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Abstract 
Introduction: One of the pillars of a good primary 

health system is the establishment of a good doctor-
patients relation. Amongst other things, this will result in 
mutually accepted treatment plans, which are understood 
by all parties involved. This study aimed to describe and 
analyze one particular aspect of this care delivery, 
namely the repeat prescription clinic. In this clinic, 
which is run on an appointment basis, prescriptions are 
issued on a regular basis to patients and their relatives. 

Method: A piloted questionnaire describing 
patients' demographics, diseases and treatment 
knowledge, was filled in during three randomly chosen 
clinics in November 2011. 

Results: The clinic is attended by a relative majority 
of male clients, but both genders showed a peak 
attendance in the 60-69 age group. An average of 4 
medications per person were prescribed and treatment in 
each patients was aimed at an average of 3 co-existent 
disease states.  56% of female attendees knew the 
complete list of their respective treatment as opposed to 
45% of males attendees. Unfortunately, 73% of patients 
did not know the treatment they were on and did not 
have an up-to-date treatment list. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Conclusion: This study highlights the lack of 
knowledge of patients with respect to their treatment. 
However it can also be argued that this is a reflection of 
inadequate care being provided by doctors in the various 
fields. The clinic takes care of a significant number of 
patients whose treatment is not accounted for. This 
raises issues of safe prescribing. There is a need that all 
patients have an up-to-date treatment card, and a need 
for improvement in communication between all health 
care workers is noted, so as to improve the safety of all 
prescription practices in the island. This will lead to 
better disease control, less treatment interactions, and 
prescription errors. 
 
Background 

Family medicine is a speciality where the patient-
doctor relationship is crucial in the establishment of trust 
and therefore good clinical management. The crux in 
allowing the patient to attend with any complaint is the 
establishment of a mutual trust and agreement to liaise a 
negotiated treatment plan. 

In the primary health care department, this is 
present to a lesser extent, since no patient registration is 
yet available, and doctors work on a shift system, even 
rotating health centres, and so the patient will not always 
find the same doctor when he / she  attends the clinic. 
Health centres offer a vast number of services, including 
a GP (General Practitioner) walk in and treatment  
clinic, and appointment based clinics for repeat 
prescriptions, result explanation, ECG services, Diabetes 
clinic,  Medical   consultants’   clinic,  well   baby  clinic   and  
gynae clinic.  The primary care prescription clinic is a 
daily 3 hour clinic, held by appointment, where patients 
can renew their repeat prescriptions. Patients make an 
appointment for prescription clinic, where a specific 
time and date are given to the patient. They then attend 
the clinic and get their repeat prescription re-issued for a 
1 or 2 month time span, depending on the drug 
prescribed. Nowadays, 3 sets of 2 monthly prescriptions 
are being handed to the patient, allowing 6 monthly 
appointments for repeat prescriptions. At prescription 
clinics, the GP is expected to see one patient every 4 
minutes. Each person coming for his appointment can 
have a maximum of 3 sets of prescriptions to be 
renewed, further decreasing the time spent analysing 
each set of prescriptions. The yearly prescription clinic 
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patient turnover at Floriana Health Centre (FHC) for 
2011 was 6623. In November 2011, the month of our 
study, there was a turnover of 925 patients. 

Prescription clinics are seen as a convenient way 
with which patients can get their repeat prescriptions 
every 2-6 months in an organised way, without wasting 
too much time thanks to an organised appointment 
system. However numerous studies in recent literature 
questioning various aspects of this method of prescribing 
led to the analysis of the local situation and the 
elucidation of the pros and cons of such a system.1–3 
Many times, it might be argued that a substantial number 
of patients are not fully aware of the medicines they are 
taking. At the health centres, some might bring out 
entitlement  cards, even less patients might have a list of 
treatment.   Albeit this, the impression is that patients go 
to their GP or health centres with no precise knowledge 
of what treatment they are taking. 

In the work up for this study, a literature review 
was undertaken with respect to prescription clinics and 
patient knowledge of treatment.4–6 Prescription clinics 
have been studied in numerous countries and many 
common problems were found. To date, there is no 
knowledge of a similar study in a local prescription 
study and literature review described no picture similar 
to the Maltese Islands. 
 
Aim 

The study performed was aimed at getting a 
snapshot of the local situation with respect to the people 
attending prescription clinics, the diseases for which the 
prescription is being issued, the number of medications 
that the patient is on (thus analysis polypharmacy) and 
the  patients’    knowledge  of  treatment  – be it through an 
up to date list or through memory retention of the list. 
The issue of communication between primary and 
secondary care physicians was also analysed through the 
checking of any available documentation of the 
treatment list and its place of issue. 

 
Method 

A piloted questionnaire, created by the researchers, 
was filled in by the actual researchers during 3 randomly 
selected clinics in the month of November 2011. 99 
patients were found to fit the criteria for filling in the 
questionnaire. To be able to fill in the questionnaire, one 
had to have the actual drug consumer in the clinic to be 
able to ask the relevant questions specifically to him / 
her.  Thus,  any  attendees  coming  for  friends’  or  relatives’  
prescriptions were excluded from the study. The patients 
were randomly selected according to the day of their 
appointment. The topics discussed in the questionnaire 
included the demographic information of the attendee ie: 
age, sex and locality, diseases being treated as listed on 
the front of the entitlement card, patient knowledge of 
all the names of the drugs and doses, identity of who 

prepares medication for the attendee to take and the 
availability of an up to date treatment list and who set it 
up.  

The questionnaire and study were approved by the 
University of Malta Research Ethics committee. 

Results 
Demographic data  
Attendees were grouped in seven age groups, from 

20-29 years, on to 80-89 year old attendees. More males 
attended the clinic, but the distribution of ages varied 
similarly for both genders, with a peak in the 60-69 year 
age group. There was a gradual increase in number of 
attendees up to the 60-69 year age group. From there 
onwards, there was a gradual decrease in number of 
attendees, with no attendees in the over 90 group. 
 

Spectrum of Disease and number of drugs used 
 Analysis of the epidemiological features of the 
attendees with regards to  specific diseases, as seen in 
figure 1 (where epil refers to epilepsy, ra refers to 
rheumatoid arthritis, copd refers to chronic obstructive 
pulmonary disease, hf refers to heart failure, dm refers to 
diabetes mellitus, htn refers to hypertension, and psy 
refers to psychiatric conditions.), showed that male 
patients showed a higher prevalence of psychiatric 
disease and diabetes, than females, where a 2:1 male to 
female ratio was seen. A higher incidence of disease was 
noted in males, despite taking into consideration the 
male predominance of attendees. (see figure 1).   

A range of 1 to 11 medications per person was 
noted, with an average of 4 drugs per person and  3 
diseases being treated simultaneously.  The largest 
number of patients were being treated for hypertension. 
The people with the largest number of medication, ie: 
the largest number of drugs per disease were noted to be 
the hypertensive group, followed closely by the diabetic 
patient group and then, by the patients with psychiatric 
conditions. The patients with the largest number of 
medication (11) was being treated for Diabetes Mellitus 
(DM), hypertension and asthma. 
 

Patients’  knowledge  of  treatment   
Looking at Fig 2, 56% of the female attendees 

knew their treatment list, whereas only 45% of their 
male counterparts did.  
96% of the attendees prepared their own medication 
whereas three attendees had their children organising the 
medication into daily quantities.  
 
 
 

Availability of up to date treatment list  
Figure 3 shows the availability of treatment lists in the 

separate sexes. Of the patients who knew the names to their 
medication, 4 had an up-to-date treatment card. Only 26% of 
the people who did not know their treatment list had an up to 
date card. The rest relied on the entitlement card itself as a 
treatment list.  
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Figure 1: Disease Spectrum 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 

 
 

Figure 2: Patient knowledge of treatment 
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Figure 3: Availability of treatment lists 

 
 
 

Who prepared the treatment list  
46% of treatment cards were compiled by the 

patients’   GP,   compared   to   26%   of   cards   compiled   by  
hospital staff. It was interesting to notice that 16% of 
attendees had compiled a treatment list themselves, 
highlighting the fact that they tried to establish some 
order in their daily treatment routine. The importance of 
the   GP   in   the   daily   running   of   a   patient’s   treatment  
routine was highlighted here. 
 
Discussion 

Demographics  
The age and sex distribution demonstrated in our 

study is very similar to international literature.7–11 In this 
study, on average, each person took 4 drugs.  In 
addition, there was  an average of 3 diseases being 
treated simultaneously, showing the largest number of 
people being treated for hypertension. Literature shows 
that overseas, an average of 3 drugs per patient are the 
average norm in repeat prescribing and the average 
number of diseases being treated is similar.1,3,12,13 
 

Safe Prescribing  
This discrepancy in the increased use of drugs in 

the local group studied could be due to the fact that 
locally, no drug combinations was provided on the 
schedule V system. The fact that the largest number of 
drugs was seen in the attendees on anti-hypertensive 
medication further supports this thought. Improvement 
with regards to the number of different drugs used, with 
the introduction of drug combinations12–15 has been seen 
in literature. The issue of patient confusion with large 
drug numbers decreases compliance and drug 
effectiveness,16–18 and increases drug wastage and risk of 

interactions.19 Increased functional health literacy is 
known to improve control of chronic disease like 
Diabetes Mellitus,20 thus, investing in patient education 
during prescription clinic encounters might improve 
chronic disease management in the long term. Being 
able to interact regularly with the patient is known to 
increase patient trust in the caregiver and this, is known 
to improve compliance and thus, disease control.21 

An  increased occurrence of drug interactions with 
commonly used medications like Non steroidal anti 
inflammatories (NSAIDs) and over the counter  (OTC)  
analgesia was documented in numerous studies.22–25 
Such interactions were documented with the use of very 
common drugs like low dose Aspirin and the patient's 
self administration of NSAIDs like Ibuprofen.23 The 
figures of the average number of drugs noted in the 
attendees of the local prescription clinics highlights the 
risk of such interactions, especially if the patients are not 
asked about the purchase and usage of OTC medication, 
and they are also unaware of the risks of self 
administering drugs like NSAIDs in the case of the 
elderly.24,26  This need further supports the importance of 
a drug review clinic more than a prescription clinic. 

The average time spent with each patient at the 
clinic also highlights the issue of drug review and the 
facilitation of patient-doctor concordance with respect to 
the treatment. 21,27,28 Doctor- patient concordance implies 
an agreement reached by the doctor and the patient about 
the   latter’s   need   for   treatment   and   agreement   to  
compliance from the patient. The doctor however agrees 
to review the patient, answer queries and change 
treatment according to patient needs or side effects.  
 Lack of concordance decreases compliance, thereby 
increasing drug wastage and decreases drug and cost 
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effectiveness.21,29,30 Having enough time to look at 
psychological, illness related or practical tangible 
problems which can lead to non adherence is essential.31–

33  Numerous studies highlight the importance of a low 
repeat: consultation ratio to increase overall efficacy and 
efficiency of these clinics.15 

The issue of safe prescribing in such circumstances 
has many aspects including, patient  knowledge of 
treatment, availability of up to date treatment lists and  
proper communication between health care 
professionals, (especially primary and secondary care 
physicians) by means of notes describing changes in 
treatment, or reasons for treatment withdrawal,  
All these were highlighted in studies as modes of 
increasing treatment compliance and concordance, 
thereby increasing treatment safety and clinic 
efficiency.12–15, 18, 19 

With 50% of patients not knowing their treatment 
list, and less than half of these patients having an up to 
date treatment card, the need for a means of keeping up 
to date records of all the treatment prescribed and 
dispensed and the reasons for the initiation and 
withdrawal of treatment is imperative. This will be the 
first stepping stone towards the motivation and 
facilitation of regular treatment review with safe 
treatment modification by GPs. It is very frustrating and 
dangerous to be faced by a patient with a badly 
controlled chronic condition and not being able to 
improve control at the first consultation because the 
patient does not know what treatment he is on and has 
no up to date list. This decreases the efficiency of GP 
consultations since a second consultation is needed, 
thereby also decreasing opportunistic intervention and at 
times leads to complete lack of disease control since 
patients are not always willing to visit clinics again at 
such short intervals. 

The main function of primary care clinics, that is, 
prevention, be it primary or secondary prevention, is 
being jeopardised through the lack of proper 
communication between health centre physicians, 
hospital based physicians and dispensing pharmacists. 
Having real time communication or record keeping 
would facilitate a multidisciplinary approach to 
treatment review, increasing the chance that dosage, 
medication errors and treatment interactions are 
identified and corrected.34 

Such systems would also aid auditing of the 
pharmaceutical dispensing system, increasing the chance 
of identifying drug abuse or non compliance, thereby 
increasing drug efficacy and decreasing drug and 
financial wastage.35 This might also serve as a means of 
stock keeping, decreasing the problem of out of stock 
medication.  

Studies show increased safety with such measures 
and also increased patient satisfaction. 34 However, such 
systems carry their own disadvantages.  These mainly 

are the need for regular doctor-patient consultation, and  
increasing the time needed per patient appointment and 
at GP clinic, to allow time for updating of lists and 
medication review. Previous government dispensing 
pharmacies used to dispense 3 monthly supplies of drugs 
thereby necessitating 3 monthly appointments at the 
prescription clinic. At the time of study, the Pharmacy of 
your choice (POYC) system, where patients could 
choose a pharmacy close to home from where to collect 
their medications, necessitated 2 monthly appointments 
as 2 monthly supplies of drugs are dispensed. This had 
increased the burden on the prescription clinics. Today, 
3 sets of two monthly prescriptions are being issued at 
each visit, thereby allowing for 6 monthly appointments.  
It can be argued, that in view of all of the above, the 
safety for such practice might be questioned. A major 
improvement with the computerisation of patient drug 
records, where all pharmacies involved in the POYC 
system have electronic records of the treatment list of 
their registered clients has already been seen. An 
improvement on this system would be, giving computer 
access to all registered doctors so that any change in 
treatment can be introduced into the system and a 
computerised prescription being routinely issued without 
the need of prescription clinic attendance. The drug 
would be issued under the signature of the last doctor 
prescribing it. Treatment duration, reason for initiation 
and any recommended interim measures (ex: renal 
function checks or review of prescription) would be 
highlighted on inputting the drug into the system. 
Prescription clinic would then be utilised as a review 
clinic with longer appointments every 6-8 months. Here 
one would review treatment lists and discuss follow up 
of the chronic conditions. Computerised systems were 
found to be efficient and safe ways of issuing repeat 
prescriptions without increasing the need for more 
doctors to be employed so as to cope with extra clinic 
times.35–38  
 

The role of the GP  
Currently, the role of the GP in the repeat 

prescription clinic is that of issuing the prescriptions. 
Fortunately, seeing that 49% of the patients having up to 
date treatment lists had these issued by their GP, shows 
that GPs are willing to try and instil structure into an 
otherwise haphazard clinic. It is encouraging to see that 
some doctors take the extra time to fill up treatment 
cards to facilitate compliance. It is also encouraging to 
see that some patients themselves try and organise their 
drug lists to feel safer. This highlights the point that 
there is motivation to improve and that GPs play a major 
if not crucial role in safe prescribing and  in the 
empowerment of patients towards compliance.3 
 

Strengths and Limitations of the study 
The questionnaire was only filled in after 
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questioning  the patient taking the medication himself / 
herself. In the study, no questionnaire was lost and all 
data was accounted for. The questionnaires were 
adequately filled in by the researchers.  
Unfortunately the small number of patients involved 
detracts from the robustness of findings. Similarly, the 
fact that the study was carried out on few days in autumn 
might have affected the results. The fact that 
questionnaires were filled in only by the researchers, 
might have unknowingly introduced a form of bias, 
despite ensuring more reliable data input. 
 
Conclusion 

This study aimed at reviewing an otherwise 
uncharted territory in the provision of primary health 
care ie repeat prescription clinics.  The results show that 
a large percentage of the population studied does not 
know the medication they were on. In line with literature 
reviewed, there is an urgent need to improve upon the 
safety of the repeat prescription clinics and maximise the 
efficiency of such a system, exploiting the clinic to 
further empower and educate patients, with the global 
aim of improving drug compliance, treatment safety, 
condition control, and overall efficiency of the system. 
 
References 
1.  Petty DR, Zermansky AG, Alldred DP. The scale of repeat 

prescribing - time for an update. BMC Health Serv Res. 2014 
Feb 19;14(1):76.  

2.  Grimmsmann T, Himmel W. Persistence of antihypertensive 
drug use in German primary care: a follow-up study based on 
pharmacy claims data. Eur J Clin Pharmacol. 2014 
Mar;70(3):295–301.  

3.  De Smet PAGM, Dautzenberg M. Repeat prescribing: scale, 
problems and quality management in ambulatory care patients. 
Drugs. 2004;64(16):1779–800.  

4.  Vilke GM, Marino A, Iskander J, Chan TC. Emergency 
department patient knowledge of medications. J Emerg Med. 
2000 Nov;19(4):327–30.  

5.  Rajasekar D, Bigrigg A. Pill knowledge amongst oral 
contraceptive users in family planning clinics in Scotland: 
facts, myths and fantasies. Eur J Contracept Reprod Health 
Care Off J Eur Soc Contracept. 2000 Mar;5(1):85–90.  

6.  Patients lack knowledge of medications they were given in 
hospital, study shows [Internet]. ScienceDaily. [cited 2014 Feb 
21]. Available from: 
http://www.sciencedaily.com/releases/2009/12/091210000845.
htm 

7.  Harugeri A, Joseph J, Parthasarathi G, Ramesh M, Guido S. 
Prescribing patterns and predictors of high-level polypharmacy 
in the elderly population: A prospective surveillance study from 
two teaching hospitals in India. Am J Geriatr Pharmacother. 
2010 Jun;8(3):271–80.  

8.  Sharifi H, Hasanloei MAV, Mahmoudi J. Polypharmacy-
induced Drug-Drug Interactions; Threats to Patient Safety. 
Drug Res. 2014 Feb 5;  

9.  Mansur N, Weiss A, Beloosesky Y. Looking beyond 
polypharmacy: quantification of medication regimen 
complexity in the elderly. Am J Geriatr Pharmacother. 2012 
Aug;10(4):223–9.  

 

10.  Lao CK, Ho SC, Chan KK, Tou CF, Tong HHY, Chan A. 
Potentially inappropriate prescribing and drug-drug interactions 
among elderly Chinese nursing home residents in Macao. Int J 
Clin Pharm. 2013 Oct;35(5):805–12.  

11.  Hosia-Randell HMV, Muurinen SM, Pitkälä KH. Exposure to 
potentially inappropriate drugs and drug-drug interactions in 
elderly nursing home residents in Helsinki, Finland: a cross-
sectional study. Drugs Aging. 2008;25(8):683–92.  

12.  Bangalore S, Ley L. Improving treatment adherence to 
antihypertensive therapy: the role of single-pill combinations. 
Expert Opin Pharmacother. 2012 Feb;13(3):345–55.  

13.  Burns K, Turnbull F, Patel A, Peiris D. Opinions of community 
pharmacists on the value of a cardiovascular polypill as a 
means of improving medication compliance. Int J Pharm Pract. 
2012 Jun;20(3):155–63.  

14.  Witticke D, Seidling HM, Lohmann K, Send AFJ, Haefeli WE. 
Opportunities to reduce medication regimen complexity: a 
retrospective analysis of patients discharged from a university 
hospital in Germany. Drug Saf Int J Med Toxicol Drug Exp. 
2013 Jan;36(1):31–41.  

15.  Ito K, Shrank WH, Avorn J, Patrick AR, Brennan TA, Antman 
EM, et al. Comparative cost-effectiveness of interventions to 
improve medication adherence after myocardial infarction. 
Health Serv Res. 2012 Dec;47(6):2097–117.  

16.  Al Hamid A, Ghaleb M, Aljadhey H, Aslanpour Z. A 
systematic review of hospitalisation resulting from medicine 
related problems in adult patients. Br J Clin Pharmacol. 2013 
Nov 28;  

17.  Lee VWY, Pang KKW, Hui KC, Kwok JCK, Leung SL, Yu 
DSF, et al. Medication adherence: is it a hidden drug-related 
problem in hidden elderly? Geriatr Gerontol Int. 2013 
Oct;13(4):978–85.  

18.  Stange D, Kriston L, von Wolff A, Baehr M, Dartsch DC. 
Medication complexity, prescription behaviour and patient 
adherence at the interface between ambulatory and stationary 
medical care. Eur J Clin Pharmacol. 2013 Mar;69(3):573–80.  

19.  Curkendall SM, Thomas N, Bell KF, Juneau PL, Weiss AJ. 
Predictors of medication adherence in patients with type 2 
diabetes mellitus. Curr Med Res Opin. 2013 Oct;29(10):1275–
86.  

20.  Souza JG, Apolinario D, Magaldi RM, Busse AL, Campora F, 
Jacob-Filho W. Functional health literacy and glycaemic 
control in older adults with type 2 diabetes: a cross-sectional 
study. BMJ Open. 2014;4(2):e004180.  

21.  Mancuso JM. Impact of health literacy and patient trust on 
glycemic control in an urban USA population. Nurs Health Sci. 
2010 Mar;12(1):94–104.  

22.  Hofer-Dückelmann C. Gender and polypharmacotherapy in the 
elderly: a clinical challenge. Handb Exp Pharmacol. 
2012;(214):169–82.  

23.  Awa K, Satoh H, Hori S, Sawada Y. Prediction of time-
dependent interaction of aspirin with ibuprofen using a 
pharmacokinetic/pharmacodynamic model. J Clin Pharm Ther. 
2012 Aug;37(4):469–74.  

24.  Stosic R, Dunagan F, Palmer H, Fowler T, Adams I. 
Responsible self-medication: perceived risks and benefits of 
over-the-counter analgesic use. Int J Pharm Pract. 2011 
Aug;19(4):236–45.  

25.  Fendrick AM, Pan DE, Johnson GE. OTC analgesics and drug 
interactions: clinical implications. Osteopath Med Prim Care. 
2008;2:2.  

26.  Matoulková  P,  Dosedel  M,  Růzková  B,  Kubena  A.  Information  
and awareness concerning ibuprofen as an ingredient in over 
the counter analgesics: a questionnaire-based survey of 
residents of retirement communities. Acta Pol Pharm. 2013 
Apr;70(2):333–8.  

 

23



 

 

 
 
 

Original Article   
 

 
 
Malta Medical Journal    Volume 26 Issue 02 2014                                                                                                                
 
 

27.  Carter SR, Moles R, White L, Chen TF. Medication 
information seeking behavior of patients who use multiple 
medicines: how does it affect adherence? Patient Educ Couns. 
2013 Jul;92(1):74–80.  

28.  Tsai K-T, Chen J-H, Wen C-J, Kuo H-K, Lu I-S, Chiu L-S, et 
al. Medication adherence among geriatric outpatients 
prescribed multiple medications. Am J Geriatr Pharmacother. 
2012 Feb;10(1):61–8.  

29.  Sicras Mainar A, Muñoz Ortí G, Font Ramos B, Majós Oró N, 
Navarro Artieda R, Ibáñez Nolla J. [Relationship of 
polymedication in controlling blood pressure: compliance, 
persistence, costs and incidence of new cardiovascular events]. 
Med Clínica. 2013 Jul 21;141(2):53–61.  

30.  Mishra SI, Gioia D, Childress S, Barnet B, Webster RL. 
Adherence to medication regimens among low-income patients 
with multiple comorbid chronic conditions. Health Soc Work. 
2011 Nov;36(4):249–58.  

31.  Sirey JA, Greenfield A, Weinberger MI, Bruce ML. Medication 
beliefs and self-reported adherence among community-
dwelling older adults. Clin Ther. 2013 Feb;35(2):153–60.  

32.  Marcum ZA, Gellad WF. Medication adherence to multidrug 
regimens. Clin Geriatr Med. 2012 May;28(2):287–300.  

33.  Russell CL, Ruppar TM, Matteson M. Improving medication 
adherence: moving from intention and motivation to a personal 
systems approach. Nurs Clin North Am. 2011 Sep;46(3):271–
281, v.  

34.  Sánchez Ulayar A, Gallardo López S, Pons Llobet N, 
Murgadella Sancho A, Campins Bernadàs L, Merino Méndez 
R. Pharmaceutical intervention upon hospital discharge to 
strengthen understanding and adherence to pharmacological 
treatment. Farm Hosp Órgano Of Expr Científica Soc Esp Farm 
Hosp. 2012 Jun;36(3):118–23.  

35.  Grimes DE, Andrade RA, Niemeyer CR, Grimes RM. 
Measurement issues in using pharmacy records to calculate 
adherence to antiretroviral drugs. HIV Clin Trials. 2013 
Apr;14(2):68–74.  

36.  Engfeldt P, Popa C, Bergensand P, Bernsten C, Lindgren O, 
Navay I, et al. [Quality assurance of drug prescription in 
primary health care. A new database software makes the drug 
therapy surveillance easier]. Läkartidningen. 2001 Dec 
12;98(50):5767–71.  

37.  Alonso López FA, Iturrioz Arretxea I, Molina Iparraguirre A, 
Ezkurra Loiola P, Gancedo González Z, Santacoloma Campos 
I. [An analysis of long-term computerized prescriptions for 
those over and under 65 at a health center]. Atencion Primaria 
Soc Esp Med Fam Comunitaria. 1996 May 31;17(9):555–8.  

38.  Lee KL, Raman KS. Application of computers in clinics in 
Singapore:  status  and  doctors’  perceptions.  Ann  Acad  Med  
Singapore. 1990 Sep;19(5):580–94.  

 
 
 
 
 
 
 
 

24


