pharmacy appropriately 

communicate with patients with 

sensory problems such as poor vision 

or hearing 

     

78.  The pharmacy instructs the patient to 

call it for any questions about the 

drug treatment. 

     

79.  Patients are provided with a 
telephone number at which a 
pharmacist can be reached 24 hours a 
day . 

     

80.  Patients are educated on the good use 
and maintain any devices purchased 
from the pharmacy. 

     

81.  The pharmacy gets free samples of 
the instrument from the companies to 
educate the patients so that they can 
use them in the best way. 

     

82.  Patients are informed with all 
important and recent information 
about the medications they are 
taking, whether writing the 
information manually or telling them 
orally. 
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83.  The pharmacy provides a 

comprehensive appointment-based 

medication synchronization (ABMS) 

program that includes a complete 

medication review and monthly 

contact from a pharmacist to the 

patient, to discuss their medication 

therapy and any changes before 

dispensing to optimize medication 

use. 

     

84.  The pharmacy monitors certain 

chronic diseases such as asthma, 

CVDs....etc 

     

85.  Last year, the pharmacy provided a 

similar service as the primary health 

care clinics by making early 

checking to the detection of diseases 

     

86.  The pharmacy improves and 

implements at least one educational 

program at the year or any public 

health-related activity aimed to 

improve the safe use of medication.. 

     

 

X. Quality Processes and Risk Management 

87.  In the pharmacy they discuss medication 

errors without fear and complete freedom 

    

88.  2-Pharmacists are trained to avoid 

medication errors 

    

89.  The patient is frankly informed about the 

occurrence of medication errors if they occur 

    

90.  Pharmacy managers have been trained in the 

safety of medicines 

    

91.  No action shall be taken against a person 

who makes a drug mistake 

    

92.  The pharmacy administration receives 

training that qualifies it to evaluate the 

pharmacological work in the pharmacy and 

identify the risks that lead to the occurrence 

of drug errors. 

    

93.  Pharmacists are trained to recognize  who 

have the wrong procedural behavior to avoid 

drug errors 

    

94.   Managers motivates the employee to report 

medication errors 

    

95.   An annual survey is conducted for the 

pharmacy staff to ensure their knowledge of 

safety procedures 
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96.   The pharmacy administration is concerned 

with improving the safety procedures and the 

use of technology 

    

97.  The vision and the message of the pharmacy 

address the issue of drug safety 

    

98.  All staff know the medication errors of 

dangerous medicines and know the 

mechanisms of reporting it. 

    

99.  There is a person in charge of identifying 

drug errors in the pharmacy and identify the 

reasons for their occurrence and how to deal 

with it. 

    

100.  The pharmacy conducts focus group sessions 

to discuss drug policies. 

    

101.  There is a quality system in the pharmacy to 

enhance the safety of patients CQI 

    

102.  The pharmacy conducts a survey of patients 

to make sure that the service provided is 

good and accepted 

    

103.  The process of dispensing the drug is 

evaluated at least once a year to identify the 

causes of drug errors' risks. 

    

104.  The pharmacists avoid the occurrence of 

mistakes by knowing  the mistakes of others 

    

105.  Everyone is notified of the occurrence of any 

mistake and ways of avoiding it in the future, 

especially when dealing with sensitive 

groups such as children whose doses should 

be checked  twice. 

    

106.  The pharmacist makes sure the safety of the 

drug before dispensing it to any patient 

    

107.  There are quality mechanisms that allow to 

identify inventory and pharmacological 

validity and computerized system and ways 

to follow up and report errors 

    

108.  Errors of dispensing systems are identified 

and lessons taken from them so as not to be 

repeated in the future and in order to improve 

the work system in the pharmacy 

    

109.  Errors in the selection of the drug and its 

composition and external signs on the 

package of the drug are evaluated in order to 

identify the purpose of identifying the 

problems of system design and the 

development of mechanisms to prevent 

errors. 

    

110.  The pharmacy has established a system to 

ensure that dangerous medicines are 

dispensed after being examined twice 
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 الإجابة الصفة الرقم

 يعهىياخ عٍ يكاٌ انعًم أ

  اسى انصٍذنٍح 5

  انًحافظح 7

  رقى انجىال 3

 انصفاخ الاجرًاعٍح و انذًٌغرافٍح ب

 ركر                       أَثى      انجُس 7

  انعًر 1

انراذة  6

 انشهري

 

  انًىقع  2

 ج
 صفاخ يرعهقح تانعًم

 تهىو         تكانىرٌىس        ياجسرٍر          دكرىراِ      د انًؤهم انعهًً 8

9 

 صٍذنح عايح انرخصص

 دكرىر صٍذنً 

 ذخصص آخر 

  سُىاخ انخثرج 51

  ساعاخ انعًم 55

 َعى                        لا     يهكٍح انصٍذنٍح  57

53 

هم ذهقٍد 

ذذرٌثا عٍ 

سلايح اسرخذاو 

و صرف 

 الأدوٌح

 َعى                        لا    
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 :محاور الإجابة

ذ.بذيتـذتنفيلد -1
ذ.تـذ ناقشتهذ ذمستفذسـذينفلذ -2
ذ.ينفلذج،ئيااذس اضذأمذج ي ذاس  ض ذأمذاسمصفاتذاسط ي ذأمذالأ مي ذأمذاس مظفيفذ -3
ذ.نفلتذ استا ؿذس اضذاس  ض ذ ذماسمصفاتذاسط ي ذ ذمالأ مي ذ ذأمذاس مظفيف -4
ذ.سج ي ذاس  ض ذ ذماسمصفاتذاسط ي ذ ذمالأ مي ذ ذأمذاس مظفيفنفلتذ استا ؿذ -5

 معمومات المريض: -0
 0 4 7 2 0 السؤال الرقم
ذ)اب ـذذ -1 ذاس  يض ذ ا م ات ذى   ذاسحصمؿ يتـ

ذم ائؿذ ذاس ن،ؿ  ذهاتؼ ذ قـ ذماسانماف  استا ؿ
ابتصاؿذاس  ي  ذ]ى  ذ  يؿذاس ثاؿ ذىنمافذاس  ي ذ

نمعذاسجنس ذالإستت من ذأمذ قـذاسهاتؼذاس  مو[ذمذ
ذ فذ ذنمع ذأو ذس يه ذتاف لا ذما  ذاس ية   متا يخ
اسح ا ي (ثـذإ  اسهاذف ذنظاـذت  يمت ذاسصي سي ذ
ذمأيضاذ ذس   يض  ذاسط ي  ذاسمصف  ذتق يـ ق ؿ

ذتح يثهاذف ذتؿذ،يا ةذج ي ة.

     

ذاس نا   ذاسصي سي ذتقمـذ -2 ذاس غ  ذس   ض ذ ا ت  اـ
ذاسثقاف ذمذاسمى ذ،يا ةذ ذاستماصؿذأجؿذ ف

ق ذذىما ؿذأوذابىت ا ذ ايفذالأ لذ  ذي اسصح
ذمأيضاذ ذاس مائ ذاساةجذى  ذتيثي هاذسهاذيتمف
ذى  ذتؤث ذق ذ ص ي ذأم/ذذمذ  اي ذأ  اضذأو

ذ.اس مائ ذاساةجذى  ي 

     

ذيتـذاسحاسي  ذالأ مي ذقائ  ذى  ذاسحصمؿذ ا ذ -3
ذس صي سي ذنظاـذف ذإ  اسها ذف ذ  اذ ذاست  يمت 

ذ  )ذط ي ذمصف ذ  مفذ ؼتصذاست ذالأ مي ذلسؾ
ذماسشتؿذاسص ؼذت ي ذمذاسج ى ذتح ي 

ذذس  ماءذاسصي بن  ذش اءذىن ذتح يثهاذثـذم ف(
ذج ي ذ مائ ذصنؼذأو

     

ذاس ت ةتذاساش ي  ذاس نتجاتذاسفيتا ينات ذقائ  ذ -4
ذ فذحاسيااذاس  ت    ذاس  ي  ذمالأ مي ذاسغلائي  

ت ذاست  يمذذنظاـذف ذإ  اسهاذيتـذ ذاس  يضذق ؿ
ذ.ذ،يا ةذتؿذف ذمتح يثهاذ ذس صي سي 
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ذم،فذى ػػػػػػ ذس حصػػػػػػمؿذ طػػػػػػماتذاسصػػػػػػي سي ذتت ػػػػػػلذ -5
ذتات ػ ذاستػ ذالأ ميػ ذ فذنمعذي ، هذىن  اذاس  يض
ذأمذاستي يػػػػائ ذاساػػػػةجذأ ميػػػػ ذ ثػػػػؿذ ذاسػػػػم،فذى ػػػػ 

ذ.الأطفاؿ

     

ذذاسهاتؼذى  ذاس  يضذ فذط ي ذمصف ذت ق ذذىن ذ -6
ذإفذتػافذ ذمذم،نػه ػية د ذذتػا يخذىػفذ ؤاسهذيتـذ 

ذم ػاذ ، ف ذ  ضذس يهذأمذ ذاسح ا ي ذ فذياان 
ذذذهػػػػمذم ػػػػاذيماجههػػػػاذاستػػػػ ذاس  ضػػػػي ذاس شػػػػت  ذهػػػػ 

ذ.تش يصها

     

ذاسح يثػػػ ذاس    يػػػ ذاس يانػػػاتذاسصػػػي س ذسػػػ  ذيتػػػمف ذ -7
ذ ذاسػػػػ ـذفػػػػ ذاس ػػػػت ذ  ػػػػتم ذ ثػػػػؿذذاس ػػػػ يضذىػػػػف

ذ ذاسػػػ ـذضػػػغطذ ذاست ػػػ ذمظػػػائؼذ ذاست ػػػ ذأن،ي ػػػات
ذاس طػػػػػ ذم  اق ػػػػػ ذستنظػػػػػيـذاستمس ػػػػػت مؿ ذم  ػػػػػتم 
ذمذنظػػػػػاـذتح يػػػػػ ذ ػػػػػةؿذ ػػػػػفذس  ػػػػػ يضذاساةجيػػػػػ 
ذ.اس مائي ذس ج ىاتذ ماىي 

     

ذ ػػ ي يهذ ا م ػػاتذأوذ ػػفذ ػػاستحقؽذاسصػػيا س ذيقػػمـذ -8
ذاسػػػ ماءذ ةئ ػػػ ذذ ػػػفذس تيتػػػ ذاس ػػػ يضذحػػػمؿذ ه ػػػ 

ذ ثػػػػػػؿ)ذاسصػػػػػػحي ذاس ػػػػػػ يضذحاسػػػػػػ ذ ػػػػػػ ذماسج ىػػػػػػ 
ذتح  ػهذم،نػه ذ اين  ذ ما ذاتجادذاس  يضذح ا ي 

ذ(.اس    ي ذاستحاسيؿذمنتائجذاس    ة ذما س  

     

ذ اصػػػ ذ طاس ػػػاتذى ػػػ ذاسصػػػي سي ذنظػػػاـذذيحتػػػموذ -9
ذذذانػػػػػػػػػػػػػػػهذيصػػػػػػػػػػػػػػػنؼذى ػػػػػػػػػػػػػػػ ذ ماءذإ  ػػػػػػػػػػػػػػػاؿذىنػػػػػػػػػػػػػػػ 

medication HIGH- ALERTذس حصػػمؿذ
ذاستحقػػػػؽذأمذاس ػػػػ يضذىػػػػفذ ه ػػػػ ذ ا م ػػػػاتذى ػػػػ 
ذم حاسيػػػػػػؿذ ذاس  ػػػػػػ  ةذالأ ميػػػػػػ ذتا ػػػػػػت  اـ)ذ نهػػػػػػا

(ذاس فاػػػمؿذي ػػػ طمذذمالأفيمنيػػػاتذ ذاس  تػػػ،ةذاس ػػػم فيف
ذط يقػػ ذ ذاس مائيػػ ذاسج ىػػ ذس ةئ ػػ ذضػػ م وذملسػػؾ

ذ ػػػػػ ذيتنا ػػػػػبذ  ػػػػػاذاب ػػػػػت  اـذ ػػػػػ ةذمذاب ػػػػػت  اـ
ذ.اس  يضذمض 

     

ذج ىػػػػ ذتاػػػػ يةتذإسػػػػ ذاسحاجػػػػ ذاسصػػػػيا س ذي اىػػػػ ذ -10
ذى ػػ )ذذح يثػػ ذ ػػ ي يهذ يانػػاتذى ػػ ذ نػػاءاذذالأ ميػػ 
ذقصػػم ذ ػػفذياػػانماذاسػػليفذاس  ضػػ ذ ذاس ثػػاؿذ ػػ يؿ
ذاستػ ذالأ ميػ ذ اصػ ذاسج ىػ ذؿستاػ يذ حاج ذت مو
ذاست يتيفذ ةؿذ فذ  يتهاذ فذاست  صذيتـ
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 معمومات متعمقة بالدواء  -2
ذاس تا ق ذاس  اج ذإس ذ  همس ذاسمصمؿذي تفذ -11

ذج ي ذف ذالإنت نتذى  ذالأ مي ذ  ا م ات
ذىفذح يث ذ ا م اتذتتض فذمذاستم،ي  ذ ناطؽ

ذالأ مي ذذالأ مي ذاست ذتحتاجذسمصف ذط ي  
ذالأ مي ذ ذط ي ذمصف ذ  مفذتص ؼذست ا

.ذاس  ي  ذالأ مي ذمذ ذاساش ي   

     

ذستؿذاس  ي وذاسغ ضذ فذاسصي س ذيتحقؽذ -12
ذأفذ فذس تيت ذاس ماءذص ؼذق ؿذط ي ذمصف 
.اس  يضذسحاس ذ نا بذاس مصمؼذاساةج  

     

ذاس مظفيفذاسصي سي ذف ذاست  يمت ذنظاـذين هذ -13
ذ ا ؿذاف دتمذذى ـذمذ ايفذ ماءذانتهاءذىن 

 اسصي سي 

     

ذاسصي سي ذ  ،فذإس ذج ي ذىنص ذإضاف ذىن ذ -14
ذاس ماءذهلاذف ذ طيذح مثذاحت اؿذتقييـذيتـذ 
ذف ذتتشا هذاست ذالأ مي ذ ذاس ثاؿذ  يؿذى  )

ذاس اص ذاستا ي اتذأمذأمذاستا ئ ذاسصمت
ذاس  اق  ذم تط  اتذذاسج ىاتذذ ثؿذ اس  ض 
(.اس  ي يه  

     

ذيتـذذ ذأشه ذسا ةذاس مؽذف ذاءاس مذذظهم ذ ا ذ -15
ذإلاذ اذ  تا ا ذذاسصي سي ذف ذاس مظفيفذتت يؼ
ذصناى ذف ذأ طاءذىفذالإ ةغذتـذق ذتاف

ذإطةؽذ نلذظه تذجان ي ذأثا ذأوذأمذاس ماء
ذىن ذاس ة  ذإج اءاتذتا،ي،ذيتـذمذ ذاس نتج

ذ  ذ ضاىفاتذح مثذحاؿذف ذاسض م ة
.ذاس نتجذلسؾذنتيج ذاس  ض   
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 التواصل و تبادل المعمومات حول الأدوية  -7
ذمتمضيحذستقييـذاس   ي ذ اسصف ذاسصي س ذيت ت ذ -16

ذسلأ مي ذىا ي ذغي ذا ت  ا اتذأمذج ىاتذأو
صحيح ذغي ذتانتذإلاذىنهاذماب تغناء  

     

ذ تتم  ذ يا  ذمذ  تمتمؿذاسصيا س ذس  ذيمج ذذ -17
ذتح ثذاست ذاب تةفاتذست مي ذ ذإت اىهاذيتـ
ذاس  يضذ ة  ذحمؿذذماسصي س ذاسط يبذ يف
اسط ي ذاسمصف ذأ لدذىن   

     

 

 تسمية، تصنيف، وتغميف الأدوية -4
ذذم  صقاتذذاس فمؼذى  ذىة اتذتُ ت  ـذ -18

ذاست ذالأ مي ذت ،يفذمصنا يؽذاسا ماتذى  
  اق ةذمت  ياتذ ذأ  اءذى  ذتحتمو

     

ذذت  ي ذى  ذتحتموذاست ذاس نتجاتذفصؿذيتـذ -19
ذت ثؿذلأنهاذاس مظفيفذق ؿذ فذتشا ه ذمتغ يؼ
ذ اضهاذ جما ذت ،ينهاذيتـذبذمسلسؾذ شت  
ذتحضي ذأثناءذ طيذيح ثذبذ حت ذاس اض
اسط ي ذاسمصف   

     

ذاس  ض ذى  ذاسق اءةذ ه  ذاسمصفاتذ  صقاتذ -20
ذ طذحجـذمسهاذتافي  ذ  اح ذذتحتموذ حيث
ذنقط ذ12ذ فذ طذ ذاس ثاؿذ  يؿذى  )ذ ق مء
ذط يق ذاسقمةذ ذاس ماءذا ـذ ذاس  يضذب ـ

ذاس نا   ذاس ا م اتذى  ذمتحتمو(ذذاب ت  اـ
الآ ن ذ فذق ؿذاس  يض.ذاسلاتي ذسلإ ا ة  

     

ذس   ض ذ نا   ذأجن ي ذسغ ذذاسصي سي ذت ت  ـذ -21
ذيحتاجمنها) فذبذيتح ثمفذاس غ ذاسا  ي (ذاسليف
اس ماءذى  ذاس  صؽذمض ذىن   

     

ذ ذاس ثاؿذيؿ  ذى  )ذس  نتجذمصؼذيظه ذ -22
ذاس  صؽذى  (ذاس ائح ذ ذاس مفذ ذاسشتؿ
  اسصي سي ذاس اص
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 توحيد معايير الأدوية ، تخزينه و توزيعه  -0
ذس حصمؿذاس نا بذاسمقتذمف ذفااس ذآسي ذتمج ذ -23

ذ ن م  ذإ طا ذأمذ ش ةذاسة،  ذالأ مي ذى  
ذى  ذ تاح ذتتمفذبذىن  اذالأ مي ذش تات
(اس ماءذنقصذ   بذ ذاس ثاؿذ  يؿذى  )ذاسفم   

     

ذا لذى ـذم اءذالأ  ابذستح ي ذآسي ذتمج ذ -24
سه.ذاسط ي ذاسمصف ذتحضي ذ ا ذاس ماءذاس  يض  

     

ذتمثؽذاست ذالإستت مني ذالأنظ  ذا ت  اـذيتـذ -25
ذإشاا ااذمتمف ذاس اى ذ  ا ذى  ذاسح ا ةذ  جات

ذاست ذماس ج  اتذاسثةجاتذف ذ اس شتةت
ذتطمي ذتـذمق ذ ذس ح ا ةذاسح ا  ذالأ مي ذت ،ف

ذ  ذاستاا ؿذ تيفي ذاس تا ق ذاس تتم  ذالإج اءات
إت اىهاذمذاسنظاـذف ذ شت  ذأو  

     

ذذ ذذاستاف ذاسحجـذلاتذاسثةجاتذا ت  اـذيتـذ -26
تف  ذبذحت ذست  ي ذتحتاجذاست ذالأ مي ذست ،يف  

     

ذستنظيـذتافي ذ  اح ذى  ذاسصي سي ذتحتموذ -27
ذمت ت  ـذ ذ ي افذ هامفصذذالأ مي ذت ،يف

ذ ،ائفذف ذ ذاس  ،فذأ فؼذى  ذاس ق  ات
ذح بذ ذاسثةجاتذمف ذ ذاس    ةذالأ مي 
 اسحاج 

     

ذأفذاس مظفمفذيض فذ ذالأ فؼذت ،يفذىن ذ -28
ذت حمذبذاستقاط ذ طمطذأمذاس  صقات
ذ ا ؿذ الأ مي ذاس اص ذالأ ا ي ذاس ا م ات

 اس  ،ف

     

ذف ذصحيحذشتؿ ذم ؤ ن ذ نفص  ذ نطق ذيمج ذ -29
ذأمذ ذإ جاىهاذتـذاست ذالأ مي ذسمض ذاسصي سي 

إتةفهاذذيتـذحت ذ ذف ا هاذأمذصةحيتهاذانتهاء
اسصي سي ذ فذإ،استهاذأمذ  

     

ذماس ما ذاسفااس ذاسصي بني ذاس تمناتذتقييـذيتـذ -30
ذاست تي اتذف ذاس  ت    ذاس ائ  ذاستي يائي 
ذـميتذ ذأشه ذثةث ذتؿذالأقؿذى  ذاس مائي 
ذ انتظاـذاس  ت    ذغي ذاس تمناتذ فذاست  ص

اس  ،فذ ف  
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ذماس ما ذاسفااس ذاسصي بني ذاس تمناتذت يي،ذيتـذ -31
ذاسصي بني ذاست تي اتذف ذاس  ت    ذاستي يائي 
ذاس نتجذفتحذمتا يخذ ذ حتمياتهاذ  ذ مضمح
ذاسش ت ذ فذصةحيتهذانتهاءذمتا يخذ ذ  ةذلأمؿ

ذتا يخذتمف ذى ـذحاس ذف (.ذ)مج ذإف)ذاس صنا 
ذيتـذ ذاس صنا ذاسش ت ذ فذاسصةحي ذانتهاء
ذماح ذىاـذس  ةذاسصةحي ذانتهاءذتا يخذتاييف
.(  ةذلأمؿذاس نتجذفتحذتا يخذ ف  

     

ذف ذاس  ت    ذاستي يائي ذاس ما ذاسصي سي ذت ،فذ -32
ذس اايي ذمفقااذ نفص  ذ نطق ذف ذاست تيب USPذ

.اسحاسي   

     

ذأمذاستامي ذاستي يائي ذاس ما ذ ج يذت يي،ذيتـذ -33
ذ مضمحذاس ا  ذاس ما ذ فذمغي هاذاس ط ة

ذج ي ذىفذ نفص  ذذأ فؼذى  ذمت ،ينها
ذف ذاس مجم ةذالأ   ذماس  ت ، اتذالأ مي 
. اسصي سي ذالأ مي ذ  تم ع  

     

ذاس ماءذف ذمصفاتذ،جاجاتذا ت  اـذيتـذبذ -34
ذاس مائي ذغي ذاس ما ذتا ئ ذلإىا ةذاسصي سي 

ذم  ت اتذاس ائ  ذاستي يائي ذاس ما ذثؿ )
(.ماسصا مفذاسحش ي ذماس  ي اتذاستنظيؼ  

     

 

استخدام الأجهزة و المعدات  -6  
ذاسي يفذغ ؿذ اايي ذاسصيا س ذج ي ذيت  ذ -35

ذستق يؿذاس ا اتذ فذماست  صذاسقفا،اتذما ت اء
اسا م ذمذالأ  اضذانتقاؿذ  اط   

     

ذاس نا   ذسي يفاذغ ؿذإج اءاتذاس مظفمفذيت  ذ -36
.ذ نتجذتحضي اوذق ؿ  

     

ذذت قيؽذقائ  ذأمذاس ا تم ذ  حذا ت  اـذيتـذ -37
ذاسقطا ذم قـذمقمتهذاس ماءذا ـذ فذس تحقؽ
ذق ؿذ ماءذ  ،مفذستؿذاسصةحي ذانتهاءذمتا يخ

ص فهذيتـذأف  

     

اس ماء.ذا تيا ذ فذس تحقؽذاس ا تم ذي ت  ـذ -38       
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 الموظفين، وأنواع العملالعوامل البيئية، وسير  -3

ذاس  صقاتذسق اءةذم ةئ  ذتافي ذالإضاءةذ -39
ذاس ماءذىفذاسها  ذاس ا م اتذ فذمغي ها

. مضمحذماس  يض  

     

ذثا تذ مق ذف ذ ضاءةذ ت  ةذى   ذتمج ذ -40
ذاسمصفاتذق اءةذإ تاني ذست هيؿذمت ت  ـ
 ماساة ات

     

ذ  ذاسصي سي ذف ذماس طم  ذاسح ا ةذ  ج ذتتمافؽذ -41
.اس ماءذت ،يفذط  ات ت  

     

ذ ذاس ماءذأما  ذ فذاستحقؽذيتـذحيثذ ذاس ناطؽذ -42
.مابنقطاعذابنح افاتذ فذم اسي ذ ا،مس   

     

ذاست ،يفذأ اتفذا ت  اـذاسصي سي ذتتجنبذ -43
ذاي يهـذ ف ذاس مظفيفذ فذتتط بذاست ذاسااسي 
ذاست  ؽذأمذذس مصمؿذ ؤم هـذ فذأى  

.اس نتجاتذى  ذس حصمؿ  

     

ذمذالأ مي ذإى ا ذيتـذحيثذ ذاسا ؿذ  احاتذ -44
ذ فذ اسي ذمذم نظ  ذنظيف ذ ذاسط ي ذاسمصف 
.اسفمض   

     

ذاسصي سي ذإس ذج ي ذصنؼذ إضاف ذاستفتي ذىن ذ -45
ذج ي ذ  ذجي ذ شتؿذاسنقاشذمذاستماصؿذيتـ

ذابىت ا ذتنامؿذميتـذ ذ اسصي سي ذاساا  يف
استنفيلذق ؿذس  ما  ذاس نا ب  

     

ذ مظفمذيا ؿذ ذاسط ي ذاسمصفاتذا إى ذىن ذ -46
ذ  ةذتؿذف ذماح ذ مائ ذ نتجذ  ذاسصي سي 
ذق ؿذس   يضذاس ماءذى  ذاساة  ذميضامف

.استاسي ذاسط ي ذاسمصف ذى  ذاسا ؿ  

     

ذ ماء)ذاسط ي ذاسمصف ذأما  ذج ي ذى ضذيتـذ -47
ذ  تم ذى  (ذصم ةذأمذم قي ذن   ذتانت
اسط ب.ذإ  اؿذأثناءذاسايف  

     

ذ ذ نموذط  ذسفحصذاسصي سي ذ مظف ذي ض ذ -48
ماس   .ذاس ؤي ذفحمصاتذلسؾذف ذ  ا  

     

ذ اى ذ12ذ فذأتث ذاسصي سي ذطاقـذيا ؿذبذ -49
. تتاسي   

     

ذ8ذىفذيقؿذبذ  اذاسصي سي ذ مظفمذيت ت ذ -50
.اسا ؿذنم اتذ يفذاس اح ذ فذ اىات  
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ذ15ذس  ةذا ت اح ذ ي لذاسصي س ذس مظف ذي  حذ -51
ذ قيق ذ30ذس  ةذأمذا ت اح ذقؿالأذى  ذ قيق 

ذاسا ؿذ فذ اىاتذ8ذتؿذف (ذاسطااـذستنامؿ)
.اسا ؿذف ذضغطذ مجم ذحت ذيم ياا  

     

ذىن  اذأياـذسا ةذفااس ذاحتياطي ذ ط ذيمج ذ -52
ذاس  ضذ   بذق يةاذذاس مظفيفذى  ذيتمف

ذ   بذماستق  اتذاستا ي  ذماسغيابذمالإجا،ات
.اسا ؿذضغط  

     

ذستمفي ذتافي ذاسصي سي ذف ذاستمظيؼذ اايي ذ -53
ذ ذالأمقاتذتؿذف ذس   ض ذآ ن ذ ىاي ذ   ات

ذى  )ذاسا ؿذمتي ةذ،يا ةذ ةؿذلسؾذف ذ  ا
ذأمذاساطةتذق ؿذ ذاسشه ذ  اي ذ ذاس ثاؿذ  يؿ
(  اش ةذ ا ها  

     

ذأمذتاست  يب)ذ ؤقتيفذ مظفيفذمجم ذىن ذ -54
ذ شتؿذمت  ي هـذتمجيههـذيتـذ (ذذاس طاس 
ذاست ذاس اص ذاسصي سياتذ يئ ذف ذصحيح

فيهاذ يا  مف  

     

اسمصفاتذاسط ي ذ شتؿذ م وذذ ا ؿيتـذفحصذذ -55
اس مظفيفذاس نا    ذحت ذأثناءذذس ا ف ذى  

 أمقاتذاسل مةذىن  اذيتمفذاسط بذأى  .

     

 

 كفاءة الموظفين و تعميمهم   -8

ف ذاسج  ذستقييـذتفاءةذذمفي ض ذج ي ذاس مظفذ -56
شتؿذ  تقؿق ؿذاسا ؿذ الأ ا ياتذ  

     

ذحمؿذاسصي سياتذ مظف ذج ي ذتمىي ذيتـذ -57
ذى  )ذ مق ذتؿذف ذاس تمف ةذاسصي سي ذ ا ات
ذ ا اتذ ذاس ا تم ذ ا حذ ذاس ثاؿذ  يؿ

ذالإ شا ات/ذذماس  متمتمبت(ذالآسي ذاسص ؼ
ذاستفاءةذ فذاستحقؽذم فذثـذيتـذ ه ذاس  ت ط 

ذس  مظفيفذاس  احذق ؿذاس ا اتذا ت  اـذف 
. ها ا ت  ا  
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ذتا يـذتيفي ذىفذذاسصيا س ذج ي ذتثقيؼذيتـذ -58
ذ ذ ثؿ)ذذسلأجه،ةذاسلات ذاب تا اؿذاس  يض
ذمق ـذاب تنشاؽذمأجه،ةذاسج متم،ذ  اق  ذأجه،ة

(ذاس ن،س ذاستش يصذا ت ا اتذأوذأمذالأن مسيف
ذاس  احذق ؿذاستفاءةذ فذاستحقؽذميتـذ 

.اسجها،ذحمؿذاس  يضذ تثقيؼذس  مظفيف  

     

ذ مظفيفذ ت  يبذيقم مفذاسليفذأمسئؾذ -59
ذسهـذاس مجه ذاس هاـذتق يؿذ ذيتـ(ذاس ت   يف)ج  

ذ ي افذاست  يبذأه اؼذلإنجا،ذف ذاسا ؿ
.مش مسي   

     

ذحمؿذاسصي سي ذ مظف ذتثقيؼذيتـذ -60
ذذ فذس تق يؿذإت اىهاذاس  تفذاب ت اتيجيات

.اساةجي ذالأ طاءذح مثذ  اط   

     

ذيقمـذ ذاسشا   ذالأ اءذتقييـذى  ي ذ فذتج،ءذ -61
ذف ذ مظؼذتؿذ ها اتذ تقييـذ  ي ذاسصي سي 

ذاس ماءذ   ا  اتذاس تا ق ذم ا فتهذاسصي سي 
.الآ ف  

     

ذالأ مي يتـذت  يسذ مظف ذاسصي س ذحمؿذذ -62
اسج ي ةذاس ضاف ذإس ذ  ،مفذاسصي سي ذ ذ  اذ
OTCف ذلسؾذأ مي ذ ذمتؿذ اذيتا ؽذ هذ ف ذ

اطاتذ اص ذ  ت ط ذأمذقيم ذأمذاحتيذتمجيهياف
الأ مي ذ)ى  ذ  يؿذذق ؿذص ؼ هذيتـذفه هاذ

 اس ثاؿذ ذاس قاحات(.

     

ذتجن هاذمط ؽذاس مائي ذالأ طاءذ ناقش ذتتـذ -63
ذمف ذاس مظفيفذاجت اىاتذف ذ متين ذ شتؿ

.ماس  ي يفذماسفنييفذاسصيا س ذ يفذاس حا ثات  

     

ذاساما ؿذ  ي هاذمذاسصي سي ذإ ا ةذت اى ذ -64
ذى  )ذالأ طاءذ فذاسح ذم  ا ئذ الإن اني
ذما ت  اـذاساا  يفذ يفذاستمحي ذ ذاس ثاؿذ  يؿ
ذأثناء(ذاس ه  ذاسمظائؼذى  ذماستيتي ذاسقيم 
اس مظفيفذتمجيه  

     

ذالأ ا ييفذماسصيا س ذالإ ا ةذ مظف ذت  يبذيتـذ -65
ذاس  ت  ذاستح يفذمتط يقاتذ  ا ئذى  

(ذس جم ة CQI ذ ا ؿذاسا ؿذ نظاـذيتا ؽذ  اذ)
.ذاسصي سي   
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  ةذف ذاس ن ذى  ذالأقؿ ذيجبذى  ذاساا  يفذذ -66
ف ذاسصي سي ذإت اؿذ  نا جذتا ي  ذحمؿذط ؽذ

تجنبذالأ طاءذ ا ت  اـذالأ مي ذىاسي ذ
(استن يه high-alert medication  ذمالأ مي ذذ)

 narrowلاتذاس ؤش اتذاساةجي ذاسضيق 
therapeutic index  ذمغي هاذ فذالأ مي ذأمذذ

جه،ةذاس ا ض ذس  طي.الأ  

     

ىن ذح مثذأ طاءذ ذت لؿذجهم ذتا ي ي ذما ا ذذ -67
اسنطاؽذ يفذج ي ذاساا  يفذف ذاسصي سي ذ  باذ
 فذجهم ذىةجي ذتقتص ذفقطذى  ذأمسئؾذ

 اسليفذشا تماذف ذاس طي

     

يتـذت،مي ذ مظف ذاسصي سي ذ اس ىـذماسمقتذذ -68
ذاسة، يفذسحضم ذاس  ا جذاستا ي ي ذاس ا  ي 
ماس ا جي ذاس تا ق ذ الأ مي ذاسج ي ةذمذ/ذأمذ

 قضاياذاس ة  ذاس مائي ذاسها  .

     

 

 تثقيف المرضى -3

ذالإ ا ةذق ؿذ فذس صيا س ذمقتذت صيصذيتـذ -69
اس  ض .ذتثقيؼذلأنشط   

     

ذاس   اتذمذاس شم ةذستق يـذ اص ذ نطق ذتتمف ذ -70
ذالإسهاءذ فذ اسي ذ ذاس مائ ذس   ض ذاساةجي 

.قطاعابنذم  

     

ذحمؿذأ ئ  ذط حذى  ذاس  ض ذتشجي ذيتـذ -71
.يت قمنهاذاست ذالأ مي   

     

ذ حيثذس   ض ذاستا   ذاس شم ةذتق يـذيتـذ -72
اذتتض ف اذش حا ذ فذاس  يضذيحتاجهذس اذماضحا
ذتنامؿذتيفي ذ ذاس ثاؿذ  يؿذى  )ذ ا م ات

ذ ذاس حت   ذاسجان ي ذمالآثا ذ ذمت ،ينهذاس ماء
ذم اذه (ذالأ   ذ مي الأذ  ذماستفاىةت

.اساةجذ فذاس  جمةذاسنتيج   

     

ذأ مي ذس اضذ اايي ذيمج ذ -73 HIGH-ALERTذ
ذس  اط ذاس ا ضيفذاس  ض ذ فذ ج مىاتذأم

ذاس شم ةذذس،يا ةذح جذصح ذمض ذ   بذىاسي 
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ذ هذ ا مؿذنظاـذمسلسؾذيمج ذ ذالأ مي ذحمؿ
ذييت ذىن  اذاسحاج ذ هلدذاسصي س ذستن يه

.ذاسط ي ذمصف اسذسص ؼذاس  يض  
ذاس ه  ذاس ااي ذاس  يضذ  ذاسصي س ذيناقشذ -74

ذ ذاس ثاؿذ  يؿذى  )اس مائي ذ اس ة  ذاس تا ق 
ذمتتي اتذ ذالأ مي ذأ س ذف ذاس مجم ةذت ؾ

(ذ.س   ته تيفذذاس مائي ذاس ة    

     

ذج ي ذف ذاستا ؿذ استحقيؽذاسصيا س ذيقمـذ -75
ذق اس تا ذالأ ئ  ذإجا  ذمذاس  يضذ  امؼ
ذ ذاستتاسيؼذتح ؿذى  ذاسق  ةذ ثؿ)ذ اس ماء
ذابست،اـذمصام  ذ ذاس   ذى  ذاسق  ةذمى ـ

(ذاس نتجذ ظه ذتغيي ذح ثذمسمذ ذ اسج ىات
.اس ماءذص ؼذق ؿ  

     

يتـذتح ي ذاسقضاياذاسثقافي ذاست ذق ذتؤث ذى  ذذ -76
اب تثاؿذس اةجذاس مصمؼذماسنظ ذفيهاذىن ذ

 ثؿذذيتهـتق يـذاس شم ةذس   ض ذحمؿذأ مذ
  اضذالأ مي ذاس    ة.

     

تت لذاسصي سي ذ طماتذس تماصؿذاسفااؿذ  ذذ -77
اس  ض ذاسليفذياانمفذ فذضاؼذاس ص ذأمذ

 اس   .

     

ذلأي ذ اسصي سي ذابتصاؿذاس  ض ذ فذيُط بذ -78
.اس مائ ذاساةجذحمؿذأ ئ  ذأمذ  امؼ  

     

يتـذت،مي ذاس  ض ذ  قـذهاتؼذي تفذ فذ ةسهذذ -79
 اى ذذ24 ذاسصي س ذى  ذ  ا اؿذاسمصمؿذإس

.لأوذ  امؼذأمذأ ئ  ذحمؿذىةجهـذاس مائ   

     

يتـذتمجيهذاس  ض ذ شيفذاب ت  اـذاسصحيحذذ -80
لأي ذأجه،ةذيتـذص فهاذ فذاسصي سي ذمصيانتهاذ
) ثؿذأجه،ةذ  اق  ذاسج متم،ذمالأقةـذاسقا   ذ

اس  ت    ذ  ذأجه،ةذمالأ ماتذس حقفذ
 اب تنشاؽ(.

     

جه،ةذسلأذىيناتذ جاني ذذؿذاسصي سي ذى  تحصذ -81
 ت  ا هاذف ذسيتـذا فذاسش تاتذاس صنا ذ

مذاسش حذسهذىفذتؿذ اذيتا ؽذتثقيؼذاس  يضذ
  اسجها،ذ.
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يتـذت،مي ذاس  ض ذ  ا م اتذح يث ذم في ةذذ -82
م تتم  ذ  غتهـذالأ ا ي ذىفذالأ مي ذاست ذ

 يـذ ا م اتذ ه  ذذشفهي ذاذاستيت ذ فذتقيت قمنه
/ذأمذ تتم  .مذ  

     

 فذتق ـذاسصي سي ذ   اتذإ ا ةذاساةجذاس مائ ذذ -83
 ذمت ت،ذى  ذتح يفذاسنتائجذ ةؿذاسصي س 

 اساةجي ذس   ض .

     

ذاسصي سي ذ  تا ا ذ اضذتذ -84 الأ  اضذقمـ
اس  ي ي ذ ثؿذاس  مذما تفاعذضغطذاس ـذماس ت وذ

 أمذا تفاعذاستمس ت مؿ

     

ذ    ذاسصي سي ذق  تذذ ذاس اض ذاسااـذف ذ -85
ذ  ت ذاسفحصذ ةؿذ فذس ايا ةذ شا ه 
   ت ةذ صم ةذاب  اضذىفذس تشؼ

     

ذتا ي  ذ  نا جذمتنفيلذ تطمي ذاسصي سي ذتقمـذ -86
ذ تا ؽذنشاطذأوذأمذالأقؿذى  ذماح ذ نمو

ذاب ت  اـذتح يفذإس ذيه ؼذاساا  ذ اسصح 
.اس جت  ذف ذسلأ مي ذالآ ف  

     

 

دارة المخاطرالج متابعة عمميات -05  ودة وا 

يناقشذ مظفمذاسصي سي ذالأ طاءذ مفذإح اجذذ -87
اسصي سي ذأمذذإ ا ة فذذاساقابأمذ مؼذ فذ

 اس ش فيفذاس  اش يف

     

يتـذت  يبذ مظف ذاسصي سي ذى  ذالإج اءاتذذ -88
اس  ي ي ذمالإ ا ي ذسة تجا  ذسلأ طاءذ

 اساةجي .

     

ف ذحاس ذح مثذ طيذىةج ذمتنامؿذاس  يضذذ -89
ماءذ ذ غضذاسنظ ذىفذ  تم ذاسض  ذاس 

تاتبذ طيذما   ا ذاسناتجذ ذيتـذاستشؼذىفذاس
 اس مشت ذف ذاسمقتذاس نا ب.

     

ذمذاسصي سي ذماس ش فمفذاس  اش ذإ ا ةذت ق ذ -90
   يااذحمؿذإنشاءذمذ/ذأمذاسحفاظذى  ذذت  ي ا

  يئ ذى ؿذىا س 

     

يتـذات الذأوذإج اءذتي ي  ذض ذ مظف ذذ -91
  طيذ ش و.ذأوذاءاسصي سي ذلإج ذ
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اسصي سي ذماس ش فمفذاس  اش مفذذإ ا ةتت ق ذذ -92
ت  ي ااذ   يااذى  ذط ؽذاستقييـذاسفااؿذستفاءةذ
مأ اءذاساا  يفذف ذاسصي سي ذ ذمالإش اؼذى  ذ

 شيفذاس ها اتذاس  ي ي  ذذما  شا هـذفاس مظفي
م  متياتذاس  اط  ذماستاا ؿذ  ذ  مؾذ

 افذ احذ مظف ذاسصي سي ذاسصابذ مفذاس 
يتمفذمجم ذالأ طاءذاس مائي ذىا ؿذسهـذى  ذ

 اس  مؾذاسغي ذ  غمبذ هذ

     

ذ ت  يبذاسا ؿذأصحابذأمذاس ش فمفذيقمـذ -93
ذ ا ضذ  مؾذف ذين  طمفذاسليفذاس مظفيف
ذس  اى تهـذ ذاس  ض ذ  ة  ذ تا ؽذس  ط 

ذف ذأ انااذأتث ذ  متي ذ يا اتذات الذف 
 اس  تق ؿ

     

ي سي ذماس ش فيفذاس  اش يفذاسصذإ ا ةتمف ذذ -94
ذح مثذحماف،ذإيجا ي ذسلأف ا ذسلإ ةغذىف

 الأ طاء.

     

 ذ شتؿذ  وذي مظف ذاسصي سس  حذإج اءذيتـذذ -95
  ةذتؿذ ن ذى  ذالأقؿذستقييـذثقاف ذاس ة  ذف ذ

 اس نظ  .

     

اسصي سي ذاست،ا هاذ  ة  ذاس  ض ذذإ ا ةتُظهِ ذذ -96
ؿذاس مافق ذ(ذ فذ ة )م  ا  اتذاس ماءذالآ ن

ى  ذ ط ذاس ة  ذ ذمتشجي ذ مظف ذ
اسصي سي ذالإ ةغذىفذالأ طاءذ ذماس مافق ذى  ذ

 فذ ذاست ذمذاستتنمسمجياذذتا،ي،ذتص يـذاسنظاـ
الأ طاء.ذ م هاذت اهـذف ذتق يؿذح مث  

     

ذف ذاس  ض ذ ة  ذ فذاس قصم ذتمضيحذيتـذ -97
  ؤيتهاذأم/ذذمذاس نظ  ذ ه  

     

ذسلأ طاءذاس مائي اضحذمأ ث  ذتـذمض ذتا يؼذمذذ -98
ماسحابتذاس ط ةذاست ذيجبذالإ ةغذىنهاذ

 منش هاذى  ذاس مظفيف.

     

يتـذتت يؼذماح ذأمذأتث ذ فذاسصيا س ذف ذتؿذذ -99
صي سي ذ   ؤمسي ذتا،ي،ذاستشؼذىفذأ طاءذ

اس ماءذ ذمالإش اؼذى  ذتح يؿذأ  ا هاذ ذ
متن يؽذ ط ذفااس ذس ح ذ فذالأ طاءذ)  ذ

(.إلاذأ تفاتذ ىـذاسش ت  
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 ج مىاتذإنشاءذي هؿذاسصي س ذأمذاس  ي ذذ -100
 م ي ذ ا ن ذس ناقشاتذ"غي ذ   ي "ذس تا ؼذ
 ى  ذاس شتةتذاس  حمظ ذف ذنظاـذاسص ؼ.

     

ذـ -101 اسصي سي ذ  نا جذتح يفذاسجم ةذذت ت  
 ستا،ي،ذ ة  ذاس  ض .ذ(CQI)اس  ت  ذ

     

ذ  ا اتذما ا تج وذاسصي سي ذ شتؿذ م وذذ -102
   اتذىفذ ضاذاس  ض ذس ا ف ذ   ذ

 ه ؼذتح يفذملسؾذ ذذاس ق   ذسهـذذ ىاي اس
.   اتذ ىاي ذاس  ض   

     

يتـذتح يؿذى  ي ذاسص ؼذ شتؿذا ت اق ذ  ةذذ -103
)ى  ذ  يؿذاس ثاؿذ ذذالأقؿذتؿذىاـى  ذماح ةذ

ذ ا ت  اـذأ اةذتقييـذاس  اط ذاب ت اقي   a 
PROACTIVE RISK ASSESSMENT toolذ)

ح مثهاذنتيج ذذ ي ذىما ؿذاس ط ذاس حت ؿستح
اس ماء.أ طاءذف ذ  

     

ذ مظفذ -104  ق اءةذتجا بذذ الإ ا ةذماسصي سيذميقمـ
اس ؤ  اتذاسط ي ذالأ طاءذاس نشم ةذ فذ
تح يناتذذلإج اءذالأ   ذ شتؿذ متين ذ

ى  ي ذاسص ؼ.ذى  ذ  ت اقيإ  

     

يتـذت،مي ذ مظف ذاسصي سي ذ  ةحظاتذ نتظ  ذذ -105
طاءذاس   غذىنهاذف ذاسصي سي ذ ذحمؿذالأ 

هؿذيتـذمض ذ ذمذاست ذح ثتماس ماقؼذاس ط ةذ
س ح ذ فذهلدذالأ طاءذ.ا ت اتيجياتذ  

     

 اسن   ذس  ج مىاتذاس  تا ةذ فذاس  ض ذذ -106
)ى  ذ  يؿذاس ثاؿذ ذ  ض ذالأطفاؿذ

ماس  ض ذاسليفذيت قمفذأ مي ذح بذاسا  ذأمذ
اسم،ف( ذيتـذإج اءذفحصذ ، مجذس ج ى ذ

 تتم  ذ فذاسماصؼذق ؿذإى ا ذاس ماءذاس
 مص فه.

     

است ذذيتحقؽذاسصي س ذ فذت تي  ذالأن مسيفذ -107
  يضذق ؿذص ؼذس  مفذمصف ذط ي ذذيص ؼ
 اس نتج.

     

ذاسصيا س ذ شتؿذ م وذ إج اءذفحمصاتذذ -108 يقمـ
س  اق  ذاسجم ةذ فذ ةؿذ  اجا ذاسمصفاتذ
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ذ)  صقات(اسط ي ذاس تت    ذمفحصذىة ات
اس  ،مفذمذ ذما   ابتذاست  يمت ذ ذذ ياسصي س

ا ت  اسهاذف ذاس  ،ف ذم اذتـذا ت  ا هذأمذ
ج اءذأشتاؿذأ   ذ فذاب ت ا اتذاساشمائي ذ ما 

 است ذتا،،ذاتتشاؼذالأ طاء.
ى ا دذذ -109 يتـذالإ ةغذىفذأ طاءذا تيا ذاس ماءذما 

است ذتـذتح ي هاذأثناءذذ  صقاتذى يهممض ذاس
سلأ مي ذى  ياتذاسفحصذاس متيني  ;  فذثـذمذذ

 شتةتذتص يـذاسنظاـذذتمضيحج اهاذسغ ضذ
الأ طاء.هلدذ ن ذسذج ي ةذمتطمي ذا ت اتيجيات  

     

اذ اص ذاسصي سي ذى  ي ذذأنشيتذ -110 ستش ؿذفحصا
اذس مصفاتذاسط ي ذ ذاس تا ق   تقةاذ ، مجا

  ي مي ذىاسي ذاستن يهذاس  تا ةذق ؿذص فها.

     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 



575 

 

Annex 5: Qualitative part 

Annex 5.1: Characteristics of the Key InformantPharmacists 

Working 

Hours 

Years of 

Experience 
Educational level Age Gender 

Location of 

pharmacy 
No 

8 hrs 15 years Bachelor of pharmacy 40 Male Gaza/ Al.Naser St. 1 

10 hrs 21 years Master of 

pharmaceutical science 

48 Male Gaza/ Al-Azhar 

crossroad 

2 

7 hrs 18 years Bachelor of pharmacy 43 Female Gaza/ Al-Azhar 

crossroad 

3 

10 hrs 11 years Bachelor of pharmacy 37 Male North/ Bait lahia 4 

8 hrs 12 years Bachelor of pharmacy 40 Female North/ Jbalia 5 

8 hrs 13 years Master of nutrition 38 Male Al-Sftawi 6 

 

 

25 years Bachelor of pharmacy 50 Male Khan-younis 7 

 

Annex 5.2: Characteristics of the Key InformantPatients 

Duration 

of disease 

Type of 

disease 
Educational 

level 
Type of 

disease 

Age Gender Location No 

5 years Hypertension Bachelor of 

English 

Language 

Hypertension 45 Male Gaza/ 

Tal-Hwa 

1 

7 years Hypertension, 

Diabetes 

 

Bachelor of 

Arabic 

Language 

Hypertension, 

Diabetes 

50 Female Gaza/ Al-

Jlaa St. 

2 

12 years Heart disease Master of 

Business 

Administration 

Heart disease 55 Female North/ 

Bait-

Lahia 

3 

At 

pregnancy 

Pregnancy 

problems 

as(bleeding) 

Bachelor of 

Optometrist 

Pregnancy 

problems 

as(bleeding) 

23 Female Khan-

younis 

4 

2 years Hypertension Bachelor of 

Basic edu. 

Hypertension 40 Male Khan-

younis 

5 
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Annex 5.3: Interview Guide (For expert community pharmacists) 

1- Socio-demographic information: Location, gender, age, educational level, 

specialization, monthly salary, work experience at a community pharmacy, work daily 

hours, pharmacy ownership.  

2- How can you describe and evaluate the care within the community pharmacies in Gaza 

Strip?  

3- To which extent the community pharmacies are considered a safe setting for providing 

care to patients? Can you give examples regarding patient safety measures implemented in 

the community pharmacies in Gaza Strip? Do you think these safety measures are 

appropriate and enough?  

4- What types of incidents or errors are reported and not reported in community 

pharmacies? Do the community pharmacists disclose and report this error? To whom they 

report this error? How do the community pharmacists respond if errors happen? Is that 

enough?  

5- How can you rate the magnitude of dispensing errors by the community pharmacists 

(such as dispensing an incorrect medication, dose, directions) in the Gaza Strip? To which 

extent these errors or adverse reactions put the lives of patients in danger?  

6- How can you evaluate the instructions form the community pharmacists about 

using/dispensing the medications? To which extent these instructions are useful? Do you 

think the patients follow and adhere to these instructions? Why? 

7- Does the MoH regularly visit and monitor/inspect the community pharmacies in order 

to check the medication safety measures?  How can you evaluate these monitoring? What 

should the MoH do to enhance these monitoring?  

8- Do you think that the community pharmacies should be computerized to register patient 

information, dispensed medications, medication list, medication errors, high alert 

medications? 

9- How can evaluate the resources available in the community pharmacies such as spaces, 

stores, refrigerators, lighting, workload? 

10- Do you think that the community pharmacist in Gaza Strip are qualified and have 

enough knowledge and skills in medication dispensing and medication safety? What type 

of courses (short and long term) are specifically needed to ensure high medication safety? 

What about the new staff community pharmacists, are they provided orientation training 
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programs before starting the work? Is this orientation appropriate and enough? What 

should be done for these new staff before starting the work?   

11- What are your suggestions to improve medication safety and decrease medication 

errors in the community pharmacies?  

 

Annex 5.4: Interview Guide (For patients) 

1- Socio-demographic information: Location, gender, age, educational level, monthly 

salary, duration of chronic diseases (diabetes, hypertension, heart disease, respiratory 

disease, cancer). 

2- How can describe and evaluate the care received from the community pharmacies?  

3- Do you prefer taking care from the community pharmacies rather than primary 

healthcare, private doctor and other healthcare providers? Why?  

4- How many times do you monthly visit the community pharmacy? 

5- How often do you purchase OTC and prescribed medications from the community 

pharmacy?  

6- Do the community pharmacists discuss with you your disease history before medication 

dispensing? Do they check your recent clinical data such as blood glucose levels, blood 

pressure, liver enzymes, renal function, and allergies before dispensing the medications? 

How can you evaluate the usefulness of these checks? 

7- Do you receive appropriate instructions from the community pharmacists about using 

the medications? To which extent these instructions are useful? Do you follow and adhere 

to these instructions? Why? 

8- Do you think the community pharmacies are a safe setting for receiving the care? Have 

you ever been exposed to any dispensing errors by the community pharmacists (such as 

dispensing an incorrect medication, dose, frequency, and route)? If yes, to which extent 

this error or adverse reactions put your life in danger?  

9- Up to your knowledge, how the community pharmacists respond in case of disposing 

errors? Are their responses appropriate and enough? What should they do more to improve 

the response during errors or adverse events?   

10- What are your suggestions to improve medication safety and decrease medication 

errors in the community pharmacies?  
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Annex 6: List of instrument validation and review panel 

Dr. KefahToman                Primary Health Care Pharmacy Manage. 

Dr. Ayman Korda               Director of Drug Control Department. 

Dr. Zakariya Grad               Community pharmacist. 

Dr. Osama Balawi               Health expert. 

Dr. NaelSkeik                      Director of Al-Shifa Pharmacy and Community Pharmacist. 

Dr.AlaaHelles                      Director at Al-Shifa Pharmacy and Community Pharmacist. 
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 داخل الصيدليات المجتمعية في قطاع غزة. السلامة الدوائيةتقييم ممارسات  الدراسة:عنوان 

 ريم بشير غنام إعداد:

 رضواند. محمود  إشراف:

 :الممخص

فذاس  ض  فذ ة  ذاس ماءذقضي ذ ئي ي ذض فذأجن ةذ ة  ذإ ذمف الأ طاءذاس مائي ذسهاذاسا ي ذ فذالآثا ذاسجان ي ذذما 
ذاس  ض .تثي ذ فذالأحيافذق ذتؤث ذ   ياذى  ذحياةذ

ذف ذلسؾذج ي ذالأ مي ذاست ذذي سياتاس جت اي  الأ ا ي ذس صتات  ذى  ي ذص ؼذالأ مي ذه ذاس ه  ذذف  طيف ف ذ   ا
ذمصف ذط ي .ذتص ؼذ  مف

فإفذجم ةذاس    ذاست ذتق  هاذاسصي سياتذاس جت اي ذف ذاس   افذاسنا ي ذتثي ااذ اذتانتذ مض ذت اؤؿذمغاس ااذذلسؾ م  ذذ
ذالأ ث ذاس  تم  ذ مف ذتتمف ذاس  مذ ا ذ  ا  اتذاس ة   ذتقييـ ذإس  ذاس  ا   ذته ؼذهلد ذاسصي سياتذسلسؾ ذف  ذاسحاسي  مائي 

ذغ،ة.ذ ا ؿذقطاعاس جت اي ذ
 ت ياناتذاسقائ  ذص  تذاس  ا  ذى  ذأنهاذ  ا  ذ قطاي ذمصفي ذتح ي هذ ت     ذتمضيحي ذ)ت  ذمنمى (ذ ا ت  اـذاب

ذأصحابذاس   ةذتم ي  ذسج  ذاس يانات.ذاس قا   ذم قا ةتى  ذ
تظـذستح ي ذصي سياتذاس جت  ذاس ؤه  ذماس شا تيفذاس ؤه يف.ذتافذحجـذتـذا ت  اـذىين ذىشمائي ذ فذ  ح تيفذ شتؿذ ن

ذ٪.ذ95.5ف ذتا ئ ذاب ت يانات ذمتافذ ا ؿذاب تجا  ذذ258صي سي  ذشا ؾذ نهـذذ270اساين ذاس ح مبذ
ذينا بذاسصي سياتذاس جت اي ذف ذذ10)ذMSSAتـذى ؿذ ةئ  ذلأ اةذاس ة  ذاس مائي ذاسااس ي ذ ذ  غ،ةذسجأ اا (ذ  ا

ذ ذاس  ا  ذ  تا،اا ذأج يتذ قا ةتذش هذ0.95اس ياناتذاست ي ذتافذ ا ؿذاسث اتذلأ اة ذذ نظ   .ثـ ذسمجه    مى  مجها
 فذاس  ض ذاسليفذذغ،ة م     تا ق ذ  ذ  ا ذ فذاسصيا س ذاسليفذيا  ماذف ذصي سياتذ جت اي ذ ئي ي ذؼذقطاعذ

ذ ، ن .ياانماذ فذأ  اضذ
متشفتذاسنتائجذأفذاسنتيج ذاست ي ذاس تم ط ذس  ا  اتذ ة  ذذ SPSS فذذ23لإص ا ذتـذتح يؿذاس اطياتذ ما ط ذا
ذ  ا ؿذ ذتانتذ  ضي  ذاس اصأظه ذمذذ٪(.64.05)ذ3.20اس ماء ذأناس ا  ذذاستح يؿ ذ جؿذذمت ،ينمتم،ي   ااي ة اب مي 

مظفيفذمتا ي هـذ  ا ؿذ٪( ذي يهاذتفاءةذاس 71.44)ذ3.57أى  ذ  تم ذ فذتط يؽذ  ا  اتذاس ة  ذاس مائي ذ  ا ؿذ
ذذ( ٪71.10)ذ3.55 ذ  ا ؿ ذاسط ي  ذماس  ت ، ات ذالأجه،ة ذا ت  اـ ذاساما ٪70.20)ذ3.51ثـ  ي ذذس يئي  ة( 

ذ(.٪66.69)ذ3.33ثـذ ا م اتذاس ماءذ  ا ؿذذ( ٪68.44)ذ3.42استمظيؼذ  ا ؿذذاسا ؿ مأن اط
ذ2.81اس  ض ذذ٪(ذم ا م ات53.7)ذ2.69ؿذ  ا ذمت  يتهذمتا ئته اذتانتذأقؿذ  ج ذتانتذف ذمصؼذاس ماءذن يذ
ذف ذ  ا  اتذ ة  ذاس ماءذفي اذيتا ؽذ نمعذاسجنسذماسا  ذماس اتبذماس ؤهةتذذمأظه ت٪(.ذ56.2) اسنتائجذت اينااذضئيةا

 ا تثناءذاس حافظاتذماست صصذحيثذيؤث ذتؿذ نهاذى  ذاس  ا  اتذاس تا ق ذ  ة  ذالأ مي ذتانتذذاسا ؿ م   اتذ
ذ ذاست  ذما تتشاؼذاسماق ذ فذمجهاتذنظ ذ.ذP 0˂.05قي    ت،تذاس قا ةتذ شتؿذأ ا  ذى  ذش حذنتائجذاسج،ء
ذأ   .

ذاسلات ذس ة  ذاس ماءذ) ذستقييـذ  ا  اتذ ة  ذاس ماءذ ا ؿذاسصي سياتذMSSAي تفذاستمصي ذ ا ت  اـذأ اةذاستقييـ )
ذ تذ اس احثذمتمص اس جت اي . ذتنفيل ذا ت اتيجيات ذ ا ت  اـ ذف ذ ش ة ذاستت مني  ذط ؽ ذا ت  اـ ذت ته ؼ ذالأمجه ا  ة

ما  ا ةذأ  اءذالأ مي ذاس تشا ه ذمتا ئتهاذذاس  ض  ماستا يخذذس   يض ت جيؿذاسمصف ذاسط ي ذ  ذاس ا م اتذاسش صي ذ
ما ت  اـذأ ماتذتـذاستحقؽذ نهاذستح ي ذىما ؿذاس ط ذاس حت   ذستجنبذالأ طاءذاس مائي ذ الإضاف ذإس ذذصحيح  شتؿذ

ذ(ذف ذصي سياتذاس جت  .CQI ت  اـذ  ا جذاستح يفذاس  ت  ذس جم ةذ)ا


