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Abstract. Sore throat is a common symptom of in􀅫lammation of the pharynx and tonsils, and it’s a com-

mon health burden worldwide. The etiology in 85% of the time is a viral infection, which is a self-limiting

disease. The other 15% of sore throat causes could be bacterial, fungal, smoking, intubation and yelling.

Several studies were conducted regarding themanagement of pharyngitis and acute respiratory infections,

which showed a high rate of antibiotic usage in an injudiciousmanner. This is a cross-sectional study, which

took place in the primary care clinic in King Khalid University Hospital. A convenience sample was selected

from the primary care clinic where data were collected via self-administered questionnaires. The research

investigators designed the questionnaires and they were handed in 2014 in the time period between Jan-

uary 19 and January 27 where 320 questionnaires were handed. Data were collected from subjects who 􀅫it

the inclusion criteria, which included adult outpatients (18 or above) who experienced sore throat in the

past year. Details on the data that were collected include: demographic variables, clinical presentation, risk

factors and mode of management. Data were analyzed using SPSS. The data collection procedure yielded

276 respondents; 44 participants were excluded for not being eligible or not fully 􀅫illing the questionnaire.

52.2% of whomwere females and 47.8% were males and only 6.9% of the total respondents chose the ap-

propriate management which is analgesics. The age of respondents held no signi􀅫icance to the choice of

management but gender exhibited signi􀅫icance as themajority of participants who chose the inappropriate

management were males constituting 16.4% of the total. In addition, educational level as a demographic

factor held signi􀅫icance as well in which respondents carrying bachelor’s degrees formed a percentage of

14.3% of people who chose antibiotics while respondents carrying a high school degree chose analgesics

establishing 2.9%. The participants were asked if they follow any guidelines when managing their sore

throat and 79.4% denied following guidelines. Also, we recommend similar research to be done on a big-

ger scale, with a bigger sample size and in different regions to know more about knowledge, attitude and

practice of a bigger portion of the society. Moreover, further research is recommended regarding physicians

and pharmacists prescribing antibiotics in an inappropriate fashion as well as supplying them with clear

guidelines about the appropriate management of patients complaining of sore throat.

© 2017 The Author(s). Published by TAF Publishing.

INTRODUCTION

Sore throat is a common symptom of in􀅫lammation of the pharynx and tonsils, and it’s a

common health burden worldwide [1]. According to a study conducted in 1986 over a

one-year period, 100 per 1000 people experienced sore throat a year [2]. The etiology

in 85% of the time is a viral infection which is a self-limiting disease [3]. The other 15%
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of sore throat causes could be bacterial, fungal, smoking, intubation and yelling [1]. The

symptoms of sore throat may vary according to etiology; viral infections seem to be ac-

companied by a handful of symptoms including red swollen throat, trouble swallowing,

swollen lymph nodes and fatigue. As for bacterial infections, it is believed that symptoms

such as fever, swollen glands or lymph nodes and white spots or pus on the tonsils are

usually associated [4]. Literature varied regarding sore throat management but the one

recurrent controversial theme is that it is managed according to etiology; if sore throat is

caused by a virus which is the cause in most cases, then it is self-limiting and the man-

agement shouldn’t include antibiotics. If the cause is bacterial on the other hand, studies

suggest that it’s benign and self-limiting hence no antibiotic should be used. Other schools

of thought suggest that antibiotics should be used to prevent complications. The British

Medical Journal (BMJ) guidelines of sore throat management issued in 2012 showed that

the appropriate and themost likely bene􀅫icial approach are analgesics such asParacetamol

[5]. National Health Service (NHS) guidelines supported this approach, along with some

home remedieswhichmay also relieve the symptoms [6]. Also, other guidelines suggested

that no or delayed antibiotic prescribing strategy is recommended for patients experienc-

ing acute sore throat among other conditions [7]. By the end of this study, we wish to

determine the population’s knowledge, attitude and practice regarding sore throat man-

agement in the hope of spreading awareness regarding inappropriate antibiotic use and

the risk of serious complications induced by them amongst the Saudi population.

Research Problem

Objectives and rationale of the study

Our main objective was to assess the knowledge, atittude andpractice of a representative

sample of Riyadh’s population regarding sore throat management, thereby determining

whether awareness efforts are needed regarding inappropriate antibiotic use and the risk

of serious complications. The study speci􀅫ically aimed to:

1. Determine the proportion of the population aware of the up-to-date evidence-based

guidelines of sore throat management. By knowing this percentage, we either concur or

discard the need for awareness of the proper management guidelines.

2. Describe the sore throat management practices of the visitors of primary care clinics in

Riyadh, Saudi Arabia.

3. Identify the demographic factors (age, gender and educational level) that may affect the

management choice; this helps in identifying and targeting themembers of the population

in need of awareness.

The results of this study will help in identifying areas to work on for correcting any

misguided information through awareness on the proper guidelines of sore throat man-

agement, which will hopefully decrease the unnecessary complications of inappropriate

management. Also, shed the light on the importance of sore throat management in future

studies on a larger scale population,whichwill later onbene􀅫it the entire Saudi population.

LITERATURE REVIEW

Weweren’t able to obtain studies that focusedon thepeople’s knowledge about sore throat

management and compared the difference in the people’s management choice according

to their demographic status. However, several studieswere conducted regarding theman-

agement of pharyngitis and acute respiratory infections which showed a high rate of an-

tibiotic usage in an injudicious manner. A study conducted in 2005 regarding the rate of

antimicrobial drug usage in the ICU showed that 47.3% of the prescribed antibiotics were
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inappropriate and some were avoidable [8]. Another study showed that the rate of pre-

scribed antibiotics to childrenwith pharyngitiswas very high in outpatient and emergency

departmentswhich led to the conduction of another study concerning sore throatmanage-

ment itself and the results showed that 53% of childrenwere given antibiotics in excess to

the expected prevalence of Group A Beta Hemolytic Streptococcus (GABHS). Some studies

suggested that if the cause was GABHS after investigations then antibiotics should be pre-

scribed to avoid complications but other studies counterpointed this theory by claiming

that antibiotics do not reduce the risk of complications [9].

In a study conducted in 2005, the rate of antimicrobial use was measured and the

numbers showedoveruseof antimicrobials. However, theperiod from1995 to2003 showed

that there was a decline in this overuse from 66% to 54%. The decline is restricted to rec-

ommended antimicrobials i.e. in cases of GABHS, as for the non-recommended antimicro-

bials, they remain at constant 27% per visit which is considered high [10]. Furthermore,

there were some studies that assessed the public view of antibiotic use not speci􀅫ically in

the context of sore throat management. One study done in 2006 in New Zealand showed

that 38%arenot aware that antibiotic use isn’t helpful in vital infection [11]. In conclusion,

there are some studies that describe the pattern of antibiotic prescription in sore throat

and other studies that assess knowledge of antibiotic use in general. However, there are

no studies that assess the general population’s knowledge and practice of sore throatman-

agement.

Research Question and Hypothesis

Research question

What is the public’s level of knowledge and practice regarding sore throat management?

Hypotheses

-Null Hypothesis: Most of the population will abide by the guidelines in the management

of sore throat with no signi􀅫icant demographic variation.

-Alternative hypothesis: We expect that most of the population does not follow proper

guidelines in management of sore throat with respect to the demographic factors.

METHODOLOGY

This is adescriptive cross-sectional study,which tookplace in the timeperiod fromSeptem-

ber 2013 to April 2014 at the Primary Care Clinics (PCCs) of King Khalid University Hos-

pital (KKUH), Riyadh, Saudi Arabia. The primary care clinics treat both male and female

patients above the age of 12 years old. It’s a general clinic that is divided into three sub-

clinics; re􀅫ill, triage and follow up clinics and an extra clinic which is the gynecology clinic

in the female side. The female primary care clinic receives around 130-140 patients each

day and the male primary care clinic receives around 180 patients daily from around the

country.

A pilot study was done on the 5th of November 2013 which served in determining

the sample size and testing out the questionnaire’s logic. The pilot questionnaires were

handed to 5 female and 5 male patients/companions from the primary care clinic’s wait-

ing area. The feedback we got from the participants helped in editing and improving the

questionnaire. Since we were unable to obtain any signi􀅫icant results about the people’s

knowledge and practice regarding sore throat management from previous literature to

help in calculating the sample size, we used the appropriate formula to calculate the sam-

ple size according to the results of the pilot study which estimated the percentage of cor-
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rectmanagement and a sample size of 246was calculated accordingly. After putting a 25%

no response and incomplete response rate into consideration, a sample size of 320was es-

timated. Also, it holds room for the assessment of differences between men and women.

Our study’s subjects were chosen according to convenience sampling technique in

which data from subjects who 􀅫it the inclusion criteria were considered in the study re-

sults. This study included adult outpatients (18 or above) who are experiencing or have

experienced sore throat within the year 2013. Children (because children don’t usually

choose their own treatment), in-patients, bedridden patients, patients with end stage dis-

eases and those who never had an episode of sore throat in the past year were excluded

from the study. Details on the data that were collected are:

Section one: Demographic variables which include age, occupation, educational level

andgender. Section two: Clinical presentationand this includes fever, nasal congestion/ru-

nny nose, dry cough, muscle aches, redness of the eyes, enlarged tonsils, headache, rash,

body ache/fatigue, sneezing, discomfort while swallowing, hoarseness of the voice, spu-

tum and white patches inside the mouth. Section three: Risk factors including smoking,

acid re􀅫lux, throat abuse, exposure to cold and hot weather and allergies. Section Four:

Management and that consists of home remedies (herbs, cupping, honey, etc.), bed rest,

over-the-counter medications (analgesics and antihistamines), a pharmacist’s consulta-

tion and a physician’s consultation.

Data were collected via self-administered questionnaires that the research investiga-

tors designed and modi􀅫ied according to the pilot study. The questionnaires were made

in Arabic, the English translation was composed for research purposes. The investigators

handed thequestionnaires to visitors of theprimary care clinic on the timeperiodbetween

January 19 and January 27where 320 questionnaireswere handed except on the days that

coincided with the weekend because the clinic doesn’t receive patients on weekends. In

case of dealingwith illiterate participants, the investigators assisted them in 􀅫illing out the

questionnaire on their behalf.

Data were analyzed using the SPSS program where all the variables (demography,

symptoms, choice of management and the details associated) were inserted and the fre-

quency tables of each variable generated. Cross tabulations between demographic vari-

ables and management choices were created and the chi square test for each cross tab-

ulation was made to test if there are any signi􀅫icant differences in management options

according to demographic variety. In terms of ethical consideration, the questionnaire in-

cluded a cover page explaining the purpose of the study and the right of the participant to

not reveal his/her identity. The participants’ consent to use the information collected from

them in our study was assumingly given by them agreeing to 􀅫ill the questionnaire. Par-

ticipants will remain anonymous and the information will be dealt with in con􀅫identiality.

There will be no incentives or rewards for people participating in the study. Also, there is

no con􀅫lict of interest among the investigators of this study and the study was conducted

as a part of the CMED 305 research course.

RESULTS

Characteristics of Respondents

The data collection procedure yielded 276 respondents; 52.2%ofwhomwere females and

47.8% were males which means 44 people were excluded for either not being eligible or

not fully 􀅫illing the questionnaire. The age of participants ranged from 18 to 80 with a

mean age of 37.04 (+/-13.46). The respondents less than 25 years old showed the highest

response rate with a percentage of 27.9% followed by the second highest rate of 27.2%
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which were people above the age of 46 years. As a whole, the highest proportion of the

participants (41.8%) were bachelor’s degree graduates while less than 10% of the partic-

ipants were illiterate.

As for occupational status, 43.6%wereemployeesof different sectors excludingphysi-

cians who showed only 0.7% of responses. The rest of the participants were either un-

employed or students of different specialties. Regarding chronic illnesses, the majority

(44.7%) reportedhavingunspeci􀅫ied lungdiseases followedbyhypertension (27%),while

26.2% reported having no chronic illnesses. Asthma, diabetes, high cholesterol and heart

disease formed less than 50% of the cases. Moreover, most of the respondents were non-

smokers holding a very high rate of 84.8% (see 􀅫igure 1).

FIGURE 1 . Smoking status of respondents

Behavior of Respondents

Most of the respondents (87.3%) reported that they experienced sore throat less than 5

times a year but themajority (51.1%) experienced it 2 times or less a year. Of all the people

who experienced sore throat, more than half claimed that it usually lasts 1-4 days. When

asked if the participants thought the cause of their sore throats was related to speci􀅫ic risk

factors, themajority reported that smoking andacid re􀅫luxwerenever associated,whereas

throat abuse (singing, shouting, coughing) and infections were sometimes relatedwith 􀅫lu

and weather being more often so.

The symptoms experienced with the sore throat episode varied, the results reported

by the majority are written below. They reported never experiencing white patches nor

redness of the eye with their sore throats. On the other hand, fever was reported as some-

times experienced with the sore throat (39%). However, the symptoms that were chosen

to be as always associated with their sore throat are enlarged tonsils (33%), body ache

(34.1%), headache (35.5%), dif􀅫iculty swallowing (45.7%), hoarseness (41.3%), runny or

stuffy nose (41.9%), cough (33.9%) and sputum (36.5%).

The choice of management varied between different types of modalities (see Table

1) including using analgesics only (6.9%), using antibiotics whether alone or with other

drugs (27.7%), combination of bed rest with home remedies & analgesics (16.8%), vis-

iting doctors & pharmacists (0.7%) and “others” which include antihistamine alone, bed

rest alone and bed rest with home remedies (47.%). Comparing the management choices

between males and females, the results showed signi􀅫icant difference with a p value of

0.041. More men preferred using antibiotics or using analgesics alone, with the 􀅫igures

being 16.4% and 4% respectively. However, more females (9.9%) preferred using a com-
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TABLE 1 . Doctors’ and pharmacists’ prescription

Doctors’/Pharmacists’ Management Frequencies

Responses Percent of Cases

N Percent

Pharmacist prescription (Antibiotics) 92 18.8% 42.0%

Pharmacist prescription (Analgesics) 9 1.8% 4.1%

Pharmacist prescription (Vitamins) 74 15.1% 33.8%

Pharmacist prescription (Antihistamines) 17 3.5% 7.8%

If you visited the doctor or Pharmacist prescription (No Medication) 5 1.0% 2.3%

the pharmacist what did they prescribe? Doctor's prescription (Antibiotics) 156 31.8% 71.2%

Doctor's prescription (Analgesics) 9 1.8% 4.1%

Doctor's prescription (Vitamins) 93 19.0% 42.5%

Doctor's prescription (Antihistamines) 33 6.7% 15.1%

Doctor's prescription (No Medication) 2 0.4% 0.9%

Total 490 100.% 223.7%

bination of analgesics, bed rest and home remedies. The females also outnumbered the

males who chose “others” as a choice of management (28.1%) for females versus (19.7%)

for males (See 􀅫igure 2).

FIGURE 2 . Choice of management according to gender

As for comparison of management choice in different age groups, the age showed no

signi􀅫icance with a p value of 0.865. On the other hand, educational level was signi􀅫icant

(p value = 0.039). The majority of high school graduates (2.9%) chose analgesics while

the majority of people who held bachelor’s degree (14.3%) chose antibiotics. Most of the

illiterate participants (2.9%) chose “others”. When asked whether the subject visits the

doctor each time they experience sore throat, themajority replied nowith a percentage of

78%.

On the subject of visiting the doctor or the pharmacist, only 1.8% of both prescribed

analgesics, while 31.8% of doctors and 18.8% of pharmacists prescribed antibiotics (see

table 1). Among the doctors, who prescribed antibiotics, only 3.3% ordered a throat bac-

terial culture.

Out of the people who took over-the-counter medication, 58.4% reported that they

were in􀅫luenced by previous experience from a visit to the doctor. To conclude, the par-

ticipants were asked if they follow any guidelines when managing their sore throat and

79.4% denied following guidelines.
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DISCUSSION AND LIMITATIONS

Discussion

In our study, we measured the knowledge, attitude and practice of people visiting the pri-

mary care clinic in KKUH regarding sore throat management and thus determining the

people’s consistency with the guidelines and their need for awareness. We received a re-

sponse rate of 86% which is considered good, but shockingly only 6.9% of respondents

chose the appropriate management based on the previously mentioned guidelines, which

are analgesics [7]. However, some people chose more than one approach that included

bed rest, home remedies and analgesics, which accounted for 16.8% and this may catego-

rize them on a somewhat correct level of knowledge, based on the recommendations of

other guidelines [8] i.e. state analgesics and self-care as an appropriate management en-

tity (see table 2). Based on the previous literature [7-8] themajority showed an agreement

TABLE 2 . Choice of management
When experiencing these symptoms do you prefer

Frequency Percent Valid Percent Cumulative Percent

Using analgesics only 19 6.9 6.9 6.9

Using antibiotics only, using Antibiotics & analgesics, Antibiotics & antihistamines 76 27.5 27.7 34.7

Valid Bed rest & home remedies & analgesics 46 16.7 16.8 51.5

Visiting Doctors & pharmacists 2 .7 .7 52.2

Others 131 47.5 47.8 100.0

Total 276 100.0

in that the use of antibiotics is not recommended and some would say controversial. This

is relevant to our study because 27.7%of our sample chose antibiotics as amethod ofman-

agement opposing the guidelines. Even though not all of the remaining 72.3% chose the

correctmanagement (analgesics), the fact that they didn’t choose antibiotics is considered

somewhat good practice. In this study, one of the objectives focused on demographic fac-

tors and their relation to the choice of management. One of our demographic factors to be

discussed is gender, which showed signi􀅫icance. The greater number of participants who

chose the appropriatemanagement which is analgesics weremales, constituting 4.0% but

they also were the majority that chose antibiotics with a high percentage of 16.4% which

is worth highlighting because according to evidence base [8], it’s not compatible. How-

ever, out of the total percentage, 16.8% of people chose analgesics along with bed rest and

home remedies, 9.9% were female which is again considered good practice according to

NHS guidelines [7].

Lastly, educational level as a demographic factor holds signi􀅫icance, which means it

could be a possible predictor for management choice pattern. Surprisingly, respondents

carrying a high school degree were the people who chose the correct approach i.e. anal-

gesics constituting 2.9%. The people who chose analgesics as well as bed rest and home

remedies at a percent of 6.6% are the ones with bachelor’s degrees making them adher-

ent to some guidelines, but they also formed a percentage of 14.3% of participants who

chose antibiotics as 􀅫irst line management which is considered unusual. Although previ-

ous literature showed physician prescribing antibiotics in excess [9, 11] and our results

showed that in most cases where people visited the doctor they were prescribed antibi-

otics, only 27.7% of our respondents were taking antibiotics whichmay show some disre-

gard to doctor’s prescriptions. Fortunately, in this case the people’s disregard to doctor’s

prescriptions is good for their well-being. In conclusion, based on our results, we reject

the null hypothesis therefore accepting the alternative hypothesis, thus con􀅫irming their

need for awareness due to the lack of knowledge and adherence to proper guidelines. As

for the sub objective concerning the effect of demographic factors on the choice of man-
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agement, gender and educational level held signi􀅫icant difference upon choosing manage-

ment, unlike age which bared no signi􀅫icance.

Limitations

The research had several potential limitations but it was primarily related to the sample.

We followed a convenience sampling technique not representative of the whole popula-

tion but only limited to those visiting KKUH primary care clinic. Also, extra questionnaires

were handed increasing our sample size from 246 to 320 in cases of loss of questionnaire

or incomplete responses. Lastly, the distributing of questionnaireswas held in nonconsec-

utive days due to the fact that the primary care clinics do not receive patients onweekends.

CONCLUSION AND RECOMMENDATIONS

Efforts to increase awareness regarding sore throat management are still needed in gen-

eral but should be particularly targeted towards males and those who hold bachelor’s de-

gree since they showed high percentages of the wrong management choice (antibiotics).

Also, we recommend similar research to be done on a bigger scale, with a bigger sample

size and in different regions to knowmore about knowledge, attitude and practice of a big-

ger portion of the society. Moreover, further research is recommended regarding doctors

and pharmacists prescribing antibiotics in an inappropriate fashion as well as supplying

themwith clear guidelines about the appropriate management of patients complaining of

sore throat. Hopefully, these recommendations will help our society 􀅫lourish.
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