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Abstract 

Self care and self-medication are a vital component of modern healthcare. Pharmacists 

can play an important role in supporting people’s self care of minor ailments, from 

advising on self care and supplying non-prescription medicines to identifying the need for 

GP referral.  The available literature about self care and the role of community 

pharmacists in Oman is scarce. A knowledge gap was identified in areas related to 

people’s experiences of self care and self-medication, and how they utilise the healthcare 

services available when responding to their minor ailments. It is also not clear how and 

when the public utilise community pharmacy or how pharmacists contribute to patient 

care within the primary care setting. This study aims to identify the factors that influence 

the self care of minor ailments in Oman by exploring the perceptions of the public and 

healthcare professionals. 

A qualitative approach was used to answer the research question.  Two groups of subjects 

were interviewed: people recruited from public places e.g. shopping centres (phase one), 

and pharmacy staff and general practitioners working within primary care (phase two). 

The pharmacy staff and general practitioners were recruited from both the public and 

private health sectors. Data were collected using semi-structured face-to-face interviews. 

The data was analysed thematically using the principles of constructivist grounded theory. 

Data management and analysis were performed using NVivo, a qualitative data analysis 

software. Results from the two phases were triangulated to provide a better 

understanding about the factors influencing self care of minor ailments in Oman. 

Individual interviews were conducted with 21 members of public, 14 general practitioners 

and 17 pharmacy staff. Three main themes were identified that influenced the self care of 

minor ailments in the Omani health system: individual knowledge, beliefs and attitudes; 

communication and relationships; and the healthcare system. Individual factors that were 
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identified to influence the public illness behaviour and the healthcare professionals’ 

approach to manage minor ailments were: attitudes to medicines; understanding of self 

care and minor ailments; and attitudes to self-medication. Attitudes to pharmacy staff; 

poor communication and language barriers; and interprofessional relationships had an 

impact on supporting self care and accessing the community pharmacy for advice. Role 

responsibilities; standard and quality of practice; and information support and health 

literacy were the three health-system-related factors that influenced self care of minor 

ailments. 

This research represents the first holistic understanding of the factors that influence self 

care and management of minor ailments in Oman, including the opportunities and 

challenges for the pharmacy profession in providing patient care. This conceptual model 

could help in adapting a comprehensive approach to effectively address factors related to 

optimising the self care of minor ailments and improve utilisation of healthcare services. 

The three main themes influencing self care in Oman have highlighted a number of 

important implications for future practice and research to improve primary healthcare 

provision and the role of pharmacy profession in patient care. 
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List of definitions 

Assistant Pharmacists: In Oman, assistant pharmacist is a pharmacy staff member who 

has completed a diploma in pharmacy degree (minimum of two years); and work under 

the supervision of pharmacists. Their role could be equated to pharmacy technicians in 

most developed countries including the UK. However, they are different to some 

technicians as they have had comprehensive academic courses and training in 

pharmacology and pharmacy practice. 

Community pharmacy: in Oman, community pharmacy is part of the private sector and 

therefore it is sometimes identified as private pharmacy. Unlike other countries, where 

the supply of prescription medicines is handled by the community pharmacy, in Oman it is 

not a common practice for the public who are eligible for free government treatment to 

use the community pharmacy to collect their Ministry-of-Health-issued prescription. For 

further details on dispensing free prescription see (health centre pharmacy) 

Family Medicine Programme: this is a four-year residency training programme for 

general practitioners (GPs). It is a specialty in primary care that provides continuing and 

comprehensive healthcare for patients within the context of family and community. In the 

UK, family medicine doctor or physician is usually referred to as a GP; and the residency 

training programme is therefore a requirement for all medical graduates who want to 

become a GP. However, in Oman the system is different, medical students are eligible to 

practice as a GP once they have successfully completed their internship and passed the 

licensing exam. Selected GPs only are enrolled in the family medicine programme 

provided by the Oman Medical Speciality Board (OMSB); as the seats are limited. 

Therefore, there are limited numbers of family and community doctors (FAMCO doctor) in 

every primary health centre; and their main current role is to run chronic condition clinics. 
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Gulf Health Council: The health executive board of Arab countries in the Gulf 

Cooperation Council (GCC) States, formally known as executive board of the health 

ministers’ council for cooperation council states. It was established in 1976 and it aims to 

coordinate between the GCC countries in the health field; and unifying the efforts of its 

members for the development of the health services and achieving the highest possible 

standards of health for the citizens of the Council members. 

Health centre pharmacy: is an onsite pharmacy located inside every public primary 

health centres (equivalent to GP practice in UK) and where the patient collects his/her GP 

prescription free of charge. Pharmacy staff (pharmacists and assistant pharmacists) will 

be referred to as health centre or public pharmacists/ assistant pharmacists in this thesis, 

to differentiate them from community pharmacy staff (private sector). 

Minor ailments: are any conditions that are uncomplicated, self-limiting and can be self-

diagnosed and managed without medical intervention. “minor ailments” is the common 

term used in UK, other terms are used to indicate minor ailments, namely: acute 

condition, minor illness, common symptoms/ailments. 

Non-prescription-medicine: a class of medicines that can be obtained without the need 

for a doctor’s prescription. There are two classes: Over-the-counter drugs (OTC) and 

Pharmacy (P) or pharmacist-only medicines. OTC medicines are sold in pharmacies open 

shelves, super-markets, and other outlets for the consumer to self-select. Pharmacy 

medicines usually require the pharmacist’s assessment for obtaining the non-prescription 

medicine. In some counties, like Oman, the sale of OTC medicines is not allowed outside 

a pharmacy premises and usually located behind the pharmacy counter. In this case, 

there is no clear classification for “pharmacist-only medicines”; and the term “OTC” is 

usually used in this setting to refer to any of the two classes of the non-prescription-

medicines. 
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Over-the-counter medicines (OTC): see Non-prescription-medicines. 

Patient: is the traditional term for a person receiving healthcare; It probably does not 

fully express the emphasis on self care that is the focus of this thesis. Self care is 

practiced by lay people outside a healthcare setting or by a patient in a healthcare 

setting. Therefore, the terms, public or patient are going to be used according to context 

where self care is discussed e.g. patient within GP practice. 

Pharmacy staff: in Oman only pharmacists and assistant pharmacists (see definition of 

assistant pharmacists) are allowed to work in a pharmacy premises and provide 

pharmaceutical services for the patient. In special circumstances, some pharmacies can 

be managed by the assistant pharmacists without the presence of pharmacists for short 

periods of time and do all the dispensing activities. Therefore, the term “pharmacy staff” 

is going to be used to indicate the two pharmacy professions working in a pharmacy. 

Public pharmacy: see health centre pharmacy. 
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Chapter 1  Introduction: background and scene-setting 

1 General Overview  

Self care and responsible self-medication are vital components of modern healthcare.(FIP 

1996, FIP & WSMI 1998, WHO 2009, WSMI 2014) Self care has been emphasised 

worldwide to improve patient involvement and empowerment in managing their 

conditions. The self care trend, that moved traditional physician care toward patient-

centred care, was found to improve health outcomes, patient satisfaction and utilisation of 

health services that are facing continuous economic constraints.  Therefore, the 

governments of some countries have encouraged self care in their health policies and 

strategies to improve healthcare effectiveness including healthcare expenditure and 

sustaining the equity of healthcare at lower cost.(DH 2005, WHO 2009, Paudyal et al. 

2011)  

Society is changing and people want to be more involved in their own health, to have 

more control and to be given choice. As people became more educated, and because of 

the massive availability of information related to health through the internet, people’s 

attitudes toward their own health are changing. Today the terms “patient empowerment” 

and “patient-centred care” are used in healthcare systems that support self care and 

encourage patient involvement as active partners in their own health rather than as 

passive receivers of healthcare.  As a result, people want more support for self care, they 

need appropriate and accessible information and advice. Access to health information is 

an important component of empowerment, the quality of information and health literacy 

are important to support the self care promotion process.(WHO 2009) For this is to be 

achieved, healthcare professionals must build good relationships and have effective 

communication with patients in order to effectively promote and support self care.  
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Pharmacists and community pharmacy staff can play a vital role in supporting self care, 

from giving health advice, selection of non-prescription medicines for their minor 

ailments, and also supporting patients with self-management of chronic conditions.  They 

are in a good position to support people’s self care and self-medication. The role of the 

pharmacist in patient care has developed in the last few decades as there has been a  

transition of the pharmacy profession from product-oriented services and a move towards 

more patient-oriented services.(FIP 1996, WHO 1998) Community pharmacies are the 

most convenient and accessible healthcare professionals, and this puts them in a strong 

position to support people who wish to exercise self care and self-management. For 

example, self care of minor ailments can be effectively delivered by the community 

pharmacists, who can provide the related advice for the public on their symptoms and on 

the selection of over-the-counter (OTC) medicines. They can also identify the need for 

referral for issues beyond their scope of practise. The minor ailments schemes in UK have 

been shown to be effective in reducing the workload of the GPs in seeing minor ailment 

cases and can improve the cost utilisation as a result of the public not utilising the GP or 

A&E services for minor conditions.(Watson et al. 2015) The International Pharmacy 

Federation in their latest report reinforced the expansion of the pharmacist role in self 

care as a gateway to better patient care.(FIP 2017) 

Different levels are involved in promoting self care and policy makers play an important 

part in supporting the changes for better healthcare systems. World Health Organisation 

explained that “The government’s policy is a prerequisite for promotion of self care as an 

integral part of the primary healthcare on the national scale”.(WHO 2009) In Oman, the 

term “self care” is not directly explicit in the future strategy of developing the Omani 

healthcare 2020 and 2050.(MoH 2014, MoH 2016b) However, the vision is aiming to 

overcome the challenges of the Omani healthcare system by developing strategies that 

enhance and support the involvement of the community in its development. Identification 

of the challenges causing overstretching of the health system and its expenditure, 

highlighted the need to develop a new model of care that effectively utilises the available 
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resources through effective collaboration between healthcare professionals to provide 

integrated healthcare, and between the different healthcare sectors for better utilisation 

of health services. Hence, this aim of shifting how government run healthcare system - 

from being the only healthcare provider to emphasise the involvement of the community 

and other sectors - indicated the need of supporting and promoting self care in the 

healthcare system. 

This project aims to build a case for developing the role of pharmacy profession within 

primary care.  With the lack of research in self care; and pharmacy practice and policy in 

Oman we identified a need for new knowledge in this area. Exploring the perceptions and 

experiences of stakeholders (public, pharmacists and physicians) to self care and the 

utilisation healthcare services, will give a better understanding of factors that influence 

self care and the contribution of pharmacists in self care of minor ailments. This will help 

in developing a conceptual model for researchers and decision makers to consider in 

implementing and promoting self care in the healthcare system. 

The next part of this chapter is a review of the literature on the topic of the research. 

Further it provides an overview of the Omani health system to explain the country 

context, where the study was conducted. Chapter two describes the methodology and the 

method of the project. Chapters 3-5 present the results of the study that were classified 

into three main themes that summarise the factors related to: (i) individual knowledge, 

belief and attitude; (ii) communication and relationships; and (iii) healthcare system; 

each is presented and discussed in a separate chapter. The final chapter provides a 

general discussion of the conceptual model constructed from the three main themes of 

the findings. It also discusses the impact of the findings on the delivery and quality of 

patient care in the Omani health system and identifies a roadmap of strategic planning to 

improve the role of pharmacy profession in Oman. The chapter concludes with future 

recommendations for policy, practice and research.   
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2 Research background  

2.1 Self care and self-medication  

Self care and responsible self-medication are vital components of modern healthcare.(FIP 

1996, FIP & WSMI 1998, WSMI 2014) Self care has therefore been emphasised worldwide 

to improve patient involvement in managing their conditions. In addition, reclassification 

of medicines from prescription-only-medicines (POM) into non-prescription-medicines 

(NPM) has enhanced the patient’s role in self-medication of common and minor conditions 

that patients can safely self-manage and reduces the burden on accessing healthcare for 

these types of conditions. Different definitions for the term self care were identified in 

literature, and are discussed in the next section.  

2.1.1 Defining Self care  

Self care is a broad concept that combine a different aspect of healthy living from lifestyle 

to self-management of health conditions and self-medication to ability to take a decision 

when to seek medical care.(WHO 1998, Richard and Shea 2011, Webber et al. 2013, 

SelfCare Forum 2017) Different descriptions of the term self care were identified in 

literature, thus there is no unified definition of the term of “self care”, but they all agree 

that self care incorporates any activities performed by lay individuals to maintain health 

and prevent illnesses.(WHO 1984, FIP 1996, WHO 1998, DH 2005) The World Health 

Organisation has defined self care as: “the activities individuals, families and communities 

undertake with the intention of enhancing health, preventing disease, limiting illness, and 

restoring health.” It further explained that “these activities are derived from knowledge 

and skills from the pool of both professional and lay experience; that are undertaken by 

lay people on their own behalf either separately or in participative collaboration with 

professionals”. (WHO 1984)   
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The broad concept of self care was clearly represented in the self care continuum (see 

Figure 1). Today, self care is considered a shared model of care, which is not limited to 

the individual’s own actions or decisions about care, but extends to the individual 

identifying when it is necessary to seek professional healthcare.(SelfCare Forum 2017) 

 

Figure 1: the self care continuum; reproduced with permission from (SelfCare 

Forum 2017) 

2.1.2 Self-medication  

Self-medication is one component of self care and it was defined by WHO in (1998) as 

“the selection and use of medicines by individuals to treat self-recognised illness or 

symptoms”  the medicines can include herbal or pharmaceutical products. This has 

encouraged people to access medicines for their recognised illness or symptoms. In 

recent years, more and more medicines have been deregulated to “non-prescription” 

status, that are available for the public to access without seeing a doctor for a 

prescription.(Blenkinsopp and Bradley 1996, WHO 2000b, WSMI 2009) It was reported 

that the amount of prescription medicines supplied without prescription exceeded the 
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amount of OTC medicines purchased, as only 34% of the total medicines dispensed 

without prescription were OTC medicines.(WHO 2000a) The management of minor illness 

in general practices; requiring non-prescription medicines could strain the government 

health budget. (Blenkinsopp and Bradley 1996, Watson et al. 2014) Cost is considered 

one of the derivatives toward promoting self care and self-medication. In some countries, 

shifting the cost to the consumer can help to contain the government health budget. 

However, in some countries where access to public healthcare is limited, people preferring 

to self-medicate by purchasing OTC medicines, that they found to be less costly than to 

obtain GP prescription.(Wen et al. 2011) 

For responsible and safe self-medication, it is important to support patients with 

information and support them to make an informed decision. In a setting where non-

prescription medicines are accessed through a community pharmacy, pharmacy staff 

therefore are in a strong position to facilitate safe self-medication and support the public 

with their self care practice.(WHO 1998) 

 

2.2 Self care in the health system 

In recent years, self care has been increasingly recognised by healthcare organisations 

and policy makers as a vital aspect of the health system and in the delivery of healthcare. 

Many factors have been identified as drivers to promote self care in health policy, 

including: (i) people’s demand to access more convenient and better healthcare, 

(ii)increase in the public’s access to non-prescription medicines and self-medication, (iii) 

people are more educated and informed and want more control over their own health, 

and (iv) the on-going pressure of the government to control health expenditure and the 

shortage of human resources. Therefore, many countries reformed the delivery of 

healthcare services and the role of healthcare professionals to support patient self care. 
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In UK, for example, self care was adopted by the NHS in its healthcare strategy to 

improve patient’s outcomes and satisfaction; and for better use of the NHS services.(DH 

2005) To support and promote self care in the health system, it is important to identify 

and understand the factors that influence self care behaviour and its implication on the 

health system. 

 

2.3 Self care of minor ailments 

Minor ailments are any conditions that are uncomplicated, self-limiting and can be self-

diagnosed and managed. (Cardol et al. 2005, Welle-Nilsen et al. 2011, Watson et al. 

2014) In most cases, they can be managed by the individual him/herself with a simple 

intervention and do not require specialised health intervention. However, in some cases 

patients may need access to non-prescription medicines and health advice, and therefore 

seek the support of healthcare professionals. Ensuring safe self-medication behaviour and 

better utilisation of GPs workload, community pharmacy has been identified to be in a 

good position to provide professional advice to support patients through self care of minor 

ailments.  

Self care of minor ailments in community pharmacy has been promoted to save 

healthcare resources, whilst maintaining the delivery of standard levels of care to the 

patient. Pharmacists have been encouraged to extend their roles and support the public 

on safe self-medication of minor ailments. (WHO 1998, DH 2005, RPS 2006, FIP 2017) 

Identifying the role of the community pharmacy in health strategy and policy are essential 

to develop and extend the clinical services provided by pharmacists. For example, “Minor 

Ailments Schemes”, in the UK, were introduced as part of primary care strategy to 

improve access to healthcare and reduce the unnecessary utilisation of GP practices and 

Accident and Emergency departments for minor ailments. These schemes aim to 
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encourage the public to consult the community pharmacist on their minor ailments, as an 

alternative to GP practice when they are eligible for free prescriptions. In general, people 

who use “Minor Ailments Scheme” services provided by their local community pharmacy 

were satisfied with the service. (Paudyal et al. 2011, Pumtong et al. 2011) This also 

appears to have a positive impact on GP workload, with improving the access to GP for 

the more critical or severe cases.(Paudyal et al. 2013) Pharmacists agree that the 

consumers of the service do appreciate their approach in advising and consulting with the 

patients and receive positive feedback, who explained they are likely to use the service 

again.(Pumtong et al. 2008) As the demand to access healthcare is increasing and 

medical care is becoming more expensive, managing minor ailments in community 

pharmacy is considered less costly than using the GP practice or emergency department. 

as the average overall costs per consultation were found to be £29.30, £82.34 and 

£147.09, respectively.(Watson et al. 2015) This could contribute in reallocating cost 

savings to other services.  

However, it is reported that the public utilisation of clinical services provided by the 

community pharmacy remains low.(Wagner et al. 2011, Watson et al. 2014) This 

highlights the need of further exploring people’s attitude toward utilisation of these 

services and the community pharmacists’ attitudes in providing them. As pharmacist’s 

themselves were identified to be a barrier to facilitate services provision and effectively 

integrate in patient care. (Wagner et al. 2011, Watson et al. 2014, Rutter 2015, FIP 

2017)   
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2.4 Pharmacists and self care  

“The Pharmacist is an advisor to the public on everyday healthcare and is a key figure in 

the supply and delivery of medicines to the consumer”(WHO 1998) He/she can play a 

vital role in supporting patients in self care and managing their health needs from giving 

health advice,  facilitate safe self-medication, or even identify the need for GP referral. 

Community pharmacy or pharmacists are recognised as being in a good position to 

provide professional advice on self care and self-medication. Policy makers of many 

developed countries have identified the clinical role of the pharmacy profession in the 

health system and released strategy documents and “blueprints” in transforming the 

future role of pharmacists in patient care. In the UK, for example, a number of documents 

have been released which highlighted the need for, and importance of, restructuring the 

role of the pharmacy profession by setting out the vision of the future pharmacy to fulfil 

the NHS plan; these include “Pharmacy in future 2000”,  “A vision for the pharmacy 

2003”, “Pharmacy in England: building on strength – delivering the future 2008“ and the 

recent report “Now or never: shaping the future of the pharmacy 2013”.(DH 2000, DH 

2003, DH 2008, Smith et al. 2013) This has resulted in community pharmacists playing a 

vital role in healthcare, and effectively contributing to improving the access to healthcare 

services. 

In Oman, like any developing country, the role of the community pharmacist is in the 

developing stage. Pharmacists are broadly identified as a “drug expert”, however their 

contribution to the provision of healthcare services is not well recognised by the public. 

This attitude to pharmacy is almost similar to the Arab Gulf Countries i.e. GCC (see 

section 3.1.1), which share the socioeconomic and cultural values of Oman. Studies of the 

GCC countries showed that there has been a positive change in patient’s perception 

toward the role of the community pharmacist compared to 10 years ago. However, it is 

slow as about 50% of people perceive pharmacists as medicine suppliers or vendors, 

rather than as healthcare professionals. Most of the participants agreed that although 

pharmacists can be approached easily for advice on health issues or access to medicines, 
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they still prefer to consult physicians in the first instance.(Bawazir 2004, El Hajj et al. 

2011, Al-Arifi 2012) Evidence from neighbouring Arab Countries also showed that more 

than half of the people would obtain medicines from community pharmacies for self 

medication. Reasons identified were: people considered the conditions to be minor to visit 

a doctor, to avoid long-waiting time or the cost of seeing the doctor, and have previous 

experience with the condition.(Wazaify et al. 2008, Yousef et al. 2008, Suleiman 2013) 

However, few of them (13%) seek pharmacist’s advice when purchasing these medicines. 

In Oman, pharmacy practice research is lacking. One study looked at pharmaceutical care 

in Oman; the community pharmacist reported that their clinical role is not recognised by 

the customer, they perceive them as more concerned with the business and their attempt 

to give health advice is interpreted as a way to make profit.(Al-Abdullatif 2014) However, 

the study was based on community pharmacy staff self-reporting. This therefore needs to 

be explored from the customer point of view, since limited studies have looked at 

customers’ perception to access the community pharmacy for advice on minor ailments, 

or how the primary healthcare services are utilised for the management of minor 

ailments. 

 

2.5 Patients and self care  

Self care is part of the decision people take to cope with the symptoms or illness. 

However, the decision the patient takes when responding to their symptoms does not 

always resonate to the clinicians or match the medical expectation.(Morris et al. 2006, 

Braunack-Mayer and Avery 2009) In the last three to four decades, lay illness behaviour 

and psychology of health has been studied to understand the factors that influence their 

decisions, and improve the delivery and access to the healthcare services.(Zola 1973, 

Andersen 1995, Leventhal et al. 1998) People were found to interpret and respond to 
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symptoms in different ways that are influenced by factors related to individual perceptions 

to illness, or to socioeconomic and cultural factors.(Leyva-Flores et al. 2001, Braunack-

Mayer and Avery 2009, Jurgens et al. 2009, Taylor 2011) When it comes to minor 

ailments and use of OTC, some people prefer self care indicating that they do not want to 

waste GP time. However, others still prefer to see the GP for advice on minor 

ailments.(Hassell et al. 2000, Bojke et al. 2004, Hughes et al. 2007) Elliott et al. (2012) 

who investigated incongruous consultation behaviour stated that 45% of all the GP 

consultations for low impact symptoms occurred were for patients with minor ailments.  

In this study, low Impact symptoms were defined as any trivial symptoms either chronic 

or self-limiting that is rated as least serious or has no or little interference on daily life. 

People preference to consult the doctor on symptoms that are medically classified as 

minor could be influenced by different factors such as: cost, people belief of the doctor as 

acceptable healthcare professionals for advice on minor ailments, need reassurance or 

confirm diagnosis, previous experience and severity of the symptoms.(Bradley et al. 

1998, Hassell et al. 2000, Bojke et al. 2004, Cantrill et al. 2006) 

The perception of individuals to their signs or symptoms influences their health seeking 

behaviour. Severity of the symptoms, duration or other factors that the individual 

identifies as abnormal could trigger their urgency of seeing a doctor. However, this is not 

a straightforward relation and other factors, external or internal, can influence why an 

individual decided to seek doctor advice on the symptoms experienced. Hence, the 

frequency and/or seriousness of symptoms are not good predictors of attendance at the 

doctor; and most people make decisions to seek (or delay seeking) help that are rational 

for them, in terms of their own beliefs and values; or even the previous experience that 

regulate future behaviour of responding to the symptoms. (Braunack-Mayer and Avery 

2009, Leventhal et al. 2012) In some countries, like UK, people who are exempted from 

prescription costs usually prefer to see the GP for a free prescription and avoid paying for 

the OTC medicines which is why pharmacy minor ailments schemes have been 

developed.(Hassell et al. 1997, Bradley et al. 1998, Hassell et al. 2000)  However, in 
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other countries people find self care is cheaper than paying for health services that are 

not free to access.(Wen et al. 2011) Therefore factors like cost could be a barrier to 

promote self care of minor ailments. Individual behaviour is complex, and some studies 

identifying people’s preferences showed that people could pay for a service or treatment 

through the community pharmacy if it was more convenient for them rather than waiting 

to access the free care available or to avoid the waiting time for accessing a GP. (Porteous 

et al. 2006, Rennie et al. 2012, Anderson and Thornley 2014) Studies that used a discrete 

choice experiment method have found that people showed a preference to self care and 

visiting the pharmacy rather than the GP for their minor symptoms and are willing to pay 

not less than £21 and £19 respectively to do so.(Porteous et al. 2006, Rennie et al. 2012) 

Understanding people’s perceptions and the influencing factors when responding to their 

illness, helped to drive the changes in accessing the primary care services and identify 

different approach in providing the support that people need in self-managing their 

conditions.  In the UK, for example, research on self care and minor ailments supported in 

deriving the change and policy supporting strategies to shift the access and delivery of 

some primary healthcare services to a community pharmacy.(Hassell et al. 2000, 

Gulliford et al. 2001, Cardol et al. 2005) Providing different primary care services is a 

strategy adopted that can improve access to healthcare, overcome the burden of limited 

resources and ongoing demand to access healthcare, maintain the cost of accessing more 

expensive healthcare services e.g. emergency department during out of hours. Examples 

of these services are found in UK primary healthcare services that includes: community 

pharmacy, walk-in-centres, and NHS 111 tele-support.(NHS Choices 2015)  
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2.6 General practitioners and self care  

Self care gained wide support from healthcare professionals; that is not only believed to 

improve patient health outcomes, but also in improving GP workload enabling them to see 

more serious cases and to maintain effective and sufficient utilisation of the general 

practice. In the self care of minor ailments, the way that GPs handle minor ailments can 

influence the patient’s future behaviour in responding to the similar symptoms.(Morris et 

al. 2001) GPs, therefore need to effectively contribute in supporting the patient to 

exercise self care by providing the information and advice required. GPs who recognise 

the role of the community pharmacy in self care of minor ailments can inform the public 

of the benefit of consulting the community pharmacist for advice on self care and self-

medication. Inter-professional relationships and collaboration between GPs and 

community pharmacists has been found to be important for effective utilisation of the 

services provided by the community pharmacy.(Morris et al. 2001, Saramunee et al. 

2014, Watson et al. 2014) Although the majority (more than 75%) of the GPs displayed a 

favourable attitudes towards the pharmacists’ role in minor ailments, only about half 

agreed that they would like actively to recommend that patients seek advice from a 

pharmacist. A lack of a personal relationship with a pharmacist appeared to influence 

their views; as 48% found it uneasy to suggest to their patients to seek advice on minor 

ailments from a pharmacist who was not known personally to the GP; which raises 

concerns about the quality of advice that the patients may receive.(Morris et al. 2001) 

An effective multidisciplinary approach, identifying the clinical role of the pharmacist, can 

have a positive impact on the success of the service provided.(Gidman and Cowley 2013, 

Saramunee et al. 2014) Pharmacist-GP relationships have been highlighted to be 

important for the effectiveness of pharmacy-services provided for the patient. (Morris et 

al. 2001, Hughes and McCann 2003, Gidman and Cowley 2013, Saramunee et al. 2014, 

Watson et al. 2014) Many developed countries therefore are working on improving the 

collaborative practice between the community pharmacists and general practitioners and 

enhancing better multidisciplinary and integrated healthcare.(Pottie et al. 2008, PSA 
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2014, NHS England 2016) Physician education around the role of pharmacists was found 

to be critical in building collaborative relationships between physicians and 

pharmacists.(Arya et al. 2013)  

In Oman, no published studies have explored the perspectives of the physicians and/or 

the pharmacist on collaborative care. Studies from GCC countries (UAE and Qatar) 

showed that the current practice of the community pharmacy, being product-oriented, 

influenced the doctor’s expectations of the ability of the community pharmacists to 

provide patient-oriented services.(Wilbur et al. 2012, Hasan et al. 2014, Rayes and 

Abduelkarem 2016) They recognise the competency of the pharmacist in providing 

medicines information, and in medicines review and counselling. However, they showed a 

concern about the competence of community pharmacists to deliver patient-centred 

services. The study by Wilbur et al. (2012) in Qatar, assessed how comfortable the 

physicians were with specific pharmacist roles and activities. It found that physicians were 

more comfortable with pharmacists providing services linked to drug-products that was 

rated high compared to activities linked to optimising patient outcomes. For example, 

67.8% and 75.5% of physicians were completely comfortable with pharmacists providing 

patients medication-related education, and detecting and preventing prescription errors, 

respectively. However, physicians rated low for responsibilities associated with therapy 

optimization to be provided by the pharmacists; as only 29% were comfortable with 

pharmacist recommending changes in therapy to them when patient outcomes were not 

achieved. However, physicians in these studies were receptive to collaborate with the 

pharmacist and learn of the services that community pharmacy can provide to enhance 

patient care. Lack of communication and collaborative care were identified as a barrier to 

enhance the role of the community pharmacy in patient care. Exploring the attitude of the 

general physicians working in the primary care sectors, towards self care and the role of 

the pharmacist in self care of minor ailments, can give a better understanding of the 

current situation and facilitate intervention to enhance the clinical role of pharmacists in 

patient care.  
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2.7 Self care and its implication for pharmacy in Oman 

The concept of self care has not been sufficiently studied in Oman. The evidence available 

indicates that the public depend highly on the free government health services, and the 

majority visit physicians for health advice and treatment.(DRUM 2009, Al-Mandhari et al. 

2013) This is expected as the government covers more than 80% of the healthcare 

services in the country that is non-tax based and free for the Omani citizen.  In addition, 

the multidisciplinary model of care is not emphasised and practiced in the primary care 

setting. Physicians are the main provider of patient care and dominate the delivery of 

healthcare in the primary care sector. 

The administration of pharmacy practice is complicated in Oman. Community pharmacy is 

considered as part of the private sector rather than part of the health system.  The main 

role of community pharmacists is to dispense private prescriptions for individuals who 

have medical insurance or are willing to pay out-of-pocket for their healthcare. 

Pharmacies also supply non-prescription-medicines as most of them are to be sold from a 

pharmacy only. In addition, all the public health centres (GP practice) have their own 

onsite pharmacy that dispense the medicines for the patients free of charge; this includes 

medicines for minor ailments. A study that looked at the pharmaceutical care in Oman, 

indicated that the clinical role of the pharmacy profession is not well identified in primary 

care and the provision of pharmaceutical care is lacking in this sector.(Al-Abdullatif 2014) 

Literature identified different factors that could be considered as a facilitator or inhibitor 

to enhance the role of the community pharmacy in self care and self medication. 

(Blenkinsopp and Bradley 1996, Paudyal et al. 2011, Rutter 2015, FIP 2017) Lack of 

pharmacy practice research in Oman, identified a knowledge gap in when and how the 

community pharmacy is utilised by the public, and what are the public perception 

regarding accessing the community pharmacy for advice on self care. To promote the role 

of the pharmacist in self care, it is important to understand the current situation of the 

provision and utilisation of the health services. 
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Understanding individual health illness behaviour and utilisation of health services can 

help in in improving access to healthcare. The health-seeking behaviour of Omani citizens 

to primary healthcare was studied by AL-Mandhari et.al (2008, 2009, 2013), using 

structured face-to-face interviews with participants attending public healthcare services.  

The findings indicate that most patients (84%) visited health centres to seek physician 

advice, and 40% were seeking treatment for acute conditions.(Al-Mandhari et al. 2013) 

However, this finding was based on a general survey that studied the factors influencing 

the utilisation of the public health centres by the users of health centres and did not 

identify the type and severity of acute illness or symptoms, and did not explore the 

utilisation of community pharmacy or the attitudes of people who decided to do nothing. 

No published data were found to compare it with the utilisation behaviour of other 

members of the public who consulted other healthcare providers e.g. community 

pharmacy or those who did not consult anyone in the health sector. Further, the study 

was conducted in 2006 and did not capture the variation in health seeking behaviour 

following the tremendous change in delivery in primary healthcare in the last ten years, 

(see Figure 2) which is explained in detail on the next page. 

In addition, a study on the use of medicine in Oman showed that third of the participants 

visiting the GP expect to receive at least three medicines, and 39% of participants were 

not satisfied with non-prescription advice. (Abdo-Rabbo et al. 2009) It is also reported 

that 60% of participants would visit more than one clinic on the same day for the same 

symptoms and 51% prefer not to follow up with the same GP if symptoms persisted. The 

irrational behaviour of responding to symptoms by the Omani population was described 

as “quick fix” and “a pill for every ill”. The most recent  household survey, 2009 on the 

use of medicines indicated that 70% of the medicines acquired by the public are obtained 

from onsite pharmacies of public health premises (prescribed by physicians) and only 

21% from community pharmacies.(DRUM 2009) The study stated that most people (88%) 

seek professionals advice and only 8% self-medicate.  However, the evidence shows that 

more than half of the left-over medicines are kept by the people and may be used for 
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future recurrent symptoms, which indicate a practice of self-medication. With the scarcity 

of evidence and research, it is believed that there is a knowledge gap about how people 

manage their common recurrent symptoms and their attitudes to self care or self-

medication. Therefore, it is important to explore and understand the factors that influence 

public behaviour and decisions on self care when responding to their illness or common 

conditions. 

 

Figure 2: the rapid growth of private health institutes 

In the last ten years, there were tremendous increases in the number of the pharmacy 

profession who are working in the primary care sector: health centres and community 

pharmacies, (see Figure 2). The number of the community pharmacies exceeded 600 in 

2015 compared to 364 in 2008, and most provide extensive working hours compared to 

the public health centres with some open 24 hours. Despite this large increase in number 

no well-defined structures or strategies have discussed how the private sector and 

community pharmacy could be incorporated into the healthcare strategy. Hence the 

pharmacy profession workforce is underutilised in the delivery of patient care in this 

sector. The pharmacist was identified as an expert in matters related to medicines by 

84% of the Omani people; however only 42% of them positively perceived the pharmacist 
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as having expertise in providing advice for the treatment of minor ailments. Evidence 

indicates that the role of the pharmacy profession in self care of minor ailments is not 

recognised by the public, as the remaining were not sure or agreed to the later 

statement, 58%.(Jose et al. 2015) 

We know that self care is part of people’s health seeking behaviour. However, this has not 

been well studied in Oman and has raised a knowledge gap in how the people actually 

respond to their common minor ailments and how they utilise the available health 

services. We need to explore the patient decision-making process and health seeking 

behaviour for symptoms of minor ailments. Exploring the healthcare professional 

perceptions toward self care and their experiences of managing minor ailments could help 

in exploring the facilitators and barriers of using the community pharmacy for the 

management of minor ailments. With the lack of a clear future strategy or blueprints for 

the pharmacy profession in contributing for the development of the Oman health vision 

2050; this study could identify the current situation and make a case for enhancing the 

clinical role of the community pharmacy in the primary healthcare sector of the Omani 

health system. This therefore identified the stakeholders for self care of minor ailments in 

Oman to be studied in this research: (i) the public, (ii) pharmacy staff and (iii) GPs. 

Exploring their perspectives can give a better understanding of self care and utilisation of 

health services for the management of minor ailments. The study rationale and objectives 

will be explained at the end of next section which will provide an overview of the study 

context and an explanation of pharmacy practice and policy in Oman. 
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3 Country background 

3.1 Oman country profile  

3.1.1 Geographical Description of the Sultanate of Oman 

Sultanate of Oman, also called Oman, is one of the western Asian countries and it is 

located in the south-eastern corner of the Arabian Peninsula, (see Figure 3). The costal 

line expands from the Strait of Hormuz in the north to the border of the Republic of 

Yemen in the south with a length of 3,165 Km. It borders the United Arab Emirates (UAE) 

and Kingdom of Saudi Arabia (KSA) in the west and the Arabian Sea in the East. It is a 

member of Gulf Cooperation Council (GCC), which includes six countries: Kingdom of 

Saudi Arabia, Oman, UAE, Kuwait, Qatar and Kingdom of Bahrain. The Capital of Oman is 

Muscat. 

 

Figure 3: geographical location of Oman.(Maphil 2011) 

The total area of the Oman is almost 309,500 Km2 and it consists mainly of wadies 

(valleys) and desert (82% of the total area), and mountains (15%).  The Country is 

administratively divided into eleven governorates: Muscat, Musandam, Al Buraimi, Al 
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Dakhliyah, Al Dhahirah, Al Batinah North, Al Batinah South, Al Sharqiyah North, Al 

Sharqiyah South, Al Wusta and Dhofar. The Governorates are then further divided into 60 

Wilayats (districts). Each Wilyat is presided over by a wali who is acting as a link between 

the government, its institution and the public. The Governorate of Muscat is the political, 

economic and administrative centre of the country. It is also the location of Muscat, the 

capital city of Oman, (see Figure 4). 

 

Figure 4: the Governorates of the Sultanate of Oman. (MoH 2009a) 

3.1.2 Demographic structures  

The total population of Oman in 2015, based on the National Centre for Statistics and 

Information (NCSI), is about 4,159,102 compared to 2,773,479 inhabitants in 2010. The 

growth of the non-national population is expected, as the country is requiring an 
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additional workforce to accomplish the huge projects of infrastructure and economic 

development. As a result, in 2015 non-Omanis represents 43.6% of the total population 

compared to 29% in 2010. About 31% of the population are living in the governorate of 

Muscat, followed by Al Batinah North with a percentage of 16%. The lowest population 

are in Al Wusta and Musandam with a percentage of 2% of the total population.(NCSI 

2015) The children under 15 years represent 36% of the Omani population and 60% of 

Omanis are at the working age (15-64 years). The ageing group (≥65) represent only 4% 

of the Omani population, (see Figure 5). The annual growth rate of the Omani population 

is 3.7%, compared to 4.7% for expatriates. Most of the expatriates are male and at 

working age, which represents about 83% and 95% of the total expatriates, respectively. 

The male to female ratio of Omani population (1.2:1), and for expatriates is (4.8:1), (see 

Figure 6).(NCSI 2015) The total fertility rate is 3.7 live births per women with age ranged 

from 15 to 49. 

 

Figure 5: a comparable chart of the population age range between Oman and 

UK; data obtained from (NCSI 2015) and (ONS 2013).  
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(a) 

 

(b) 

 

Figure 6: population pyramid of (a) Omani, (b) total population. Adopted from 

(NCSI 2015)  
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3.1.3 Resources and finances  

The Sultanate is classified as a high-income-economy country.(WBG 2016) The income of 

the country comes mainly from oil and gas resources. This accounts for 82% of total 

export earnings and 84.7 % of government income; of which signifies about 50% of 

Gross Domestic Product (GDP). The economic growth therefore is highly depending on the 

oil and gas prices.(Oxford Business Group 2015, NCSI 2016) However, to sustain the 

development wheel as per the strategic plan of the country, the government recognised 

the importance of investing in non-oil resources, which was encouraged after the 

significant decline in the price of crude oil in 1998, and again in 2015. Since then, the 

government has given a significant consideration to diversification, industrialisation, and 

denationalisation for the development of the country. It aims to reduce the contribution of 

the oil sector to 9% of GDP by 2020. Tourism and gas-based industries are key 

components of the government's diversification strategy. In addition, the government is 

taking the initiative to further expand the private sector through industry, agriculture, 

fishing, textiles, Information Technology (IT), health services and higher education. The 

government also recognises the need of training the Omani human resources to meet the 

market need for skilled and competent national workforce via the “Omanisation policy”; 

that is fundamental for the sustainability of the economic growth and development.(Al-

lamki 2000) It is a nationalisation strategy of the human resources adopted by Oman and 

other GCC countries to overcome the challenge of the shortage of trained national 

workforce to meet the market needs. 

 

3.2 Oman healthcare system 

The healthcare system in Oman has gone through a tremendous and rapid development 

in the last 45 years since his majesty Sultan Qaboos ruled the country from the “Day of 

Renaissance”. Before 1970 there were only two hospitals, both located in the capital city; 
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one was opened by the American Arabian Mission in 1935 and the later was under the 

administration of the British Consulate, with a total of 10 clinics, 12 beds and 13 physician 

and a ratio of one physician per 50,000 of the population.(Alshishtawy 2010) 

The Ministry of Health (MoH) was established in 1970 as the first official health 

organisation in the new era of Oman. It became and remains the main regulatory and 

governor organisation for the health system and services in the country. The health 

system is predominantly funded by the government (78.7%) and is considered the 

highest among all GCC countries. The remaining funds are very limited to insurance 

companies (8.2%), out-of-pocket spending for direct purchase or cost sharing 

(13.1%).(Oxford Business Group 2015) The health expenditure accounts for 2.7% of the 

country GDP, and about 7.2 % of the total governmental expenditure.(MoH 2015a) 

Healthcare and services, including medication, are free for all Omanis and expatriates 

working in the government sector, who are only required to pay a minor fees for annual 

registration equivalent to one Omani riyal and 0.200 Omani riyal per visit, corresponding 

to approximately (=£2) and (= £0.4) accordingly, as based on February 2017 exchange 

rate. The MoH also funds citizens to get treatment abroad if required, with a limited 

allocation of funds available per year. 

Today, the Omani healthcare system is divided into three main sectors: government 

provided by the MoH, government but not-MoH, and the private sector. Figure 7 

illustrates the sectors of healthcare system in Oman. The government healthcare services 

are divided into primary care, and secondary or tertiary care, which provide specialised 

and advanced treatment. Primary health centres (PHCs) are the gatekeepers to access 

advanced healthcare. There are 195 health centres distributed over the health regions 

based on population density; 13% of them are considered as extended health centres, 

which have specialised outpatient clinics and about 38% are health centres are with 

beds.(MoH 2015a) The hospitals that provide secondary or tertiary healthcare comprise 

only 38% of the total number of hospitals i.e. Regional and Wilayat (district) hospitals. 



Chapter 1: Introduction  

25 

The remaining hospitals provide primary care services only i.e. local hospitals. There are 

only four regional hospitals, located in the capital city operate as referral centres for all 

critical cases referred from all over the country. 

Non-MoH-government hospitals and clinics provide healthcare services to their employees 

and their families, which includes: Sultan Qaboos University Hospital (SQUH), the Royal 

Oman Police Hospital (ROPH), the Armed Forces Medical Services (AFMS), and Diwan 

Medical Services (DMS). The development of the private sector has been remarkable in 

the last decade, and in 2015,the private sector consists of 448 general clinics, 288 

specialised clinics and polyclinics, 15 hospitals and 604 community pharmacies.(MoH 

2015a)  

 

Figure 7: the organisational chart of healthcare system in Sultanate of Oman 

The government has encouraged the private sector to become a partnership with the 

government in delivery of inpatient and advanced health services, which is essential to 

maintain the sustainability of the health system. However, the private health sector does 
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not effectively integrate in achieving the Omani health strategy when providing the health 

services to the public, the effective contribution of the private health sector to healthcare 

delivery has been slowly growing and therefore is limited. For example, any critical cases, 

or cases that require advanced treatment will need to be transferred to the government 

hospitals. The new MoH vision is to “have 50%-50% partnership by the year 2050 with 

the private owning and running 50% of health services, especially expensive inpatient 

services”.(MoH 2014) At the present the MoH provides 62.2% of the outpatients and 

94.5% of inpatient services, and The MoH beds represents 78% of the total beds in the 

healthcare system.(MoH 2015a) Table 1 summarises the number of hospitals and beds in 

different health sector. 

Table 1: number of hospitals and beds in different health sectors. Data obtained from MoH 

(2015a) 

Health sector Number of hospitals Percentage of beds (n) 

MoH 49 78% (4821) 

Non- MoH 5 14% (888) 

SQU 1 7% (452) 

Armed Forces Medical Services 3 6% (354) 

Royal Oman Police Medical Services 1 1% (82) 

Private 15 9% (582) 

Total number 66 6178 
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3.2.1 Vital health statistics  

In the early seventies, communicable diseases and under-five child mortality were at their 

highest levels. Therefore, the top agenda in the MoH early strategic plan was improve the 

overall health of the population. The MoH was successful in targeting the health problems 

and a significant improvement in basic health indicators were achieved. There were 

significant reductions in infant and child mortality rates, increases in overall life 

expectancy and improvement in the delivery of health services, (see Figure 8). The 

mortality rate of children under 5 years declined from 181 cases per 1000 live births in 

1970s to 12 cases in 2010, as per 1000 live births; and the infant mortality rate also 

dropped from 118 to 10 cases per 1000 live births, in the same years, respectively. 

Malaria was one of the most common communicable disease with 32,000 cases reported 

in 1990 and this has significantly declined to 1,518 cases a year; and most of current 

cases registered are imported cases only. Consequently, the overall life expectancy at 

birth raised to 72.4 compared to 49.3 in 1970.(MoH 2015a) 

 

Figure 8: health status indicators of Oman 1970 – 2015. Data obtained from 

MoH annual health report(2015a) 
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The Ministry of Health has adopted several strategies to control communicable diseases 

and has shown a remarkable success in reducing the burden of the communicable 

diseases to its lowest level, e.g. Malaria, vaccination-related diseases. Though, Non-

communicable diseases (NCDs) have started to rise again and it doubled the health 

burdens, and became the leading causes of morbidities and mortalities in the country. 

During the past two decades Oman has witnessed an epidemiological transition to non-

communicable diseases and other morbidities. This epidemiological transition could be 

attributed to several factors which are: (i) the intense control activities directed towards 

communicable diseases and consequently decline of related child and overall mortality, 

(ii) demographic changes in the Omani population directing toward aging because of 

increase in the life expectancy and reduction in fertility rate; and (iii) the modernisation of 

the country and hence the improvement of the socioeconomic status and tendency of the 

public toward busy and unhealthy lifestyle behaviours. This resulted in the obesity rate 

rising and reaching 22%, in line with the western countries. Moreover, diabetes has 

become one of the most common morbidities in the country with a prevalence rate of 

15%. (Oxford Business Group 2015) Other current adult co-morbidities include: coronary 

heart diseases, hypertension, cancers, chronic kidney disease and stroke. NCDs are 

estimated to account for 68% of the total deaths, as cardiovascular disease is the leading 

cause which accounts for 33% of total deaths. Road traffic accidents (RTAs) are also 

considered a national crisis as it affects the young adult males, which could have an 

economic and social impact on the population. In 2010, a total of 1,127 deaths were 

reported with a rate of 31.1 per 100,000 of the population. The Omani rate of road traffic 

accidents was found to be higher than the world average in 2009, which was 21.(MoH 

2014) Other significant health burdens include malnutrition, hereditary blood disorders 

and congenital abnormalities. (WHO 2014, MoH 2015a) 
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Oman has the second-highest rate of cancer among the GCC countries. The total number 

of cancer cases in Oman between 1998 and 2007 was reported to be 8890 cases, and 

incidence was expected to raise by two-fold by 2020.(Al-Madouj et al. 2011) In 2011 

there were 1289 new cancer cases registered in Oman compared to 949 in 2010.(Al 

Bahrani 2014) Breast cancer was found to have the highest prevalence in females, and 

colorectal cancer in males.(WHO 2012) 

Hereditary blood disorders are widely spread among Omani populations. Data from 2012 

showed that 6% of the Omani population have sickle cell anaemia, and 2% are diagnosed 

with Thalassemia (Beta). In addition, G6PD deficiency is common in male (25%) 

compared to the female (10%). Congenital anomalies accounts for 21.6% of cases of 

infant mortality in the country. The two reasons which considered the most related to the 

increase of these types of blood and genetic disorders are consanguineous marriages, 

more than 50% of Omani marriage and the survival of people with blood disorders 

infected with malaria.(Al Tauqi 2012, MoH 2014) 

3.2.2 Human resources  

The rate at which medical services are delivered to all citizens has risen rapidly, with the 

public-sector accounting for 74.3% of the total health workforce, compared to 18.4% of 

the workforce in the private sector. However, for the pharmacy profession, 70% of the 

pharmacists are working in the private sector compared to other healthcare professions. 

In 2015, there were a total of 8914 doctors, 19331 nurses, 2131 Pharmacists, and 1970 

assistant pharmacists (for more details about pharmacy workforce, see section 3.3.4). 

Table 2 summarises the ratio of the health workforce per 10,000 of the population in 

Oman. The health workforce has increased in the last five years by 41% for doctors, 57% 

for pharmacists, 35% for nurses and only 8% for assistant pharmacists. Figure 9 

illustrates the numbers of the health workforce among the different sectors between the 

year 2011 and 2015. The low growth and reduction in recruiting the assistant pharmacists 
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could be because of (i) the government direction toward implementing patient care and 

recognising the role of pharmacist in this area, and (ii) the increase of the number of the 

private community pharmacies in the last 5-7 years and therefore more pharmacists are 

recruited to manage the pharmacies.  

Table 2: health human resources indicators. Data obtained from MoH annual health report 

(2015a) 

Indicator/per 10,000 populations Total MoH 

Doctors 21.4 15.4 

Nurses 46.3 35.3 

Pharmacist 5.1 1.3 

Assistant Pharmacist 4.7 3.4 

Dentist 2.8 0.9 

 

The regulation of the healthcare system is complicated in Oman. The Ministry of Health 

regulate both sectors; but national guidelines and standards are not well enforced in the 

private sector and therefore considerable variation in the clinical practice between the two 

sectors is observed. There is no independent body to support the healthcare workforce 

professions or to provide the support required for professional development or continuing 

education. 
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Figure 9: distribution of health workforces among the healthcare sectors in 

Oman. Data obtained from MoH Annual report (2015a) 
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As part of the country’s vision about nationalisation, discussed earlier, MoH aimed to 

nationalise the health workforce by supporting the education of both the health and allied 

health professionals by providing national and international scholarships. Therefore, 

several education and training institutes were established in the country for nursing, 

health sciences, assistant pharmacy and medical record technology. Several national 

colleges and local institutes were established to train local medical health professions. 

Until 2000, there were only one college of medicine in the country under the Sultan 

Qaboos University, which was the only public university. In 2001, The Oman Medical 

College, which is a private institution, was established to contribute for the development 

of medical human resources in the country. This currently contributes to about 200 

national doctors joining the health workforce per year. Most of the Omani nurses are 

graduated from a number of national institutes, both government and private, with an 

annual graduation of more than 500 per year.(MoH 2015a) The Omani nurses have 

reached 65% of the total nurses working in the government sector. (Treacy 2014) 

However, specialised training remains one of the challenges in developing the health 

system that require time and resources. Thus, a high number of oversees professional 

workforce are recruited to overcome the shortage in trained and specialised national 

medical workforce. Most of the overseas professional workforce are recruited from non-

Arabic speaking countries within south Asia, and few from other Arab countries e.g. 

Egypt. 

3.2.3 Access and utilisation of health services  

Primary healthcare is the backbone of the healthcare system and the first point of access 

to the public healthcare services, the health centre is providing a basic care for the 

citizens and distributed within few kilometres from people’s homes. Today, it is 

acknowledged that more than 95% of the public is within few of kilometres of a health 

centre, where they can get basic care.(MoH 2014)  The typical pathway of all Omani 

citizens to healthcare is through the health centres in the working hours and through 

emergency departments (A&E) in out-of-hours. Expatriates who are not working in 
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government sectors and/or Omanis who have a medical insurance normally utilise the 

private clinics and hospitals. However, Omanis who are willing to pay out-of-pocket also 

can use the private health sector. The prescription issued by the public health sector is 

dispensed free of charge from onsite pharmacies, that are available in every government 

premises that provides healthcare services. Private prescriptions are supplied through 

community pharmacies, which is the main role of this sector. The service provided by the 

community pharmacy was found to be drug-product oriented and observed as a source of 

easy access to medicine or medical equipment.(Al-Abdullatif 2014) 

The Omani healthcare is not a tax-based system and all Omanis are eligible to access the 

public health services free of charge. Expatriates living in Oman should be medically 

insured by their employer. With the primary care centres facing a continuous demand for 

access and long waiting times, as it is the only pathway to access free healthcare 

treatment, the government introduced a nominal charge for an outpatient visit in 1998. 

This temporarily  helped to decline the outpatient visits, for example there was a 25% 

reduction in 2000 compared to 1995.(MoH 2014) the report suggested that this helped to 

reduce unnecessary visits to the health centres. However, this was based in a statistical 

report of the number of visits without providing details of the reason or presentation of 

the symptoms. With the increase in demand to access healthcare and long waiting times, 

there was a significant growth of private medical market in the country over the last few 

years. Community pharmacy, unlike the system in UK, only serves the private sector, as 

all the government prescriptions are dispensed free of charge on onsite pharmacy. 

However, they are more pharmacies and pharmacist are working in the private sector, 

which have extended working hour services. Although the government provides treatment 

for the Omani people, Omani people were found to comprise 46% of the 45,654 patients 

treated at private medical facilities in 2012. The private sector shares about 37.8% of the 

burden of outpatient services. 
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3.2.4 Strategies and health development 

The organisational structure of the MoH includes three undersecretaries who assist the 

minister with the affairs related to planning, healthcare services, and administration and 

finance. The planning strategy in Oman is a five-years-plan policy, and the health sector 

has witnessed a substantial improvement within the 45 years of a series of five-years-

term reform. The Ministry of Health started its first five-year health development plan in 

1976. The first three 5-year plans concentrated on the construction of health services 

infrastructure. Whereas the later are focusing on preventive care, decentralisation and 

sustainability of the health services.(Alshishtawy 2010) 

The national health policy for the years 2011 – 2015 stated many goals in relation to the 

quality of healthcare services, development and training of the national workforce and 

prevention of diseases and public health. It also emphasised the need to encourage the 

involvement of private sector in healthcare and develop a good collaboration between 

different healthcare organisations in the country.(MoH 2011) 

“Health Vision 2050: Quality Care – Sustained Health” a conference organised by the MoH 

in May 2012 to review the achievement to date, evaluated the current situation of 

healthcare in Oman and addressed the obstacles or challenges that can threaten the 

sustainability of a high-quality healthcare. The aim of the conference was to review and 

set out the strategic framework for the development of the health services in Oman for 

the next coming 35 years.(Al-Riyami 2012, MoH 2014) 

3.2.5 Challenges of the health system 

Aging and NCDs are the challenges facing the Omani health system and are going to 

change health status in the coming decades. This is accompanied by an increase in non-

communicable diseases and diseases of the elderly and thus increasing the need for 
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expensive health services. Primary care is currently geared toward acute care rather than 

management of chronic diseases, and this will require supporting the healthcare 

profession workforce in developing their role in the management of chronic conditions. 

GPs alone will not be able to manage the continuous demand of providing more advanced 

care in primary care. Requiring a multi-professional approach in delivering the healthcare, 

pharmacy profession can collaborate in delivering better patient care through a number of 

medicine services within their competency includes: management of minor ailments and 

provide medicine counselling or even review patient medication. 

Transferring the care of non-communicable disease and on-going shortage of trained and 

specialised human resources in primary care is a challenge to domestic provision of 

specialty care. In addition, the country struggles with lack of timely services in some 

areas, which contributed in noticeably to the growth of Omani people who looking for 

private healthcare treatment either in the country or abroad. This requires considering a 

new model of care that targets the prevention and long-term management of NCDs that 

needs allocation of tasks and multidisciplinary integrated care, that allows improvement 

of the utilisation of skills of healthcare professionals other than the doctors. 

 

3.3 Pharmacy in Oman 

3.3.1 Overview  

The profession of the pharmacy is rapidly growing in Oman, and the awareness of their 

role in improving healthcare by the policy makers is increasing.  The number of 

pharmacists has increased more than three-fold to reach 2000 in 2014 compared to 662 

in 2003. Before 2001 all pharmacists were trained abroad; pharmacy education is at a 

development stage in Oman and therefore little research is available in pharmacy practice 

or pharmaceutical sciences. The clinical role of the pharmacy profession is better 
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recognised in the government health sector compared to the private sector (e.g. 

community pharmacies) where the role remains to deliver product-oriented pharmacy 

services. Pharmaceutical science and drug discovery is not mature in Oman; there is only 

one pharmaceutical company that manufactures generic drugs that are exported to some 

of the neighbouring countries. 

3.3.2 Pharmacy-related regulation and policies 

The first pharmacy law was enacted in 1996 (via the Royal Decree No 41/1996) and was 

repealed by the new pharmacy law in 2015 under the Royal Decree No 35/2015. The 

Directorate General of Pharmaceutical Affairs and Drug Control (DGPA&DC) governs 

pharmacy practice, which is the main regulatory and authority organisation responsible 

for pharmaceutical law and its implementation. It is responsible for (i) the licensing and 

inspection of the pharmaceutical establishments, and pharmacy workforce (pharmacists 

and assistant pharmacists); (ii) the registration of pharmaceutical companies and its 

products, pricing, post marketing surveillance, and regulating the dealing of narcotic and 

psychotropic drugs; and (iii) the drug quality control and analysis. The Directorate 

General of Medical Supplies (DGMS) is the organisation responsible for the supply and 

distribution of medicines, medical and laboratory equipment to all MoH institutions e.g. 

hospitals and health centres. It is also responsible for identifying and facilitating the 

training and support for the pharmacy workforce for better delivery of pharmaceutical 

care and services. 

The Directorate of Rational Use of Medicine (DRUM) was established in 2000, with a 

concern of the MoH of medicines’ misuse at a policy level, and the WHO 1996 

recommendation to establish a team in MoH to monitor the use of medicines.(Jaffer 2007) 

The Directorate are promoting rational use of medicines through (i) providing awareness 

and education programme on rational use of medicines for the community and the 

healthcare professionals, (ii) conducting research and audits to provide the higher 
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authorities with recommendation and intervention for improving the practice related to 

rational use of medicines. 

Oman Pharmaceutical Society is a professional association registered under Ministry of 

social development, and established in 2007. It aims to improve the profession of 

pharmacy in the country, however it does not have any regulatory role toward the 

pharmacy profession. The main role is to be involved in providing or organising activities 

for the health professional and community toward effective and better use of medicines. 

3.3.3 Medicine supply and regulation 

The Omani pharmacy law emphasised that at all pharmacies should be managed by at 

least one licensed pharmacist and with the help of the required number of licensed 

assistant pharmacists; who are working under the supervision of the pharmacist. The 

pharmacist should be present all times; however, the law allows the assistant pharmacist 

to manage the pharmacy for a short period of time in the absence of the pharmacist, 

within the terms and procedures specified by the regulations. It is rare to find a non-

trained or qualified staff working in a pharmacy premises. 

The medicines in Oman are classified into two major classes: non-prescription-medicines, 

and prescription-only-medicines (POM). Dispensing and purchase of medicines is 

performed in pharmacies only, which has to be carried out by a licensed pharmacist or 

assistant pharmacist. The pharmacy-only-medicines classification are not well defined in 

Oman, as most of the OTC medicines are available only to purchase from pharmacies; 

except for Panadol and Panadol Extra, but not other paracetamol generics, that can be 

found in some retail shops. In addition, various medicines can be purchased from 

community pharmacies without the need for a prescription, including medicines for long-

term conditions. The regulatory body has banned the activity but no strict regulation is 
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imposed. The regulation of supply and dispensing of controlled drugs are closely 

monitored and audited by the regulatory authorities.  

3.3.4 Workforce and legalisation  

The 2015 annual health report of the Ministry of Health showed that there is a total of 

2131 pharmacists and 1970 assistant pharmacists in Oman which represent a 5.1 

pharmacists and 4.7 assistant pharmacists for every 10,000 of the population, 

respectively. However only 30% of pharmacists are working in the government sector, 

compared to 70% in the private sector. Whereas it is the opposite for the assistant 

pharmacists with the majority working in the government sector, (see Table 3). The 

Omani Pharmacy profession is highly represented in the government health sector 

compared to the private, that has a very low Omanisation (Nationalisation) rate. It is 

important to note that there is a shortage in the number of pharmacists working for the 

government, and some government onsite pharmacies may not have a pharmacist in 

some working shifts. These pharmacies are therefore managed by assistant pharmacists. 

Table 3: statistics of pharmacy profession in Oman.(MoH 2015a) 

Sector Pharmacists Assistant Pharmacists 

 Total Omani (%) Total Omani (%) 

MoH 554 84% 1434 70% 

Non-MoH* 70 67% 58 86% 

Private  1507 1% 478 1% 

Total  2131 25% 1970 54% 

*Does not include the data of Armed Forces Medical Services  

 

Pharmacists and assistant pharmacists should fulfil the pharmacist licensing condition to 

practice in the country this includes: (i) completion of a bachelor's degree or equivalent 

(diploma in pharmacy for assistant pharmacist), (ii) passed the prometric (licensing) 
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exam, (iii) completed the training hours (3 years of experience for overseas applicant), 

and (iv) any overseas applicant to be registered with the pharmacy council or association 

in the country of origin.(DGPA&DC, undated) Not all the pharmacy staff have to sit the 

licensing exam as it is only for practicing pharmacy and therefore any pharmacist who 

joined the academic or administrative sector immediately after graduation did not have to 

take the exam. 

3.3.5 Pharmacy Education and CPD 

The provision of pharmacy education is limited in the country. Until recently, the national 

pharmacy workforce had to obtain their pharmacy degree from overseas universities. 

Today, there are a number of public and private institutes that offer pharmacy degrees. 

The first institutes were run by the Ministry of Health in 1991 and offered a diploma in 

pharmacy degree, which has been upgraded into a Bachelor in Pharmacy degree in 2015. 

Another public institution that offers a diploma in pharmacy degree is the Pharmacy 

Department at Higher College of Technology, established in 2003, and under the 

supervision of Ministry of Manpower. The first school of pharmacy that offers Bachelor in 

Pharmacy degree was established in 2001 by Oman Medical College in academic 

partnership with West Virginia University.(OMC 2015) The second programme is offered 

by the University of Nizwa, which was established in 2004 and has two programmes: 

B.Pharm and Diploma in Pharmacy.(University of Nizwa 2017) There are no postgraduate 

pharmacy courses offered by the schools of pharmacy in the country, however, Sultan 

Qaboos university (SQU), which is the only public university in the country, is offering an 

MSc in Clinical Pharmacy, and recently a postgraduate doctoral degree as a part of 

pharmacology and clinical pharmacy programme under the school of medicines and health 

sciences in association with the department of pharmacy of the SQU hospital.(SQU 2017) 

However, with a very limited intake that does not exceed two per a programme (no 

reference for data is available). Most of the pharmacy graduates are still obtaining their 

higher education from overseas universities in Europe, America and Australia, through 

government scholarships. 
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Unlike the pharmacy assistant or pharmacy technician qualification programme that are 

known worldwide; the assistant pharmacy programme, in Oman, is a diploma in 

pharmacy with a minimum of 3 years study in extensive pharmacy related 

curriculum.(HCT 2016, University of Nizwa 2017) The two private universities, mentioned 

earlier, are also offering an Assistant Pharmacists Bridging Programme, for those who 

would like to enter the pharmacy profession. However, there are no standard or clear sets 

of criteria for the enrolment to this programme, and it is currently offered for those who 

are willing to pay out-of-pocket. 

Continuing professional development (CPD) was introduced in 2006 as an integral 

requirement for staff appraisal, promotion and incentives. Oman Medical Specialty Board 

(OMSB) is an independent governmental organisation responsible for the regulation, and 

accreditation of the CPD activities in Oman. CPD in Oman is a credit point system that 

needs to be achieved at the end of each cycle and it is mandatory for all healthcare 

providers. Although there are well developed and structured courses and continuing 

education programmes offered by the OMSB for the physician, there are limited CPD 

training or activities for the pharmacy profession in general or any other healthcare 

professionals that are working in the private sector.(OMSB 2017) The Department of 

Pharmaceutical Care under the Directorate General of Medical Supplies implemented a 

CPD programme in 2010, and is providing a number of events to fulfil the learning needs 

within the pharmaceutical care area. Although the MoH are aiming for a mandatory CPD 

for all healthcare professions, it is still not strictly applied as a requirement for license 

renewal or competency appraisal for the pharmacy profession. In general, the CPD 

practice is not mature in the country and most of the activities are limited to organised 

conferences or symposiums that is not tailored to the individual’s learning needs. 
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3.3.6 Pharmacy Practice  

The practice of pharmacy in Oman is mainly product oriented and concerned with 

medicine supply and dispensing the doctor’s prescription for the patient. The clinical role 

is very limited and usually associated within a hospital setting delivered by clinically 

trained pharmacists who have usually obtained a Master degree in clinical pharmacy. 

Therefore, with no clinical pharmacists working in the primary health sector or the private 

community pharmacy, the clinical role therefore is very limited and highly dependent on 

individual initiatives. Almost all the community pharmacies have no access to patient 

medical history or to their medicines database. The National Drug Policy highlighted that 

the professional contribution appears to be limited in the private "community" 

pharmacies; and the pharmacists has little role as a professional advisor.(DGPA&DC 

2000)  

The interest in  implementing pharmaceutical care emerged in 2005 by the Executive 

Board of Health Ministers’ Council for GCC states – which is amended recently into Gulf 

Health Council for Cooperation Council States- at the 58th conference which aiming to 

improve the standard of pharmacy practice in the gulf to the international level.(Gulf 

Health Council 2014) The recommendation of the meeting stated the importance of 

establishing a department of Pharmaceutical care in each MoH of the GCC members. The 

GCC committee was established in late 2005, and the standards of practicing 

pharmaceutical care was approved by 2007 and distributed to all GCC countries to be 

implemented in their strategic plan and drug policy. In 2005, there was one clinical 

pharmacist in the MoH, however the ministry set an agenda to have one clinical 

pharmacist per 50 beds. Today it is expected to have 3 – 5 clinical pharmacists in MoH 

hospitals in Muscat and at least one clinical pharmacist in the hospitals in other regions 

(no published data available). The MoH also highlighted in its seventh strategic plan, the 

need to evaluate the situation in the private sector and identify the reasons of not 

implementing pharmaceutical services in this sector. This was also discussed at the 2011 

meeting of the GCC executive office and the standards for the pharmacy care were 
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approved and circulated to members of GCC.(Gulf Health Council 2014) A recent review 

of the situation showed that pharmaceutical care practice within the gulf countries is still 

limited to hospital care and is largely absent in the primary care setting including 

community pharmacy.(Kheir et al. 2013) 

3.3.6.1 Hospital Pharmacy 

The pharmacy services in the government hospital sector are rapidly developing in Oman. 

The involvement of the clinical pharmacists in inpatient pharmaceutical care is increasing. 

Most of the clinical pharmacists are trained abroad to obtain a Master degree in clinical 

pharmacy, and as a result there is still a shortage in the number of clinical pharmacists to 

cover all hospitals. Therefore, to overcome the shortage of clinical pharmacists, some 

health institutes allow pharmacy graduates to attend the wards after providing them with 

the required training. 

Currently, the hospital healthcare team members recognise the role of the clinical 

pharmacist. They are therefore involved in providing medicines information for healthcare 

professionals and patients; attending medical rounds and counselling the patients about 

their medicines; plus other services related to safe, effective and economical use of 

medicines e.g. drugs and therapeutic committees. The challenges facing the 

implementation of clinical pharmacy is the lack of a policy to describe the role, 

responsibilities, and the position of clinical pharmacy within the healthcare team. 

Therefore, this concept is not fully and effectively developed in all sectors and the clinical 

pharmacy services can vary between different institutions. 

3.3.6.2 Community pharmacy  

There are more than 600 privately owned community pharmacies in Oman, of which some 

are attached to private polyclinics or hospitals that operate as onsite and community 

pharmacies. Services provided by the community pharmacies are the traditional services, 
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which includes dispensing of medicines and sale of health-related products; and as the 

time of this writing, no advanced or specialised clinical services are provided. Community 

pharmacies are located nearby the community; and as most have extensive working 

hours and are convenient and accessible by most of the community. However, absence of 

a clear “white-paper” or “blueprints” for the pharmacy profession to meet the Oman 

health vision 2050 make it difficult to predict the future role that community pharmacy 

can play in providing patient care. Therefore, identifying the factors that can influence the 

development of the services provided by the community pharmacies to meet the public or 

patient needs is important. Little research is conducted in pharmacy practice or 

community pharmacy and therefore improvement research is required in this area. 

3.3.7 Primary healthcare and pharmacy services 

The clinical role of pharmacists and pharmaceutical care, in Oman, is still developing. It 

took almost 10 years for the health policy makers to identify the crucial role of 

pharmacists within the healthcare team in effectively improve medicine-related problems 

and improve patient healthcare. Evidence indicated that pharmaceutical care and clinical 

pharmacy is much more developed in hospital settings than in primary care or community 

pharmacy. Advancement of the clinical role of hospital pharmacists could be as a result of 

associating the delivery of pharmaceutical care with the requirement of having a clinical 

pharmacy degree; as most of the clinical pharmacists in Oman are working only in 

hospitals. 

The clinical role of the pharmacist in primary care is still not well defined and immature. A 

few years ago, most of the onsite pharmacy located inside the health centres had no 

pharmacists and were managed by assistant pharmacists only. Extending the role of the 

primary care centres and transferring the long-term care of non-communicable disease 

into the primary setting and identifying the importance of the pharmaceutical care 

emphasised the need to have pharmacists in every health centre. Pharmacists are now 
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expected to be involved in the chronic disease management clinics initiated in the health 

centres, working with the physicians and other healthcare team in improve patients’ 

healthcare through tailored education, medicines counselling and review treatment plans. 

Unfortunately, no documented information or published literature available on the 

implementation rate or outcome of these specialised services. 

Pharmacists can play a vital role in patient care and are in a good position for educating 

the patient on medicine-related issues and working in collaboration with physicians in 

optimizing use of prescribed treatment and improving patient care. However, with the 

lack of pharmacy practice research in Oman, and the absence of a clear strategy for the 

future role of the pharmacy in primary care; it is important therefore to perform health 

system studies to find how the community pharmacists (including the primary care 

pharmacists) can effectively contribute in the healthcare delivery in Oman. 
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4 Study Rationale  

Self care and patient empowerment have become a vital component of modern healthcare 

to improve health outcomes and reserve resources. This review shows that there is a 

knowledge gap in understanding the Omani public experience in self care in general and 

utilisation of the community pharmacy for self care of minor ailments. Despite that, there 

are onsite pharmacies, in every public healthcare premises, for patients to collect free 

medicines. There has been a dramatic increase in the number of community pharmacies, 

which have also extended their working hours. However, we don’t know how and when 

the public utilise community pharmacy. 

The clinical role of the community pharmacy is not effectively utilised in primary care and 

there are no published studies exploring the perception of the public to the community 

pharmacy profession in Oman. With the lack of pharmacy practice research in the 

country, it is important to understand how the public responds to their illness or 

symptom(s), and their experience in managing their minor ailments; for example: What 

action they take?  What is the source of the advice they receive? Why and how they self-

medicate? Hence, this may help to understand the role of the healthcare professionals 

e.g. community pharmacy in person’s experience with the management of minor ailment 

and identify gaps for improvement in the primary healthcare and community pharmacy 

profession. Understanding how and why patients choose to seek help from a doctor or a 

pharmacy, and using this understanding to improve the services that are provided can 

help us to provide better care for patients and make more appropriate use of resources in 

the healthcare system. 

The aim of the project is to provide a conceptual understanding of the public and primary 

healthcare professional experience and perceptions to self care and utilisation of the 

primary healthcare services. Through the conceptual and empirical findings, the project is 

aimed to strength and improves the clinical role of the primary care pharmacy profession 



Chapter 1: Introduction  

46 

in Oman, by taking the self care of minor ailments as an example. It ultimately could 

provide a conceptual model for the related stakeholders to guide the development of the 

pharmacy profession to improve patient care.  

 

5 Aim and Objectives  

The aim of the study is to understand the factors that influence self care of minor 

ailments by identifying public and professional perception and attitude toward self care 

and self-medication of minor ailments in the Sultanate of Oman. The objective of the 

study is to: 

1. Identify the public’s attitudes to self care and self-medication. 

2. Identify the public’s perceptions, needs and experiences regarding the 

management of minor ailments. 

3. Examine the public’s and primary healthcare provider’s relationships with regards 

to self care of minor ailments. 

4. Explore patient’s knowledge and expectations of healthcare providers in the 

primary care setting. 

5. Identify GP’s and pharmacist’s attitudes toward minor ailments, public 

empowerment and self care. 
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Chapter 2: Methodology and Method  

1 Introduction  

The main principles of a research paradigm are ontology, epistemology, methodology, 

and method. It is suggested that the first three principles of a research paradigm lead to 

the research approach to be quantitative, qualitative or mixed methods based on the 

researcher's philosophical stance and assumption to answer the research question(s). In 

this chapter, I will explain the research methodology, ontology and epistemology and how 

this determines the paradigm positions in this research. Then I will explain the research 

methods. 

 

2 Methodology and Epistemology  

Studies in social health science are divided into two broad approaches; quantitative and 

qualitative. The choice of the research method is said to be determined by the 

epistemological assumption of the researcher. Epistemology is defined as the “theory of 

knowledge” and it is the “way of understanding how we know what we know”.(Given 

2008) It is concerned with providing a philosophical assumption underpinning the decision 

about what kind of knowledge is possible and how we assure it is rigorous and legitimate. 

The two main continuums of epistemology are positivism and interpretivism. Interpretivist 

researchers are found to have a constructivist epistemology, where they believe that 

reality is constructed from the social setting of studied phenomena. On the other hand, 

Positivists believe that truth is single and objective and can be measured or tested 

regardless of the variation in social context studied. 
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Ontology is “the study of being” and it is referred to how reality is seen. The two edges of 

ontology are “realism” and “relativism”. Realism considers reality as single and objective 

that is independent of individual perceptions. Whereas with relativism, it is argued that 

the reality is multiple and subjective, and is constructed by individuals.(Given 2008)  

Ontology and epistemology have been the topic of debate in the philosophy of social 

health research; the argument of adopting a positivist or interpretivist research approach 

in answering social science inquiry in health studies is linked to a researcher’s stance 

within the research paradigm. Therefore, the researcher has to explain and identify 

his/her stance and how this determined the choice of methods and approach used in 

answering the research question i.e. quantitative, qualitative or mixed method. (Creswell 

2014) The philosophical paradigm or assumptions underpinning this research are 

discussed and defined in the next section of this chapter. 

 

2.1 The philosophical paradigm underpinning this research 

The aim of my research project is to explore perceptions of the public and healthcare 

professionals towards self care and management of minor ailments in Oman. It aims to 

explore individual's beliefs and views on the aspect of self care and their behaviour in 

responding to minor ailments and what factors influence this behaviour. Max Weber 

argued that people differ from natural sciences and that we should understand social 

action and people’s behaviour to be able to improve it or change it.(Benton and Craib 

2010)  
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Research in related health science has relied on the positivist approach of research to 

understand the real world whereas the researcher has to measure reality in a way that is 

objective and unbiased. When studying people, it is difficult to assume that people’s 

attitudes and actions can be studied in a controlled environment. Therefore, it is argued 

that using a positivist epistemology that thinks of the reality being independent of human 

activity can be problematic for social research. Social research in health sciences 

recognises that an interpretivist approach can yield a better understanding of the social 

world and people behaviour for better healthcare. 

Qualitative research involves an interpretive, naturalistic approach to the world and this 

allows studying things in their natural settings. (Norman and Yvonna 2013) It seeks to 

answer questions that stress how social experience is created and give meaning. 

Quantitative research emphasises the measurement and analysis of causal relationships 

between variables, but not process.(Benton and Craib 2010) 

Quantitative researchers take the stance of realist ontology believing that reality is 

objective and value-free. Social health scientists argue that although the reality is out 

there and needs to be found, they explain that the knowledge of this reality is “value-

laden” and socially constructed. This approach was described to form the bridge between 

two extremes of ontology; that has been advanced by Bahasker (1989), Hammersley 

(1992) and Maxwell (2011a), who argued that: "critical realism combines realist ontology 

(the belief that there is a real world that exists independently of our beliefs and 

construction) with a constructivist epistemology (the view that our knowledge of this 

world is inevitably our own construction, created from a specific vantage point".(Cited by 

Barbour 2013) Critical realism is a post-positivism movement in social sciences, it agrees 

with the positivist that there is a world of events out there that is observable and 

independent of human consciousness, but the knowledge about this world is socially 

constructed.(Norman and Yvonna 2013) Critical realism, therefore, holds that individuals 

and social practices cannot be studied in isolation.(Krauss 2005, Cruickshank 2012, 
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Norman and Yvonna 2013, Walsh and Evans 2014) Being a pharmacist with a science 

background and studying social context to improve health services and better patient 

care, I find that taking a critical realist position is compatible with social health sciences 

and research. Therefore, the knowledge of reality is “value-laden” and can’t be 

understood independent of the social actors. 

 

2.2 Qualitative research 

The qualitative method helps researchers to study social phenomena in their setting with 

minimal distribution to normal activity (control of variables) i.e. naturalistic 

research.(Hammersley 1990, Bryman 2004) It is used to explore and understand the 

meanings of the studied topic described by an individual or a group of individuals. Unlike 

quantitative research that undertakes the approach of testing a pre-defined hypothesis or 

objective theories, qualitative research is known to be an inductive style, i.e. generating a 

hypothesis or theory emerging from the data. There are different data collection 

strategies that can be applied when the researcher is taking a qualitative research: 

Interviews, observation, document analysis, etc. In this research, interviews were chosen 

to explore the experience of the studied context toward the self care of minor ailments. 

2.2.1 Interviews in qualitative research 

The two main techniques of qualitative data collection are individual and focus group 

interviews. Both can be used in exploratory and descriptive studies, and have been widely 

identified as a research tool in pharmacy practice research.  Hence the choice of one over 

other is determined by the researcher assessment of the appropriateness of the technique 

in answering the research question, taking the consideration, the challenges associated 

with each research tool. Focus group, compared to individual interviews, have the 

advantage of including more participants and gathering information in a shorter time 
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scale. However, they are more useful when the researcher is interested in studying the 

interaction of participants or discussing a subject that is common to the participants 

involved.(Smith 2002, Bryman 2004) The opinion of dominant participants over the voice 

of reluctant participant can skew the findings and this one of the limitations of the focus 

group.(Bryman 2004) Other logistical and practical issues associated with the focus group 

are for example, but not limited to, find a time and venue location that all the group 

participants agree on, people may tend to express what is accepted or expected as a 

culturally-norm rather than their individual views, some people may not feel comfortable 

to discuss some issues in a group setting. Therefore, Individual interviews were selected 

for this study as it was found to be more suitable for the purpose of obtaining in-depth 

understanding of individual's experiences and perceptions. 

The types of interviews are: structured, semi-structured and unstructured interviews. 

Structured interviewing is usually used in quantitative survey studies to obtain standard 

responses to the interview questions. Conversely, unstructured interviews do not have a 

topic guide and are commonly used in ethnographic research during participant 

observation as free communications. Unstructured interviews tend to be more difficult to 

manage and are consequently less suitable for novice researchers.(Bryman 2004) 

Therefore, a semi-structured interview guide is commonly used to assure flexibility in 

conducting the interview and at the same time, the elements of the research questions 

are not missed, and this is imperative when the researcher will only interview that 

participant once during the research. Having flexibility within the interview guide is also 

important to develop an effective interaction with the participant during the conversation, 

by selecting questions that are related to the individual interviewed and hence yield a 

deep understanding of his/her experience. 
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2.2.2 Qualitative data analysis  

The analysis of qualitative data mainly involves: codes, categories, and themes, (see 

Figure 10). The coding, which is the initial phase of analysing interview transcripts, is the 

act of attaching a label to small units of the study data. Subsequently, the codes are then 

grouped into larger codes, namely, categories, which are then grouped into a general 

theme i.e. descriptive theme. In grounded theory method of analysis, the themes are 

scaled up to build a theoretical explanation and correlation.(Urquhart 2013) Thematic 

analysis is a commonly known approach in analysing qualitative data of an exploratory 

research. However, there are different approaches to undertaking thematic analysis in 

grounded theory. 

 

Figure 10: coding procedures in qualitative data analysis 

Grounded theory when first found by Glaser and Strauss in 1967 in their book "The 

Discovery of Grounded Theory" was a general methodology; and Glaser and Strauss 

considered neither the epistemological nor the ontological positions at that time. Their 

aim was to move the qualitative researcher from describing the data to generating a 

theory that they explained as "closing the embarrassing gap between theory and 

empirical research".(Strauss and Corbin 1994) However, it was claimed that the first 

generation of grounded theory suggested an “objective” qualitative approach 

methodology.(Hammersley 1990, Charmaz 2005, Bryant and Charmaz 2007) Glaser took 
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a positivist standpoint and stressed the grounded theory toward the objectivism direction; 

the researcher to be an unbiased observer where the theory is discovered but not 

constructed by the researcher.(Charmaz 2005) Glaser tried to make the qualitative 

research fit in a time whereas the realism positivist scientific research had a strong stone 

in research validity. The developments and modification of grounded theory in the last 

decades tried to move the grounded theory from naïve realism epistemological 

assumption.  

After the deviation of Glaser and Strauss, Strauss with Corbin published a book that 

provides the researcher with a procedure and guidelines manual for conducting grounded 

theory. (Urquhart 2013) The Strauss grounded theory emphasises the use of qualitative 

data analysis “QDA” technique or procedures that were argued to not emphasise the 

“constant comparative methods”.(Charmaz 2006) Charmaz and many other research 

scholars (e.g. Seale, Bryant, and Clarke) aimed to direct grounded theory towards 

constructivism. (Charmaz 2005) Charmaz (2014) stated that “the constructivist approach 

perspective shred notions of a neutral observer and value free expert”. Thus, the theory is 

constructed rather than discovered from the data. It will help in taking a reflexive stance 

and not locating oneself outside the reality. In a constructed grounded theory, the 

researcher's experience and the social condition cannot be ignored as "value-free" and 

insulated when he/she analyse the data.(Charmaz 2005)  

Charmaz’s approach to the grounded theory addressed irrational assumption of the blank 

mind of the researchers and acknowledged the researcher’s preconceptions on 

constructing the knowledge obtained of the studied context. This was explained that the 

researcher could not access the field with an empty mind; he/she should be open-minded 

and minimize the influence of the preconception when entering the fieldwork. It managed 

to address the place of literature and the researcher values when analysing the data. 
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Grounded theory is a flexible method and has evolved under different epistemological 

paradigms, however, it shares the core characteristics, that include: (i) theoretical 

sampling, (ii) constant comparison process, (iii) different level of coding that start with 

open, line by line coding to consider all possible meaning and have the codes emerge 

from the data, and (iv) theory. Constructivist grounded theory is found to be more 

compatible with the epistemological assumption of social sciences and health research, 

which was identified in some literature as “engaged” or “critical grounded theory”. This 

approach has reshaped the methodology and defied the criticism of classical grounded 

theory related to: (i) researcher’s preconception and subjectivity, (ii) emerged theory, 

and (iii) theoretical saturation. It is taking a middle position within naïve realism and 

radical constructivism, which closely reflect the philosophical assumption of the social 

health researcher. This modified approach to grounded theory does not neglect the 

researcher’s pre-theoretical assumptions and preconceptions, but emphasises that these 

should not be enforced on the data collection and initial analysis. It also recognises the 

retroduction approach of the researcher when referring back to the literature and existing 

theory in enhancing the study findings with previous work. Therefore, the researcher has 

to be explicit as how their own pre-existing theoretical or literature knowledge influences 

the forming or the development of the study theory. In addition, the researcher does not 

necessarily come with a new or general theory, but more of explanatory theory of the 

studied context and could be developed or refined - based on the emerged findings- with 

the existed known theories. In constructivist/modified grounded theory, theoretical 

saturation has been reframed to embrace the fluidity of knowledge created. The 

understanding we gain is partial and temporary because the social world is complex and 

constantly changing. Therefore, the saturation achieved was presenting the full 

understanding of the concepts, at that time of the inquiry, and great explanation of the 

formed theory.(Kennedy and Lingard 2006, Oliver 2012, Belfrage and Hauf 2016, Hauf 

2016)  
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In my research, I found applying the principles of grounded theory adopted by the second 

generation i.e. constructivist grounded theory is suitable to answer the research 

questions. The core elements of grounded theory, with regards to data collection and 

analysis helps to collect findings that are strongly emerged from the data by exploring the 

people experience and reveal the unknown factors to the researcher. As a pharmacist and 

PhD researcher, I cannot pretend to enter the fieldwork with a blank mind, choosing to do 

this research was not a coincidence and my interest on this particular topic already 

formed earlier preconceptions and assumptions. In addition to fulfilling the academic 

requirement the researcher as myself needs to be exposed to the literature and related 

documents and theory in the process of rationalising the research questions. However, 

the researcher needs to commit to an inductive and creative approach when collecting 

and analysing the data; as Dey (1993) referred to when he discussed the difference of 

“open mind and an empty head”.(cited by Urquhart 2013)  Therefore I made sure to be 

explorative and open minded so as not to hinder the influence of my perceptual 

knowledge and belief when answering the research questions. Likewise, doing a PhD 

research to be completed in a pre-defined time and it is difficult to achieve theoretical 

saturation. The social world is complex and constantly changing; therefore, I do not 

believe it is possible to claim that theoretical saturation was reached, rather it is more 

accurate to say that data saturation was reached. Consequently, the level of the theory 

developed is a theoretical explanation to understand the studied context, it is not 

generalisable since it is context specific and can be further tested and examined. 

After explaining the approach of the grounded theory adopted for this study, I am going 

next to list and discuss the principles of the grounded theory used in the analysis of the 

data, and illustrated in Figure 11, as following: 

Coding: in grounded theory, the coding process is divided into stages of open (initial) 

coding, focused/selective coding or theoretical coding; although there are no sharp 

boundaries between the stages in the actual practice. Open coding is the initial stage of 
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the coding process; close line-by-line reading of the data is often suggested in a search to 

identify as many ideas and concepts as possible without concern for how they relate. This 

usually produces a large number of codes that need to be further examined and refined. 

In focused coding, as more interviews are carried out, the emergent codes are further 

explored, some codes start to dominate and stand out and these can be clustered into 

concepts and categories and their connection be examined. This reconceptualises the 

concepts or categories into broader, more abstract categories to form conceptual themes.  

Further focus on particular links and relationships among the formed codes or categories 

is referred to as theoretical coding, newly discovered codes or the refinement of existing 

codes may prompt the researcher to reread the data or assess newly acquired data which 

is known as the constant comparison process. 

Constant comparison process: is a vital process used in collection and analysis of 

qualitative data in grounded theory.  It is a repetitive review process used to go back and 

forth to review and compare the developed codes and categories across individual cases 

or group of cases. Further, it facilitates the process of redefining the codes and emerging 

of conceptualised categories and themes as the study progress.(Bazeley 2013) Comparing 

the cases for similarities and differences will help for better understanding and explaining 

of the negative or contradicting cases. The process of constant comparison also aids the 

researcher to compare and examine how the conceptualised categories are related to one 

another or to the available literature or policy documents, as “all-is-data”. This afterward 

to be clustered into groups under a general concept or theme. 

Memos: Keeping memos and notes is an approach of reflecting on the research process 

and analysis; it helps the researcher in his/her understanding of how the prior self- 

assumption, attitudes and beliefs build the knowledge and the findings of the 

study.(Given 2008) Memos help to understand how the concept and the relationships 

formed, it is advised to date and references the codes to monitor how the ideas are 

evolved.  This also helps to keep track of how the categories formed and connected 
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during the analysis process and led to the development of the final explanation in a 

written report. 

Theory: it is a process of scaling up the finding beyond descriptive themes by explaining 

the correlation or relation between the core concepts and themes. In a modified or critical 

grounded theory study, the development of new original theory it is not always the case. 

The researcher can compare, elaborate or modify the pre exisiting theories with the 

emerged concepts or theory from the studied context. “The validity of the theory in 

critical realist perspective is therefore not simply evidenced in that theory’s capacity to 

predict accurately, it requires an explanation of how the mechanism is bringing about the 

event of outcome and how is that mechanism is impacted by local conditions at the time” 

(Sayer, 2000). The theory generated from the studied context is more of building a 

structure for the emerged concepts to find an association or a relationship, rather than 

having descriptive concepts of data. The theory generated from the studied context is 

constructed from the data and our reflection on the experience and interaction with the 

studied world, therefore it does not go beyond local or substantive theory, it may be true 

for the studied phenomena but may not be general or final.(Bazeley 2013, Urquhart 

2013) Hence the theory built in this study cannot be claimed as a general theory, yet a 

middle-range explanatory theory specific to the studied context in relation to the 

management of minor ailments and utilisation of primary healthcare services.  
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Figure 11: the study model of qualitative method and data analysis, using the 

principles of modified grounded theory.   



Chapter 2: Methodology and Method 

59 

2.3 Rigour and qualitative inquiry 

Qualitative research has latterly become recognised as a useful research method in social 

health sciences. However, it has not yet established a strong position in this area 

compared to quantitative research. One of the debates associated with that is the validity 

and reliability of the qualitative study. The critics of positivist research raise concerns 

about the quality of qualitative research, since it is not generalisable, biased, 

unsystematic and unrepeatable, how therefore anyone can examine the rigour of the 

claimed findings.(Mays and Pope 2000) Qualitative researchers defended that you cannot 

ignore the human problems and research questions that do not fit the research design of 

the positivist.(Charmaz 2014)  So this is why validity and reliability are important 

measures to accept the knowledge found in any research.  So how does the qualitative 

researcher address this claim? Next, I am going discuss the two measures and address 

this. 

2.3.1 Validity and Reliability  

Validity is considered an essential indicator of the quality of the study. It indicates if the 

method or the instruments used accurately measured what the research question has 

aimed to measure and if the "truth" was correctly identified and described. (Golafshani 

2003, Given 2008) Reliability is defined how the findings of one study can be consistent if 

repeated over time and are generalisable.(Golafshani 2003) 

In qualitative research the terms credibility, trustworthiness, and transferability are 

preferably used to demonstrate the credibility of the research. They have said that it is a 

term that encompasses both i.e. the reliability and validity; since this can’t be viewed 

separately in qualitative research.(Golafshani 2003, Norman and Yvonna 2013) 

Trustworthiness is an umbrella term that can be thought of as the ways in which 

qualitative researchers ensure that transferability, credibility, dependability, and 

confirmability are evident in their research.(Given 2008) 
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One of the approaches to improve the quality of research is by explaining clearly the 

epistemology and the method of the research, this will give another reader a clear 

understanding of how the knowledge was formed. Pope and May(2000) also proposed 

other techniques that can be considered to improve the quality of the research which 

includes: triangulations, reflexivity, respondent validation, attention to negative cases and 

fair dealing. Studying the concept from different perspectives i.e. the public and 

healthcare professionals can be considered as a way of triangulating the findings. It is 

said to be “a way of ensuring comprehensiveness and encouraging more reflexive 

analysis”.(Mays and Pope 2000)  

2.3.2 Reflexivity  

Reflexivity is to reflect on how the researcher’s prior assumption and the process of data 

collection and analysis formed the findings.(Mays and Pope 2000) As Sayer (1992) stated, 

“In order to understand and explain social phenomena, we cannot avoid evaluating and 

criticising societies' own self-understanding”.(cited by Eakin et al. 1996) Therefore I found 

it was important to discuss my identity at this point.  

The researcher is the main instrument or tool in this type of research that could influence 

the insights about how I see and understand the world and will influence the different 

stages of the study i.e. from developing the research questions, through the data 

collection and analysis and to the end of writing up. Therefore, the identity of the 

researcher (personal and professional biography and beliefs) should be explicit as a part 

of the self-reflection process and identifying oneself position within the research.  

I am an Omani woman who has lived in Oman since birth, but obtained my entire 

undergraduate and higher education in the UK. After I completed my school I have been 

sponsored by the Omani ministry to obtain my pharmacy degree in Scotland. On 

completion, I had the opportunity to join a national programme to train new graduates to 
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become an academic, and was sponsored by the employer (Ministry of Manpower, Oman) 

to obtain a master in clinical pharmacy from the same University. During my professional 

journey, I only had a limited experience in practice, with few weeks spent in a community 

pharmacy and out-patient-department in a hospital pharmacy during summer holidays of 

MPharm study. Before joining the MSc programme, I had one year of hospital experience, 

which was in two of the largest hospital in the country: Royal Hospital and Sultan Qaboos 

University hospital.  After I obtained my MSc degree, I then proceeded to work as an 

academic at the Higher College of Technology, teaching pharmacy practice for a diploma 

in pharmacy programme for almost six years. As part of the school vision was to prepare 

the students to practice in the community pharmacy and primary care, I became 

increasingly self-analytical and reflective during my teaching the new generation of the 

pharmacy profession and their role in the primary care sector. I was questioning the 

unwillingness of the students to join this sector and their feedback I received of limited 

utilisation of their clinical skills, or the low appreciation of the community to the pharmacy 

profession. This therefore developed my interest in primary care and mainly in improving 

the services or role of the community pharmacist in patient care. My background 

education and awareness of the advancement of the role of the pharmacy profession in 

the UK, for example, reflected on my interest in studying this area to better improving the 

role of the community pharmacist in primary healthcare. With further exploration and 

with the help of the supervisors to advance my research interest, exploring the 

experience of the public with the self-management of minor ailments and the role of the 

pharmacy became the growing area of interest and manifested itself in the research 

questions posed within this thesis.  

There was limited research literature or published studies in the country with regard to 

pharmacy services and patient experience of utilisation of the primary care sectors for the 

management of minor ailments. Therefore, by studying this area, I hoped it might be 

possible to attain a better understanding of the setting and develop a model/explanation 

that would help stakeholders to recognise and understand for better utilisation of primary 
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healthcare services for the management of minor ailments. Consequently, improving the 

patient care in this sector by recognising and improving the role of pharmacy profession if 

appropriate. 

In the first year of joining the PhD programme, I completed the recommended courses to 

gain the understanding and knowledge of research methods, this helped to extend my 

exposure to the other paradigm approach of research i.e. the inductive and interpretivism 

research methods. I found this could be more appropriate when considering the difference 

of the culture and system that could limit the transferring a different country system that 

could not fit because of the context variation. Therefore, exploring the patient and 

healthcare professionals experience using a qualitative research could of reveal a hidden 

perspective and factors that could not be explored if a quantitative study was used to 

come up with the recommendation to improve the practice based on the society need. 

I also found that sharing a similar culture identity and familiarity with the studied context 

facilitated the conduct of this research. Sharing the same culture and language of the 

participant is important in sharing and understand their experience of the studied topics 

and views toward the system and organisation. Sharing the same language also helped to 

understand the Omani-Arabic dialect used in the community and overcome of the issue 

related to having an interpreter in the cross-culture research.  

Being an academic and an Omani, helped me to be in a neutral position toward the 

community and to the healthcare system. Although having a professional background in 

pharmacy, but not being practice based, I did not feel myself as a true insider within the 

healthcare system, or to the frontline healthcare providers. On another side, neither a 

complete insider for the users of the healthcare services, because of my professional 

knowledge and background. This neutral position, therefore helped me to have a better 

general observation, aiming to find a better improvement for both the profession and the 
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citizen, without having pre-determined agenda. To minimise the risk of researcher power 

and influence, I decided to introduce myself as a researcher from the University of 

Nottingham, without revealing my professional background.(Mullings 1999, Elwood and 

Martin 2000) I also wanted to put the participant in a power position equal to myself; 

this, in my opinion, will help the participant to speak freely, and limit the risk of hesitation 

about providing a true and complete opinion. In addition, I tried to eliminate any 

prediction of thought raised by the participants toward myself of being a member of any 

regulatory organisation or being in a judgmental position. I thought it was important that 

the participant knows the aim of the research is for a better understanding of their 

experience that can help to come up with a recommendation for the related bodies to be 

considered rather than assessing or reporting their attitude and practice.  

 

2.4 Translation consideration  

Gathering data in a language that is not English requires a textual transformation of the 

data into English through the process of translation. Translation is an interpretive act and 

meaning may get lost in translation. Hence, the qualitative researcher seeks to study 

meaning in subjective experiences; the researcher has to understand the importance of 

representing the findings without losing the meaning of the concepts translated.(Al-Amer 

et al. 2016) In the translation process, the equivalent is the central concept of translation. 

The aim of the translation is to translate the text of the sourced language (SL) to its 

equivalent in the target language (TL) without losing its meaning i.e. conceptual 

equivalence.(Kashgary 2011, Im et al. 2016) However, with some words or text that are 

cultural or spiritually related to the studied context e.g. metaphors, idioms or even words; 

the equivalent word in English may be available, but the full conceptual meaning will not 

be delivered to the English-reader. This is one of the challenges with regards to the 

translation in cross-language research. 
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2.4.1 Challenges of Translation 

When translating there is a concern to maintain the conceptual meaning. Some references 

discuss the use of non-equivalence in the translation of these types of words or texts i.e. 

metaphors, culturally or spiritually related words. In translations using the theory of non-

equivalence, the translator either rephrases it to form a text that has a meaning in 

English while maintaining the cultural meaning. This can be challenging especially when 

trying to translate back the text to the source language; or when the participants see that 

the written words are different from what his/her spoken words.(Van Nes et al. 2010, Al-

Amer et al. 2016) Another approach to translation which I found to be more appropriate 

is using the equivalence strategy whenever it is possible and provide an explanation or 

footnoted explanation to convey the cultural meaning to the English-reader.(Kashgary 

2011) In the case of international idioms, the English version was used in translating the 

Arabic similar idioms. Otherwise, the proverbs will be translated, and explanation of the 

meaning will be given so the English-reader can understand the full meaning. Examples of 

metaphors and proverbs (idioms) translated in this study are summarised in appendix 20. 

Hyponyms are also one of the challenges in Arabic – English translation. Examples 

discussed by  Kashgar, 2011 were “degrees of temperature”, “times of the 

day”.(Kashgary 2011) Examples of hyponyms extracted from research transcripts are 

family relationship e.g. uncle, cousin, nephew and niece. For example, the English term 

for uncle indicates a second-degree male family relationship that could be a brother of 

one of the parents. However, in Arabic, different terms are used to distinguish the 

mother’s brother from the father’s brother.  In the translation of hyponyms, it was 

decided to use the equivalent word in English supported by a description of it to convey 

the precise meaning, e.g. uncle (mother side, or mother’s brother). 
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2.4.2 Timing of the translation  

Some literature discusses the best time to translate the material i.e. at the beginning of 

the data preparation before starting the analysis or at the writing stage of the findings 

after the concepts and themes were generated. (Van Nes et al. 2010, Santos et al. 2015) 

Van Nes et al. (2010) proposed to delay the translation and stay in the original language 

as much as possible. Because of the argument related to the psychology and philosophy 

of language that "language to be an aid in thinking"; and the analysis will have a possible 

limitation if the researcher did not use their mother tongue.  The other advantage of 

delaying the translation to the end is to avoid the use of fixed one-word translation with a 

research team who do not speak or understand the source-language. This as Van Nes et 

al. explained delaying the translation of the transcripts allows using a fluid description and 

reflecting on the interpretations of the findings by going back to the source data and 

allows more transparent interpretation process.(Van Nes et al. 2010) On the other hand, 

Regmi et al (2010) advised that translation of the data before the analysis process will 

make the research process more rigorous and avoid the mistranslation caused by only 

translating the key categories and theories.(Regmi et al. 2010) So what will be the 

appropriate to adopt with regards to translation?  

As a research student with limited experience in conducting interviews and doing the 

initial coding of the data, early translation was necessary to be able to discuss the 

preliminary process of interviewing and coding with the supervisors for improvement. 

Also, the software available for the qualitative data analysis (NVivo) does not support the 

Arabic language which also made early translation essential if I was going to use it to 

manage the research data. 
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2.5 Ethical consideration  

Ethical approval for the study was obtained from the University of Nottingham Medical 

School Ethics Committee, who advised obtaining a local approval, (see Appendix 1). In 

Oman permission to conduct research with health professions is required. The permission 

was sought from the Ministry of Health ethics committee, which approved phase two of 

the study i.e. access to healthcare professionals, (see Appendix 2). 

The researcher adhered to the code of research ethics and conduct of the University of 

Nottingham at all stages of the research.  The participant information sheet had a contact 

number in case of misconduct was to be reported by the participants, and no incidence 

was reported during the fieldwork of the study. Also, the shopping centres had some rules 

concerning approaching their visitors, that were explained to the researcher when asking 

for access. The agreement between the administration and the researcher was made to 

guarantee the access; no report was raised to the administration office with regards to 

misconduct or distraught experienced by the premises visitor by the researcher.  

In accordance with the University of Nottingham’s Code of Research Conduct and Ethics, a 

lone working policy has been set-up with the School of Pharmacy’s Health and Safety 

Officer.(Anon 2016) As the study was conducted overseas; and without direct supervision, 

I had to complete the assessment before commencing the fieldwork. 

As the research was conducted in a country where Arabic is the official language, all the 

study materials used in recruiting the participants were available in both languages 

(Arabic and English), that include: participant information sheet, consent form, 

recruitment card and invitation letter for the healthcare professionals, (See appendix 5 to 

appendix 14) 
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3 Method 

3.1 Research design and tools 

To achieve the aim and the objectives of this research project, two phases were 

conducted. Both phases used an explorative qualitative method (semi-structured 

interviews): phase one with the Omani public, and phase two with healthcare 

professionals working in the primary care sector in Oman. Interviewing both the receiver 

and provider of healthcare was believed to aid in triangulating the findings and provides 

better and deep understanding of the studied topic. A semi-structured interview guide for 

the study was developed for each phase. The interview topic guides were flexible with 

probing questions asked to follow up on respondent thought and increased the depth of 

the interview. Table 4 summarises the key areas explored in the interview; see appendix 

3 and appendix 4, for the full interview guide. 

Table 4: the key area explored in the Interview.  

Phase one:  public Interview 

• Understanding of the concept of self care and 

minor ailments. 

• Their attitudes in managing minor ailments and 

self-medication. 

• The source of support and access to advice.  

• Their attitude and experience of consulting the 

HCPs i.e. GPs and pharmacy staff on minor 

ailments. 

Phase two:  HCPs Interview 

• Understanding and application of self care of 

minor ailments in the health system. 

• Their attitude and role in supporting patient’s self 

care and self-medication. 

• Their experience in the management of minor 

ailments and responding to the patient 

consultation. 

• The inter-professional relationship and its impact 

in self care of minor ailments.  
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3.2 Sampling and selection  

The sampling in quantitative research is derived from the laws of statistics and probability 

to assure randomisation and avoid biased results.(Mason 2002) This is not the case in 

qualitative research and usually different logic of sampling is used.  The aim of qualitative 

research is to get a thorough understanding of the participant's experience and beliefs of 

the studied concept. With the amount of data produced and time needed to analyse it, 

usually the sample size is small in this type of study. In addition, applying the strategies 

of quantitative sampling in this type of study could be costly and time-consuming, besides 

the researcher is pursuing to have a thorough understanding of the individual's 

experiences and related factors rather than the presentation of the issues studied within 

the studied context. The method of opportunistic and strategic sampling is usually used in 

qualitative social inquiry. Opportunistic sampling is based on selecting people based on 

convenience and availability. The strategic or purposive sampling process is related to 

theoretical and empirical consideration of the research, which determines how the 

sampling will help in the development of your project arguments and relation of the 

context studied to the wider population i.e. known as theoretical sampling in grounded 

theory.(Mason 2002) Snowballing sampling is a chain-referral sampling technique that is 

used in identifying the next study subjects through the reachable individuals or 

interviewed participants. It is used when some groups are difficult to access in the setting 

chosen by the researcher to access the study subjects. A theoretical sampling strategy 

was used to recruit the sample in this study. 

The study topic is a general principle that is believed to be experienced by the public; 

therefore, the initial stage of the study identified the study group from public places 

through convenience sampling. Information obtained helped in directing the researcher to 

identify a group of interest to be interviewed i.e. data collection is guided by theoretical 

sampling.(Coyne 1997) The number of individuals to be interviewed is difficult to be 

determined in advance, and the researcher doing qualitative research usually end the 
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study when data saturation is achieved i.e. this is identified when no new codes or ideas 

are found.  

This study was conducted in the governorate of Muscat; the city of Oman; with 36% of 

the population lives in this area and it has the highest in population density compared to 

other governorates. In addition, it is the central area of the country and many of the 

citizens who live with their families in other governorate are actually working in the city 

and go back to their towns during the weekends and holidays. This therefore was believed 

to be a suitable setting for the research. 

The general public (phase one) were recruited from public places e.g. “shopping centres”; 

and the healthcare professionals (physician and pharmacy staff) working in primary 

healthcare of both the government and private sector were recruited through their 

institutions.  The details of each phase are as follows;  

3.2.1 Phase 1- Public Interview 

Three shopping centres were accessed to recruit the initial study group (the public). 

Permission to access the shopping centres were obtained from the administration 

department of each centre. The researcher introduced herself to participants as a 

researcher from a university. The researcher explained to the participant invited the aim 

of the study, answered the individual’s inquiry and invited them to participate. Those who 

were interested, were provided with a participant’s information sheet, and the contact 

details of the researcher, (see Appendix 5 and 6). The individual’s contact and 

demographic details were obtained to arrange for the interview using the participant 

recruitment slip, (see appendix 7). People who hesitated to take a decision were 

explained that providing their details will not affect their decision to withdraw from the 

study later when the researcher approached them; this helped to give a chance to read 

and understand the participant information sheet and for the researcher to easily reach 
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them later and give more explanation if needed to take a decision.  The interview was 

arranged in a suitable place that was convenient for both the participant and researcher. 

An interview room in a college where the researcher was previously working was the 

suggested place; however, most of the participant chose another place that they found to 

be more convenient for them, (see Appendix 23). As the study progressed, snowballing 

sampling techniques were used to purposively interview specific groups of the general 

population (participants over 50 years and non-working mothers) that the researcher was 

not able to recruit from shopping centres. By interview number 18 data saturation was 

achieved, however three more interviews were undertaken to confirm that no more new 

codes emerged. 

3.2.2 Phase 2-HCPs Interview 

Healthcare professionals working in the primary sector were identified through their 

institution.  Envelopes that contained participant information sheet, invitation letter, and 

participation card, were delivered to the person in charge to be distributed to another 

members of the institutes, (see Appendix 8-12). The participants who agreed to 

participate were contacted later to confirm the interview time and location.  Interviews 

were scheduled at a time and place convenient for the healthcare staff.  

 At the initial stage of the study, it was challenging for myself to recruit the healthcare 

professionals with two healthcare premises approached but the recruitment was not 

successful and only one participant interviewed but refused to audio-record the interview.  

Therefore, I had to be less selective and therefore the convenience sampling dominated 

over the purposeful sampling to recruit the study sample at the initial stage of the study. 

As the study progressed, purposeful sampling through snowballing technique was used to 

identify the study participants. For example, more than one healthcare professional from 

the same institute was recruited and interviewed to compare their practice and attitude as 

“variation and lack of standard in practice” emerged as one of the codes in the initial 
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analysis of the data. Also, a GP working in rural areas was identified through their 

colleague. Data collection ceased once data saturation was reached and this was 

confirmed by interviewing one more participant from different profession (GP or pharmacy 

staff) and each health sector (public or private) to confirm that no new codes emerged.  

 

3.3 Data collection 

3.3.1 Interviews 

Participants who agreed to take part in the study were invited to have face to face 

interview with the researcher, in a place that was convenient for the participant. Selecting 

the place and time of the interview by the participant is a way of giving them power and 

reduce the interviewer effect.(Elwood and Martin 2000)  Because of the cultural factors, 

most of them showed a preference to meet in a public place, although the workplace of 

the researcher was recommended, most showed a preference to have interviews in a café 

near to their work or house area. Although the researcher showed concern of the 

appropriateness and quietness of the area chosen, few agreed to change the place to a 

quiet office or area in their workplace. Some interviews with housewives and the older 

participants were conducted in their houses for convenience. All participants gave consent 

using the consent form, (see appendix 13 and 14), and to be audio-recorded, except for 

one participant, who refused to give consent for recording the interviews and therefore 

only key notes were taken by the researcher during the interview. Individual interviews 

were carried out with the participants except for two healthcare professionals who insisted 

on having their interviews at the same time (interview No. 14, and identified as 

pharmacist 14a and 14b).  To maintain the honesty of the participants, and the 

importance of sharing their experience freely and with honesty, I tried to follow some 

approaches during the interviews to maximise the credibility of the finding; (i) reminded 

them of their right to withdraw at any time of the study, (ii) there is no right answer and 
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therefore I am not in judgmental position, (iii) remind them of the confidentiality 

obligation, however they can ask to pause the recorder during the interview, or delete 

any content after that, (iv) remind them of my independent status and not being a part of 

any related health organisation e.g. MoH, and (v) they can contact me after the interview 

if they wish to withdraw or delete any part of the record that they don’t wish to be 

included as part of the data. During the interviews one participant asked to pause the 

audio for few minutes between the interview to speak freely about an issue related to the 

system, but there was no request by participants to withdraw or delete parts of the data.  

3.3.2 Field notes and self-reflection Journal 

Self-reflection notes “reflective commentary” helps the researcher to reflect on the 

interview process, impression and thought. In qualitative research, the researcher is 

expected to reflect on their own experiences as a way of maintaining the trustworthiness 

and credibility of the method used. This is an essential way of acknowledging and 

reducing researcher bias and subjectivity. This will help the researcher to re-live the 

feelings and impressions when analysing the related interviews.  It also helps to reflect on 

the main findings of the interviews and identify codes that need to be further explored, 

and/or documents the re-emergent codes and recognises if data saturation was 

reached.(Shenton 2004) Therefore a journal or diary notebook was used to reflect on my 

experience and thoughts during the fieldwork. This helped to record my impressions after 

each interview. Writing memos and field notes is also a part of reflective process during 

data collection and analysis to (i) recorded the repeated pattern of codes or the new 

codes that raised questions to be further investigation; and (ii) record the process and 

decision influenced the recording, categorising of the codes into concepts and themes, 

that build up the final explanatory theory. 
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3.4 Data Management  

3.4.1 Access and storage 

Confidentiality of the data obtained was maintained by removing all personal identification 

information of the participants and replaced by using the interview numbers and gender. 

Access to the data was controlled and restricted to the research team only which included 

the researcher (Ph.D. student) and the two supervisors. Confidentiality of data obtained 

was maintained by removing all personal identification information of the participants and 

transcripts were identified using interview numbers, age and gender for the public 

participant; and interview number, professional title and gender for the healthcare 

professionals.   All data was stored securely in a locked filing cabinet and electronic files 

were protected by a passcode. On completion of the PhD, the original research data will 

be retained for seven years following the last study publication in accordance with the 

University of Nottingham governance procedures.(Anon 2016) The identities of the 

participants were kept confidential during the process of the transcribing, translation and 

back-translation, and a confidentiality agreement was signed by the individuals who were 

involved in helping the researcher with the transcribing and translation process (see 

appendix 15 and 16).  

3.4.2 Transcribing process  

All the interviews were transcribed verbatim. The researcher started to transcribe the 

recorded interviews at the beginning of the field work. However, the processes were time-

consuming and help was sought with the transcribing process; two individuals helped with 

the transcribing process, one was recruited to transcribe phase one of the interview 

transcripts who was an Omani and had a master degree of Arts in Mass Communication 

from the College of Arts and Social Sciences, at Sultan Qaboos University.  Phase two was 

transcribed by an Omani academic pharmacist working in Oman with a master degree in 

pharmaceutical microbiology. This helped to reduce the reviewing time of the transcripts 
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by the researcher against the recorded audio to third the time compared to if the 

researcher herself had carried out all of the transcribing. 

3.5 Translation process  

The first few interviews were translated by a certified translator, which was a decision 

taken to assure the quality of the translation, and save time to have the transcripts 

discussed and reviewed with the supervisors. However, it was found to be very costly and 

having limited research resources lead to finding an alternative way of translating the 

transcripts. Some of the interviews were translated by an Omani PhD student at the 

University of Nottingham who is fluent in both languages. The remaining interviews were 

translated by the researcher herself. At the advanced stage of the coding and analysis 

and the main themes identified, it was decided to do a selected translation of the last few 

remaining interviews after being coded by the researcher to overcome the limitation in 

resources to translate the full transcript. All the transcripts translated by either the 

certified translator or the PhD students were checked by the researcher to assure the 

accuracy and better interpreting of the meanings. 

It is recommended that the researcher discusses the translated text with the 

translator.(Van Nes et al. 2010) This was considered as a standard procedure after 

receiving the first translated transcripts to discuss the translation styles or better wording 

for best translation. The translated transcripts were revised by the researcher once they 

had been translated by the translator, and feedback to the translator to improve text and 

translation style, if necessary. This was discussed with the translator at the initial stage of 

the translation.  After that, as the translation proceeded, minor interventions were 

required with the subsequent transcripts. For the transcripts translated by the researcher 

herself, a translation glossary was used for common words that was developed by 

referring to an Arabic – English dictionary and the words of previous transcripts translated 

by the certified translator. 
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3.5.1 Back-translation 

Back-translation of the translated textual data was carried out to check the accuracy of 

the translation and make sure that the meaning was sustained after the transcripts had 

been translated into English (the target language). Since some of the interviews were 

carried out in English, based on the preference of the participants interviewed, appendices 

17, 18 and 19 illustrate the strategy applied to carry on the back-translation i.e. the total 

number of interview transcripts that were translated at each phase of the study. Although 

some of the healthcare professionals responded in Arabic during the interviews, their 

conversation included Arabic and English text. Therefore, the English terms, or sentences 

were not altered during the translation process. The English text of these transcripts was 

underlined for the translator who performed that back-translation, so he did not translate 

it back into Arabic. 

This process of the translation and back-translation requires time and resources, which 

was limited to having a large amount of data. Therefore, the researcher decided to take a 

sample of the transcripts (10% of the total word count of the translated transcripts) to 

check the translation process. This was calculated to give a minimum number of 

interviews to be selected, (see Appendix 17-19). The transcripts of the interviews to be 

translated backwards to the original source language (Arabic) were randomly chosen by 

the person who performed the backwards translation. He is an Omani, with a 

postgraduate degree, who is fluently bilingual, and he is experienced in writing and 

translating documents in Arabic and English as part of his work. It was explained to him 

to take a sample of one or two pages from the beginning, middle and end of the 

interviews. This yielded at the end of more than 10% of the proposed sample, because of 

two reasons; (i) the variation in content of the interview transcripts and therefore actual 

word counts/page, and (ii) selecting one more page at the end of the interview transcripts 

if the last page was less than half in content. The back-translated transcripts were then 

reviewed by and discussed between the researcher and the backwards translator and 

compared the back-translated transcripts with the original transcripts. 
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The backwards translation yielded a good similarity to original transcripts with regards to 

the meaning of the contents and there was good compatibility in the quality of the 

translation across the three different translators. There were few words (approximately 

not more than two words per side of doubled spaced of the sampled transcripts) in the 

back-translated version “Arabic” that were not similar to the original words in “Arabic”, 

and therefore, had to be changed for better wording and translation. This is expected 

when the meaning-based approach was applied in the translation of the text into the 

source language “English”, for example "take medicine” instead of “drink the medicine", 

since in Omani-Arabic dialect the verb “drink the medicine” is commonly used to indicate 

taking of oral medicines. Other reasons are related to different grammar, structure and 

syntax, and vocabulary-equivalence between the two languages, as described earlier 

under challenges of translation. However, this in general has not affected the overall 

meaning of the content and therefore it was decided that checking the accuracy of the 

remaining translated transcripts was not required.  

 

3.6 Data analysis  

The coding and analysis of the data were managed by using NVivo software, provided by 

the university for analysing qualitative research. The data, as mentioned earlier, were 

analysed into themes using the principles of modified grounded theory.  The main stages 

of the data analysis followed in this study are: (i) familiarisation with the data, (ii) initial 

coding, (iii) constant comparison and recording, (iv) development of core concepts or 

categories, (v) exploration of relationship between categories, (vi) refinement of themes 

and categories, (vii) Incorporation with previous literature and development of theoretical 

explanation, and finally (viii) writing the report.  As the analysis of the data was started 

once the fieldwork commenced, it was an iterative procedure carried out to the end of the 

project, rather than a linear step approach as listed next. 
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At the initial stage of the study, the self-reflection notes or memos and listening of the 

interviews during the transcribing process, helped to write down the preliminary codes of 

words of phrases. Although these codes were not definite, they helped to form sort of 

analytical consideration to be explored further as the study progressed.(Saldana 2013) 

Before coding the transcripts, it is important that the researcher familiarises him/herself 

with the data by reading and re-reading the transcripts. I found that the process of 

transcribing and translation, as well as reviewing the interviews that were transcribed or 

translated by others against the audio-record or original text helped to familiarise myself 

with the data.  In the initial coding, a single word, a phrase or a complete sentence was 

labelled. It is important to follow the principles of line-by-line coding at this stage to allow 

the codes to emerge from the data i.e. inductive analysis and not from the researcher 

pre-concepts i.e. deductive-analysis. (Urquhart 2013, Charmaz 2014) The second stage of 

the analysis is the focus coding. This is the process of classifying or grouping the emerged 

coded into the core or conceptualised categories. Constant comparison of the transcripts 

helps to refine and group the initial and particular codes into a core concept or category.  

By going back and forth within the transcripts of the interviews, I tried to find different or 

contradicting views toward the formed concepts. Triangulating the different findings 

within the study stakeholders was helpful in my analysis to uncover the complexity of the 

different findings and provide a better understanding of the concepts formed. The 

emerging themes are therefore presented in a way that express the different perceptions 

of both the public and healthcare professionals to the discussed concept(s). 

The process of analysis was revised and discussed with the research supervisors at 

different stages of the data analysis. At the initial stage of coding the interviews, the 

coding process was revised and discussed with the supervisors. CA individually analysed 

some text of the initial interviews and checked them against the researcher code and 

feedback provided to refine the coding process. Further progress in the data analysis and 

identification of the themes were discussed and refined in a regular meeting with the 

supervisors. 
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Once the initial coding was formed for the first interviews, I further explored the 

interesting codes with the next interviews to improve understanding. I also went back to 

previous interviews to compare them with new codes formed as the study progressed. 

Going back and forth within the cases and comparing the codes helped my understanding 

and correlating the people experiences and attitudes. This also helped me in identifying 

the characteristics of people to be interviewed i.e. theoretical sampling. (Explained earlier 

under the sampling section). This also helped in the next stage of coding i.e. focus 

coding, which is the process of redefining and cluster the initial codes into categories.  

Usually the data collection is ended once no new categories of codes are formed. In other 

words, when data saturation is reached. 

Finding relationships between the conceptualised categories is essential to build a 

theoretical explanation of the findings. This process was carried out once the initial coding 

process was completed and the main categories were identified. Returning to literature 

and another related source of information and comparing it with the emerged categories 

and concepts helped to advance and scale up the coding process and build a theoretical 

explanation of the findings. Figure 12 in the next chapter summarises the emerged codes 

and conceptualised themes of the study. I tried different approaches to tackle the 

complexity of differences and similarities, negative or contradicting cases, and trying to 

find an explanation and correlation factors between them. Thus, different approaches 

were tried to visualise and study the data, such as: OSOP (one sheet of paper), or 

summaries the emerged codes and categories in a framework template. OSOP is used to 

visually summarise one core category or them in one sheet of paper to help in identifying 

the correlation between concepts and identifying contradicting or negative cases. 

(Ziebland and McPherson 2006) After printing the NVivo® codebook of the core categories 

and the tabulated summary of the findings, I read the codebooks and summarises the 

main elements in the OSOP format. I found that using the OSOP template was useful to 

structure the results into a written report. See appendix 21 and 22 for example of OSOP 

and NVivo® codebook.  
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Chapter 3:  Theme 1: Individual factors, Knowledge and 

beliefs 

1 Results Overview and outline 

1.1 Participants’ details 

The data collection period started on the second year of the PhD, from October 2014 and 

ended on September 2015. In phase one of the study, three shopping centres were 

accessed to recruit the public participants. The number of the participant invited to 

participate were 52, and 21 were interviewed. The age of the public ranged from 19 to 78 

years old and nine of the participants were female, (see Table 5). 

In the phase two of the study, of the 43 healthcare professionals who were invited to 

participate, 31 agreed to be interviewed. The 14 interviewed GPs were from private (2 

male, 2 female) and government sectors (3 male and 7 female); and had a practicing 

experience ranged from one year to more than 25 years. The 17 interviewed pharmacy 

staff were pharmacist (n=13) and assistant pharmacists (n=4) who were working on 

private or government sector. Nine of the GPs are working as a specialised GP and four of 

them had completed the family physician programme (FAMCO). Further details of the 

study participants and location of the interview of phase one and phase two are 

summarised in Appendix 23 and 24, respectively. 

 

1.2 Results presentation 

Quotations are used to illustrate the findings from each emergent theme or category 

(sub-theme), each interview participant was given a unique identification number with the 
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public participant coded by the interview number followed by their gender and age e.g. 

“Public 1, male, 28 years old”. The healthcare professionals were coded by their work 

setting and professional titles, followed by the Interview number and gender, as 

following: Public Health Centre “HC”, pharmacist “Ph.”, assistant pharmacist “Assistant 

Ph.”, and General Practitioner “GP”. For pharmacist working in the private sector they are 

identified as community pharmacist “Community Ph.”, and physicians in the private sector 

as “Private GP”. For example, a male community pharmacist is identified as “Community 

Ph.14, male”; and a pharmacist working in public health centre as HC Ph.7, male”. The 

digit indicates the number of the Interview. 

Table 5: characteristics of the interviewees 

Indicators Classifications No. (%) 

Phase 1: the public    

Gender Male 

Female 

12 (57) 

9 (43) 

Age range 18-24 

25-44 

45-64 

65+ 

4 (19) 

9 (43) 

6 (29) 

2 (10) 

Education High School and lower 

University and higher education 

Not documented  

 

6 (29) 

12(57) 

3 (14) 

Phase 2: the Healthcare Professionals 

Gender Male 

Female 

12 (39) 

19 (61) 

Profession  Specialised GP 

GP 

Pharmacist 

Assistant Pharmacist 

9 (29) 

5 (16) 

13 (42) 

4 (13) 

Health Sector  Private  

Public 

13 (42) 

18 (58) 
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1.3 The main findings 

  

Figure 12: the coding process and analysis of the study data 
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Figure 12 summarises the emerged codes and conceptualised themes of the study. The 

three main conceptual themes were found to be interlinked and the relationship between 

these themes are summarised in the following diagram, (see Figure 13) which 

demonstrate the theoretical model developed for this study. The diagram represents the 

following: 

• Theme 1: individual Knowledge, belief and attitude of the patient, pharmacy 

staff and the physicians. 

• Theme 2: relationships and communication between the patient and healthcare 

professionals and inter-professional relationships and how this had impact on 

the self care. 

• Theme 3: factors related to the system and its direct or indirect influence on 

supporting or optimising the concept of self care on the health system. 

 

 

Figure 13: the study theoretical model 
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The three levels of the factors that influenced self care of minor ailments in Omani health 

system are going to be discussed in the following chapters. Thus, the layout of the next 

chapters is summarised as the following diagram, (see Figure 14). 

  

Figure 14: layout of the thesis chapters 
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Theme 1: Individual factors, Knowledge and beliefs 

2 Introduction 

The definition of self care is intended to have practical uses rather than be a matter of 

semantic or philosophical definition. (Webber et al. 2013) Therefore it was important to 

understand how the primary healthcare stakeholders in this study (public, physician and 

the pharmacy staff) define self care, and if the concept of self-medication is recognised as 

one of the domains in self care. In addition, understanding of the public definition of 

minor ailments, will help to give a better understanding of their attitude in handling their 

symptoms i.e. illness behaviour. This chapter illustrates the understanding and awareness 

of the studied context to the concept of self care. It is also discussing the recognition of 

self care and patient empowerment in the Omani primary healthcare system. 

This chapter will also illuminate the experience of the public in the self-management of 

minor ailments. Knowledge and attitudes towards medicines were identified as major 

factors in the decision taking for managing minor ailments by the participants in this 

study. People identified the need for fast treatment, use of antibiotics and quality of 

medicines as three main factors determined their choice of health sector i.e. government 

or private. Public negative attitude to medicines or fear from side-effects influenced their 

attitudes in self-medication or appropriate use of prescribed medication e.g. taking a 

lower dose. Lack of knowledge or negative beliefs about the use of over the counter 

medicines and responsible self-medication had an influence on people’s attitudes. The 

healthcare professional’s points of view are also discussed in comparison to the public, to 

have a complete understanding of the concepts.  
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3 Results 

3.1 Understanding of the general concept of self care 

The public participants identified prevention as the main component of self care activities, 

when explaining their understanding of the term “self care”. They defined self care as any 

activities an individual adopts to maintain a healthy lifestyle and prevent illnesses. The 

domain of activities that was commonly mentioned by the participants were referred to as 

a healthy lifestyle, which included: good hygiene, physical activity, healthy eating. 

“Self care, first thing is taking care of my health ‘health wise’: physically, 

of which for example I maintain through exercises, by doing exercise, 

healthy food, and then hygiene wise, naturally the one has to have a bath 

on a daily basis, and maintain, how to say it? That if the surrounding 

environment to be clean so you don’t get sick and so you will be less 

exposed to diseases. So, the first thing is to maintain hygiene and if he 

maintained it, this would reduce the exposure to dust and similar things. 

So I feel this is the most important thing.” 

 Public 2, female, 24 years old 

Adherence and monitoring of treatment and adjusting lifestyle was identified as a domain 

in self care by a member of the public who was diagnosed with chronic conditions like 

diabetes mellitus or hypertension. 

“By taking my medicines on time, visiting the health centre every three 

months for check-ups, and use the check-up devices I have at home if 

necessary, I don’t use the device at home every day, some people use it 

every morning.” 

 Public 15, female, 56 years old  
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Few individuals from the public identified self-medication as part of self care. They 

perceived self care as keeping a home pharmacy with essential medicines for the initial 

management of any symptoms. For those group of public participants, self-medication 

was explicitly identified as part of self care. 

“self care from my point of view is like a home pharmacy which includes 

pain killer and first aid medicines for any illness, I don’t mean first aid like 

wound dressing only, but also painkillers and allergy medicines and the 

like, that is what I know.”  

Public 1, male, 28 years old 

Others who identified self-management of minor ailments as part of self care, had 

negative views toward the use of medicines, “self-medication,” without doctor 

consultation. Although they explained that their self-medication activities were limited to 

the use of natural therapy i.e. home remedies, and sometimes paracetamol, it was 

perceived that most of the public participants indicated the use of medicines that they are 

familiar with for certain recurrent symptoms, without consulting the doctor. 

“Self care means how to maintain, take care of myself. For instance, I got 

sick, what things I should do first, if I had a fever or flu or so, what sort of 

pain I feel and how to self-treat with available things to me, like natural 

medicines for example.” 

Public 2, female, 23 years old 

There were imprecise, inconsistent responses from most of the healthcare professionals 

when they were asked to define “self care”. Some identified it as the practice of 

counselling and given instructions on medicines intake. Others identified it as “first-aid” 

the initial intervention that a patient should apply when getting injured or get an episode 
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of an attack in a chronic condition e.g. asthma, epilepsy or hypoglycemia. A GP working in 

the public health sector explained that: 

 “Self care is a vague term here in Oman, because we have patients who 

are very obsessive about their health, secondly the one who completely 

ignore it and the one in between, the one who is obsessive will come with 

very minor, minor ailments like flu or minor wound cut, we know you can 

treat it at home with home remedies, but even for that they’ll come to the 

health centre, to seek medical attention, and the one who are completely 

ignoring it has serious illnesses and they’ll not seek help unless it is too 

late, and when we see them it is pretty much late and then when we 

approach them they already in denial stage.” 

HC GP 19, male 

 

3.2 Understanding of minor ailments 

Individual’s perceptions and understanding of their symptoms were shown to have an 

influence on the decision taken on how to handle the symptoms. Therefore, poor and 

inaccurate understanding of the symptoms emerged in this study as one of the factors 

that determines the attitude of the community toward self-management of minor 

ailments. 

Few of the participants, from both the public and healthcare professionals were able to 

define the characteristics of minor ailments i.e. self-limiting. Others explicitly used a 

different terminology to define minor ailments e.g. seasonal, simple, normal patient, etc. 

Most of the interviewed participants tended to give a description of symptoms 

characteristics to distinguish a condition as being minor or serious, such as; fever, 

duration, severity or frequency, and the age of the individual. 
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3.2.1 Fever  

The public participants were fearful of fever as a symptom, they identified that the 

conditions are considered to be minor if the symptoms were not associated with fever, for 

example in common cold. 

“I do not think fever is a minor ailment. If there is the cold or a sore 

throat alone, or a headache, this is a minor ailment, you do not have to go 

to the physician.” 

Public 7, male, 22 years old 

“Cold usually last for three days, I see a doctor after four or five days if no 

improvement. You know, cold is alleviated gradually. But, if I also had a 

fever, I go directly, because it might be an inflammation or so. A cold with 

fever is an indication of the underlying cause, but a cold without fever is 

not something to worry about.” 

Public 12, female, 45 years old 

 

3.2.2 Duration  

Most of the participants from both the public and healthcare professionals identified that 

minor ailments should have a short duration that does not go beyond three days. 

Although few indicated that it is normal for the cold to last for a week, they highlighted 

that this is not the case if it is associated with fever; they felt that an individual should 

consult the doctor if a fever lasted for more than two days.  

“Unless it goes over three days then that’s will start to come to a concern, 

anything beyond three days I think it is going to come to concern.”  

Public 14, female, 34 years old  
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 “I am telling them: this medicine you take for 2 days if fever continuous 

go checks with the doctor. If an adult has tonsillitis, fever and everything: 

take medicine for 2 days and if there is no improvement check with the 

doctor.”  

Community Ph. 3, female  

Some public participants indicated they would consult the doctor on the same day if the 

fever has not improved in hours. 

“If the temperature did not drop within four to five hours, we have to go 

to the hospital.”  

Public 18, male, 62 years old 

 

3.2.3 Severity and frequency 

The type and severity of symptoms determined the classification of minor ailments by 

some of the interviewed participants. Public participants tended to give more attention to 

symptoms that disturbed everyday routines or activities. However, some were not 

concerned about the seriousness of their condition as long it did not disturb their life 

routine, e.g. hypothyroidism, as explained by one of the public’s participants. Some male 

participants commonly identified sore throat and body aches as symptoms that could not 

be tolerated and required doctor consultation. 

“If I have a fever now, I don’t wait, I should go to the physician. If my 

temperature rises, I suffer from fever in the bones and it really troubles 

me… I should get an injection.” 

Public 5, male, 47 years old 
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“When I get cold I go immediately to the doctor because my throat was 

very painful and was not able to swallow as normal, so he gave me anti-

allergic “antihistamines” and cough medicines. One of the incident I left it 

for too long, that I had a growth since 1994, it is very small growth and I 

ignored it, when I press on it was painful but did not need to see the 

doctor,…,but then later the problem happened, I am using my hand a lot 

in my work so I ended with the need to do something about it,…, it was 

growing continuously on the last 20 years so this alert me of the need of 

removing it and show it to the doctor,…,it was not bothering me to that 

extent but when it did I went.” 

 Public 10, male, 45 years old 

In general, people are cautious about gastric conditions when they are associated with 

severe pain and discomfort which lead them to consult the physician immediately, or the 

emergency department if it is during out-of-hours. Few of the participants showed a 

better understanding of the frequency of gastrointestinal symptoms and the requirement 

for doctor consultation. 

“Vomiting is a minor ailment if it is less than four times, if it is more than 

four times, it is a problem.”  

Public 6, male, 31 years old 

 

3.3 Attitude to self care of minor ailments 

3.3.1  Socio-culture-related factors 

Societal and cultural beliefs were identified as having an influence on the people’s 

responses to fever. Some physicians explained that fever was usually treated with caution 

and close monitoring in the past because of the high prevalence of malaria in the country. 
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“I am here in Oman for the past 25 years, I reached here in 1990, I have 

been seen how the healthcare and health system has been growing in 

Oman, In the government sector as well as in the private sector, even the 

changes in the diseases that has been happening, …, malaria was the 

main problem that was going on, and every case of fever, high fever, was 

treated as a case of malaria, and within the first 5 years, you know, it was 

a tremendous success, malaria was completely eradicated from Oman, so 

the way the ministry invited all the private sectors to their discussion and 

how we were taught by the government sector, to handle every case as a 

serious case and looking into it, that was the only possible way of 

eradicating malaria, so like that after the first 5-6 years, after me coming 

to Oman, we started getting information from the ministry like malaria 

almost eradicated, the number of cases has come down drastically, so that 

was the major thing was happening.” 

Private GP 30, female 

Another physician also identified the cultural influence of relatives or friends sharing 

stories that could be not clearly or accurately explained and therefore lead to unnecessary 

fear or concerns about any condition associated with fever. 

“Some of the patients also maybe because of the community or they 

heard from somebody that person A, got fever and the next day he died, 

and they are not asking what type of fever, or person B he got fever and 

then they discovered is having so and so serious problem, we know in the 

medical field that the fever is a symptoms which can presents with a lot of 

diseases serious and benign, but the tendency of the human being is to 

remember the serious things and deny the benign things, that’s why they 

are correlating the fever with serious diseases than benign, although the 

benign is most common.” 

HC GP10, female 
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Some public participants were aware of the effectiveness of the use of OTC preparations 

for the management of symptoms associated with the common cold. However, they 

showed a preference to visit the doctor to obtain a “fast relief” treatment. They explained 

that, it is important for fast recovery to be able to accomplish life commitments e.g. 

study, work. 

“If I have a strong fever, in this case I prefer to go to another clinic if the 

first physician does not give me treatment especially if it is an exam 

period because I need to get well fast to study.” 

Public 08, male, 23 years old 

 

People’s attitude to handling their minor illness or symptoms are highly influenced by the 

knowledge and understanding they gained from previous experience with the condition. 

This was also influenced by the advice and intervention they receive from the healthcare 

professionals they are consulting. Most of the public participants indicated that no 

healthcare professionals advised them on self care or use of home remedy alone without 

providing a prescription of medicines. Therefore, this lead them to believe that self care 

alone is not sufficient for the management of minor ailments, especially when antibiotics 

or injections are prescribed for the common cold. 

Effective and appropriate self care requires the individual to have the sufficient knowledge 

to determine the appropriateness of self-management of the condition, and identify alarm 

symptoms that require consultation with a doctor or medical intervention. Public 

participants were found to be highly dependent on doctors for the management of minor 

illness, believing that a complete cure will not be achieved without consulting a doctor. 
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“Self care is a solution if the person is confident that it is a minor condition 

that is recurrent due to weather change and cold weather but if it is a 

virus it is difficult, must need to see the doctor.” 

Public 3, female, 40 years old 

Although some of the public participants were informed about the management of fever in 

children, they tended not to apply the advice given before considering seeing a doctor. 

They tried to justify the appropriateness of their visit by avoiding treating the symptoms 

before visiting the doctor. 

“If my child is sick and having a fever, I take him to the doctor and make 

sure not to give bath beforehand because bathing will reduce the 

temperature, and the doctor will say that he has no fever. If I take the 

child without bathing, he is hot, and they will apply cold packs. But 

sometimes, I don’t want to wait in the hospital, so I just treat them at 

home.” 

Public 13, female, 44 years old 

“Researcher: so do you think they are rushing? 

Yes they are rushing, and sometimes they don’t give the children Amol® 

(INN: Paracetamol, Oman) for the fever, they wait to come here to be 

checked, the temperature, which is very risky for the child, because they 

are telling: if we give, the temperature will go down, so you’ll not believe 

us about the fever. We are telling them: we believe you; and it is risky for 

the patient not to give. I feel the education is very important. 

Researcher: What they expect when they come to you, in case they tried 

something at home, are they expecting another treatment, or assurance 

or what? 

Most of the time they want assurance, and another medication,  

Researcher: Different to what they used? 

Yes, for example a stronger medicine, sometimes they want antibiotics.”  

HC GP 13, female  
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3.4 Attitude to medicines 

3.4.1  Negative attitude to medicines 

Most of the public participant showed a fear about medicines citing they are made of 

chemical components, which can harm the body if unnecessarily used for minor ailments. 

They expressed a preference for taking a lower dose, a single dose, or shortening 

treatment duration if used to reduce the risk of side effects like ulcer, kidney damage or 

sedimentation of the drug in the body. 

“All medicines are chemical, I’m a big believer of that, and I feel like it is if 

tomorrow you got something worse and you get yourself used to this so it 

will not work; Even if it’s something simple. I feel better to use them when 

you really in need.” 

Public14, female 34 years old 

A physician explained that people take a lower dose of the medicines because they 

believe this could reduce the risk of side effects. 

“I have been five years in Oman and I just saw one case of overdose,…, 

most of them take under dose because they believe that if you take lower 

dose you can reduce the side effects.”  

Private GP 28, male 

One of the pharmacy staff reflected that people having a negative attitude toward 

medicines is a barrier for the people to have confidence for self-management. 
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 “No, they cannot, based on their knowledge they can’t…most of the 

patients when we are giving them the medications they are asking almost 

the same questions: Is this going to hurt me?,…, it is weird really, even 

my aunt, she is a consultant, she said the same, I am prescribing them 

medications and they ask the same: Is this going to hurt me?; why?! I am 

prescribing you a medication to solve your problem.” 

HC ph. 07, male 

This misconception about the side effect of the medicines and fear of medicines could 

negatively affect adherence to medicines taking. The public were generalising the concept 

without being able to differentiate the different aspect of side-effects and what can be 

acceptable and manageable, and what could be harmful and requires medical 

consultation. Therefore, it was important to understand what caused this general fear of 

medicines. During the second phase of the study, these attitudes and beliefs were 

investigated to understand if there were factors or types of intervention causing this 

negative attitude. Different factors were identified by the healthcare professionals that 

could lead to the public be more aware of medicines’ side effects, which includes: 

educational level, national campaigns and public awareness, e.g. a campaign on the 

rational use of medicines. They assumed that these two factors made people to read the 

medicines information and to ask for more details on side effects. 

“Maybe because health education is better than before, also there is a 

programme by the ministry to help e.g. national screening programme for 

40 years and above, discovered few cases of chronic diseases before the 

use of NSAIDs, so spread of this information helps people and health 

workers to open their eyes in using this NSAIDs, some of the medications 

that OTC, the people started to feel that it has side effects.” 

HC GP 10, female 
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“To be honest, (person name) did a huge effort; and the people now are 

not like the people 20 years ago, before they just take what is dispensed 

for them, but the people now are reading the leafle, and when I dispense 

the medicines they say: please can you give me the leaflet. They started 

to read.” 

HC Assistant Ph. 12, female 

This negative attitude to medicines influenced the public’s approach in handling their 

minor ailments. People, who showed a preference to avoid medicines as much as possible 

in case of their minor ailments, indicated their use of home remedies to handle their 

symptoms. Some indicated that the community pharmacies do not advise them on the 

benefit and risks, and they are usually selling a medicine without providing adequate 

counselling to assure the safety of the medicines. Subsequently, they believe that it is 

safer to consult the physician to make sure he prescribes the right or appropriate 

medicines.  

“I cannot trust the pharmacist, he may issue a medicine without explaining the 

benefits and side effects. It is better to get a medicine under the doctor’s 

supervision; the doctor tells me more about the medicine. Also, the pharmacist 

might not be aware of my case and issue any medicines, I don’t go to the 

pharmacy to buy medicines just like that.”  

Public 16, female, 19 years old  
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3.4.2 Rapid effect and strong medicines  

Some public participants showed a preference for a treatment that gives them fast and 

immediate relief from their symptoms. Those who wanted quick treatment reported 

preferring to go to the private sector to get an injection or medicines that they described 

as “strong and fast acting”. They explained that the private sector provides medications, 

which are stronger than government sector, and therefore they prefer to go to the private 

sector.  

“I have been to the health centre several times, and they just give me 

Panadol®. But in the clinic, they give me I.V. and I feel much better as it is 

quick and has fast effect.” 

Public 16, female, 19 years old 

The public participants indicated the medicine to be strong if it has a fast effect in 

improving the conditions; like injection, or antibiotic other indicated the strong medicine 

by its shape and price, which was referred as better quality. Although people understand 

that it is not essential to take fast effecting treatment for minor ailments, some of them 

showed a preference toward quick relief intervention when they have life commitments; 

for example, busy weekend or during exams. 

“When I have exams and at these periods, I should treat myself fast. This 

means that after one or two days I take medicine or consult the physician, 

I sometimes ask him for a strong type so that it can have a fast effect.”  

Public 08, male, 23 years old 

When it comes to the management of common conditions in children, parents showed 

concern with regard to the risk of using strong medicines for their children and therefore 

they explained that they try to reduce the intake of prescribed medicines or avoid taking 

them to the private sector to protect their child from getting a strong medication. 
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“You know although the medicines prescribed by the clinic are strong but I 

feel they are fast and useful, sometimes I feel it is strong and not suitable 

for the children; the hospital understand more about what suitable for 

them but it has slow effect.” 

Public 03, female, 40 years old 

“I usually go to private clinics, because health centres are crowded. This is 

the truth. Therefore, I like clinics but I take the children to the health 

centre, because the health centre prescribes the right medicine for 

children. The private hospitals may prescribe strong medicine to get more 

money, as for children, I believe health centres are better.”  

Public 05, male, 47 years old 

“I have a young daughter, when I notice that she has a cold, I give her 

Omvil® (INN: chlorpheniramine maleate, Oman) once at night for three 

days, they instructed for two times a day but I prefer once at night and it 

helps to ease the congestion. Sometimes, the cold persists for five days, 

and I avoid giving her antibiotics immediately because the clinics directly 

prescribe antibiotics, unlike the health centres. That’s why I prefer health 

centres for young children.” 

Public 12, female, 45 years old 

However, some parents said that their views for taking the children to the private sector 

have changed after gaining a sufficient knowledge and experience about the condition and 

the medication. 
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“Previously, you can imagine that we had a bad idea about {private 

polyclinic A}, I had the idea that those physicians give children strong 

medicines. You can imagine that I had health insurance but I go to other 

clinics I know. I did not go to {private polyclinic A} or the clinics covered 

by the insurance; I paid from my pocket. This was because I thought that 

these clinics gave strong medications to children. This was my fear 

especially with the first child as I told you. However, I tried them and 

found that the words of people were unreal and that the physicians there 

were good. 

Researcher: Do you think their medicines are strong? 

Never. I did not know in the first place before I had a child. You even do 

not know the Panadol before you have children. You may see it but do 

not know what it is for. Shortly after the first child, I started to go to these 

private clinics covered by the insurance, thank-God, their medicines were 

excellent. You know what I sometimes do, it is your first child and one is 

keen to protect him, I take the medicines from {private polyclinic A} and 

then I go to a second physician. 

Researcher: Why? 

I ask about his opinion on the medicine. If he says it is ok, we take it. 

From that time when I found that it was ok and the prescription was right, 

I moved to it after for treatment.” 

Public 6, male, 31 years old 

 

The public perceptions about the effectiveness of medicine are greatly influenced by the 

source, impacting the decision on the choice of health sector when seeking medical advice 

for their symptoms. Some people who wanted quick treatment reported preferring to go 

to the private sector to get an injection or medicines that they described as “strong and 

fast acting”. Injections are dispensed in great quantities by the private sector; therefore, 

people believe that private medicines are going to work faster and better than free 

governmental medicines. A member of the public explained that once he became aware of 
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the active ingredient of the injection, he showed a preference to self-medicate with a 

different dosage form of the same medicine to provide similar fast effect. 

“I used to have the pain killers Advil®, Brufen® or Panadol®, and before I 

used to have -when I go to the hospital-  if they give me an injection I ask 

them about it,…,It is Voltaren® an analgesic for fever, or tonsillitis. Since I 

always had been given voltaren®, I didn't go to the hospital any more. I 

have volatren® as effervescent tablets so I prepare it and drink and that is 

it, just a difference in the route.” 

Public 1, male, 28 years old 

 

3.4.3 Medicine quality 

Some people expressed negative beliefs about the quality of medicines, which caused 

them to believe that free medicines provided by the MoH are of lower quality than of 

other sectors. People identified the quality as to have better or stronger effect, higher 

cost and it is not locally or Asian manufactured. 

“The government health centre gives you medicines with a lower effect. A 

private clinic, they give you the same medicines but I say: no, I need 

stronger. so, they give you but it may be more expensive. But I don’t 

know why the government gives medicines with lower effect.”  

Public 07, male, 22 years old 
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“I see the types and I know now, I have experience, they give you the 

simple and cheap types. This is to the contrary of the clinics, they aim at 

usefulness and give you the good types. There is no comparison, this may 

relate to budgets and the like, I cannot tell. You do not know what the 

reason is for that. Sometimes, you ask them for a good medicine. I did not 

try that but some people asked for better medicines and the physician 

write them an external prescription, the reason is that they do not have 

it!” 

Public 06, male, 31 years old 

Few people showed a good awareness of branded-generic medicines and explained that 

they don’t have a problem with using any brands of the medicines. However, some of 

them explained that they have a preference of some brands because of the dosage form 

and taste. 

“Ok, for these names, the brands’ names I don’t think it is an issue as the 

content of the medicine is same, it is just a different company.” 

Public 02, female, 24 years old 

“It does not make any difference to me. However, my children don’t like 

Omol® (INN: paracetamol 500 mg, Oman) tablet because its size is big. 

They prefer Panadol because its oval shape makes it easier to swallow.” 

Public 15, female, 56 years old 

A public-health-sector GP explained that, people and healthcare professionals’ perception 

toward the quality of the public free medicines it is not always related to the generic-

branded use of medications, she explained that the private sector sometimes gives a 

misleading information to indicate that the quality of the public health sector medicines is 

poor quality. 
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“People are talking about the quality of medicines in government, but 

sometimes the private also for example Lisinopril, cough is well known 

complain, side effect if you take Lisinopril, when you go to the private, 

he’ll stop the medication and start valsartan which is supposed to be this 

is the process, but what he’ll tell him! he will tell him: this medicine which 

you have been given in the primary care is a bad quality” not because it is 

well-known side effect of the medication.”  

HC GP 10, female 

In the private sector, community pharmacy staff indicated a different attitude of the 

public toward purchasing of the generic vs. branded medicines, explaining that not all the 

customers are requesting for branded medicines, some prefer the local brands. They also 

stated that some have more trust on the prescribed choice of the physician and will not 

accept an alternative. Some community pharmacists explained that some customers 

would accept their recommendation on alternative brand but it depends on how good are 

you on convincing the customers. 

“Some people when a doctor prescribes for them a medicine and I 

dispense the available trade of that medicine, he’ll ask, “Is it the same 

medicine?” “Yes”, so he’ll accept it but some they may not and say “if this 

is what doctor prescribed I will follow his, I’ll see another place until you 

offer it again.” 

 Community ph.25, male 

“We will try to explain, the content and the power (dose) will show, the 

only thing it is only made is different. Sometime some will say it is ok and 

they will compromise. Some will say:  the doctor wrote that one so better 

you give that one.” 

Community ph. 02, male 
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“Omol® (INN: paracetamol, Oman) is effective, some customers they are 

really like Omol®. See like in syrup because of the taste people shifts to 

Panadol®, but does not mean Omol® is bad, Omol® is not working, no. But 

because of personal expectation, they are switching to Panadol®. When 

patient come with a prescription of antibiotics, and that the same brand I 

don’t have, I need to ask him if I want to switch to different brand, then 

he will ask which company from where, Germany, Jordanian, UAE or Saudi 

then I am telling him no this is good then he is accepting, it depends on 

how I am convincing.” 

 Community Assistant Ph. 09, male 

A community pharmacist indicated the there is no “a stronger” alternative with regards to 

over the counter preparations for minor ailments and they usually tend to respond to the 

customer demand for stronger medication by either selecting a different brand or more 

costly medicine of the same ingredient to gain the customer satisfaction. 

“They will ask: I got more pain, so give me a strong one. we used to give 

one medicine and telling them: see this is very good. it is all a placebo 

effect only, it will work we know that same medicines but with that 

confidence you are giving only. Sometimes it will work and sometimes 

those elderly will say: no that is not good. So, in this case, I need to go 

for a good brand e.g. Novartis® or Olfen® capsule (INN: diclofenac, 

Switzerland). If it will be really effective than he will be happy.” 

Community Ph.2, male 

A private physician intended to select different brands of medicines to make the patient 

satisfied; she stated that she usually try to advise the people on the quality of the 

medicines obtained from the government. However, she explained that it is important to 

gain the patient’s satisfaction in the private sector by describing different brands of 

medicines that make them belief they are getting better medication than from other 

doctors. 
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“Individuals are different, I would say what does the ministry do is correct, why 

should have different brands of medicines, no need but for the satisfaction of the 

patient the private sector will be better. People who go to the ministry hospital 

always complain: whenever we go, it is only these tablets they are giving, it is just 

this Adol® (INN: paracetamol, UAE) they are giving 3 Adol® tablets*, the action of 

the medicine is just the same, what the ministry does is correct, but people they 

have what a psychological feeling that we are giving them more medicines, or 

something different other than the stereotyped medicines they see. Actually, that 

is enough; but in the private when they come, we are exposed to many different 

brands, even Adol®, it comes as Panadol®, Panadol Extra®, so people get the 

feeling, yah we can get something different, it is not repetition of the same. It is a 

psychological effect, we will be giving the same medicines, with a different name 

with a different colour, and the patient feels like ah, ok I am taking a different 

medicine and then it works, it is psychological. We have a pharmacy and we have 

so many different brands, so definitely they will be getting different, different 

medicines, change of the brands, molecule is the same, but it is a psychological 

effect for the patient.” 

Private GP 30, female 

 

Some of the healthcare professionals that are mainly working in the public health sector 

showed to be not convinced with the generic-brand switching, indicating that it is of lower 

quality. Because the choice of brands of the same medication is limited to one option in 

the public health sector, some doctors try to provide evidence to change the available 

generics to better alternative. Some pharmacy staff explained that reporting ADR or other 

drug related problems could make the Ministry of Health consider changing the generics 

provided, so they encourage the patient to report any side effects or related medicine 

issues. Others try to convince the patient that it is better than the previous medicines. 

                                                      

* Three Adol® tablets: it means the frequency and not number of the tablets i.e. 1-2 tablets, three times daily. 
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However, some stated that they advise the patient to purchase it out-of-pocket from 

outside i.e. private community pharmacy. 

“Now there is more awareness about generic within the community, not 

like before, when replacing the branded with generics were initiated. 

Before there were too much complains about supplying cheap medicines 

and so. But now there is awareness that they may be the same. Some will 

ask for Omani produced medicines especially the normal one e.g. Adol®† 

and so, they found it effective. But generics can vary and the problem of 

generics is still there, even we do not trust it 100% but we have to 

promote for. 

Researcher: Why do you not trust generics? 

I don’t know, I don’t believe in generics 100%. We usually tell the doctor 

if you can prove that they are not working and do the tests pre and post 

so we can change it. It happened once by prescribing two different brands 

one from the centre and one from outside and we monitor their blood 

pressure and compare it and then we changed the brand supplied by 

health centre. You can’t change because just people don’t like it, once 

Diovan® when it changed to generic people were complaining but it was 

effective and now people are using it. When they are used to a brand they 

will say: what is this strange company! but currently they are taking it.” 

HC Ph.04, female 

 

 

                                                      

† Adol® is not an Omani manufactured product, the participant here meant Paracetamol. Adol® is a well-known 

brand and people usually use the name Adol® when referring to any paracetamol product. 
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“Sometimes I advise them to buy this medication like metformin, our 

metformin in the primary care is an Omani brand, generic and sometimes 

they are complaining it is not working or there are some side effects, 

especially you know metformin cause gastric upset, so I am advising them 

to buy from brand one because it is cheap, more effective and less side 

effects, it is Glucophage®, and I tried it myself actually. 

Researcher: Are they happy to buy it? 

Yes they are happy, because you know I explain to them 100 tablets, 

because I know, 100 tablets are only three Omani Riyals from {Pharmacy 

Name A}, and it is American company.” 

HC Ph.07, male 

 

3.4.4  Antibiotics for common cold 

The “need of antibiotics” to treat common cold symptoms was one of the factors identified 

in the study that influenced the management of minor ailments. Some public participants 

indicated that it was necessary to take antibiotics for conditions associated with fever or 

sore throats. They believed that fever is a sign of an underlying inflammation that 

requires antibiotics. 

“I do not go to the hospital if I have cold. I go to the hospital if there is 

inflammation. If it is only cold, I can control it but if it is cold plus fever, 

this means you have inflammation. I know that from my readings about 

the symptoms. If you have fever, you have inflammation, such as that in 

the throat; fever means antibiotic.” 

Public 6, male, 31 years old 
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The attitude of the physicians toward prescribing antibiotics for acute respiratory infection 

influenced people’s perception in the management of minor ailments; some members of 

the public indicated that doctors advise them of the need of antibiotics for a sore throat. 

“At the clinic, they give me an antibiotic, they tell me that the antibiotic is 

the best solution for the sore throat, they ask me to take it at regular time 

and the illness shall end.” 

 Public 7, male, 22 years old  

This knowledge people have of the need for antibiotics for any symptoms associated with 

fever could cause them to demand the desired treatment from the GP; as one of the 

physicians explained: 

“Sometimes patients say: I have throat infection, I have infection so give 

me antibiotics, I have fever, sore throat and cough and I know my cough 

and throat pain will not go, only with antibiotics. but there is no infection: 

I examined you. Some patient they are insisting for antibiotics.” 

HC GP 11, female 

The study participants indicated that it is easier to get the desired treatment from a 

private doctor. Whereas it may take many visits to get antibiotic from the public health 

centre. Therefore, Patients who are demanding antibiotics prefers to go to the private 

sector to get the desired treatment, even if they are had to pay out-of-pockets. 

“They {Health centres} are subject to many laws. At the start, it is 

impossible to give you strong medicine. The physician tells you go and see 

for three days. You have to go back for the second time. This is the same 

case if you have a chest condition, they tell you to go and see. They have 

steps and system to follow.” 

Public 6, male, 31 years old 
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“A parent comes: I came to give me antibiotic for my son, and if you don’t 

give him, he’ll say: you know nothing, and you don’t know how to treat 

well. so, you explain for him that it is viral, we give antibiotics if for 

bacterial infection, he insists: no, no, every time he got sick they give him 

antibiotic and he improves, we went to a private clinic and they prescribed 

it for him.” 

HC GP15, male 

Although some people were aware of the risk of unnecessary use of antibiotics for the 

common cold, they identified the irrational use of antibiotic as a sort of self-harm rather 

than have impact on the community i.e. emergence of antibiotic resistance. Some public 

participants explained that the use of antibiotics could affect their immunity and that they 

will be ineffective when really needed if overused when not required. 

“when I needed to use “antibiotic” for my condition, he (the doctor) told 

me to use the natural immunity of your body instead of relying on the 

antibiotic, because it could reduce your immunity, you get this advice from 

doctors that know you will, that what they suggest.” 

Public 10, male, 45 years old 

“What they give you is antibiotics and I am big believer these things could 

affect your immunity, …, All medicines are chemical I am a big believer of 

that and I feel like it is if tomorrow you got something worse and you get 

your self-used to this so it will not work, even if it is something simple. I 

feel better to use them when you really in need.” 

Public 14, female, 34 years old 

However, not all people who utilise the private health sector support the doctors’ practice 

of prescribing antibiotics. Some public participants expressed their dissatisfaction of 

doctors overprescribing medicines such as antibiotics for minor ailments. This raised the 
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concern of unnecessary prescribing of antibiotics and poor adherence to the prescribed 

course of antibiotic. 

“He (the doctor) writes the medicine but I don’t have to take it, so I don’t 

dispense it or take it. 

Researcher: so, what do will you do will you will continue on home 

remedies? 

 No for example if antibiotic I might, to be honest, I follow the doctor I 

follow what the doctor says but if I take I will not take it for longer I see 

myself I got better and stop even if he tells me to take it for five days.” 

Public 14, female, 34 years old 

“Because private hospitals and clinics prescribe lots of medicines, either 

you need them or not, especially antibiotics, I do tell them that the 

condition does not require antibiotics. I know when antibiotics are needed. 

They tell me: it is ok, you buy it and keep it with you. That’s why I don’t 

go to private hospitals or clinics.” 

Public 15, female, 56 years old 

Most of the community pharmacists working in Oman are coming from different setting 

whereas the prescribing of antibiotic is not strictly regulated, which led them to explain 

that their clinical roles are very limited with regard to the management of minor ailments 

in the pharmacy. However, few of them believed that it is good to have a strict regulation 

in the country. 

“We need permission to dispense more medicines because some people 

are coming with swelling tonsillitis and very high fever. This without asking 

he needs antibiotic so what is wrong with that?! Why I cannot give?! 

Without even the doctor investigates him, definitely, he will write, so what 

I am doing here just dispense what doctor say.” 

Community Ph.03, female 
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“What we are following there is different than here. It is dispensing 

pattern there, for example, no restriction on antibiotics or anti-depressant; 

we can give it with or without prescription, if the patient is asking I was 

continuing on this therapy, we use to give and very limited control is there 

on drugs, here it is good in Oman, more restrictions.” 

Community Ph.24, female 

However, one of the public participants indicated that he could obtain antibiotics from the 

community pharmacy during out-of-the-hours; he explained that community pharmacist 

could sell you an antibiotic in case you showed that you had used it before. 

“There in {Interior city name} (outside the Governorate of Muscat), the 

pharmacist does not give (antibiotic) unless you brought him a piece of 

the carton and told him that you used to take it, a sample for example, 

then it is fine he gives you. 

Researcher: like what? 

An antibiotic in a green and white carton that I do not remember its name.  

Researcher: but if you bring him a carton of an antibiotic, does he give 

you? 

Yes. 

Researcher: He does not ask you to see the physician and bring a 

prescription? 

No. Hi gives you because he knows that you had it but it finished and you 

need another one. But he asks me for who and how old the person is. If I 

tell him that the patient has another illness, he says that it is better for 

him to see the physician on the next day. 

Researcher: when do you ask for an antibiotic? 

 If I have fever in the evening and the hospital is far. I drink it and wait 

until morning. If I am not fine, I go to a health centre or a private clinic if 

he gives me the same one I bought in the evening, I’ll tell him that I 

bought it yesterday, and he would tell me to continue taking it.” 

Public 7, male, 22 years old  
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3.4.5 Views toward over the counter medicines and self-medication 

Participants understanding of the use of available over-the-counter medicines in the 

management of minor ailments are lacking. The public participants believed that, 

medicines are available as general sale list are safe to use e.g. paracetamol. However 

most of them were not confident to use other over-the counter preparations, which they 

were not familiar with for minor ailments, without consulting the doctor first. People 

viewed that the doctors are not prescribing cold and flu-combined preparations, indicated 

that they are not a suitable treatment. 

“I don’t know if what I am going to say is right or not, but people in 

general feels that Panadol® in general is safe and it doesn’t have any side 

effects, I do have this belief but I don’t know if it is right or wrong.  

Researcher: It is safe within recommended dose. 

Yes, and what made me feels like this is that you’ll find it everywhere.” 

Public 9, male, 37 years old 

Some older public-participants who used to manage their condition in the public health 

sectors and have a negative attitude to private sector believes that because many of the 

preparations for common cold and flu are not available in the public health sector, it 

means that they are not appropriate for treating the symptoms. 

“Researcher: Does she (your wife) use the medicines from the pharmacy, 

like Panadol Cold & Flu? 

Yes, she bought tem several times, but I don’t use them. 

Researcher: Why? Don’t you think they are better than the regular 

Panadol? 

 No, if they were better than they will be available in the hospitals. These 

are temporary painkillers.” 

Public 18, male, 62 years old   
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This belief was also indicated by some of the community pharmacists. They identified OTC 

medicines as a “first aid” intervention, that they are going to advice the patient to use to 

control the symptoms until the patient see the doctor. Some said taking OTC medicine 

alone is not a complete management. 

“Yah, this is our job you know, yes but we can’t treat the disease actually, 

we can give the initial therapy, we can give symptomatic therapy, in minor 

states we can give like first aid treatment we can give, some OTCs brand, 

not all, I mean OTC brands that covered in the list,…, only some medicines 

we can give in the OTC, not all the medicines, because there are many 

antihistamines drugs so we can’t give them all, for example 

chlorpheniramine that is the very common medicine, this is available in 

the government sector like Zeet®, (INN: Bromhexine Hydrochloride 8 mg 

& Phenylpropanolamine Hydrochloride 25 mg, India) this is the 

chlorpheniramine is a safe medication, that we know that is a safe 

medication and initially antihistamine can treat the cold, and some nasal 

congestion, like decongestant medicines, we can give like that, so at initial 

dose we can give, so that at least will reduce their symptoms until they 

reach to the doctor and doctor will start the complete treatment for them.” 

Community Assistant Ph.09, male 

Most people reported that they don’t support seeking the pharmacist advice on self-

medication without consulting the doctor first, however it was perceived that some of 

them buy medicines that has been previously prescribed by the doctor from the pharmacy 

for recurrent or long-term symptoms, and some were for prescription only medicines. 
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4 Discussion  

4.1 Understanding and attitudes toward self care 

The public showed a good understanding of self care as a general concept of preventing 

and managing chronic conditions once diagnosed. Almost all of them identified self care 

as the individual’s responsibility to follow a healthy lifestyle to prevent disease. Although 

few indicated the use of medicines in self-management of their symptoms to prevent its 

prognosis; some rejected the concept of using medicines without physician consultation. 

However, some emphasised that self-medication should not go beyond the use of natural 

remedies. People’s decisions around self care and their self-medication behaviours can be 

related to their understanding and beliefs about symptoms and illnesses. 

 

4.2 Cultural knowledge of illness  

In this study the culture and meaning of the illness and their interpretation of the 

symptoms affected people’s response to the illness. Conrad and Barker (2010) discussed 

that the cultural meaning of an illness or condition causes people to respond differently 

than what it is normally accepted. Elliott et al. (2011) found that symptom characteristics 

were found to be strongly associated with the action taken by the individual compared to 

the demographic or socio-economic characteristics. People would be likely to consult the 

healthcare professionals if the symptoms interfered with life even if it is considered minor 

e.g. common cold or flu. However, it was not always a direct link that can be generalised; 

for example Elliott et al. (2012) in a further study explained that although severity was 

identified as the strongest driver of healthcare utilisation, there is a large number of 

people who will not go to a GP for their serious symptoms, which they were identified as 

high-impact non-consultation. On the other hand, unnecessary visits to the GP can 

happen for symptoms that are deemed as low-impact or minor. Fever can be a symptom 
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associated with common colds and flu, hence, medical consultations will not be required 

unless the patient’s fever is associated with alarm symptoms or in the case of special 

cases, e.g. a child, adult with chronic conditions. For some groups of patients, fever was 

identified as their main concern. They do not consider fever as an associated symptom of 

conditions like cold and flu, and therefore they need to see the physician for the 

treatment of the perceived underlying cause i.e. inflammation. 

4.2.1 Fever and malaria in Oman 

Participants had a constant fear about any condition associated with fever, either 

gastrointestinal e.g. diarrhoea or vomiting, or respiratory e.g. cold or a sore throat. Fever 

was the main reason that raised the individual’s concern toward the urgency of seeking 

medical consultation. People described typical symptoms of a common cold or flu, e.g., 

body ache, fatigue, fever and sore throat. However, they did not identify fever as typical 

symptoms that can be self-managed; some of the participants indicated that they have to 

seek a doctor’s advice when they have fever associated with the common cold. People 

showed a lack of understanding about the pathophysiology and prevalence of the 

common cold and flu. 

Socio-cultural factors are believed to have a major influence on the public attitude 

towards fever, which made them be more cautious in handling any fever-associated 

condition. Surprisingly, some doctors and pharmacy professionals were perceived to have 

similar concerns with regards to fever as an indication of an underlying condition. The 

national malaria eradication programme under the support of the MoH managed to 

categorise Oman as a free-malaria country by the end of the 1990s.(Snow et al. 2013) 

This highlighted the importance of educational interventions for all primary care 

stakeholders. Fever is believed to be a common response of the body’s immunity to fight 

against a foreign condition. Some evidence indicates that a rise in body temperature to a 

certain level is a natural body healing response against foreign bodies i.e. post 
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vaccination, cold and flu.(Thompson 2005) People therefore should be educated about 

alarm symptoms that are associated with fever, for example, not responding to 

medication and fever triggered convulsion in children. A variation in people’s knowledge 

and treatment of fever were highlighted in previous studies.(Purssell 2007, Purssell 2009, 

Kelly et al. 2016) In this study the lack of knowledge and health literacy that caused to 

unnecessary and illogical concern toward fever as associated symptoms with common 

acute condition e.g. vomiting, cold and flu is a significant finding. Understanding of the 

pathophysiology of these conditions and pharmacotherapy of the treatment should be 

urgently delivered to the public and healthcare professionals for reducing the irrational 

responding behaviour when treating these symptoms. 

Furthermore, as the symptoms associated with malaria are described to be flu-like 

symptoms at the initial stages, it is can be distinguished if a full history is taken.(NICE 

CKS 2016) Lack of competence and continuing professional development could make 

pharmacy staff unconfident in giving advice on symptoms and therefore referring fever 

cases that lasted for two days to the doctor to avoid taking the risk. Previous experience 

and advice received, therefore, could influence people’s attitudes in handling any 

symptoms associated with fever thinking they had to be managed by doctors. 

Consequence which leads the public to unnecessary visits to the doctor’s clinic for self-

limiting symptoms that can be self-managed in most of the cases. 

4.2.2 Duration of a condition 

The evidence shows that common cold conditions could last for two weeks, cough for 

three weeks and fever in common cold and flu up to five days.(Allan and Arroll 2014) The 

study indicated that the public participants lacked knowledge and understanding about 

the accepted duration of a condition indicating that they will consult the doctor after two 

or fewer days of persistent symptoms. Although some indicated that it is normal for 
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common cold symptoms to last for one- two weeks, they indicated that if fever is 

associated with their common illness, this triggers the urgency of seeing the doctor. 

For safe and effective self care of symptoms, people should know when they need to 

consult a doctor for their symptoms. Duration and severity were identified as factors that 

may cause people to seek medical help. However, data from different countries shows 

that the duration of symptoms to be considered persistent varied, for example a cold is 

considered as persistent if lasted between four and seven days in the UK, and more than 

seven days in Canada.(Taylor 2011) The duration reported in this study was significantly 

lower; some participants identified that they would consult the doctor within 24-48 hours 

regardless if they have attempted to self-medicate or not. Although minor ailments are 

self-limiting conditions, the use of medicines for some conditions may require a few days 

or weeks. For some people if a dose of an indicated medicine does not help them to 

manage their symptoms will consider seeking medical help as the next step in their 

response to the symptoms. Lack of knowledge about the symptoms and efficacy of OTC 

medicines could lead to an inappropriate self care approach by the public and, 

consequently in some scenarios this can lead to irrational and unnecessary visits to the 

GP. 

 

4.3 Knowledge and perceived attitude toward self care of minor 

ailments 

People’s previous experience influenced their knowledge and understanding about the 

minor illness. In this study, most of the public participants lacked the knowledge and 

understanding about their symptoms which lead to have less control over their health and 

therefore not practicing self care. Educating and supporting the individuals to apply some 

self care strategies may be sufficient to manage the condition and make a doctor 
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appointment for follow-up if necessary. Evidence shows that people sometimes tend not 

to try to self-manage their symptoms prior to accessing the health services for advice, for 

example, use of OTC medicines in self-management of pain.(Corbally and Gallagher 

2006) Disagreement between the perceptions of patients and the doctors with regard to 

the severity of the symptoms or condition, was identified as one of the factors that limits 

patients from using the OTC medicines for self-management before visiting the 

doctor.(Corbally and Gallagher 2006) This behaviour was also shown in this study by both 

the public and healthcare professional. The public indicated that this would help to obtain 

the healthcare professionals attention and receive the care they anticipated for. They 

indicated that this would help the healthcare professionals to believe them; which could 

also be driven by the public attitude to rationalise the utilisation of the health services. 

This issue is related to the patient and healthcare professional relationship and patient 

empowerment which will be presented and discussed in detail in the next chapter (see 

chapter 4). 

 

4.4 Attitude to medicines  

The findings illustrated the perception of public and healthcare professionals’ attitude 

toward medicines that influenced the decision in the management of minor ailments. 

4.4.1 Rapid affect and strong medicines  

People showed a preference to get injectable medication for a fast and immediate relief of 

their conditions. Therefore, they consult the private sector when they prefer to get an 

injection for their symptoms e.g. a sore throat and fever. Studies showed that prescribing 

of injectable medication is a common practice in some of the Asian countries.(Janjua et 

al. 2006, Chowdhury et al. 2011, McLaws et al. 2014) The studies had a similar finding 

with regard to people’s belief that injectable medication is more effective than oral 



Chapter 3: Results  

118 

medication and therefore they demand an injection to gain an immediate relief from the 

symptoms. McLaws et al. (2014) also found that financial benefit was the reason of 

unnecessary prescribing of injection in the private sector. 

4.4.2 Medicines quality 

The quality of the medicines obtained from the healthcare sectors was one of the 

influential factors in the management of minor ailments. The participant assessed the 

quality of the medicines based on its physical characteristics and the expected outcomes 

of alleviating the symptoms (either immediately or in short duration); irrespective if it 

was a generic, brand or different group of medicine. This finding is similar to a study by 

Patel et al. (2009) which identified that participants assessed the quality of the medicine 

based on time and duration of effect. Because of the discrepancy in the practice of 

prescribing of medicines between the government and private sector, people indicated 

that quality of the medicines as a factor to select different route of healthcare services. 

The government primary healthcare is following a strategy of maintaining access of the 

public to the healthcare with lower cost, whereas the private sector is usually a business-

oriented healthcare in which the health workers are expected to treat the patient in best 

possible way to have them satisfied and improve the business. Perceiving two different 

practices of care by different providers could raise a concern of trust by the consumers 

about the quality of care and medicines provided; people were found to question anything 

that is provided for free.(Lonnroth et al. 2001, Patel et al. 2009) 

The study showed that the public mistrust of the quality of the public free medications 

was influenced by the healthcare professionals’ attitudes when providing medicines 

advice. The three key factors related to this are: firstly, the public-sector healthcare 

professionals advising the patient to purchase medicines from outside pharmacy, that is 

not available in the centre, and indicating that it is of better quality. Secondly, the 

healthcare professionals of public sector,are also encouraging the patients to report any 
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side effects or problem with the generic medicines that are newly introduced as an 

indication to enforce the regulatory body to substitute it with alternative. Thirdly, the 

private sectors are intending to prescribe different brand of medicines to mislead the 

patient that are getting different medicines than of the government and as a result better 

care. A review of literature showed that patient’s trust on their physician often overrules 

their personal mistrust of generic medicines.(Hassali et al. 2009, Dunne and Dunne 2015, 

Yousefi et al. 2015) consequently, physicians who have a negative or prejudice attitude 

toward generics, could have an influence on the patients and their attitude to accept or 

refuse to use a generic medicine. (Dunne and Dunne 2015) Therefore it is important that 

the opinion of the physicians and pharmacists toward generic medicines is revised and 

improved.  

The perceptions and use of generics by stakeholders have been studied intensively over 

the past few decades. However, no studies were found in Oman and limited studies were 

done in the neighbouring Gulf countries; which indicate that there are a limited 

knowledge and acceptance toward the use of generics by stakeholders.(Alghasham 2009, 

Al Ameri et al. 2013, Awaisu et al. 2014, Albadr and Khan 2015, Salhia et al. 2015) 

Interventional strategies to improve the use of generics were reviewed in the literature, 

e.g. education, financial incentives, advertising to promote generic medicines, free 

generic medicine trials, and monitoring regulation.(Kaplan et al. 2012, Babar et al. 2014) 

However it is important to highlight that not all the intervention can have a successful 

impact on the uptake of generics by the consumers. Educational intervention and better 

communication among the public and healthcare professionals were identified constantly 

in the literature to support the acceptance and use of generic medicines.(Babar et al. 

2014, Dunne and Dunne 2015) The findings of this study, indicated the need of: (i) an 

awareness campaign targeting the stakeholders to change their perception toward the 

quality of the medicines in the public health sectors, (ii) a legislation and regulatory 

intervention to embrace the irrational variance of practice between the two sectors that 

caused the patient to question the quality of the free healthcare. (iii) Addressing the 
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issues related to the product attributes that negatively impact on the acceptance of 

generic medicines with the pharmaceutical companies e.g. taste, dosage form. 

4.4.3 Antibiotics for common cold 

Findings of this suggest significant misunderstanding in the need of antibiotics for treating 

colds. The study participants indicated that stronger medicines like antibiotic are required 

to relieve their symptom. The Arabic term used to indicate the need for antibiotics is 

“inflammation” not “infection”. This may make people misinterpret the need for antibiotics 

for colds and sore throat, explaining that fever is a sign of inflammation that needs a 

course of antibiotic. A review of the international literature showed that 51% of the 

sample mistakenly thought that antibiotic are same as of anti-inflammatory agent and 

about 50% did not know that antimicrobial drugs are not useful for cold or flu.(Gualano et 

al. 2015) Public knowledge and use of antibiotics has been studied in some of the Gulf 

countries, including Oman. The overall findings indicate that people unnecessarily use 

antibiotics for common cold and flu, and they have a poor knowledge about the 

usefulness of antibiotics in these conditions.(Abasaeed et al. 2009, Jose et al. 2013, 

Belkina et al. 2014, Awad and Aboud 2015) Awad and Aboud (2015) found that more 

than half of their sample believed that using antibiotics can speed the recovery from 

coughs and cold.(2015) 

Some of the public participants who showed no preference for taking antibiotics reported 

that antibiotics harm their immunity rather than causing bacterial resistance. Some 

indicated that there is no-harm of taking antibiotic once a year, whereas others tend to 

take lower dose or short duration than prescribed by their doctors. Lack of knowledge of 

the general population about the risk of inappropriate use of antibiotics and identifying it 

as a concern of self-harm rather than a community-harm, should be taken into 

consideration when addressing the antimicrobial resistance in the country. Review of 

literature that studied public antibiotic knowledge and attitude, indicated that about half 
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of the participants were aware about the concept of antimicrobial resistance, but 27% of 

them did not know that misuse of antibiotics could increase the risk of bacterial 

resistance.(Awad and Aboud 2015, Gualano et al. 2015) The study that assessed the 

Omani public knowledge and belief of antibiotic use did not look at the public knowledge 

about antibiotic resistance. (Jose et al. 2013) However, a similar study in Kuwait showed 

that about 49% of the sample were not aware that misuse of antibiotics could have an 

impact on bacterial resistance and 37% of them were uncertain.(Awad and Aboud 2015) 

In addition their study showed that more than half of the participants thought that 

individuals could be resistant to antibiotic. This could be related to the belief that the 

overuse of antibiotics could have an impact on individual self-harm rather than to the 

whole community, similar to our finding. 

The lack of a standard national regulation and monitoring system on antibiotic prescribing 

by the physician, has made a substantial variation in the use of antibiotics for common 

colds among the two healthcare sectors. Although the government sector seems to have 

a regulation in place to control unnecessary prescribing of antibiotics for common cold, 

the situation in the private sector is not. The overprescribing of antibiotics by the private 

sector made the public question the quality of care provided by the government sector 

rather than understand the clinical evidence for the management of common cold. With 

the country joining the worldwide initiative in combating antimicrobial resistance (AMR), a 

national initiative to tackle AMR at different level was proposed in last May 2016.(Balkhy 

et al. 2016, MoH Oman 2016a) Identifying the important factors related to misuse of 

antibiotic in the primary healthcare setting will help to inform suitable interventions.  

The finding of this study showed that the use of antibiotics for minor ailments were 

perceived to be influenced by the doctors prescribing rather than accessing antibiotic 

without medical consultation, it is important to enhance the governance regulation and 

monitoring of the prescribing of antibiotic in the private sector. Jose et al. (2013) found 

that 84% of the Omani participants don’t take antibiotic from the pharmacy without 
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doctor prescription. Attitude to use of antibiotics without doctor prescription is low in 

Oman compared to other Arab countries which ranged between 32% in Saudi Arabia and 

Kuwait to 36.6% in UAE.(Abasaeed et al. 2009, Belkina et al. 2014, Awad and Aboud 

2015). 

 

5 Conclusions 

The findings support that people in general have a good understanding of the concept of 

self care in relation to prevention of illness and management of illness once diagnosed by 

the healthcare professionals. However, there was a variation in the decisions taken by the 

individuals when self-managing symptoms of minor ailments. This was more related to 

the understanding of the meaning of the symptoms and health knowledge. Most of the 

people who seek care for their minor ailments were influenced by their poor 

understanding of the symptoms of minor ailments and the cultural context of accessing 

medical advice and treatment only through the doctor. Awareness about self care and use 

of OTC medicines for treating minor ailments need to be initiated among Omani society to 

reduce the number of unnecessary visits to healthcare. 

Furthermore, the findings identified a lack of knowledge that leads to irrational decision in 

the management of minor ailments. An educational and awareness programme is 

required that address the use of over the counter medication in the self-management of 

minor ailments. The public needs access to reliable information with regards to the correct 

using of medicines i.e. accurate dose and duration, and for better understanding of the 

side effects. This educational programme should also target both the healthcare 

professionals and the public on the appropriate use of antibiotics. These findings also 

suggest that there is a need to review the terminology used in health education in Oman; 

e.g. “inflammation” rather than “infection” or “immunity” rather than “resistance” 
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Chapter 4 Theme 2: Communication and relationships 

1 Introduction 

This chapter explores the attitude of both the public and GPs to the pharmacy profession 

and their perceptions toward accessing the community pharmacist for advice on minor 

ailments. It also explains the effect of patient-physicians-relationship and communication 

in self care and patient empowerment. Inter-professional relationships and collaboration 

are important for effective delivery of health services and patient care. Therefore, it is 

important to understand the current practice and pharmacist-physician inter-

professionals’ relationships to identify facilitators or barriers in enhancing community 

pharmacist services, mainly to advice on self care of minor ailments. 

 

2 Results  

2.1 Attitude to pharmacy profession 

2.1.1 Medicine experts  

There is a general agreement from physicians and the public about the pharmacist’s 

expertise in medicines and pharmacotherapy. They both have confidence in the 

competency of the pharmacist to provide medicine-related information and advice when 

dispensing prescribed medicines. However, when it comes to the management of minor 

ailments, public participants perceived a preference to see the doctor first. They explained 

that a doctor has better knowledge about diagnosis and therefore makes an appropriate 

and complete treatment decision. 
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“We can say that the pharmacist is half the physician, isn’t he? The 

physician knows better about one’s condition while the pharmacist has 

experience about the use of medicine and doses. He tells me about the 

medicines and antibiotic and how many times I take it, before food or 

after food, because the pharmacist has experience but we always need the 

physicians.” 

Public 5, male, 47 years old.  

Most of the doctors indicated that they consult the pharmacist if they require medicines 

related information. Pharmacists, also, indicated that the doctors sometimes call them to 

ask them for advice on pharmacotherapy. 

“Researcher: Ok tell me about the relation between you and the 

pharmacist in patient care? 

We need them in things related to side effects, doses. They are a good 

helper, and if they don’t know they open the BNF and search for us,…, but 

most of the times they know, because we have a limited selection of 

medicines 

Researcher: How do you feel if the pharmacist inquiring about a patient 

prescription? 

It is ok, we are discussing, and sometimes they advise us to give another 

medicine and we are accepting, we don’t take it personal.” 

HC GP 13, female 

However, one private doctor had a negative attitude toward pharmacist’s knowledge on 

pharmacotherapy. This could be related to the fact that some overseas specialised doctors 

are recruited by primary private clinic and they continue providing advanced and/or 

specialist treatments that community pharmacists do not usually deal with in a daily 

routine practice. 
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“Researcher: Does the pharmacist sometimes call you inquiring about 

your prescription? 

Yes, once I issued a prescription of Brufen® (INN: Ibuprofen; USA) for a 

patient, 600 mg tid, and the patient are diagnosed with osteoarthritis in 

knee and joints and the treatment is for chronic so it was for a month. So, 

the pharmacist called saying: the dose is high and the duration is long, so 

I asked him: what is the maximum dose of Brufen®? Do you know? They 

don’t know the maximum dose, I told him it is 2400 mg and I only gave 

him 1800 mg, so I am still within the recommended range, also it is 

normal to give NSAID for a long duration in condition like osteoarthritis. 

So sometimes the pharmacist misinterprets why I prescribed this regimen. 

Researcher: Did he accept it after you explained to him? 

I am not explaining, I am questioning him if he answered them so he will 

understand otherwise he will remain ignorant.” 

Private GP5, male 

 

2.1.2 Competency and skills 

Most of the public indicated that they do use the community pharmacy, however the 

nature of the use tended to be for pre-determined purchases in most of the visits, and 

was rarely for advice on symptoms.  They explained that they tend to purchase medicines 

that they have previously used or are familiar with for recurrent or common symptoms 

they are able to identify. Although some people stated that they seek pharmacy advice on 

their symptoms, they usually tend to do so in an emergency situation, as a way of getting 

assurance before they’ll be able to see a doctor, e.g. at night or holidays until they will be 

able to see a doctor first thing in the morning. The lack of awareness about the 

pharmacist’s competency, led them, sometimes to hesitate in accepting their advice or 

recommendations that they are not familiar with. 
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“I choose if I know it and used it before or the family used it. I tell him 

that I need that medicines and that is it. If he tells me about anything 

else, I see it and if I feel it looks fearful, it is impossible to take it.” 

Public 7, male, 22 years old 

“Researcher: What do you think of consulting the pharmacist on your 

common symptoms like fever and cold? 

I used to consult him sometimes but don’t take the medicine, then I 

consult the nearest clinic at least. 

Researcher: Why? 

Just to see what he is going to say, to make sure until you can reach the 

doctor.” 

Public 4, male, 30 years old  

Although people acknowledge pharmacist’s competency and skills, they highlighted that 

pharmacists’ attitudes do not reflect their ability to handle minor ailments. Some people 

observed a variation in the competence and experience of the pharmacy staff who are 

working in the community compared to the ones working on a hospital setting. They 

indicated that the community pharmacists lack confidence, and tend to direct patients to 

see a doctor instead. 

“He is qualified but the pharmacist does not have confidence in himself. 

He always says go to the physician.”  

Public 7, male, 22 years old 

A member of the public who had a positive experience with a community pharmacy in 

overseas country, questioned the competency of the community pharmacy staff working 

in Oman to advice the public on self care of minor ailments.  
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“But here in Oman, my experience, they don’t examine and don’t ask 

questions. You go to {Pharmacy Name A} and ask him for a medicine he 

will just give it to you without any questions, however in {Country Name 

A}, they will ask you: is it for you? How old are you? What is your weight? 

And will explain for you how much dosage within how many hours and so 

on. But here just give it to you without asking. Therefore I don’t advise 

anyone who got sick to go to the pharmacist, because the pharmacist is to 

refill the medicine that already you have and know i.e. prescribed by the 

doctor. As in some cases medicines are not available in health centre, so 

they ask you to go to such and such pharmacy, …, they will give you the 

dosage and the paper. In this case you will go to community pharmacy 

that’s all.  The pharmacist here is like a shop to buy from and not as to be 

treated in.” 

Public 2, female, 23 years old 

 

 

2.2 Barriers to effective management of minor ailments 

2.2.1 Communication 

Patient and healthcare professionals’ communication emerged as one of the factors that 

have an impact on obtaining effective management of minor ailments.  Study participants 

illustrated the importance of good patient-HCPs communication. Having good 

communication skills could have a greater impact on patient satisfaction and trust in 

doctor’s treatment decisions, even if the patient does not get the medication they were 

expecting or demanding. 
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“usually we can convince them about antibiotics, if you are well trained on 

communication skills it’s very easy to convince them: no, you don’t need 

antibiotic. Ok, I can do that it is very easy for me because I am an 

experienced person, so I can convince them and the patient will be very 

happy and satisfied, but the problem still there for the minor things the 

patient still will show up again but not for antibiotic.” 

HC GP 18, Male 

“When my daughter was 18 months old, I took her to {a public Hospital 

Name A} and the doctor prescribed high doses of antibiotics and they 

were not beneficial. During that time, my uncle (my mother’s brother) was 

visiting us, and he is the one who advised me to see this doctor. The 

doctor asked us to throw away all these antibiotics, he said that we 

shouldn’t be giving the child these types of medicines, that is the time 

when I realised that the body could cure itself, this doctor also educated 

me with regards to self care, and we shouldn’t directly take antibiotics and 

injections.” 

Public 17, male, 33 years old 

However, poor communication between the patient and healthcare professionals was 

highlighted in the study as having the greatest influence on the attitude of public in 

management of minor ailments. A lack of communication during a consultation leads to 

poor patient/public trust or dissatisfaction toward the treatment decision provided by the 

healthcare professionals.  This could also result in poor patient centred care that will lead 

to poor adherence to the treatment plan or irrational use of the healthcare services by 

seeking a second opinion. Most of the public participants were not happy about the lack of 

communication experienced when seeing the doctor; which hindered the effectiveness of 

the consultation and lead to poor adherence to treatment dispensed. 
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“I noticed that some doctor will give you an answer in rush even in 

private, so it doesn’t make you feel comfortable when you see the doctor 

in a rush and give you a quick answer and that’s it, so it is like they want 

you to leave so they can see others.” 

Public 14, female, 34 years old 

“You only sit on the chair and he uses the computer, he does not talk to 

you, you feel more comfortable with the person who talks to you.” 

Public 7, male, 22 years old 

Furthermore, lack of communication between the public and community pharmacy staff 

was one of the barriers to consulting the community pharmacy for advice on minor 

ailments. Pharmacist failure to initiate the dialogue to gain the required information to 

make a correct treatment decision gave the public a negative impression about 

pharmacist’s competency in providing proper advice about their symptoms. Others 

highlighted the language barrier, which limited their ability to consult the community 

pharmacist, and therefore some public participants tend to request products by name 

rather than consulting the community pharmacist about their symptoms.  

 “The situation here is different, to get what you want it is difficult 

sometimes, for example although you know some words the language 

here could be a barrier, so it is better you go, and you know what you 

want, and you already searched for the medicine to know if it is good and 

so, I also ask my colleagues who are doctors to give me name of 

medicines.”  

Public 19, male, 55 years old 

Healthcare professionals were aware of the importance of having good communication 

skills and building good relationships with the patients/consumers. They identified two 

main barriers: language and workload, that limited them from delivering effective 

consultations and gaining patient satisfaction and trust about treatment decisions. 
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2.2.2 Language barrier 

Healthcare professionals who are not native Arabic-speakers, explained that language 

barriers could limit their ability to give advice when patients consult them. Although they 

acknowledged that essential information is given, they cannot discuss or provide health 

advice or education because of language barriers. Community pharmacy staff explained 

that language barriers could limit their ability to give advice when patients consult them. 

Although some indicated that they learned Arabic when they started to practice pharmacy 

in Oman, their language skills were limited to giving dosage instructions and relaying 

some clinical indications. They explained that working in rural areas helped them to learn 

Arabic because only a few people speak English in comparison to the city. 

 “Actually, initially it will be a problem for the pharmacist, when I came I 

don’t know any single Arabic word but I worked with some other 

colleagues within at least two months at least dose I know how to 

dispense so slowly it will come; in interior, here almost in Muscat no 

issues, almost with English we can manage.” 

Community Ph. 2, male 

Number of pharmacists expressed their desire to improve their Arabic language skills to 

give more advice to their Arabic-speaking customers. One pharmacist explained that 

although, few of her customers cannot speak English compared to other branches in 

different areas of the city, she expressed that it was necessary to learn Arabic to give 

sufficient advice to them. 

“It is not a problem, but I have my own interest to learn Arabic, because 

in India for a people who speak English I can talk, all advice I can give 

them, but Arabic if I don’t know, can’t tell them, you know, if extra 

advices I want to give, so I am giving more importance to learn Arabic.” 

Community pharmacist 24, female 
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This problem is not limited to the community pharmacy only. Some healthcare 

professionals who are working in the primary health centres also experienced language 

barriers when communicating with patients. However, for those who were working in 

public health institutions, they were always surrounded by Arabic-speaking staff members 

who were able to help them with interpreting the information for the patient. 

“I try to learn and manage, sometimes I ask other staff, because the in-

charge was helping me to advise on “how much” and I learned how to 

write in Arabic at least: ‘when necessary’, ‘at night’, ‘on the morning’, so I 

am writing and giving. I try to communicate with the patients and counsel 

them but I don’t know how to advice on ‘Piles medicine’, but I am asking 

the staff and I am learning.” 

HC Ph. 22, female 

 “Actually I don’t speak Arabic, I am learning, but I do understand and at 

least I can deal with situation, you know, that I don’t miss the important 

points, ok and if I have a problem I’ll ask the nursing staff if available and 

sometimes students are sitting with me, sometimes new doctors are siting 

with me, they know Arabic more than me, and I can understand what 

patient is telling me but I can’t counsel him properly, so I call whoever the 

staff member is free: can you come to the clinic and help me with the 

translation, and they do, and other doctor if expat patient comes and he 

does not know Arabic, they call me can you talk to, or staff nurses if 

available, like other day I could not find anyone who is free so I had to call 

from the medical record, he was sitting free and he said: yah ok I’ll help. 

You just have to adjust it, according to how the situation is.” 

HC GP19, male 

It appears that there is no standard procedure on providing training and support for the 

staff to enhance or develop their Arabic counselling skills. Some community pharmacy 

staff explained that they are initially sent to practice in interior areas to learn the 

language, or that they tried to access online resources to help them improve their Arabic 

language skills. 
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“Here no problem in Muscat at all, sometimes I am replying what they are 

asking in Arabic and they continue in English, they don’t have any problem 

with the language, but in the interior, yah especially with the {south Asian 

Nationality}, and that’s why usually when first come they put them 

interior for the first two to three months to catch the language.”  

Community Ph. 3, female 

 

2.2.3 Workload 

Physician’s workload and limited consultation time was identified as main communication 

barrier for physicians working in the public health sector. Workload prevented the doctor 

from providing or answering all the patient inquiries, causing him/her to leave without 

providing full understanding. 

“This one I work in it is very busy it can goes up to 40 – 50 patients a day 

and when we compare it in general, it is considered a large number; 

However I worked also in {Polyclinics Name} (not in Muscat), and I used 

to see 60 -70 patients during the seven hours shift,.., and it was more 

difficult there because the patients does not have his vital measurements 

taken before he/she sees you, so I have to take this measurements first 

i.e. blood pressure and temperature, and this can take two minutes and 

then one minute only for consultation, for him to explain he needs ten 

minutes, so you do the calculation and this time spent with one patient, 

you could of see two other patients, and patients outside are shouting 

because of waiting. This is one of the reasons that cause problems in the 

centre and does not give you a chance to explain for the patient or think 

correctly.” 

HC GP 15, Male  
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Physicians who have fewer patient to see in average day, an appointment system, or had 

completed further specialised training e.g. family physician programme, had perceived 

good communication time with the patient. 

“Researcher: some patients say: when we go to the private, we get 

better care, but when we go to the government it is crowded and we are 

just a number and they just want to finish, they don’t communicate with 

us. what do you think? 

This is I admitted is a problem, but even I saw in the private the waiting 

list is also same but they are staying, but one of the reasons that we in 

the governmental hospitals, we are not giving the proper communication 

and the private are abusing this point, they are giving health education 

over up to wrong health education, which make the patient believe that 

they know everything and we don’t know anything, even if we practiced 

the right medicine, and they doing the wrong, the patient believe the 

opposite because they are spending time with the patient, and trying to 

explain even if they are saying wrong information, but the important that 

he explained, that he spend more time with the patient.” 

HC GP 10, Female 

 “I usually explain for most of my patients these things, I don’t know what 

influenced my practice, is it because of the training I got to be a FAMCO, 

but I did not have this mentality ‘of explaining’ when I started practicing 

as a GP. Afterward I tried to improve it further, it is a skill and you 

shouldn’t blame the doctors because sometimes they are very busy to see 

all the patients that they have to finish during their shift hours.” 

HC GP 15, Male 

On the other side, some physicians indicated that having a good communication with the 

patient depends on the individual’s personality of the healthcare professionals; as it was 

observed that some doctors have a manageable workload, but they still do not 

communicate effectively with the patient. 



Chapter 4: Results  

134 

2.3 Physician and Pharmacist Inter-Professional Relation 

2.3.1 Understanding the roles and responsibilities  

The primary healthcare system was perceived to be based on a hierarchical approach that 

relied on doctors’ decisions. Pharmacists were perceived by the public and the physicians 

to not be fully involved in patient care. They tend to refer the patient to the doctor if 

he/she will like to discuss about the prescription or were requesting clarification about the 

prescribed treatment. This indicates that there is still a way to go to achieve a 

multidisciplinary approach in patient care. Although pharmacists were recently assigned 

to the primary health centres to participate in the chronic management clinics, their roles 

and responsibilities are not well documented and there is no standard guidance on how 

they should fulfil this role. Although some doctors explained that they do not mind having 

pharmacist checking their prescribing practice, this can vary according to the individual 

physician’s experience and attitude toward the pharmacy staff. 

“I don’t mind the pharmacist coming and reviewing the dose, I may be 

wrong, I see some other doctors saying to the pharmacist: you should not 

interfere, I want to give this dose. It is wrong to respond in this way, by 

this attitude you can affect your relation with the pharmacist which you 

can be in trouble because you decided to give that dose and can cause 

problems, and it is not his responsibility at that time because you refused 

to listen to his recommendation, but I am trying to have a good relation 

with them because they are going to help me at the end, although I may 

be more clever and smarter than them, I learned more than what they 

learned, and I may know about medicines more than them, but I may 

overlook and it definitely can happen sometimes, and you don’t want this 

to happen, so they could help and advice you in this, this is my principle.” 

HC GP 15, male 

Some doctors explained a variation in the pharmacists’ attitude towards patient 

counselling. Some also highlighted the poor counselling role of some of the pharmacists 

working in the primary health sector, and that they are relying on doctors to teach 
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patients about medicine use. The system is highly dependent on the doctor. Although the 

doctors are expecting pharmacists to counsel patients on how to use medicines, 

pharmacists were found to not appropriately fulfil this role. Pharmacists were perceived to 

counsel patients about how to take oral medication but not on other medicines that have 

special administration instructions e.g. pessaries, inhalers or injections.  Although this is 

the duty of the pharmacist, some GP indicated that lack of private counselling room could 

be the reason.  

“Here in the {hospital Name A}, they check the previous prescription with 

the current one, in case patient with chronic condition, so in case you 

changed the dose or added a new medicine, they will call you, first they 

will check your comments on changing, if you did not document it, they 

will call you inquiring about the change based on previous prescription, 

and we will justify it for them. Which are good, but in the primary care we 

don’t have it, also in {hospital Name B} we don’t have this system,…,I 

once prescribed vaginal pessaries for a patient, and I did not tell her how 

to use it, she went to the pharmacist and once she got in her car she 

opened the box and was surprised and she came back to the pharmacist 

asking him but the pharmacist told the patient: go to the doctor, she will 

explain it for you, so I asked her haven’t the pharmacist explained to you? 

And the pharmacist only told her to take it two times per day, and some 

they also advice if before or after food, that’s it only but in method of 

application not at all. 

Researcher: What about asthma inhalers and so? 

Doctors do this, also insulin is not the pharmacist who do the counselling, 

and it is either the doctor or health educator. In the hospital, the 

pharmacists do the counselling based on our request for example for 

asthma inhaler, but if he was not available or busy and patient has to be 

discharged, doctor counsel the patient. I don’t know about other health 

centres but where I work, if I am planning to initiate insulin injection for a 

patient, you have to teach him first of how to use it, because pharmacist 

will only counsel the patient by telling him: keep it in the fridge and use 

this amount of this and so., only and he will not tell him how to use it, and 

mixing it, the technique and so.” 

HC GP 8, female 
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“He is only a medicine dispenser. When the pharmacist dispenses the 

medicine for the patient he does not counsel him on how to use or how to 

store the medicine 

Researcher: How did you know? 

The patient come back to me after collecting his medicine and say: this 

medicine I got from the pharmacist I don’t know how to use or he/she did 

not explain for me how to use it, you wrote three medicines for me, I don’t 

know how much I should take from each.” 

Private GP 5, male 

Some doctors indicated that there is a variation in competency between different 

pharmacy professionals explaining that the knowledge of pharmacist is better than the 

assistant pharmacist. There is also a different attitude of the doctors towards the different 

pharmacy professionals working in the health centre, with some doctors having a 

preference towards pharmacists over assistant pharmacists with regard to clinical 

knowledge. 

“In my health centre they are very supportive, I feel before we had only 

assistant pharmacist, at that time we are not relying on them a lot, but 

now we have pharmacist, we are relying on them on medication, 

sometime I am having patient who will give me a new medication I don’t 

know it, instead of looking for it on internet, Instead of wasting my time to 

check, I just call the pharmacist, give her the name, she’ll check then 

she’ll give me the answer, sometimes the doses if I am not sure I let her 

to check, side effects, so they are doing a great job.” 

HC GP 10, female 
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On the other side, some doctors have not felt any difference between the pharmacist and 

assistant pharmacist, indicating that they both have a good knowledge about medicines. 

“According to my experience here all of them are good, from pharmacists 

to assistant pharmacists, all of them are helpful and of good knowledge, 

even if they don’t know they will say: doctor, we don’t know, we’ll check 

the BNF, or I’ll check, give me time., they’ll not say something from their 

mind or they’ll check the leaflet of that medications.” 

HC GP 11, female 

In general, both the pharmacy staff and physicians indicated that they have good 

relationships and collaboration with regards to patient care. A negative attitude toward 

pharmacist interventions was occasionally reported in the private sector but not in the 

government sector. The environment on the government practice tended to be more 

towards collaboration and agreement on decision making, compared to the private sector 

that reflected the dominance of doctor’s decisions which should be followed by the 

pharmacists. The working relationship between the private GPs and community 

pharmacists were perceived to be limited to basic prescription interventions that included: 

(i) unclear instructions, (ii) missing information or (iii) replacing non-available brand of 

medicines. Although some explained that when they discuss patient’s therapy, the doctors 

seem do not appreciate it. 

“In Oman, there is no role of the pharmacist in the community, there up 

to now I‘ve seen, in clinic type, doctors communicators are dominating 

more, and the pharmacist work is just to give the medicine, either the 

prescription is right, either wrong, the medicine is necessary for that 

patient or not necessary, it is not at all considered by the doctor, your 

duty what I am writing you have to give.” 

Community pharmacist 14b, male 
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2.4 Extending the role of the pharmacy profession  

The study participants were asked about their opinion about enhancing the pharmacist’s 

role to advise the public and patients about minor ailments. A bipolar view was perceived 

toward pharmacist taking this role from both, the public and healthcare professions. Most 

participants welcomed the move toward pharmacists providing advice about minor 

ailments. They highlighted the advantage of the access to the community pharmacy to be 

more convenient and easy to approach, and that this will help to free up the doctor’s time 

for seeing more critical cases. However, those who showed a preference to use the 

pharmacy services indicated that the pharmacists in Oman are not confident in practicing 

their role, when comparing it with a previous experience they have with overseas 

community pharmacy. Patients’ concern was related to the competency of the 

pharmacists and their ability to make the right diagnosis. Some explained that they not 

ask the necessary questions or preform the diagnosis procedures that usually doctors do 

during consultations. There was a lack of general awareness about pharmacy professional 

competencies and skills, due to the public not always having a positive experience with 

pharmacy consultations. This has limited some people’s acceptance about accessing the 

community pharmacists for advice. 

“I have no experience with that, I don’t consult the pharmacist because 

this is a waste of time. I will waste 30 or 60 minutes to get a medicine 

that might be wrong. The doctor is capable of diagnosing and has details 

of the symptoms in the computer, but, the pharmacist does not have 

experience.”  

Public 18, male, 62 years old 

Some doctors had a good awareness of the pharmacy profession and supported their role 

in advising the public on minor ailments. However, they emphasised that pharmacist’s 

advice should be limited to over-the-counter products and that they should refer the 

patient to the doctor, whenever a prescription medicine is required e.g. antibiotics.  
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“Pharmacists dealing with minor conditions; see as long as OTC is there, 

over the counter then they can dispense medicines, to a certain extent. It 

is taking place, it is happening, …, as long OTC is available, pharmacist will 

be dispensing medicines, and patient will be buying medicines, as long as 

OTC is there, it’ll happen. 

Researcher: Do you think pharmacist have the ability to do it? 

They have, see here they know the effects of medicines, there is nothing 

wrong of dispensing medicines, but antibiotics they’ll never do, only what 

they are licensed to do they are doing, OTCs, what they can give and 

that’s only what they do.  

Researcher: do they refer the patient to the GP if it is required? 

Yes, yes, when they feel, when the patients ask for medicines they’ll tell, 

when they present the symptoms itself, pharmacist will say: go to meet 

the doctor and get a prescription. like that, there are cases like that.” 

Private GP 30, female 

 

The doctors who were working in the public health sector supported the idea, indicating 

that it will help them to allocate their time for more critical cases. However, the two 

concerns raised were: the lack of standards or guidelines to be followed by the 

pharmacist that would be important to maintain the standards and quality of care; and 

the health system set-up that people still believe that nurses and pharmacists are seen as 

inferior in providing healthcare, and that most healthcare assessment and treatment 

needs to be approved by the doctor. Also, the doctors showed concerns about community 

pharmacists’ conflicts of interest between their business and patient care “commercial 

motivation”. 
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“They have to know, for example, if the patient need antibiotic or no, I am 

not sure if they know that, they may need some sort of guideline, so they 

know, at least to start with one thing in minor conditions such as upper 

respiratory infections and they are given a guideline to guide them when 

the patient need further assessment or not, and then he can prescribe for 

him the OTC.” 

HC GP 20, female 

“The language could be a barrier to this as will, because most of the 

community pharmacists are expatriates, we don’t have a lot of Arab 

speaking pharmacists and the language could be a major barrier, I had a 

patient once with stomach ache and he explained in a way (using Omani 

metaphor)‡ that non-Omani doctor will not be able to understand, so the 

language could be a barrier and the community pharmacist; most of them 

they know but they don’t practice of course.” 

HC GP 15, male 

In general, GPs supported any move that could improve the access of the public to 

healthcare without placing a burden on the doctor’s consultation visit on unnecessary 

cases. Most of the pharmacists supported the proposition that it should be part of their 

role, and they specified that their learned skills are not fully utilised in current practice.  

“…Yah we need to, because our study was for five years a full syllabus and 

just dispensing what doctor is saying, this is anybody can do! We are not 

practicing what we studied. So patient is coming with any pain, any minor 

ailments we can manage no problem.” 

Community Pharmacist 3, female 

                                                      

‡ See Appendix 20 (phase2-Int.15, pg. 15, line 39) for the metaphor mentioned.  
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However, few healthcare professionals, who did not support the idea highlighted the issue 

of lack of patient acceptance, others lacked the self-confidence and believed seeing the 

doctor is better and safe, or they were concerned about patient misuse of the service if 

medicines can be obtained without a doctor’s prescription. Some identified the need for 

training and guidelines to maintain the standards of advice given.  
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3 Discussion 

Understanding the attitudes and relationships between the three stakeholders of this 

study identified how it impact in supporting and promoting self care. The findings 

discussed also helped in understanding the factors that limited the utilisation of the 

clinical skills of the pharmacy profession in the Oman. Pharmacist is an advisor to the 

public about everyday healthcare and is a key figure in the supply and delivery of 

medicines to the customer.(WHO 1998) Almost all of the lay people interviewed in this 

study had visited a pharmacy at some time in their life or their relatives had purchased a 

medicine on their behalf for their symptoms. It was perceived that the pharmacy 

profession has an inferior role in patient care, with the role of the doctor being more 

dominant in managing minor ailments. However, there is a tendency by the public to 

access the community pharmacy especially by the educated and by younger people, for 

fast and convenient access to purchase medicines for their common symptoms i.e. pre-

determined purchase of medicine or request a product by name. Although some 

participants have not been in favour of the concept of managing minor ailments in the 

pharmacy, they have still accessed the pharmacy during out-of-hours to get advice until 

they had a chance to see the doctor.  

 

3.1 Attitude to pharmacy staff 

Both public participants and physicians in this study viewed pharmacy staff to be “experts 

in medicines”. However, they were more cautious about treating the minor ailments in the 

community pharmacy without consulting the physician first to confirm the diagnosis. 

Previous studies showed that utilising the community pharmacy for health-advice is low. 

(Anderson 1998, Anderson et al. 2004, Bawazir 2004, El Hajj et al. 2011, Al-Arifi 2012, 

Jose et al. 2015)  Individuals tend to access the community pharmacy to purchase a 

product based on individual previous knowledge and experiences of symptoms and used 
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products. Although individuals reported that they would consider consulting the 

pharmacist when it comes to minor health problems, their consultation is usually limited 

to purchase familiar products, or to get the pharmacist assurance or advice in case of 

emergency or out-of-hours until they can see the doctor for appropriate management. 

These beliefs are influenced by their understanding about the condition; their attitudes 

towards OTC medicines, and the demand for medicines e.g. antibiotics that they know 

they need a doctor prescription to be obtained.  

The majority of people expressed that although pharmacists can be approached easily for 

advice on health issues or access to medicine, they still prefer to consult physicians in the 

first instance.(Bawazir 2004, El Hajj et al. 2011, Al-Arifi 2012) Physicians are considered 

the preferred and primary source of information. In a system where the doctor is 

considered at the top of the hierarchy or the centre of health service provision, people 

were found to have traditional beliefs and trust in GPs as the most knowledgeable and 

experienced healthcare professional. The physician dominates the healthcare system in 

Oman, similar to other gulf countries. Nurses and pharmacists have an inferior role in the 

care of the patient, with almost any sort of the treatment plan and orders including, 

health education, are initiated by doctors, who refer patients to other staff if further 

educational interventions are required. 

The finding of this study support the finding from the previous studies which found that 

role of the community pharmacist in GCC countries is not well emphasised.(Bawazir 2004, 

Wilbur et al. 2010, El Hajj et al. 2011, Al-Arifi 2012, Al-Abdullatif 2014) There is a better 

recognition of the pharmacy profession role in patient care and therefore pharmacist was 

identified as a member of the healthcare professional team, however pharmacists are still 

not commonly recognised by the public as a first access for health advice on self care. 

Perception of pharmacist as a medicine supplier or vendor rather than as health 

professional was less strongly expressed by the public in this study compared to the 

previous GCC studies. (Bawazir 2004, El Hajj et al. 2011, Al-Arifi 2012) The lack of public 
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awareness’ surrounding pharmacist abilities in providing advice about minor ailments 

could be a factor in not consulting community pharmacists for advice in the in first place, 

or they could also have had unpleasant experiences when seeking such information from 

the pharmacist, as was perceived by some participant in this study. 

 The demand for the pharmacy profession to change their image from medication supply 

oriented services to patient-centred care requires them to improve their communication 

and relationships with the patient/customer. The environment of the community 

pharmacy usually raises the public doubt about whether the pharmacist is directed 

towards business and profit, therefore this makes people cautious about using the 

community pharmacy for healthcare services. Evidence shows different levels of public 

acceptance on the types of the health service to be provided by the community 

pharmacy. (Anderson et al. 2004, Bawazir 2004, El Hajj et al. 2011, Gidman and Cowley 

2013, Kelly et al. 2014) A high level of interest was expressed towards the provision of 

screening and health information. However people were slightly cautious to access the 

community pharmacy for advanced services such as obtaining vaccination or access to 

medical record.(Bawazir 2004, El Hajj et al. 2011, Kelly et al. 2014) Most of the people 

tended  to be highly satisfied after they experienced or utilised a health services provided 

by the community pharmacy.(Eades et al. 2011, Anderson and Thornley 2014) This 

highlights the importance of improving public awareness about pharmacists’ abilities, and 

pharmacist responsibilities to take the initiative and advertise for the patient care side of 

their profession over the business part.  
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3.2 Appropriateness of community pharmacy consultation 

Poor consultation skills of the pharmacy staff were highlighted by the public participants 

as a barrier to utilising the community pharmacy. Gathering sufficient information and 

giving adequate information when responding to patient’s consultations is important to 

gain people’s trust and adherence to the advice provided by pharmacists. Pharmacists in 

this study were perceived to not apply the principles of effective consultations 

(information gathering, advice giving and follow-up) as a standard practice when 

responding to customer requests. This limited people’s utilisation of the community 

pharmacy as a source of information and health advice. Studies from Arab gulf countries 

i.e. GCC, indicated that community pharmacy does not provide sufficient counselling 

advice or information about medicines unless the customer is requesting it.(Bawazir 2004, 

El Hajj et al. 2011) A review of the appropriateness of effective consultations concluded 

that most of the consultations were poorly practiced by the pharmacy staff in developing 

countries.(Brata et al. 2013, Brata et al. 2015) Some developed countries also highlighted 

the insufficiency of advice about medicines given by the pharmacist. (Kelly et al. 2014, 

van Eikenhorst et al. 2017) A review of literature found that pharmacist consultation on 

non-prescription medicines were preformed much better when people present their 

symptoms to the pharmacist compared to people who made a direct request for non-

prescription medicine.(van Eikenhorst et al. 2017) In Canada, a group of participants 

were satisfied with the pharmacist medicine counselling, but they would like the 

pharmacist to provide them with more information on how to manage missed doses and 

efficacy of the therapy. This, however, is considered advanced information when 

compared to this study setting, whereas basic and essential information was missing in 

consultations.(Kelly et al. 2014) 

In general, the pharmacy practice and services in developing counties were reported to be 

basic and of inferior quality in most of the developing countries compared to the 

developed countries.(Smith 2009) This study helps in identifying the contextual factors 

that limit the contribution of the contribution of the community pharmacy to patient care, 
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consequently suggesting the appropriate intervention in improving the practice. Barriers 

to appropriate consultation may be related to the pharmacy staff’s overestimation of the 

customer’s knowledge on the medicine, especially when they are requesting products by 

name. Other factors could be related to language barriers whereas pharmacist indicated 

that their consultations are limited to providing information on dosage and administration. 

This also contribute to the insufficiency of the information-gathered by the pharmacist to 

show the customer the pharmacist’s ability to make appropriate decision on diagnosis and 

advice on minor ailments. 

The study was based on self-reporting of both the public and healthcare professionals to 

the appropriateness of community pharmacy advice on self care of minor ailments. It is 

usually argued that individual self-reporting is usually intended to give a positive picture 

about his belief and attitude. Observational studies were found to report a lower rate of 

the appropriateness of pharmacy consultation compared to self-reported studies.(Brata et 

al. 2013, Brata et al. 2015) A review of studies related to this aspect showed a variation 

in reporting of the appropriateness of the services provided in the community pharmacy 

that is influenced by the method used in the study i.e. a large inconsistencies between 

self-reported behaviour and actual practice was observed in studies used two combined 

methods e.g. interview with simulated patient or observation.(Smith 2009, Brata et al. 

2013, Brata et al. 2015) The study findings revealed a critical deficiency in the advice and 

management provided by the community pharmacy staff that raised the concern about 

the scale of the quality of the practice that could be underestimated in this study because 

it was based on self-reporting. The aim of the study was to explore the public and 

healthcare professionals attitude to the self care of minor ailments; identifying 

communication as a barrier and dissatisfaction of some of the public with the current 

approach of the community pharmacy staff highlighted the importance of further 

exploration of this subject. Therefore, it will be worthwhile to conduct further studies that 

use an observational, or stimulated patient methods to evaluate the counselling and 

communication skills of pharmacy staff in self care of minor ailments. 
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3.3 Communication and language barrier 

Deficiency in communication could lead to lack of public/patient trust on and adherence to 

the treatment decision. Appropriate communication and education was highlighted by the 

study participants as a vital tool to improve satisfaction and trust about the treatment 

decision of the doctor or the OTC-advice given by the pharmacist. 

Language barriers were identified as one of the factors that hindered the pharmacy 

profession’s ability to apply principles of effective consultations (information gathering, 

advice giving and follow-up) as a standard practice when responding to customer 

requests. This could therefore limit people’s utilisation of the community pharmacy as a 

source of information and health advice. This raises concern about the safety and 

appropriateness of information-gathering and advice-giving for people who visit the 

pharmacy for advice about minor ailments and purchase of non-prescription medicines. 

Oman has a growing population of Non-Arabic speaking (NAS) workforce. Because of the 

shortage of Omani health workforce, the health sector both the government and the 

private are employing overseas health workforce to cover this shortage. In the 

government sector, Omani health workforce represent about more than 70% of the 

pharmacy profession and 40% of the total number of doctors, however, Omanis who are 

working in the private sector are less than two percent. There are no data about the 

nationality or language skills of primary healthcare professionals; until recently when the 

Minister of Health of Oman reported a conference of The World Innovation Summit for 

Health (WISH) in Doha in 2016 that is about “60% of HCPs working in the private sectors 

do not speak Omani patient’s language”.(WISH 2016) This could be higher percentage as 

it does not include the data about the language proficiency of the healthcare workforce 

who are working in the government sector. I am not claiming that all NAS health 

professions have communication barriers with service users because of the language 

barrier, but their communication is likely to be limited especially as there are no standard 
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regulations around the Arabic language proficiency within the MoH, and registration-to 

practice in the country. Although English Language is widely used after Arabic in the 

country, we don’t know to which extent the Omani and other Arabic-speaking citizens 

living in Oman are able to express their symptoms in English.(Ethnologue 2015) 

Several papers addressed the issue of language barriers and strategies to overcome 

language barriers during pharmacy consultation.(Bradshaw et al. 2007, Dilworth et al. 

2009, Chang et al. 2011) although in this study pharmacists are dealing with a small 

group of patients or pharmacy users that do not speak or fluently speak the country’s 

common tongue language e.g. English. In Oman, the situation is different, whereas most 

of healthcare professionals working in the private sector do not speak the common 

language of the country i.e. Arabic. However, this strategy can be valid to this setting; 

examples are to: recruit frontline staff who speaks the patient’s language; translate 

medicines label into patient’s language; provide educational materials/leaflets in multiple 

languages, and use of appropriate interpreting and translation services to maintain 

patient confidentiality. 

Doctors who are working in the public health sector also addressed the importance of 

patient communication for improving patient satisfaction and care. Poor communication 

between the patient and primary healthcare providers were addressed in Abdulhadi et al. 

(2007) study that explored the perception of patients with type two diabetes and the 

primary healthcare providers. The study identified the component of the encounter that 

the patient was not satisfied with, e.g. unfriendly welcoming, one-sided conversation, 

patient not encouraged to ask question. Patients expressed that they would like their GP 

to communicate with them about their conditions.(Abdulhadi et al. 2007) Our study 

showed that similar components were reported by the participants that had a negative 

impact on patient and doctor consultation. Furthermore, we identified some of the 

barriers and work environment that contributed to the poor communication e.g. workload. 
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3.4 Multidisciplinary team and healthcare 

An effective multidisciplinary approach can have a positive impact on the success of the 

service provided. Healthcare interprofessional relationships were highlighted to be 

important for the effectiveness of any service or care provided for the patient. GPs belief 

and attitude could influence the public use of pharmacy for self-medication.(Morris et al. 

2001, Hughes and McCann 2003) GPs who are encouraging and supporting the patient to 

self medicate for minor ailments could direct people to use the community pharmacy to 

purchase over the counter medications. Conversely, GPs who showed more fear that 

patient’s serious illness could be overlooked, showed no preference toward the patients 

consulting the pharmacist for advice on minor ailments. Doctors working in the public 

health scoter were more supportive toward patient self-management of minor ailments 

compared to those who are working in the private sector. This could be related to the 

burden of workload in the government sector that most GPs showed a preference to 

address this issue to have more time to see the critical cases. Whereas in the private 

sector, they may have a concern of profit and business if patient was not utilising their 

services for their minor conditions. 

Although private doctors did not welcome the pharmacist interfering with their prescribing 

practice, the public doctors questioning the reluctance of some of the pharmacy staff to 

practice their role. Therefore the awareness of the GP about the skills and training 

competency of the pharmacy staff can play a role in facilitating the expansion of the 

pharmacy staff role in the primary care.(Hughes and McCann 2003) The setting of the 

public health centre, with having on-site pharmacy, seems to have helped improve the 

collaboration and inter-professional relation between GPs and pharmacy staff. However, 

the community pharmacy staff are finding it difficult to have a good collaboration with the 

physician. 
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This study identified the role of communication and relationships between the patient and 

the healthcare professionals with regard to the self-management of minor ailments.  A 

self-medication practice was observed among the public participants; however, because 

of the lack of support and access to information from the healthcare system, this can 

cause inappropriate or unsafe self care behaviour by the public. Doctors were identified as 

the primary source of health advice on minor ailments. A lack of support from community 

pharmacy limited the public to seek health advice for self-management, which leads to 

utilise the pharmacy to purchase products by name. Improving public and GPs awareness 

of pharmacist’s competency is important if the role of community pharmacy in minor 

ailments is to be enhanced. However, to maintain access to quality healthcare, pharmacy 

practice standards, and regulation has to be reviewed to support them in delivering the 

service and to achieve a standard and high quality of consultation in primary care. 

 

4 Conclusion 

This is the first study in Oman to explore the public attitude toward the primary 

healthcare professionals and the interprofessional relationships. The interprofessional 

collaboration of the multidisciplinary team working in the primary healthcare were found 

to be better recognised in providing better patient care within the government/public 

health sector but very limited in the private sector. in addition, poor understanding of the 

role of the pharmacists and lack of communication are the main barriers to consulting the 

pharmacist for minor ailments. Therefore, more work has to be done in promoting the 

community pharmacy abilities and overcoming the barriers, such as, patient-pharmacist 

communication, advice-giving on minor ailments, professionalism and standard of 

practice. 



Chapter 5: Results 

151 

Chapter 5   Theme 3: system-related factors  

1 Introduction 

System-related factors were found to have an influence on the self care of minor ailments 

by the public. Factors that are related to the setup and practice of the healthcare 

organisations were identified to hinder patients to have an active, self care role.  The 

factors identified in this study are found to be mainly related to: the organisational setting 

and the practice of the health centre, and lack of information and support for both the 

public and healthcare professionals. This was found as a barrier to promote or support 

self care within the primary healthcare in Oman. In this chapter, the factors will be 

explained in detail to provide a better understanding of the current practice and how this 

influenced the management of minor ailments, and hence the utilisation and/or the 

provision of the healthcare services, with regard to self care of minor ailments. 

 

2 Results 

2.1 Organisational setting and practice 

Most healthcare professionals, who are working in the public health sector, reported a 

positive attitude toward supporting the promising of self care of minor ailments to the 

public; they indicated that the majority of patients, who visited them on a normal working 

day could manage their conditions without seeking GP’s advice. However, factors related 

to the structure and procedures of the Omani healthcare system were highlighted as 

barriers to support self care and patient empowerment. 
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2.1.1 Standard of care and role responsibilities  

General practitioners indicated that the variation in practice within one institute influenced 

the patient decision in the management of minor ailments. Although some physicians try 

to educate the people about when it is appropriate to see the doctor when it comes to 

minor ailments. Others do however prescribe unnecessary medicines to ensure patient 

satisfaction. Variation in prescribing practice and treatment decision was addressed as 

one of the challenges that need to be considered to improve the quality or utilisation of 

the health services. 

“ Although 5-10% of the patients they don’t need any medication, only 

health advice of how to prevent, for example AC§ is in every house and we 

misuse it sometimes by both the children or the adults, this causing the 

children to frequently have cold symptoms, but they don’t usually have 

infection, we can’t give cough medicines for one to two years old children, 

and we give Adol® (INN: paracetamol, UAE) even if he does not have 

fever, as analgesic and advise them to give more fluids and warm food.”  

HC GP 23, female 

The prescribing restrictions applied on the national formulary has also limited the 

physicians to apply an evidence medicines based practice in the management of patient’s 

conditions. The general practitioners explained that the restrictions on prescribing some 

of the medicines for the managemnt of minor ailments, limited their ability to effectively 

manage patients’ conditions that are believed to be minor. This, therefore, requires to 

refer patients to the specialised polyclinics, but some patients preferably requesting to 

purchase the medicines from private pharmacies to avoid delays. 

                                                      

§ An abbreviation for “Air Conditioning”, a common term used in the country. 
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“Not to that asset, it could be revised and some medicines added so it can 

reduce a load of referral, also from the point of facilities and instruments 

and the like, there are things can be done at the level of the primary 

healthcare but unfortunately not provided.”  

HC GP 15, male 

“Researcher: Do you feel the system affect your decision of managing 

the patient’s condition, because of the restriction and non-availability of 

medicines?  

Kind of, see for Loratadine, the patient who is going to drive and got a 

runny nose and others, I can’t prescribe a non-sedating one, because 

Chlorpheniramine is a sedative antihistamine, so I can’t prescribe non-

sedating one.  

Researcher: so what do you think? How can this be improved? 

There should be some medication. Even us, the junior and the medical 

officer should be allowed to prescribe, I feel Augmentin® it should be 

prescribed, Loratadine for example, yeah and these are few examples of 

medications right now are not coming on my head, which should be 

allowed.” 

HC GP 29, female  

Although some of the healthcare professionals working in the public-sector indicated that 

they advise the patient to buy the medicine from the private pharmacy to avoid the 

referral process and waiting time, they explained that it is against the regulation of “free 

treatment”. Therefore, they offer this advice for people who are only willing to pay out-of-

pocket. 
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“The system does not allow them to do this kind of practice, if it was 

reported to the ministry, although the physician tries to make it easy for 

the patient to get the medicine, because the patient can go and complain, 

and if the patient demand for that medicine the ministry will question the 

doctor: why you wrote a prescription for non-available medicine? So, he 

should not write that prescription but it depends if the doctor and the 

patient were agreed, if they feel the patient is willing to buy.” 

HC Ph. 4, female 

Having no clear unified understanding or assessment of role responsibilities assigned of 

the healthcare professionals working in primary care premises caused the doctor to be the 

main person responsible for the delivery of patient care. Some tasks, which are identified 

to be the responsibility of the nurse or the pharmacy staff, were found to be delivered by 

the doctor e.g. blood-test collection, medicines counselling. Physicians explained that 

patients were sometimes unnecessarily referred to go back to doctors for health inquiry or 

to get a thorough counselling in medicines that had been prescribed. This could contribute 

to the unnecessary workload and insufficient time of consultation.  

“I once prescribed vaginal pessaries for a patient, and I did not tell her 

how to use it, she went to the pharmacist and once she got in her car she 

opened the box and was surprised and she came back to the pharmacist 

asking him but the pharmacist told the patient: go to the doctor, she will 

explain it for you., so I asked her haven’t the pharmacist explained to 

you? And the pharmacist only told her to take it two times per day, and 

some they also advice if before or after food, that’s it only but in method 

of application not at all.” 

HC GP 8, female 
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In addition, a deficiency in the appropriate allocation of tasks that match the healthcare 

professional’s competency and skills was perceived when interviewing the healthcare 

professionals.  It was also explained by the doctors that initiation of insulin injection or 

asthma inhalers require the doctor to do the required counselling on administration 

technique. General practitioners explained that patients were referred to nurse or the 

health educator for further education on the condition and medicines use. Although 

pharmacy staff are available in every health centre, the doctors did not commonly identify 

their role in patient education. 

“Yes, we do refer the patient, especially in diabetic clinic, we have special 

diabetic nurse, although she is not specialised. In the diabetic centre we 

have specialised nurses, here we have ordinary staff, still senior enough, 

so for example for newly diabetic or the one we start them on heavy 

medication, some need to start on insulin directly, they need to sit with 

them for one hour or two, it is not like I can spend that time with the 

patient, so I tell the nurse this is the medication I am going to put him on, 

to take him and to counsel them.”  

HC GP 19, male 

 

2.1.2 Continuing professional development 

Lack of advanced and trained workforce is a challenge to provide the quality of the care 

aimed for. Healthcare professionals identified the need of training support to effectively 

implement or run any services. Although the examples they gave were not directly related 

to the management of minor ailments, the findings represented that the training provided 

is very limited and is not usually tailored to the individual’s learning needs. A pharmacist, 

working in the public health sector, explained that there is a need for practice-focused 

and pharmacy-related CPD courses rather than a general medical or theory-focused. 
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 “There is no training, ..., we went once for emergency medication for first 

aid, this not for the pharmacist, like they gave us the anatomy of the 

heart, how to manage emergency cases with bradycardia, we are not 

dealing, we are a community pharmacy. They mixed it all together, nurses 

with pharmacists, this course or what they call it this for nurses, that’s ok 

because they are in emergency and working also in hospitals but for us 

they have to do a training of how to deal with OTC medications, the main 

side effects, general things we don’t want to go deep in pharmacology.” 

HC Ph. 7, male 

Most of the training offered for the community pharmacy staff were perceived to be 

product-oriented rather than clinically oriented. 

“Researcher: Do you receive training in the management of common 

conditions for example? 

“Meeting like CME and that, any company related they used to about their 

products, it will be there and some updating if there to update our 

knowledge. There is one workshop by MoH once a year, training for 

private sector only, is about products, they give sessions about the use of 

medicines by the companies.” 

Community Ph. 2, male  

 

2.2 Workload and demand 

The health centre was perceived to be operating as an emergency and walk in centre; in 

addition to the management of other long-term conditions and community services e.g. 

vaccination.  People can visit the health centre anytime during the working hours without 

the need to call the centre for an appointment. However unnecessary access could also 

cause unnecessary burden, in the health sector and doctor’s workload, if there is no 

effective system to manage the daily visits to the doctor. Having the primary health 
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centres as the first and only access point for free treatment; healthcare professionals, 

working in the public health sector, explained that a disagreeable statement from the 

higher authority is given when raising the challenge faced by the health centres staff 

because of workload and public’s attitude in utilising the free service. 

“Well, I mean, ‘we cannot prevent people from coming’ this is the answer 

from them (higher authority); of course, and with other Shura councils** 

who will exacerbate these things, but I think we still need health 

promotion, we should concentrate more on this, because of waiting and as 

a result the waiting time will increase and will affect the serious 

conditions, who are really sick and need attention, they are in the queue.”  

HC GP 18, male 

Workload was identified as a barrier to effective patient-doctor consultation; most of the 

GPs working in the public health sector identified workload and very short consultation 

time as a barrier to providing patient-centered care and/or to provide sufficient 

information on self care. Although it is expected for a GP to have an adequate 

consultation time with the patient 10-15 minutes during their work shift, some GPs, who 

are working in the public health centres, identified that in some areas they would have to 

see more than the average number of patients, which limit the consultation to less than 

10 minutes.  

                                                      

** The Consultative council (Majlis al-Shura) is the lower house of the Council of Oman. It is the only 

legislative body in Oman of which all members are democratically elected. 

(https://www.mofa.gov.om/?p=784&lang=en ) 

https://en.wikipedia.org/wiki/Council_of_Oman
https://www.mofa.gov.om/?p=784&lang=en
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“I used to see 60 - 70 patients during the seven hours shift, so what do 

you think the time you spend with every patient if you were going to see 

70 a day, not a healthy practice, and it was more difficult there (outside 

the city) because the patients does not have his vital measurements taken 

before he sees you, so I have to take this measurement first, blood 

pressure and temperature, and this can take two minutes and then one 

minute only for consultation, for him (the patient) to explain, he needs ten 

minutes, so you do the calculation and this time spent with one patient, 

you could of see two other patients, and patients outside are shouting 

because of waiting. This is one of the reasons that cause problems in the 

centre and does not give you a chance to explain for the patient or think 

correctly.” 

 HC GP 15, male 

This was also reflected when interviewing the public, who showed not being satisfied with 

the public health services and treatment. They highlighted the issue of lack of sufficient 

communication or effective consultation with the GP as the doctors rushing to finish the 

waiting list. Some identified the long waiting time and crowded health centre as a barrier 

to access the free treatment, and consequently showed a preference to use the private 

sector, regardless of the cost. 

 

“Researcher: When you get these symptoms, do you go to the health 

centre to get treatment? 

It depends. Sometimes I do go to the health centre, but if it is crowded, I 

go to the clinic instead.” 

Public 12, female, 45 years old 
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2.2.1 Sick leave 

Frequent requests for medical reports to justify sick leave for working individuals and 

students were identified to encourage the people to unnecessarily using the public health 

sectors. Healthcare professionals working in the public health centres identified that 

although some people were able to handle the symptoms effectively at home they visit 

the doctor just to request a sick leave certificate to justify their absence from work. 

Doctors in the public health centre explained that the systems require the patient or 

patient carer to see the doctor for sick leave if he has to take a day(s) off from work or 

school, they believe that this caused unnecessary load. They explained that they had 

cases that were not requiring to be examined or get a prescription because their 

symptoms were self-limiting and they could handle the condition at home. However, they 

had to visit the doctor if they wanted to get a sick leave certificate. 

“We can say 40% of the patient they are trying to self-manage, now a day 

even the educated mother will say: I give my daughter or son three days 

paracetamol regularly but still the fever there., so they’ll come after three 

days, so some mothers they are educated, but what happen even if they 

have fever they can’t go so they will come for sick leave, if they are 

working or they are students, and like this. So sometimes they are 

coming: doctor I have this medication, but I can’t go because I have a 

fever so I want sick leave.”  

HC GP11, female 

 

2.2.2 Appointment and triage 

It is a challenge for doctors to work in a setting that lack of efficient triage and/or 

appointment system in primary healthcare centres. Although some healthcare 

professionals, who are working in the public health sector, explained that the appointment 
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system was terminated shortly after its implementations in the public health centres; and 

some of them indicated that they continued to apply an appointment system in their 

health centre. Doctors explained that this helped to manage the workload, and seeing a 

manageable number of patients per visit compared to their colleagues who are working in 

an health centers that does not have an appointment system in place. 

 “The average where I work at the moment, I see 30 – 35 patients per 

day and I’ll say around ten of them are trying OTCs or home remedies.  

Researcher: are they considered to cause a load in the health centre? 

Not really at the moment, I’ll not complain about my place at least it is 

better than other places especially the peripheries, in periphery it can be 

60 – 70 patients per doctor, and I see 30-35patients, especially, the 

people in this area are quite well educated.”  

HC GP 19, male  

Nurses working in the public health sectors are responsible for taking the vital 

measurement of the patient on arrival, and patients are usually asked to wait to see the 

doctor after the measurement were taken. The nurses are not providing any advice and 

consultation prior to doctor assessments. Doctors’ working in the public health centres, 

therefore, highlighted the importance of activating the triage system, which will help to 

refer only the critical cases to them. But they explained that lack of trained staff to handle 

the minor illness or cases; and the public may not accept this model of practice, as they 

are not familiar with. This therefore could limit its implementation. 

“To have a triage system we need to train the staff, the staff we have now 

are not trained and to provide a good number of the staff, we need at 

least two staff at a time, appointment system may help a lot as well, the 

reception should have an awareness of what to ask when assessing the 

patient for taking appointment.” 

HC GP 8, female 
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“The ministry is thinking now of nurse practitioner but it’s still not 

established, but our problem is whether the community; are they going to 

accept that, ok this is the problem.” 

HC GP 18, male 

 

2.3 Information and support  

Educating the community about self care to maintain a healthy lifestyle, or self-

management of long-term conditions is one of the main roles of primary healthcare 

system. However, the challenges faced by healthcare professionals limited them from 

practice effectively this approach. Both the public and healthcare professionals identified 

the lack of education support provided to the public if they are going to have an active 

role in self care. People identified that for the individual to take an active role in their 

health they should have a good health knowledge and skills. It was indicated by the study 

participants that it is not advisable for people with the current situation of the lack of 

health education resources and support to be advised on self care. Health education, 

therefore, was identified by the study participants as one of the vital components if a 

change in the attitudes of the public toward the management of minor ailments and 

utilisation of the service. 

“We still need to do more work in health education in our community 

especially because the patient will still run to hospitals for simple things. 

But some people, maybe the highly educated people they know how to 

manage, sometimes they do not show up in the health centre.” 

HC GP 18, male 

People who were found to practice self-medication and use community pharmacy to 

access OTC medicines recognised the importance of having suitable health knowledge for 
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effective and safe self care of minor ailments. They recognised the importance of self-

acquiring of medical information to be able to preform self-medication.  

“I use medicines, but look I don’t recommend anyone to use medicines 

(self-medicate) unless he reads about them, because every medicine that 

you buy has an enclosed leaflet that contains all the information, 

preliminary information, the basic. But I for example in my case, because 

I have a very long medical history of illnesses and so (asthma, glucose 

intolerance), I educate myself because of it, but there are people who are 

not aware of what this medicine is and how it can affect your body?! So I 

don’t advice.” 

Public 2, female, 24 years old 

 

2.3.1 Source of information and advice 

Although public awareness and education about the medication they are taking is 

encouraged, the study showed that people are not obtaining sufficient information from 

healthcare professionals with regards to medicines information and they have to request 

it. Healthcare professionals had positive views toward patients who had an interest in 

getting detailed information about their medicines. However, a lack of providing sufficient 

information by healthcare professionals was reported during the study. Related 

explanations given included: limited consultation time, community pharmacist depends on 

the patient to ask for information; and public pharmacist is assuming that doctor 

explained the necessary information about the medicine.  

Workload and shortage of primary health centre clinical staff were identified as factors 

that contributed to the lack of support provided to patients on health education. 

Healthcare professionals who are working in the public health sectors addressed the 
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challenge they face with the workload and shortage of staff that prevented from providing 

an adequate health education and support for the community. 

“The problem that happens here in the health centre is when we are 

crowded, we have a lot of patients, we can’t give the patient more than 10 

or 15 minutes from our time, so we can discuss about what they have, 

and the treatment what we give, but to give him more about home and 

what will they do, will take more time, so if we have a lot of patients we 

can’t give them this time.” 

HC GP11, female  

“Every time we have an event, we the pharmacy department plan and 

select a topic to talk about in the waiting area, and assign two to three 

days or sometimes a week, but it depends on the circumstances of the 

pharmacy, sometimes we have a shortage of staff, so we discussed this 

idea and we planned for it but we had a shortage and workload.” 

HC Ph. 16, female  

People are commonly consulting the doctor first for assurance on treatment or to clarify 

the accuracy of the information obtained from other resources e.g. internet. The public 

participants indicated that they consider asking the pharmacist if they forgot to ask the 

doctor during the consultation and wanted more information on the medicine prescribed. 

However, most of the public did not recognise the pharmacist as a first access point for 

health-related information or advice on the experienced sign or symptoms. 

“Usually from the physician but the pharmacist gives me information on 

the quantities and doses and the like, but usually from the physician.”  

Public 6, male, 31 years old 
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The community pharmacy can play a vital role in public health and provide advice on self 

care, but they were found to have a limited or absence involvement toward public 

national awareness campaign or activities. However, most community pharmacy staff did 

not acknowledge the importance of their involvement in public health and, therefore, 

directed their suggestions to MoH for consideration. 

“What I know, the awareness we can do if a diabetic patient came we used 

to advise them and to teach their children don’t take for them Pepsi, fast 

food and junk food, better asks them to avoid. So just to the maximum we 

are doing but government sector they do something in their language, 

MoH, something related to the medicine they are doing, big posters, how 

to get medicines or all, but event particularly for diabetes I think now 

issuing machines for free I think, bBut service they are doing, even how to 

prevent diabetes they have to do some big change otherwise it will be 

very difficult.” 

Community Ph. 2, male  

“I think one special training was there for remembering there were one 

training by the ministry, nutritional education for the patient; and I think 

every diabetic patient he knows very well what to take and what not to 

take. Only for those who are asking for weight reduction tablets I am 

offering some tablets we have and some advices.” 

Community Ph. 3, female 

People were perceived to commonly consult their relatives on their symptoms. Although 

most of them are consulting their relatives e.g. the mother on the use of treatment, few 

indicated that they consult a relative who are a healthcare professional. 

“My sister is a nurse, and sometimes I ask her about medicines, ..., I 

usually don’t consult her a lot, but, if someone advised me to take a 

certain medicine, I call her and ask her opinion.” 

Public 17, male, 33 years old 
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Public participants commonly acknowledged the use of internet and social media to access 

health information. They explained that they use the internet -when the information 

provided by the healthcare professionals was not sufficient- to check the symptoms, a 

recommended treatment for their condition, or to get further information on the 

prescribed medicines. 

“If the doctor has prescribed the medicine, then I’ll ask him. Otherwise, I 

read about the medicine on the internet and its advantages and 

disadvantages. If I noticed that it has lots of side effects, I don’t take it. I 

ask the doctor about it.” 

Public 18, male, 62 years old 

They also explained that they randomly search for information on “google”, and compare 

the resources to assess the reliability of the information obtained. Unavailability of 

sufficient or appropriate Arabic resource led them to translate and/or compare the Arabic 

information with other English electronic resources. 

“When I search for medical information I look for more than one resource. 

If the information is consistent in multiple resources than I assume that it 

is right; otherwise I don’t rely on it, …, I search from Google, but I prefer 

Arabic because I am not much familiar with the English medical terms. I 

sometimes use the English resources for comparisons. I translate them 

using Google Translate.” 

Public 17, male, 33 years old 

A member of the public explained that he prefers to access for health information from a 

professional social media as the information provided is presented in a convenient 

approach for the public. 
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“The most resource I follow is in a Facebook by a site called “every day a 

health information", it is a reliable site as I think and all its information are 

reasonable. This site is on Facebook, YouTube and Instagram, but I follow 

them more at Facebook while I am viewing or reading the news you find 

them offering a new health information, and what is nice about them that 

they do not present them as long articles, no, all the information takes 

only few seconds from you, it is illustrated sentences, which makes you 

like it.” 

Public 1, male, 28 years old 

Both the public and healthcare professionals identified the need for the use of the media 

or social media, they believed that it could have a better outcome. This identified the 

need to review the current strategies used for health education. 

 

2.3.2 Education and health literacy  

Some member of the public believed that any layperson can’t self-manage their condition 

and purchase an OTC from the pharmacy without having some sort of knowledge about 

the medicine they are going to use. Although lay people can be educated to improve their 

health literacy, a public participant believed that only individual with background on 

medical education can handle their minor symptoms without consulting the doctors. 

“It depends on the person, maybe this person studied nursing, he/she 

know his condition and how to evaluate it, and therefore get the medicines 

from the pharmacy, I observed this attitude when I am in the pharmacy 

collecting my medicines, a person entered the pharmacy: I want this and 

this., and just pay, he knows what he wants, definitely he has background 

knowledge, maybe he studied nursing.” 

Public 04, male, 30 years old  
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There were varied opinions about how the education level of the patient helped in the 

health communication.  Some of the healthcare professionals identified that having an 

educated young generation helped to improve the people’s ability in managing their 

condition. They explained that educated people are approachable when discussing with 

them the treatment decision. 

“In {Health Centre} it is not that busy, here is more, few educated people 

here I think. They should know that they don’t need to see the doctor 

every time.” 

HC Ph. 22, female  

“People were not aware, but education only, because they have been 

educated, education is making so much of differences there in the society 

due to education, both girls and the boys, they are all getting educated 

and that is definitely creating the differences and change, they know but 

previously it is not like that, previously they just take and they don’t 

know.” 

Private GP 30, female 

Conversely, other healthcare professionals found that sometimes it is hard to deal with 

the educated patient.  Some doctors indicated that it is hard sometimes to explain to the 

patient that the information patient read or the treatment he is expecting is not relevant 

to his case. healthcare professionals identified that people are changing; their education 

is advanced compared to the older generation. However, they explained that some 

individuals lack the ability to interpret information appropriately, and therefore could have 

negative impact on patient and doctor relationship when patients incorrectly processing 

the information he obtained online. This highlighted the need for providing a source of 

reliable and understandable information to support patients in self care of minor ailments. 

Some doctors working in the public health sector explained that the current available 

health information does not fulfil the need for exercising self care of minor ailments.  
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“Different bodies should be involved; most of this generation is educated, 

rarely do you see someone not educated because present generation is 

after the 70s, so most of them are already educated. But the problem is 

they don’t have enough information about the health condition, so 

although they are educated they are not looking for health knowledge, just 

they have a general knowledge. We don’t also have programmes in media 

for public awareness on minor conditions; most of the medical awareness 

programmes available are of cancer, heart disease, urine disease, not 

focusing on simple conditions.” 

HC GP 8, female 

Poor health literacy could influence how people process the obtained information to make 

an appropriate and safe decision. A community pharmacist also explained that reports of 

a labelling error on a paracetamol pack and releasing product recall via the media 

resulted in people avoiding buying the product, assuming it could harm the child. 

“Panadol® syrup was stopped for sometimes because of error in Arabic 

instruction, and after that,  people are not given importance for this syrup 

or showing interest even there was no problem in the product only in the 

Arabic label, and not in the medicine; they don’t show interest in it and go 

for other products, it was stopped for sometimes, you know, and it’s 

affecting the sale of the product. Sometimes we explain to them it’s only 

the label in Arabic not the product itself and some of them accept and 

some do not.” 

Community Ph. 24, female   
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3 Discussion  

3.1 Organisational setting and practice 

Self care cannot be effectively promoted as integral part in the primary healthcare system 

without an explicit policy and strategy. The findings of this study have shown 

organisational setting and practice is one of the important factors to promote and support 

patients to self care.  It also has shown that variation in the practice between the two 

health sectors result in some people, in some occasions, have a preference to access 

private healthcare services, regardless of being medically insured. While some 

participants acknowledged the quality of the care in the public health sector, they justified 

the utilisation of private sector for getting fast access to desired treatment and avoid the 

delays of accessing the specialised care services. They explained that fast treatment is 

usually easy to obtain from the private sector e.g. injection, antibiotic or advanced 

intervention (discussed earlier in chapter 3). The public preference of utilising the private 

sector could help in reducing the unnecessary load on the government sector, and it 

worth considering how to direct the patient to utilise the community pharmacy for advice 

on minor ailments, especially for those who are willing to pay out-of-pocket for fast 

access to advice on minor ailments. 

3.1.1 Standard of care and role responsibilities 

Another significant finding that needs to be addressed by the relevant organisations is to 

close the gap in the clinical practice between the two sectors which lead to overtreatment 

or over diagnosis of minor ailments in the private sectors, and consequently reflect on 

people’s attitudes about the quality of care and hence irrational use of the health services. 

Lack of clinical guidelines for some conditions and poor enforcement of the existing 

national guidelines is one of the factors contributed to this difference in practice. In 

addition, the restriction applied in the public health centre formularies limited the GPs 

from practicing evidence-based medicine. In this study, the GPs explained that some 
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medicines are not available in the primary health centres and therefore patients need to 

be referred to a specialised polyclinic, e.g. prescribing of non-sedating antihistamine; or it 

is restricted to be prescribed by the family medicine physicians only, e.g. prescribing of 

Augmentin preparations. A recent study exploring the prescribing and utilisation of 

NSAIDs in primary health centres in Oman showed that there are no guidelines or 

protocols for the prescribing of the NSAIDs. The study also indicated that topical NSAIDs 

are not available in the government formulary, and COX-2 products were classified as 

restricted medicines items. This was believed to limit the provision of optimum patient 

care.(Al-Shidhani et al. 2015) In reviewing the Oman National Formulary (ONF) for the 

MoH health institutions, it was found that medicines which are available as OTC in the 

Omani private community pharmacy are classified as restricted items in the ONF, 

examples are loratadine, cetirizine, and wart preparation.(ONF 2016) 

 

3.2 Workload and demand 

The health centre is perceived to operate as a walk-in centre; people can visit the health 

centre anytime during the working hours without the need to call the centre for an 

appointment. Although the receptionists usually advise the patient who does not seem to 

be urgent/critical cases to come in different time of the day when it is less busy, they 

can’t send the patient back if they walked into the health centre to see the doctor.  

Furthermore, the receptionist is usually not sufficiently trained to assess the case if it is 

an emergency or not, they only have an administration role, therefore it is hard to make 

an appropriate decision if a patient called asking for an urgent appointment. They are 

only offering advice if a patient asked for better timing to see the doctor. 

Shortage of workforce will continue to be a challenge in the healthcare system worldwide. 

Therefore, it is important to find a solution for maintaining the accessibility of the public 
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to the care needed at lower cost.  It will be challenging for the system to function 

effectively with the continued increase in demand by the community, deficiency of 

resources and/or effective model of care. The health system in Oman still recognises the 

doctors as the main provider of the primary healthcare, with a limited utilisation of the 

other healthcare professional staff. However, the findings of this study identified that the 

workload of the doctors had a negative effect on the sufficiency of the consultation and 

patient’s satisfaction. This hinders the provision of “patient-centred care”, and adequate 

information to empower patients’ role in self care and self-management of minor 

ailments. This situation needs to be improved as the Omani population is growing and the 

demand in the public health sector is experiencing ongoing pressure. Promoting the 

concept of self care will help in maintaining the sustainability and the accessibility of the 

health system. In addition, enhancing the interprofessional collaborative care could 

improve the delivery and quality of the primary healthcare. This is important especially in 

the current economic situation of the country whereas the drop in the oil price has 

strained the expenditure on the community services including healthcare. 

The healthcare professionals clarified that there is a variation in doctors’ workload among 

different health centres and even between doctors working in the same health centre. 

This variation was explained to be correlated to (i) the patient’s educational level, (ii) 

population density in the area that the health centre is located in, (iii) the speciality title 

of the doctors (GP or Family Medicine), (iv) role responsibilities and tasks of the staff, or 

(v) functioning of an appointment system. This study highlighted the gaps to improve the 

system and how this may be achieved. A different approach that can be considered to 

control the access of the unnecessary cases to see the GP that includes, for example: 

reviewing the appointment system, reviewing the sick leave regulation and enhancing the 

interprofessional or multidisciplinary-team care. 

 



Chapter 5: Results 

172 

3.2.1 Sick leave 

Self-certification of absence is not commonly accepted; thus, a burden is placed on the 

primary healthcare doctors to issue certified sick leave to approve the individual absence 

from work/school. “Sickness of sick leave” was highlighted by the Minister of Health as it 

is causing a burden on the health system, and identifying a misuse behaviour of people 

accessing the healthcare services to obtain false sick leave.(Times of Oman 2014, WISH 

Qatar 2016) A recent study published in 2015 investigated the issuing of sick leave 

certificates in four of the health centres within one district located in the Governorate of 

Muscat.(A’Rashdy et al. 2015) It found that 1 in 7 consultations ended with sick leave 

certification; young people and males are the ones most frequently obtaining sick leave 

certificates; and acute respiratory tract infection was the most frequent diagnosis. The 

healthcare professionals believed that the need of obtaining sick leave from the doctor 

would not stop the people from seeing the doctor even if they advised them on self care. 

Communication between the relevant government departments to better address this 

problem and improve the system is recommended. This will help to reduce the 

unnecessary visit to the doctor clinics. 

 

3.3 Information and support 

Lack of health literacy and health education were identified as factors that influenced the 

self care of minor ailments. Patient health education was identified to be important if the 

patient needs to take more active role on their own health and management of their 

illness. Although the Ministry of Health is trying to provide the essential support to the 

community through health education and providing written information, it was perceived 

that patient is educated through the traditional approach, and not tailored to their 

individual needs; in other words, the information available is providing general 

information about a disease and/or general health topic. It does not provide information 
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in a way to direct or support the patient in taking a decision or promote self care.  Also, 

most of the resources available were not related or provide adequate information on the 

self care of minor ailments.(MoH 2015b) 

The internet was identified as one of the main source for medical information. Both the 

public and healthcare professionals explained that the internet was used to look for 

medical information. With the lack of a national website for medical information people 

usually tend to search randomly for information through a search engine such as 

“Google”, that yield sources from different countries websites and sometimes in non-

Arabic languages. People’s inability in searching skills might lead them to look at lay 

health advice available online from the community forums; or at health information from 

websites which are not usually peer reviewed and might be poor, wrong or out-of-date.  

Better patient-professional communication and provision of health education are vital 

components in improving self care of minor ailments. Unfortunately, most of the people 

interviewed did not identify the healthcare professionals as the first source of information, 

but they tended to consult the doctor or the pharmacy staff on information they read 

about on the internet e.g. on symptoms and diagnosis, or medicines information. 

However, a recent survey by Flaiti et al. (2014) indicated that Omani university students 

identified the pharmacist as the main source of information for self-medication followed 

by other healthcare professionals; relatives and friends; medicine labels or patient 

information leaflets (PIL); and lastly traditional healers. In addition, the majority indicated 

that the reason of self-medication is that they are familiar with the medicine as they had 

prior experience of using it. However, the study did not compare the attitudes of the 

students who are studying medical subjects (pharmacy and medicine) to those who are 

studying different non-medical subjects toward self-medication and sources of 

information. The “internet or social media” or “other” was not included as one of the 

options under the sources of information. 
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In this study, the public also identified a lack of health information provided to support 

them in their management of their health or medical conditions. They identified the 

necessity for the availability of better information channel to provide them with the 

information they need to make a better decision in the management of their common 

symptoms and conditions. They therefore indicated the need for the health authority to 

take the initiative to provide them with a portal for easy access to reliable information. 

Some showed a preference for social media, whereas others for TV or radio. Rarely people 

recommended getting written information i.e. leaflets. This could be because of more of 

the young and the educated generation find the use of social media much easier and 

more accessible compared to written paper materials. GP’s workload and communication 

barriers, which were identified in this study e.g. workload, clear responsibilities and 

language barriers, could have contributed to people’s inability to access the healthcare 

professionals for health information. Mass media could be a useful health information 

channel to promote public health and therefore can have an important role in the 

utilisation of health services.(Grilli et al. 2002, Brinn et al. 2010) 

 

4 Conclusion 

Theese findings of this study highlight the system barriers that strict the promotion of self 

care of minor ailments in Oman. It has also provided a better understanding of what need 

to be considered by the related departments to support the people in self care of minor 

ailments. The participants also suggested some of the educational intervention that they 

prefer for obtaining the required information to support them in self care of minor 

ailments.  This therefore can be communicated to the responsible authority or bodies to 

consider when developing and delivering the materials for the public health education. 
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Chapter 6  Summary discussion and conclusion 

1 Key findings 

This research identified three conceptual levels of factors that influence the self care 

activities in Oman. These interrelated factors are summarised into individual factors, 

communication and relationships factors, and system-related factors, (see Figure 13, 

chapter 3). Therefore, it is important to advocate and recommend interventions at these 

three levels if self care of minor ailments is to be developed in the Omani healthcare 

system. In my view, these three main themes represent multi-layered socio-cultural and 

environment factors that could influence the illness behaviour of the studied context and 

the utilisation of the health services for the management of minor ailments, i.e. directly 

via individual beliefs, or indirectly by system factors. This developed framework could 

help in adapting a comprehensive approach to effectively address the related factors for 

optimising the self care of minor ailments and improve utilisation of healthcare services. 

 

1.1 Individual factors, knowledge, and beliefs 

“Illness behaviour is a normative experience governed by cultural rules”, therefore we 

should expect that there could be marked cross-cultural and historical variation in how 

the disease is defined and coped with.(Kleinman et al. 1978)  The cultural beliefs were 

found to shape the patient explanatory behaviour when responding to their illness. 

Kleinman et.al. (1978) explained that there are two models to explain the clinical 

phenomena: patient model and doctor model. Although the doctor model tends towards 

the biomedical version of understanding the illness or disease, the patient model 

represents their cultural belief in describing the illness. It is important for the doctor to be 

explicit and understand the patient model of illness/ disease for better management. This 

cannot be achieved without the doctor effectively communicating with the patient to 
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identify any discrepancies and try to solve them through negotiation and patient centered 

care. This was found to be lacking in the Omani health system as discussed in chapter 4. 

Illness behaviour is a product of culture and social structure. People build their knowledge 

about coping with and managing their symptoms constructed on previous experience and 

advice received. Individual behaviour is difficult to explain, it is a complex interaction of 

factors and beliefs that structure individuals action. Identifying the influencing factors 

could help to develop a behaviour intervention to improve patient health. 

1.1.1 The public beliefs  

The role of culture in the understanding of illness/disease could influence patient attitude 

in responding to illness. This study findings showed a major role of individual’s belief in 

responding to minor ailments. Understanding of patient beliefs could help to predict the 

patient health behaviours and consequently improve their behaviours for better health 

outcomes and use of the health services. There are different models of health behaviours 

that can explain the individual predisposed characteristics and perception. Theories can 

be used for developing interventions designed to change behaviour and finally describes 

research examining the longer-term maintenance of behavioural change. (Ogden 2007) 

Revisiting the behaviour models, three models were identified that could explain the self 

care behaviour of the studied context in this research. Namely: (i) Health Belief Model 

(Kirscht 1974, Rosenstock et al. 1988), (ii) Common Sense Model of Self-Regulation of 

Health and Illness (Leventhal et al. 2012) and (iii) Andersen’s Behavioural Model of Health 

Services (Andersen 1995). A recent study by Porteous et al. (2015) looked at the 

application of Andersen’s Behavioural Model of Health Services to explain people’s actions 

in self care of minor ailments. The study concluded that this model could be relevant to 

understand self care behaviour as well as the use of the informal system. The aim of the 

study was to identify the factors influencing the self care of minor ailments for better 

utilisation of the primary care services. As individual beliefs were found to be one of the 
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main factors, it may be worth reviewing the existing health models and populate the 

findings in the health psychology models for better understanding of illness behaviour and 

for recommending future interventions. Theory-based intervention and further 

quantitative research on lay beliefs will help to explain the Omani public health-related 

behaviour in more structured models, and to develop methods to promote and measure 

changes. 

1.1.2 Healthcare professional knowledge and attitudes 

This study also identified the importance of assessing the clinical knowledge of the 

healthcare professionals that could have influenced people’s behaviour in the 

management of minor ailments and the utilisation of health services, as non-evidence-

based clinical practice and advice was reported during interviewing the study participants, 

e.g. requirement of antibiotics for the treatment of a common cold. Factors identified that 

could contribute to poor quality of the clinical judgement are (i) lack of training or 

educational programme for the health workforce to develop their professional 

competency, (ii) lack of clinical guidelines or enforcement of regulation to maintain a 

consistent and up to date clinical practice. This will be discussed further under the 

system-related factors. 

 

1.2 Communication and relationship factors 

Patient and healthcare professional’s relationship are important in patient illness 

behaviour; and health providers should make their own effort to socialise and manage 

utilisation behaviour of the health services by the patients. Lack of effective 

communication between patients and the healthcare professionals had been perceived in 

this study to be one of the factors associated with the patient developing a coping 

behaviour that could not be rational in most of the cases e.g. need of injection for fast 
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relief of a common cold or flu symptoms. As reported by some of the study participants, 

the doctor who managed to have a better communication and establish a good 

relationship with the patient to address their concerns managed to educate the people on 

the appropriate management of their minor ailments and gain their satisfaction although 

the desired medication was not supplied e.g. an antibiotic. 

In order to overcome cultural beliefs and help patients to adhere to their clinical 

interventions and advice, healthcare professionals need to find the discrepancies between 

them and the patient with regard to their expectations, understanding of the illness and 

expected treatment, which is identified as patient-centred care in the modern model of 

care. This cannot be achieved without establishing a good relationship with the patient 

and having effective communication during the consultation. Unfortunately, this was 

found to be lacking in the studied context. Identifying poor communication between the 

patient and the doctor was one of the reasons for not having an effective or appropriate 

consultation. Therefore, part of improving people’s understanding of clinical realities and 

changing their behaviour in handling minor ailments requires establishing good 

relationships and better communication with patients. Although the diagnosis of the 

common cold and other minor ailments could be easy to differentiate and make, it is 

important that the doctor explores why the patient decided to consult the doctor for the 

presented symptoms. This could help in clearing up the patient concerns and to arrive at 

an agreement toward the treatment decision for the patient to understand and 

satisfactorily adhere to. Making the patient leave the clinic without clarifying their 

concerns and fears could lead the patient to not comply with the treatment and change 

the dosage instruction (Interview 14, an example of the antibiotic case, discussed under 

attitude to antibiotic section 3.4.4). Furthermore, this could cause the patient to 

unnecessarily return to the doctor or seek the advice of a different doctor for the same 

symptoms or illness that are, in most of the cases are self-limiting and could of have been 

managed successfully by the patient at home.  
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1.2.1 Barriers to patient-HCP communication 

Communication is a vital component in consultations; and deficiency in health 

communication could lead to lack of patient trust in the treatment decision and or in 

complying with the medical advice given. In this study language barriers were identified 

to critically limit the communication between the Arabic-speaking patient and non-Arabic 

speaking healthcare professional. This raised concerns about the appropriateness of 

advice given on minor ailments, that could also extend to affect the advice provided on 

administration of medicines for long-term conditions, by non-Arabic speaking pharmacy 

profession and other healthcare professionals. In addition, having workforce from a 

different country and cultural background, will also raise the concern of differences in 

culture and could contribute to cross-cultural language barrier. 

Previous studies addressed the issue of language barrier and strategies that can be used 

to overcome language barrier during pharmacy consultations. (Bradshaw et al., 2007, 

Dilworth et al., 2009, Chang et al., 2011) Although in these studies pharmacists are 

dealing with a small group of patients or pharmacy users that do not speak or fluently 

speak the country’s common tongue language e.g. English. In Oman, the situation is 

different, whereas most of healthcare professionals working in the private sector do not 

speak Arabic, the common language of the country.  However, this intervention can be 

valid and can be considered for the Omani setting, examples are: (i) recruit staff who 

speaks the patient’s language, (ii) translate medicines label into patient’s language, ( iii) 

provide educational materials/leaflets in multiple languages that commonly used in the 

country, (iv) provide official interpreting and translation services to maintain patient 

confidentiality, (v) provide training on cross-cultural communication skills. It is worth 

noting that at the time of writing this study, prescribed medicines that are dispensed by 

the community pharmacy are rarely labeled as per the minimum labeling standard 

recommended in the international guideline of good pharmacy practice.(FIP 2001) 
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1.2.2 Self care and patient empowerment  

Recognising the patient as an active partner in healthcare is important for successful 

treatment and effective self care. People should be empowered and supported to 

effectively respond to acute or minor conditions to reduce the irrational use of the health 

services, as people tend to attend the doctors and/or accident and emergency department 

to get immediate care. Educating and supporting individuals to apply some self care 

strategies may be sufficient to manage the condition and make a doctor’s appointment for 

follow-up if necessary. Health communication is important to support the active patient in 

self care and use of OTC medicines for treating minor ailments. Patient autonomy and 

empowerment is a principle value in the professionalism of healthcare providers and 

advocated in the new model of healthcare worldwide. The patient-centered approach was 

found to be lacking in the primary care practice in the Omani health system, which leads 

to the patient management to be condition oriented rather than patient-centred, and 

consequently patient dissatisfaction, as was reported by some of the public interviewees. 

The public explained their desire to have more active role in their own health, and the 

doctor to spend more time to discuss their concerns and provide more health information. 

However, it was perceived that some of the healthcare professionals behaved in a way 

that made the patient accept the medical decision without providing sufficient or the right 

information that enables them to be involved in the clinical decision or even to gain the 

understanding that is required for them to adhere to their treatment plan. Some people 

reported that they did not know why or what the medicines were prescribed for them or 

even if it is a single course of treatment or if the follow-up is required. Therefore, more 

work has to be done to improve the concept of patient autonomy in the Omani health 

practice and education. 
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1.3 System-related factors 

The access to health services were maintained for all by developing a primary healthcare 

service that is easy to be reached as a first point of care for all the citizens of the country. 

The government managed to fulfil the WHO-Alma-Ata recommendation by having an 

accessible and reachable primary health services.(WHO 1978) The main challenge facing 

the government is to provide a cost effective and high-quality healthcare services to the 

Omani public. Therefore, the government extended the role of the primary care sector 

and shifted the management of long-term, non-communicable morbidities to the primary 

care health clinics for better utilisation of the secondary care hospitals. However, the 

shortage of trained GPs and the constraints of the health budget are on-going challenges 

in the primary healthcare sector.(MoH 2014) 

The public primary healthcare sector was designed as the gatekeeper to the required 

secondary or advanced healthcare intervention by visiting GPs as a referral pathway to 

secondary care. Hence, seeing a GP is the only route to access free clinical management 

or health advice by the public for any health-related concern. This caused a high and 

unmanageable load on the operation of the health centres that forced the government to 

initiate a nominal registration and visit fees which slightly helped to reduce the number of 

irrational visits.(MoH 2014) However, this is not a long-term-effect solution; and irrational 

or unnecessary visits to the health centres are still causing a substantial concern as 

reported by the health professionals in this study. Reviewing and addressing the system-

related factors identified in this study could help in identifying more related strategies to 

improve the utilisation and delivery of the free healthcare services, and consequently 

maintain the sustainability and accessibility without compensating the quality of the 

services provided. The study identified system-related factors that could be a barrier in 

delivering an optimum patient care in the primary care sector; this could be considered by 

the decision makers for better delivery of patient care. The main challenges that had been 

identified in this study are as follows: 
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1.3.1 Regulations, guidelines and professional competency 

System-related factors that influenced the management of minor ailments in the primary 

care sector need to be seriously considered by the relevant parties to improve the 

delivery of the healthcare services in the country. The regulation of obtaining certification 

for a short sick leave for a patient with minor illness to guarantee absence from work or 

school needs to be reviewed by the related authorities e.g. Ministry of Civil Services 

and/or Ministry of Manpower. The current regulation does not effectively prevent some of 

the individuals from abusing the certified sick leaves regulation, which raises the 

suggestion of the need of different regulatory interventions that help to reduce the 

unnecessary visits and empowering patient’s self care without threaten their job security. 

Self certification for short absences would be one way forward.(GOV.UK undated) 

Lack of national clinical guidelines and poor enforcement of regulations has had a 

negative impact on the delivery of healthcare services to the community. Apparent 

variation in the clinical practice of the physicians within one sector or between the two 

different sectors i.e. the private and the government, in the management of the minor 

illness, has influenced the health seeking behaviour of the public in a way that has 

contributed to misuse of the healthcare services. Over treating minor ailments has 

become a common practice and a “win-win situation” in some cases when the patient is 

satisfied to obtain their desired treatment and also for the private sector physicians who 

are working in for profit-heath-organisation. Lack of monitoring of the prescribing 

attitudes and poor documentation of dispensing practices in the private sector should be 

seriously considered by the health authority.(Al Shahaibi et al. 2012) 

A restricted and very limited formulary rule were applied in the public primary healthcare 

sector as a procedure for reducing irrational prescribing by the GPs and reducing waste 

and unnecessary cost. Although, this helped in limiting the irrational prescribing of some 

medicines, it was found to limit the GPs in making effective and adequate treatment 
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decisions. Evidence collected indicated that the numbers of the medicines that are 

restricted or not available in primary care formulary are essential for the management of 

some of the minor ailments presented.(MoH 2009b, Al-Shidhani et al. 2015, ONF 2016) 

Some of the restricted items in the public primary health centres were found to be 

classified as over the counter in other countries. Although the patient could buy them 

without prescription from a private pharmacy, The MoH discourages to advice the public 

on self-purchase as it is against the policy of providing free healthcare for the Omani 

people. As a result, patients have to be referred to a secondary polyclinic to be assessed 

by a specialised physician to receive these medicines on free prescription in Oman e.g. 

treatment for allergic rhinitis. On the other side, physicians who are working in the private 

sector can easily prescribe most of the national formulary medicines, and therefore 

patients can obtain many of these medicines from the first consultation. This variation in 

practice and the management of minor ailments has lead the patients to question the 

competency of the GPs working in the public health sector and/or the appropriateness of 

the treatment received. This therefore needs to be reviewed to reduce the variation in 

clinical practice and improve evidence-based-medicine prescribing. 

There is also a need to review the role responsibilities of the healthcare professionals in 

providing care to patients. For example, medicines counselling of some medicines was 

reported to be the role of the GPs, and pharmacists sometimes do not provide appropriate 

counselling on medicines administration assuming that the GP has already educated the 

patient (chapter 5, section 2.1.1). Furthermore, it may be worth considering restructuring 

the delivery of healthcare in the public health sector by supporting a multidisciplinary 

approach and improving the utilisation of the under used skills and competencies of other 

healthcare professionals who are available in the health centre, and allowing the GPs to 

see the cases that critically need medical intervention. Although in the current practice, 

every patient sees a nurse prior to GP consultation for taking vital measurements and 

patient details e.g. weight, the nurses input is very limited and nurses cannot directly 

refer minor ailment cases to the pharmacy to collect OTC medicines without consulting 
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the doctor first. There are rooms for improving the operation of the primary care sector to 

enhance the clinical role of the onsite community pharmacy in the management of minor 

ailment cases. Therefore, providing continuous professional development training; and 

task allocation between the multidisciplinary team who are working in the primary sector 

need to be taken into consideration. 

The country is recruiting the healthcare workforce from different countries to overcome 

the shortage of a national healthcare workforce.  In addition to the lack or absence of 

clinical guidelines and evidence-based-resources, this could have an impact on clinical 

practice as they have different educational background and are used to different clinical 

practices that do not concur with the Omani health system or regulations. Therefore, it is 

important for the non-national healthcare workforce to receive the required training and 

support to be able to apply the national guidelines and regulation in their clinical practice. 

Continuing Professional Development (CPD) became mandatory to renew the practice 

licence of the non-national healthcare workforce working in Oman. However, until this 

time, there is no evidence - to my knowledge - that it is strictly implemented for all the 

healthcare professionals to maintain their practice rights. This could be because of the 

scarcity of CPD events to meet the required points, as some participants highlighted their 

desire to have more support to improve their professional competency. It could also be 

due to poor enforcement of regulation, appropriateness of the training provided to meet 

the needs of the individual staff and their clinical practice. 

Health-related educational and training organisations could have a role in developing the 

training needs and support for the primary healthcare professionals, including the 

pharmacy staff, to improve their role in supporting the public on self care and self-

medication. In Oman, the number of educational institutes to provide specialised training 

or continuing education for the healthcare professionals is very limited. The Oman 

medical speciality board (OMSB) are responsible for the learning and development of the 

healthcare professionals in the country, (discussed earlier in chapter 1, section 3.3.5). 
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However, a well-structured and developed graduate training and CPD programmes are 

currently limited to meet the needs of the physicians working in the government health 

sector.  There is a need for independent organisations or institutes to be able to provide 

the training and support for other healthcare professionals and meets the needs of those 

who are working in the government and private sectors. 

1.3.2 Health information, health literacy, and self care 

Health literacy is important to support the public understanding of their symptoms and 

enhance their self care role for effective and safe practice of self care. Review of literature 

showed that low health literacy is associated with poor health outcomes and poor 

utilisation of healthcare services. (DeWalt et al. 2004, Berkman et al. 2011) Consumer 

health-related information is an important component of responsible self-medication, and 

health institutions and organisations in society are responsible for facilitating this by 

providing adequate health communication and the necessary support to promote self 

care. (Parker 2006) This factor was found to be significantly lacking in the Omani health 

system with regards to providing health information that enabled patients to self-manage 

their conditions, as per the health communication barriers discussed earlier. Healthcare 

professionals, therefore, require identifying the consumer information needs to be 

addressed during a consultation or to be provided in a written format. People who were 

not satisfied with the health information during the consultation visit, indicated that they 

will use the internet in seeking for further health information for better understanding of 

their condition or of the medicines prescribed. This caused some to struggle with the 

amount of information found which is not tailored to their needs. Poor health literacy 

could also contribute to the participants lacking the skills to process the obtained 

materials and make a rational judgment; for example, the case that was reported in this 

study of a pharmacy customer selecting a medicine brand with a patient information 

leaflet that has less mentioned side effects, although the other brand has same active 

ingredients. Also, those who cannot differentiate between the medicine side effects and 
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the harmful effects and are trying to take lower dose or shorter duration believing this 

could help in reducing the risk of adverse effects. 

Health literacy of the public and patients is important for empowerment. It is important 

for patients to have good health knowledge and understanding if they are to be involved 

in their own healthcare. Although, health literacy and patient empowerment are 

interlinked they are different concepts. Schulz and Nakamoto (2013) explained that it is 

important for patients to have both high empowerment and high health literacy for 

effective and safe self care behaviour. Mismatch of the two concepts could make the 

patient take a dangerous decision if he/she is empowered but lacking in health literacy. 

On the other side, highly literate patients who are lacking in empowerment may choose to 

be highly dependent on health professionals, for example unnecessarily utilising 

healthcare services for advice on self-limiting conditions. This could explain the behaviour 

of some study participants who would like to be more responsible for their own health but 

were struggling because of the lack of support they received to empower their self care 

attitudes, and were dissatisfied with the experience of the lack of communication between 

them and their physician or the pharmacist. 

As the department of education and information under the Ministry of Health is 

responsible for the public awareness and development of the information materials for the 

community. The findings of this study could help them in developing new health 

information resources that meet patient needs. The study data showed that people lack 

the essential knowledge to understand the symptoms of minor ailments and the 

information they need to make an appropriate decision to access the health services e.g. 

alarm symptoms. Healthcare professionals reported that the health information leaflets 

produced by the Ministry of Health need to be revised and updated to support patients in 

self care of minor ailments.  
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Therefore, cooperation between the clinical staff is required to develop materials that are 

evidence-based and provide more information about self-medication and management of 

minor ailments. Although there are a lot of materials available on the Ministry of Health 

portal for public awareness, it was not commonly accessed by the community. This could 

be because there is no direct link to access these materials by the patient, therefore 

developing a direct link accessible for the public through search engines or develop this 

material into a format that can be easily disseminated via social media could help the 

public to access the local health information easily. 

 

2 Strengths and limitations 

This is to my knowledge the first study to explore the concept of self care of minor 

ailments and how it is practised in Oman. It is also the first study to provide a better 

understanding of individual illness behaviour and how individual beliefs influence their 

response in handling the symptoms and consequently the utilisation of the healthcare 

services in Oman. Identifying and understanding the three main interrelated factors found 

in this study helped in forming a conceptual model for future research and interventions 

to improve the practice of the pharmacists and patient care in the primary care sectors. 

Qualitative exploratory research is useful to gain familiarity with a phenomenon or a 

setting that has not been studied clearly or precisely. This will help to provide a significant 

insight and understanding of the current situation and guide in developing a more precise 

problem or hypothesis to be studied in the future. In qualitative study, the researcher is 

the research tool, this usually raises the criticism of possibility of bias and subjectivity of 

the findings, and there is a possibility that the participant response is influenced by the 

identity of the researcher i.e. interviewer effect (see chapter 2: section 3.3.1). It is also 

criticised as lacking the effects of the generalising the findings to a wider population. 
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However, the approach used in this project proved to be of great value to reveal 

individual’s own experiences and perceptions, and identify the silent factors, which I 

found to be beyond the researcher expectation and subjective knowledge of the external 

reality of the studied context. I, as a researcher, believe that this could not be achieved 

with quantitative method, especially as there was a scarcity of previous research done on 

the topic in the studied context. Furthermore, this helped to lay the groundwork for a 

complete research study in the future that can use more generalisable research method 

approach. 

Interviews are highly dependable on the self-reporting of the individual’s own experiences 

and beliefs and therefore interviewees, sometimes, can bring a biased response, by trying 

to illustrate good behaviour to please the interviewer. People may tend to more 

comfortable with sharing their experiences and attitudes that are likely to be approved by 

the interviewer. Healthcare professionals also tend to illustrate that the negative attitudes 

of other healthcare professionals while giving a positive impression of their attitude and 

clinical practice. Therefore it is hard sometimes to predict the honest and truthful 

responses of the participants in reporting their actual behaviour. Also, the study was 

based on recalling previous experiences of the interviewees in handling the minor 

ailments which is sometimes more difficult if compared with a long-term condition that 

has become highly attached to people’s life and living experience. People tended to 

remember the incidents that had a high impact on their life and therefore people in this 

study may tend to easily remember the more severe incidence of cold rather than the 

mild one. It is said that people tend to remember the events that had an imprint in their 

life, which could be because of severity or unpleasant experience. Being aware of this, I 

tried to prompt different scenario for the patients and understand their response in 

different scenarios. This helped me to have a better understanding of the factors 

influencing different approaches in managing minor ailments. This is the nature of the 

minor ailments, which make it difficult, the severity of the conditions can vary in an 

individual person, and the people illustrated this during the interviews when trying to 
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compare their different attitudes based on the severity of a similar illness e.g. cold and 

flu, diarrhoea. Recruiting the participants while visiting a GP clinic or a community 

pharmacy for minor ailments could have overcome the recall bias, but the decision was 

taken to recruit the people from public places so as not to miss cases that self-manage 

their conditions without visiting health services. 

The government provides about 80% of the healthcare services, and as per the country 

regulations, expatriates who are not working in the government sector are not eligible to 

access the free public healthcare services. Therefore, the study excluded participants who 

were not eligible for free government treatment as their access to treatment are limited 

to private sector health services and they do not have the flexibility of choosing the health 

services compared to the Omani-citizens. Therefore, the factors identified in this study 

could not reflect or be applicable to this group of people who are considered part of the 

Omani population. 

In addition, this study engaged the opinions of three different stakeholders: public, 

physicians and pharmacy staff. However other stakeholders could also play a role in the 

practice and policy of self care in Oman and their perspectives have not been explored in 

this study. Examples would include nurses, health educators, policy makers, political 

bodies and scholars. Though two of the interviewed healthcare professions, who are 

working in the public health sector, were a member in primary healthcare committee at 

the Ministry of Health and were involved in planning and policy making. This helped in 

gathering preliminary understanding about the view of policymakers toward promising of 

self care in public health sector.  
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3 Implications and recommendations 

In 2006 the WSMI Board adopted the “WSMI Declaration on self care and self-medication” 

which summarised many of the themes and concepts of self care and self-medication. It 

stated that a country, which fully encouraged self care, through building healthier 

settings, making healthy choices easier for individuals, and empowering individuals to 

adopt healthy behaviours, can expect to have a healthier population. For the success of 

self care and patient empowerment in primary care, multi-layered and interlinked 

interventions are more effective, which require a multilevel approach and intervention at 

patient, healthcare professionals and organisation level to provide a self-management 

support.(Mechanic 1995, Collins and Rochfort 2016) The study attempted to understand 

the Omani public experience in handling common minor ailments, aiming to explore the 

influential factors and formulate evidence-based recommendations to help the related 

parties in improving the delivery of better healthcare to the public with minimum waste of 

resources. This qualitative exploratory approach helped to have a comprehensive 

understanding of the current situation and identified factors that conceded a broad-range 

of implications and recommendations to be considered by the related stakeholders. 

 

3.1 Implication for practice of self care 

The attitude toward self care varied among the studied participants and lack of knowledge 

and poor understanding has influenced how the public and healthcare professionals 

handle minor ailments. Few members of the public identified an awareness of responsible 

self-medication in their own handling of minor ailments. However, almost all participants 

agreed a need for a source of support to empower the public to actively be responsible for 

their own health. Educating and motivating people to treat their own minor ailments 

through self care and self-medication with non-prescription medicines, will not only make 

people responsibly utilise the free healthcare resources, but it will also motivate and help 
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them to positively take up other self care behaviours, such as improving their lifestyles 

for prevention of chronic disease.(WSMI 2014) This however, will require the collaboration 

of doctors with other groups of healthcare professionals e.g. nurses, pharmacists and 

other allied healthcare professionals to support patient self care. Any interaction with 

patients should be considered as an opportunity for educating the patients and supporting 

them to take a more active role in their own health.  It is important to consider the 

following recommendations to support self care in Omani healthcare practice: 

▪ At the level of the individual belief and knowledge it is important to raise the 

public awareness in understanding the pathophysiology of common minor 

ailments, pharmacotherapy of the treatment and evidence-based management of 

these conditions. Public education materials on minor ailments should designed to 

focus on the key issues, use clear and concise language, and offer practical and 

directive advice on self care.  

▪ Develop a reliable and accessible information channel in different languages that 

meets the requirements of the multicultural structure of the country with regards 

to self care of minor ailments. 

▪ To use the media and social media as alternative approach to effectively promote 

self care of minor ailments and identify the pharmacy as alternative source for 

access for advice on minor ailments.  

▪ Improve and standardise the healthcare professionals’ knowledge about minor 

ailments and self care through providing clinical and practical based CPD 

programmes. Also, to evaluate their attitudes in responding to minor ailments in 

the practice.  
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▪ Implementing a multidisciplinary-team culture in the primary healthcare 

organisations with clear role responsibilities of each healthcare professional in 

patient care, and enhance the utilisation of pharmacy staff skills in advising the 

patient on minor ailments and medicine counselling.  

▪ Physicians and other healthcare professionals need to identify patients as partners 

in the healthcare system and not only recipients, and involve them in their own 

healthcare decisions through emphasising the importance of effective 

communication, patient education and sharing of information.  

 

 

3.2 Implication for policy  

The health authority has made great achievements in tackling communicable diseases in 

the early years and has improved the health of the Omani people. Today while facing the 

challenge of modern disease and long-term morbidities, the health authority is working 

steadfastly in overcoming this challenge. National programmes and public awareness 

campaigns are the main channels used to raise awareness among the Omani community, 

for both the public and the healthcare professionals. Although the authority had achieved 

much in public awareness and public health, there is still a way to go in order to improve 

support of the public in self care and self-medication. The organisation, culture and 

structure should support patient empowerment and self care and enable the healthcare 

professionals to support patients to manage their own health. This can be achieved by 

considering the following recommendation related to legislation and workplace policy: 

▪ Monitor and audit the variation in practice between the public and private health 

sectors by the regulatory body to improve the irrational, non-evidence based 

clinical practice and overtreatment of minor ailments; e.g. use of injections.   
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▪ Update and enforce the implementation of national clinical guidelines such as the 

prescribing of antibiotics in common cold and flu.  

▪ Review the current regulations related to the recruitment of international health 

workforce particularly for Arabic language proficiency, and set a strategy to 

overcome the variation in the educational background and practical experience of 

the health workforce working in the country by improving the licensing 

assessment and training.   

▪ Establish a support mechanism or strategy to urgently overcome the language 

barrier and poor communication between the non-Arabic speaking healthcare 

professionals and the Arabic-speaking patients/customer, (see section 1.2.1 in 

this chapter for examples of possible strategies). 

▪ Update the national formulary to support evidence-based medicines in the 

management of common conditions in the public primary healthcare, and review 

the restrictions policy set on GPs prescribing to avoid unnecessary referral to 

secondary care specialists for management of minor ailments. 

▪ Introduce further healthcare strategies to clearly recognise and emphasise the 

role of pharmacy staff in self care of minor ailments and other primary healthcare 

services.  

▪ Establish independent organisations or institutes to provide training and support 

for other healthcare professionals and meets the needs of those who are working 

in the government and private sectors. 
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3.3 Implication for the pharmacy profession  

Pharmacist and assistant pharmacists are educated and trained toward professionalism; 

they need to act professionally to be trusted by the public and provide the best quality of 

care to the patients. The findings of this study raised a flag about how the pharmacists 

and assistant pharmacists behave in providing patient care or services. Although the 

public participants recognised the expertise of the pharmacist in medicine knowledge, 

consulting the pharmacist does not meet their expectation in some situations. This was 

clearly explained by some of the public who had different experiences with pharmacists in 

different countries, indicating that the community pharmacy staff in Oman does not have 

the knowledge and skills to provide health advice. Failure of the community pharmacists 

to initiate a dialogue and communicate with the patients was one of the factors that was 

identified as a barrier to demonstrate the professionalism of the pharmacy staff.   

Community pharmacy is still considered a convenient and accessible health service. Some 

participants used the pharmacy to purchase medicines that they are familiar with for self-

medication or for getting general advice or assurance about their medicines or the 

symptoms they are experiencing until they manage to see a doctor. There is an 

opportunity for the community pharmacy to become a primary access source for advice 

and information, at least during out of hours and at convenient times for the public. 

Unlike other studies where cost could be a limiting factor for people when utilising the 

health services, this was not strongly observed as a limiting factor in this study; as people 

who are eligible for free government treatment seem to show a preference for paying fees 

and going to private services if this will make them satisfied with the service they obtain. 

Community pharmacy, therefore, needs to improve their practice to meet the public need. 

There is a room for improvement for the pharmacy profession. The enforcement of the 

prescription requirements is insufficient in Omani health system, and currently community 

pharmacists have more access to supply a variety of prescription only medicines to the 
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public, which should make them more responsible in assuring the safety of the medicines 

they dispense. Unfortunately, with the poor labelling of medicines and pharmacist’s 

competency and skills this could be a threat for patient or customer safety.  Although in 

some countries they are going in a direction of advancing the pharmacist role in 

dispensing contraceptives and giving flu vaccinations. Prescription-only-medicines are 

easily obtained from the pharmacy in Oman without a prescription or appropriate 

assessment of safety. The pharmacist could have a major impact in patient care but this 

will be not advisable until they improve their practice to meet the standards of the 

international pharmacy profession. The pharmacy in the primary healthcare sector poorly 

reflects the minimum standard of professionalism in their practice as was recommended 

in the joint WHO/FIP International good pharmacy practice quality manual.(FIP 2012) 

A strategic plan is essential to improve the competency of the pharmacy profession in 

primary care and needs to be considered by the government. This will be essential to 

meet the vision of Oman health 2050 and for pharmacy to have an effective part in the 

Oman health system. Community pharmacy specifically and primary care pharmacy in 

general could have a major role and opportunity in patient care. However, without being 

clear about an improvement plan, their skills will be underutilised and their roles will be 

unnoticed. This study has identified the training needs for the community pharmacy to 

improve their competency and skills. It identified the importance of reviewing the CPD 

training courses to meet the pharmacy needs. There is a lack of training organisations or 

courses to meet the needs of community pharmacy for providing a better patient care and 

advice on minor ailments and a feasibility study is required to improve this aspect. 

However, further research on investigating the quality of pharmacy education in the 

country and a review of the curriculum to include competency-based learning that 

prepares a competent workforce is needed  to fullfill the Health 2050 vision of integrated 

and multidicilanry model of care. Thus, the main recommendations for the pharmacy 

professions are summarised as follows: 
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▪ Improve the basic standards of good pharmacy practice in the primary healthcare 

sector to assure a delivery of safe patient care e.g. medicine counselling and 

labelling, advising on non-prescription medicines and assure safe practice. 

▪ The authorities and regularity body should enforce the policy of good pharmacy 

practice, and collaborate with the Omani Pharmaceutical Society and other related 

organisations to improve the competency and the standards of the pharmacy 

profession through need-assessment and provision of continuing training and 

education.  

 

3.4 Implication for the researcher and future research  

Identifying the communication barriers in this study is one step towards overcoming this 

issue. The findings of this research helped to understand the dynamic involved in 

consultation where cross-culture language is not shared. It revealed a critical deficiency in 

the advice and management provided by non-Arabic-speaking healthcare professionals 

staff, this raised a concern about the magnitude of the problem in actual practice, that 

could be underestimated in this study because it was based on self-reporting. These 

findings suggest there is a need to further explore this concept and further research is 

required to measure and evaluate the components of counselling and communication 

skills; e.g. using an observational, or/and stimulated patient methods will help in 

providing attitudinal interventions for improving pharmacy practice and services. 

This study was only conducted in one governorate of Oman. Further studies to examine 

and test these factors in a broader context and with further stakeholders could be 

conducted to identify the impact of these factors on another governorate of the country 

and compare the findings with a wider population. Future study could also explore the 

other groups of the population, who are not eligible to the free public healthcare services, 
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towards self care of minor ailments. Future investigation of the regulatory bodies and 

policymakers’ perceptions about the identified concepts is important to develop an 

implementation strategy particularly for improving the pharmacy practice in the country. 

Individual characteristics and factors had a significant impact on individual health beliefs 

and illness behaviour. Health psychology research is limited in the Omani setting.  Using 

health psychology models to further understand and predict individuals’ illness behaviour 

is significantly important. Illness behaviour, health belief models and common-sense 

model could provide more details about the socio-economic factor of the studied 

individuals for better understanding of how these factors could influence people’s health 

seeking behaviours. Hence these models could help predict how different individuals’ 

representations of illness could influence their attitudes and responses to symptoms. In 

this study, individual and cultural beliefs were found to have an impact on the illness and 

health seeking behaviour. The study method used was helpful in identifying and 

describing this influence in self care of minor ailments. However, using the developed 

health psychology models or theories to further understand and predict individuals’ illness 

behaviour is significantly important. This will be helpful to obtain more structured and 

comprehensive details on other individual characteristics and demographic factors using a 

quantitative study approach. In addition, this can be further studied in self care of long-

term conditions to improve the management and adherence to the treatment of these 

conditions, as well as the delivery of better healthcare services patients in Oman. 

  



Chapter 6: Discussion and conclusion 

198 

4 Conclusion 

This study helped to identify the factors that influenced the self care of minor ailments 

related to the individual knowledge and beliefs, communication and relationships, and the 

health system.  These Interlinked factors need to be considered by the health authority 

and policymakers to improve self care practice and preventive care. The behaviour of 

seeking a quick fix and immediate recovery was observed in this study. The challenge 

here will be to modify the concepts and the coping behaviours toward the common cold 

for example. This cannot be achieved without assisting the patient beyond a traditional 

pattern of services, i.e. to address the environmental and cultural factors within the 

domain of medical care. Improving the patient-healthcare professional relationships and 

communication is important for patient-centred care and empowerment. It is also of 

importance to have strict regulation in place to implement and monitor evidence-based 

medicine for the management of minor ailments and reduce the variations in the clinical 

practice. Variations that did not only have a negative impact on the utilisation of the 

health services but also the over-treatment of patients by clinicians for the goal of 

obtaining their satisfaction and making a profit in the private sector. 

The aspect of self care and self-medication is not recognised as an essential element in 

the Omani health system. The health system is still designed to have patients as a 

passive receiver of health services and treatment and still sees the aspect of self-

medication as an unhealthy practice and even discourages it. With the country facing new 

challenges of an aging population and non-communicable-diseases that could have a 

significant impact on the cost of the health services provided in the coming 10 – 15 

years; It is an ideal time to consider new and effective approaches to maintain the quality 

of the healthcare through restructuring the delivery of healthcare services by better 

utilisation of the skills of other healthcare professionals e.g. the pharmacist; and by 

empowering patient’s role in self care. 
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Appendix 17: flow-chart of the translation and back-word translation 
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Appendix 20: translation of Arabic metaphores and idioms 
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Appendix 21: OSOP technique for qualitative data analysis 
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Appendix 22: the NVivo® codebook  

 

  



Appendices  

243 

Appendix 23: characteristics of the phase one Interviewees and place of 

interview 

Interview 

# 

Age  

(Yrs

) 

Gender Address 
Marital 

status 
Education Work status 

Place of 

Interview 

1 28 Male Seeb Divorced University working a coffee shop 

2 24 Female Seeb Single University unemployed a coffee shop 

3 40 Female 
Qurayya

t 
Married University working at home 

4 30 Male Seeb Married High School working a coffee shop 

5 47 Male Seeb Married 
Middle 

school 
working a coffee shop 

6 31 Male Seeb Married university working a coffee shop 

7 22 Male Seeb Single University studying a coffee shop 

8 23 Male Seeb Single college studying a coffee shop 

9 37 Male Seeb Single University working a coffee shop 

10 45 Male Seeb Married University working a coffee shop 

11 34 Male Seeb Married NA Working a coffee shop 

12 45 Female Bawsher Married School housewife at home 

13 44 Female Bawsher Married School housewife at home 

14 34 Female Bawsher Married University working a coffee shop 

15 56 Female Bawsher widowed School housewife at home 

16 19 Female Muttrah Single High School graduated a coffee shop 

17 33 Male 
AL 

Amrat 
Married University working a coffee shop 

18 62 Male Bawsher Married University retired at home 

19 55 Male Muscat Married University working at work 

20 67 Female Muscat Married NA housewife at home 

21 78 Female Bawsher Widowed NA housewife at home 
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Appendix 24: characteristics of the phase two Interviewees and place of 

interview 

Interview 

# 
Profession Gender Sector 

Years of 

Experience 
District Place of Interview 

1 A.Ph Female Public NA Bousher In work place* 

2 Ph Male Private 11 Bousher In coffee shop 

3 Ph Female Private 17 Bousher  In work place 

4 Ph Female Public NA Muscat In work place 

5 GP Male Private 9 Seeb In work place 

6 Ph Male Private NA Seeb In work place 

7 Ph Male Public 15 Muttrah In coffee shop 

8 GP Female Public NA Muttrah In work place 

9 A.Ph Male Private 13 Seeb Café & Restaurant 

10 GP Female Public 13 Seeb Café & Restaurant 

11 GP Female Public 7 Muttrah In work place 

12 A.Ph Female Public 15 Seeb In coffee shop 

13 GP Female Public 6 Seeb In work place 

14a Ph Male Private 22 Seeb In work place 

14b Ph Male Private 15 seeb In work place  

15 GP Male Public 7 Muscat In coffee shop 

16 Ph Female Public 3 Seeb In work place 

17 A.Ph Female Public 10 Muttrah In work place 

18 GP Male Public 18 Muttrah In work place 

19 GP Male Public 2 Muttrah In coffee shop 

20 GP Female Public 4 Seeb Café & Restaurant 

21 Ph Female Public 1 Muscat In work place 

22 Ph Female Public 12 Muscat In work place 

23 GP Female Public 29 Muscat In work place 

24 Ph Female Private 9 Bousher In work place 

25 Ph Male Private 15 Bousher In work place 

26 GP Female Private 26 Bousher In work place 

27 Ph Female Private 9 Bousher In work place 

28 GP Male Private 14 Bousher In work place 

29 GP Female Public 2 Muscat In coffee shop 

30 GP Female Private 25 Bousher In work place 

*Interview was not recorded per participant request.  



Appendices  

245 

Appendix 25: the study theoretical model  

 


	Acknowledgment
	Abstract
	List of Publications
	Table of Contents
	List of Figures
	List of Tables
	List of Abbreviations
	List of definitions
	Chapter 1  Introduction: background and scene-setting
	1 General Overview
	2 Research background
	2.1 Self care and self-medication
	2.1.1 Defining Self care
	2.1.2 Self-medication

	2.2 Self care in the health system
	2.3 Self care of minor ailments
	2.4 Pharmacists and self care
	2.5 Patients and self care
	2.6 General practitioners and self care
	2.7 Self care and its implication for pharmacy in Oman

	3 Country background
	3.1 Oman country profile
	3.1.1 Geographical Description of the Sultanate of Oman
	3.1.2 Demographic structures
	3.1.3 Resources and finances

	3.2 Oman healthcare system
	3.2.1 Vital health statistics
	3.2.2 Human resources
	3.2.3 Access and utilisation of health services
	3.2.4 Strategies and health development
	3.2.5 Challenges of the health system

	3.3 Pharmacy in Oman
	3.3.1 Overview
	3.3.2 Pharmacy-related regulation and policies
	3.3.3 Medicine supply and regulation
	3.3.4 Workforce and legalisation
	3.3.5 Pharmacy Education and CPD
	3.3.6 Pharmacy Practice
	3.3.6.1 Hospital Pharmacy
	3.3.6.2 Community pharmacy

	3.3.7 Primary healthcare and pharmacy services


	4 Study Rationale
	5 Aim and Objectives
	Chapter 2: Methodology and Method
	1 Introduction
	2 Methodology and Epistemology
	2.1 The philosophical paradigm underpinning this research
	2.2 Qualitative research
	2.2.1 Interviews in qualitative research
	2.2.2 Qualitative data analysis

	2.3 Rigour and qualitative inquiry
	2.3.1 Validity and Reliability
	2.3.2 Reflexivity

	2.4 Translation consideration
	2.4.1 Challenges of Translation
	2.4.2 Timing of the translation

	2.5 Ethical consideration

	3 Method
	3.1 Research design and tools
	3.2 Sampling and selection
	3.2.1 Phase 1- Public Interview
	3.2.2 Phase 2-HCPs Interview

	3.3 Data collection
	3.3.1 Interviews
	3.3.2 Field notes and self-reflection Journal

	3.4 Data Management
	3.4.1 Access and storage
	3.4.2 Transcribing process

	3.5 Translation process
	3.5.1 Back-translation

	3.6 Data analysis

	Chapter 3:  Theme 1: Individual factors, Knowledge and beliefs
	1 Results Overview and outline
	1.1 Participants’ details
	1.2 Results presentation
	1.3 The main findings

	2 Introduction
	3 Results
	3.1 Understanding of the general concept of self care
	3.2 Understanding of minor ailments
	3.2.1 Fever
	3.2.2 Duration
	3.2.3 Severity and frequency

	3.3 Attitude to self care of minor ailments
	3.3.1  Socio-culture-related factors

	3.4 Attitude to medicines
	3.4.1  Negative attitude to medicines
	3.4.2 Rapid effect and strong medicines
	3.4.3 Medicine quality
	3.4.4  Antibiotics for common cold
	3.4.5 Views toward over the counter medicines and self-medication


	4 Discussion
	4.1 Understanding and attitudes toward self care
	4.2 Cultural knowledge of illness
	4.2.1 Fever and malaria in Oman
	4.2.2 Duration of a condition

	4.3 Knowledge and perceived attitude toward self care of minor ailments
	4.4 Attitude to medicines
	4.4.1 Rapid affect and strong medicines
	4.4.2 Medicines quality
	4.4.3 Antibiotics for common cold


	5 Conclusions
	Chapter 4 Theme 2: Communication and relationships
	1 Introduction
	2 Results
	2.1 Attitude to pharmacy profession
	2.1.1 Medicine experts
	2.1.2 Competency and skills

	2.2 Barriers to effective management of minor ailments
	2.2.1 Communication
	2.2.2 Language barrier
	2.2.3 Workload

	2.3 Physician and Pharmacist Inter-Professional Relation
	2.3.1 Understanding the roles and responsibilities

	2.4 Extending the role of the pharmacy profession

	3 Discussion
	3.1 Attitude to pharmacy staff
	3.2 Appropriateness of community pharmacy consultation
	3.3 Communication and language barrier
	3.4 Multidisciplinary team and healthcare

	4 Conclusion
	Chapter 5   Theme 3: system-related factors
	1 Introduction
	2 Results
	2.1 Organisational setting and practice
	2.1.1 Standard of care and role responsibilities
	2.1.2 Continuing professional development

	2.2 Workload and demand
	2.2.1 Sick leave
	2.2.2 Appointment and triage

	2.3 Information and support
	2.3.1 Source of information and advice
	2.3.2 Education and health literacy


	3 Discussion
	3.1 Organisational setting and practice
	3.1.1 Standard of care and role responsibilities

	3.2 Workload and demand
	3.2.1 Sick leave

	3.3 Information and support

	4 Conclusion
	Chapter 6  Summary discussion and conclusion
	1 Key findings
	1.1 Individual factors, knowledge, and beliefs
	1.1.1 The public beliefs
	1.1.2 Healthcare professional knowledge and attitudes

	1.2 Communication and relationship factors
	1.2.1 Barriers to patient-HCP communication
	1.2.2 Self care and patient empowerment

	1.3 System-related factors
	1.3.1 Regulations, guidelines and professional competency
	1.3.2 Health information, health literacy, and self care


	2 Strengths and limitations
	3 Implications and recommendations
	3.1 Implication for practice of self care
	3.2 Implication for policy
	3.3 Implication for the pharmacy profession
	3.4 Implication for the researcher and future research

	4 Conclusion
	References
	Appendices
	Appendix 1: University of Nottingham ethical approval
	Appendix 2: MoH ethical approval
	Appendix 3: interview guide of phase one: the public
	Appendix 4:interview guide of phase two: HCPs
	Appendix 5: participant information sheet for phase 1 - English
	Appendix 6: participant information sheet for phase one - Arabic
	Appendix 7: participant’s Recruitment card, phase one
	Appendix 8: participant information sheet for phase two – English
	Appendix 9: participant information sheet for phase two – Arabic
	Appendix 10: invitation letter to HCPs - English
	Appendix 11: invitation letter to HCPs – Arabic
	Appendix 12: participant’s recruitment card for phase two
	Appendix 13: participant consent form – English
	Appendix 14: participant consent form – Arabic
	Appendix 15: confidentiality agreements for transcribing and translation of the Interview transcripts
	Appendix 16: confidentiality agreement for certified translation of the Interview transcripts
	Appendix 17: flow-chart of the translation and back-word translation process
	Appendix 18: backword translation of phase one transcripts
	Appendix 19: backword translation of phase two transcripts
	Appendix 20: translation of Arabic metaphores and idioms
	Appendix 21: OSOP technique for qualitative data analysis
	Appendix 22: the NVivo® codebook
	Appendix 23: characteristics of the phase one Interviewees and place of interview
	Appendix 24: characteristics of the phase two Interviewees and place of interview
	Appendix 25: the study theoretical model


