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Prescription Medication Borrowing among Adult
Patients at an Urban Medical Center

ABSTRACT Prescription medication borrowing can result in adverse health outcomes.
We aimed to study the patterns of borrowing prescription medications in an adult
urban population seeking healthcare in the outpatient, emergency, and inpatient
units of an urban medical center. Participants indicated whether they (1) had a
primary care doctor, medical insurance, a prior history of substance abuse,
psychiatric disorders, or chronic pain; and (2) had borrowed a prescription
medication. If so, they noted the medication obtained, source, frequency of use,
and reasons why they had not obtained a prescription from a licensed medical
provider. Of the 641 participants, most were African American (75%), urban
residents (75%), high school educated or less (71%), and lacked full-time employ-
ment (68%). Many had health insurance (90%) and had recently seen their primary
medical provider (75%). Eighteen percent reported ever borrowing a prescription
medication. On multivariate analysis, history of chronic pain was marginally
associated with increased medication borrowing (odds ratio [OR]=1.58) while
having Medicare insurance (OR=0.436) or a primary care medical provider
routinely ask about medication usage (OR=0.589) were significantly associated
with decreased medication borrowing. The most commonly obtained medications
were for pain (74%), usually in the form of opioids, and were obtained from a
family member (49%) or friend (38%). Thirty-five percent of those who borrowed
medications did so more than once a year, with lack of convenient access to medical
care the most frequently cited reason for use (67%). Only a third of those who
borrowed medications had informed their primary medical providers of the
behavior. In conclusion, borrowing prescription medications is a common behavior
in the population studied. Further research is warranted into interventions to reduce
such use, especially the impact of methods to improve the convenience of contacting
licensed medical providers.
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BACKGROUND

The diversion of prescription medications without the involvement of a medical
professional, besides being illegal under federal law, is also a growing public health
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concern.1-4 Primarily defined as the giving or selling of medications to someone (i.e.,
sharing) or the taking or purchasing of someone else’s medication (i.e., borrowing),
these behaviors cause great concern among healthcare providers because of the many
potential adverse consequences.5,6 Chief among these are (1) delay in treatment for a
condition due to self-treatment with the borrowed medication; (2) erroneous
perceptions of ineffective treatment due to incorrect dosage or treatment duration;
(3) increase in antibiotic resistance; (4) increase in risk of adverse events directly from
the medication, as well as from drug–food and drug–drug interactions.2 A significant
number of emergency department visits and the majority of overdose deaths are
associated with the diversion of prescription drugs.4,7 Though this diversion is
particularly significant for opioids, other medications are also involved.3,5,6

Past studies have examined both the sharing and borrowing of prescription
medications, yet those who borrow medications are intrinsically at higher risk for
the adverse effects discussed above.2 Among the studies examining the borrowing of
prescription medications, the prevalence of medication borrowing has ranged from
5% to 35%, with most national studies placing the prevalence around 23–
26%.2,7-14

The influence of physical attributes, such as gender and age, on the rate of
medication borrowing, has also been investigated. Studies suggest that although
women share medications more often than men, they seem to borrow medications
equally (range, 13.9–29.6% for men and 15.1–29.8% for women). 2,8,12 The
prevalence of medication borrowing has been shown to increase through adoles-
cence, peak during the third decade of life, and then generally declines with
increasing age.12

The diversity of substances involved in medication borrowing has been found to
be surprisingly extensive. Opiates and hypnotics are the most frequently borrowed
prescription medications, though there are many other classes of medications
involved.2 A study of stimulant diversion demonstrated that prescription analgesics
were borrowed at the alarmingly high lifetime rate of 35%.10 Other medications
found to be borrowed include acne medications, allergy medications, non-opiate
pain medications, antidepressants, antibiotics, asthma medications, birth control
pills, and herbal supplements.10,13,14

Unfortunately, despite the above data, the factors associated with medication
borrowing remain largely unknown. Among women of reproductive age, the
primary rationale was already having a medicine but not currently having it on
hand or having the same problem as the person who had the medicine.8 Additional
rationales cited include a willingness to borrow medications if they were from a
family member, if it was an emergency, if cost was an issue, or for a symptom such
as pain.2,8 Interestingly, a desire to get high or “feel good” as a result of the
borrowed medication seems rare among adults.2

Little research has examined medication borrowing based on location, such
as an urban or rural setting. Urban populations are of particular interest because
they are the location of many large academic health centers and a majority of the
US population. Additionally, they typically contain higher rates of ethnic
minorities, with wide disparities in wealth living in close proximity to one
another, which are often associated with disparities in the access to compre-
hensive primary medical care.15-17 Through national studies, it is also known that
areas where illicit (illegal and unregulated) drug use is high, the population is
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typically of a lower socioeconomic status, with lower levels of educational
attainment, and a higher proportion of ethnic minorities.18 Contradicting these
findings however, is the one national study of medication borrowing among an
urban population which concluded that Caucasians borrowed medications just as
often as African Americans, and that household income did not significantly
influence this behavior.2 An additional study of injection drug users reported
frequent antibiotic exposure, though only a minority identified nonprovider
sources for the medication.19

Few have examined the medication borrowing of patients presenting for medical
care. Studies to date have either focused on overdose victims presenting to the
emergency department or the use of leftover antibiotics from a prior illness.7,20 In order
for medical providers to enhance the safety of their patients, we must understand the
prevalence of borrowing among patients presenting for medical care and factors
which might increase or reduce the likelihood of borrowing. To begin to fill these gaps
in literature, we conducted a study to examine these issues among individuals
presenting for medical care at an urban medical center.

METHODS

Study Setting and Participants
Participants were recruited from four clinical sites at an urban academic medical
center: (1) emergency department walk-in ambulatory clinic, (2) internal medicine
residency continuity practice, (3) internal medicine faculty practice, and (4) general
medicine inpatient floors.

The eligibility criteria were an ability to speak English and age of ≥18 years.
Participants were excluded from the study if they required immediate medical
attention, as determined by the patient’s care providers, or were unable to
provide informed consent due to a lack of understanding or altered mental
status. Direct advertising to patients and physician referrals were not used for
recruitment.

Informed consent and study interviews were conducted while participants
waited to be seen (outpatient) or the same day of recruitment (inpatient). All
interviews were conducted within the privacy of a room. During the interview,
participants were assured of the confidential nature of the survey. At the end of the
interview, participants received a public transportation token (valued at $2) in
appreciation for their contribution to this study. The Temple University Institutional
Review Board approved the study protocol.

Data Collection
Participant recruitment and interviews were conducted by individual members of the
study team, which included one internal medicine attending physician (LW), an
internal medicine resident physician (SE), a clinical pharmacist (NP), and three
clinical pharmacy postgraduate research students (KS, MM, and BW). All study
team members underwent the same series of two detailed training sessions,
administered by a single senior member of the study team (LW), outlining proper
recruitment procedures and survey administration. Each member of the study team
worked independently to recruit and administer the survey among a convenience
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sample of patients waiting to be seen in one of four study sites during daytime hours.
All data were collected in a face-to-face interview, which took less than 10 minutes
to complete.

The survey instrument was developed by the research team using elements of
existing surveys on this topic supplemented by the clinical experience of the
physicians and pharmacists on the team.2,8,12 The final survey (Appendix) was
pretested for clarity and content on a sample of 20 participants; though the only
changes made after the pretest was reordering of questions to improve clarity. The
results of the pretest were not included in the final results. The first portion of the
survey contained items on (a) demographic factors, (b) access to a primary care
physician and health insurance status, and (c) medical and social problems.
Additional questions were asked about the participants’ interactions with their
primary care physician. The participant was then asked “Have you ever taken a
medication that would normally require a prescription but was not prescribed
specifically for you?” All participants who answered affirmatively were asked
details about the medications used and underlying rationale for borrowing the
medication.

Analysis
Collected data were entered into a web-based program (Surveymonkey.com
Corporation, Portland, OR) in an ongoing manner by the interviewers. This
program summarized and exported all data into Microsoft Excel for Windows®
(Microsoft Corporation, Redmond, WA). All statistical analyses were then
performed using SPSS, version 17.0.

The primary outcome measure was use of prescription medications without a
prescription (borrowing). Descriptive statistics were used to characterize the study
sample overall, and by outcome group. Categorical demographic variables, as well
as variables of interest generated from the survey, were described using frequencies
and percentages, while age measured on a continuum was described using the mean
and standard deviation statistics. Each borrowed medication was classified
according Lexi-Comp Online Pharmacologic Category and subsequently the most
common use was assumed as the indication.

Chi-square tests of association were used to examine bivariate relationships
between outcome and categorical independent variables of interest. Outcome groups
were compared according to mean age using an independent sample t test. A
multivariate binary logistic regression model was generated with the dichotomous
outcome measure regressed on independent variables emerging predictive at the 0.20
level in bivariate analyses. Independent variables examined are listed in Table 1.
Factors emerging predictive at the 0.20 level were age, race, insurance carrier, query
about medication use by primary care medical provider (PCP), history of drug
abuse, mental illness, and chronic pain.

RESULTS

Participant Characteristics (Table 1)
Over a 5 month period (March–August 2008), a total of 805 individuals were
approached to complete the questionnaire and 643 agreed to participate, yielding a
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TABLE 1 Demographics

Demographic
variable

Base sample
no. (%)

Borrowed medicine
no. (%)

Did not borrow
medicine no. (%) p Value

Total 641 (100) 116 (18.1) 525 (81.9) NA
Age 18 to 92 (median,

49 years)
45.6 (14.4) 49.6 (16.9) 0.016

Gender
Male 41% 51 (44) 211 (40.2) 0.684
Female 59% 65 (56) 313 (59.6)
Marital status
Married 158 (24.7) 28 (24.1) 130 (24.9) 0.615
Divorced 79 (12.4) 11 (9.5) 68 (13.0)
Separated 42 (6.6) 9 (7.8) 33 (6.3)
Never married 284 (44.4) 57 (49.1) 227 (43.4)
Widowed 76 (11.9) 11 (9.5) 65 (12.4)
Race
African American 483 (75.4) 96 (82.8) 387 (73.7) 0.076
Caucasian 74 (11.5) 7 (6) 67 (12.8)
Other 84 (13.1) 13 (11.2) 71 (13.5)
Ethnicity
Hispanic/Latino 66 (10.3) 10 (8.6) 56 (10.7) 0.512
Non-Hispanic/Latino 575 (89.7) 106 (91.4) 469 (89.3)
Recruitment sites
ED 159 (24.8) 26 (22.4) 133 (25.3) 0.682
Resident internal
medicine practice

177 (27.6) 35 (30.2) 142 (27)

Faculty internal
medicine practice

139 (21.7) 22 (19) 117 (22.3)

Inpatient wards 166 (25.9) 33 (28.4) 133 (25.3)
Education
Less than high school 196 (30.6) 33 (28.4) 163 (31.1) 0.221
Completed high
school or GED

258 (40.2) 46 (39.7) 212 (40.5)

Some college 95 (14.8) 24 (20.7) 71 (13.5)
College graduate 91 (14.2) 13 (11.2) 78 (14.9)
Employment status
Full time 204 (31.8) 40 (34.5) 164 (31.2) 0.36
Part time 41 (6.4) 8 (6.9) 33 (6.3)
Unemployed 154 (24) 28 (24.1) 126 (24)
Retired 119 (18.6) 14 (12.1) 105 (20)
Disabled 123 (19.2) 26 (22.4) 97 (18.5)
Currently have a PCP
Yes 546 (85.2) 98 (84.5) 448 (85.3) 0.815
No 95 (14.8) 18 (15.5) 77 (14.7)
Last seen by PCP
G1 month 181 (28.2) 28 (28.6) 153 (34.2) 0.246
1–6 months 251 (39.2) 43 (43.9) 208 (46.5)
96 months–1 year 48 (7.5) 13 (13.3) 35 (7.8)
91 year 65 (10.1) 14 (14.3) 51 (11.4)
Currently have
health insurance

MEDICATION BORROWING AMONG URBAN PATIENTS 1001



response rate of 80%. Two responses were later excluded due to missing data, thus
641 respondents are included in the final analysis.

Participants were recruited in roughly equal proportions from the four recruit-
ment sites. They ranged in age from 18 to 92 years (median, 49 years old) with 59%
female and 41% male. The sample was primarily African American (75%) with
12% Caucasian, 10% Hispanic, and 3% other. Seventy-five percent of participants
were residents of the city of Philadelphia, 71% had a high school education or less,
68% had less than full-time employment, and the median annual self-reported
household income was $12,000 (range, $0–360,000). Approximately 90% of
respondents had health insurance and, of these, 39% carried a Medicaid insurance
plan. Most respondents (85%) stated that they had a primary care provider and
75% of those had seen them within the past year.

Findings
Overall, 18% (N=116) of respondents reported ever borrowing a prescription
medication (Table 1). Medication usage did not differ among the four survey
recruitment sites. Univariate analyses demonstrated that younger age, being African

TABLE 1 Continued

Demographic
variable

Base sample
no. (%)

Borrowed medicine
no. (%)

Did not borrow
medicine no. (%) p Value

Yes 574 (89.5) 102 (87.9) 472 (89.9) 0.529
No 67 (10.5) 14 (12.1) 53 (10.1)
Insurance carrier
Medicaid 247 (38.5) 56 (48.7) 191(36.7) 0.007
Medicare 138 (21.5) 12 (10.4) 126 (24.2)
Private 184 (28.7) 33 (28.7) 151 (29.0)
Uninsured 67 (10.5) 14 (12.2) 53 (10.2)
Routinely asked about
medication usage by PCP

Yes 525 (81.9) 84 (72.4) 441 (84.2) 0.002
No 113 (17.6) 32 (27.6) 81 (15.5)
Has a chance to tell PCP
about medication usage

Yes 562 (87.7) 98 (84.5) 464 (88.4) 0.358
No 77 (12.0) 18 (15.5) 59 (11.2)
History of drug abuse
Yes 78 (12.2) 23 (19.8) 55 (10.5) 0.005
No 563 (87.8) 93 (80.2) 470 (89.5)
History of alcohol abuse
Yes 60 (9.4) 14 (12.1) 46 (8.8) 0.271
No 580 (90.5) 102 (87.9) 478 (91.2)
History of mental illness
Yes 89 (13.9) 22 (19) 67 (12.8) 0.08
No 552 (86.1) 94 (81) 458 (87.2)
History of chronic pain
Yes 224 (34.9) 50 (43.1) 174 (33.1) 0.042
No 417 (65.1) 66 (56.9) 351 (66.9)

PCP primary care medical provider
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American, having Medicaid, having a PCP who does not routinely question
medication usage, and having a history of drug abuse, mental illness, and chronic
pain were all associated with increased medication borrowing at the 0.20 level.
Multivariate logistic regression modeling demonstrated that a history of chronic
pain (odds ratio [OR]=1.58, p=0.055) was marginally associated with increased
medication borrowing while subjects with Medicare (OR=0.44, p=0.03) or a PCP
that routinely asked about medication usage (OR=0.59, p=0.049) were less likely to
borrow medications (Table 2).

Nearly half of respondents who reported ever borrowing medications did so one
or more times during the past year, though only a minority did so once a month or
more (14%) (Table 3). Most (95/11 or 82%) reported borrowing only a single type
of medication, though 25% (29/116) were unable to recall the name of the specific
medication taken. Ultimately, among the 89 respondents able to recall the name of a
specific medication taken, 27 distinct medications were identified (Table 3). Opioids
(42/89 or 47%), nonsteroidal anti-inflammatory drugs (25/89 or 28%), benzodia-
zepines (14/89 or 16%), and antihypertensives (10/89 or 11%) were the most
frequently identified medication classes.

When data were analyzed according to symptoms for borrowing a medication, pain
(86/116 or 74%), anxiety and depression (16/116 or 14%), heart disease (10/116 or 9%),
and infection (9/116 or 8%) were most frequently cited (Table 3). Less frequently
mentioned were allergies, gastrointestinal disorders, substance abuse, and breathing
disorders (i. e., asthma/emphysema). Convenience was cited by two thirds (78/116 or
67%) of respondents as a rationale for borrowing a medication. Self-medication
(defined as a desire to “try the medication and see what happened” or taking a
medication which worked in the past for similar symptoms) was also cited by a third of
respondents (36%; note: multiple reasons could be stated for the behavior). A smaller
proportion of respondents stated “a need to get a high,” cost or overall lack of access to
medical care as significant influences on their decision to borrow medications. The
source of the medications was most commonly a family member (60/116 or 52%) or
friend (46/116 or 40%), with fewer respondents obtaining the medication from
“someone on the street” (14/116 or 12%) or via the internet (2/116 or 2%).

TABLE 2 Factors related to medication borrowing

Variables in the equation

B SE Wald df Sig. Exp (B)

95% CI for Exp (B)

Lower Upper

Step 1a Age −.008 .008 1.004 1 .316 .992 .977 1.008
AA_race (1) .646 .369 3.067 1 .080 1.908 .926 3.933
Medicare (1) −.831 .382 4.717 1 .030 .436 .206 .922
Medicaid (1) −.021 .253 .007 1 .932 .979 .597 1.606
ASKMEDS (1) −.530 .269 3.892 1 .049 .589 .348 .997
Drugs (1) .296 .319 .861 1 .354 1.344 .720 2.509
Mental (1) .327 .318 1.053 1 .305 1.386 .743 2.586
Pain (1) .454 .237 3.667 1 .055 1.575 .989 2.508
Constant −1.355 .563 5.795 1 .016 .258

aLogistic regression modeling probability of medication borrowing
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TABLE 3 Characteristics of those who had ever borrowed medications

Variable Base sample no. (%)

Total number of
medications borrowed

N=116

1 95 (81.9)
2 15 (12.9)
3 3 (2.6)
4 3 (2.6)
Frequency of
medication borrowing

N=116

Daily 4 (3.4)
More than daily,
less than weekly

4 (3.4)

Once a week 6 (5.2)
Once a month 3 (2.6)
A few times per year 24 (20.7)
Once a year 13 (11.2)
Less than once a year 18 (15.5)
Once ever 44 (37.9)
Frequency (by medication class)b N=89a

Opioids (schedule II–IV) 42 (47.19)
NSAIDs and COX-2 25 (28.09)
Benzodiazepines 14 (15.73)
Antihypertensives 10 (11.24)
Antibiotics 5 (4.31)
Other 16 (17.98)
Indicationb N=116
Pain 86 (74.14)
Anxiety and depression 16 (13.79)
Heart diseasea 11 (9.48)
Infection 9 (7.76)
Allergies 4 (3.45)
Gastrointestinal disorders 3 (2.59)
Substance abuse 4 (3.45)
Breathing disorders
(asthma/emphysema)

2 (1.72)

Other (i.e., emergency
contraception and seizures)

11 (9.48)

Told provider about
medication use

N=116

Yes 39 (33.6)
No 76 (65.5)
No primary care
physician

1 (0.9)

Reason for borrowing
medicationsb

N=116

Convenience of obtaining
(i.e., “could not reach
my usual doctor” or
“it is inconvenient to
call my doctor”)

78 (67.2)
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Having a clearly delineated PCP did not significantly impact on the rate of
medication borrowing, nor did the frequency with which they saw their PCP. As
stated above, those whose PCP routinely asked about which medications they were
taking (OR=0.59, p=0.049) were significantly less likely to have borrowed
medications on multivariate analysis (Table 2). Although a large majority (84/116
or 72%) of respondents who had borrowed medications reported that their PCP
routinely asked them about the medications they were taking, or gave them a chance
to tell them about all the medicines they were taking (98/116 or 85%), only a third
(39/116 or 34%) reported telling their PCP about their medication borrowing
behavior (Tables 1 and 3).

DISCUSSION

This is the first study to our knowledge examining the medication borrowing
behaviors of an adult urban population seeking medical care. Almost one fifth of
respondents reported ever borrowing a medication, with about half of those
doing so at least once within the past year. The prevalence of medication
borrowing in our study population was similar to those found in other broad
based observational studies involving specific ethnic groups and those of higher
socioeconomic status. Since the prevalence of medication borrowing did not
significantly differ between the four clinical sites in our study, these findings
suggest that the prevalence may be similar no matter where a patient presents for
medical care.

The specific medications borrowed were consistent with prior reports, with
some important exceptions.2,12 Similar to past studies, we found that pain
medications were among the most frequently borrowed.2,11,21 This may be
because: (1) pain is a symptom that is felt by the patient and it may negatively
impact the patient’s quality of life from day to day; (2) Controlled substances have

TABLE 3 Continued

Variable Base sample no. (%)

Self-medication (i.e., “had
similar symptoms in the
past” or “I wanted to see
what happened”)

42 (36.2)

Need to get high 11 (9.48)
Cost 9 (7.76)
Source of borrowed
medicationsb

N=116

Family member 60 (51.72)
Friend 46 (39.66)
Someone on the street 14 (12.07)
Via internet 2 (1.72)

NSAIDs nonsteroidal anti-inflammatory drugs
aN=89 subjects able to identify at least one borrowed medication by name
bSum of percents do not add to 100% due to subjects being able to respond to more than one category
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strict federal regulation and are more likely to be diverted and thus providers are
more cautious in prescribing these agents; (3) Given the addictive potential of these
drugs, many providers reserve them as a last agent of choice. However, as opposed
to other studies which found that allergy medications were frequently borrowed,
we did not find this to be the case in our adult urban patient population.2 This
difference may be partly explained by difference in population studied and the
availability of allergy medications such as cetirizine (Zyrtec®) without a
prescription, which was not the case when this prior study was completed. We
also found a high use of cardiovascular drugs, such as antihypertensives, and know
of only one other author who found similar results, though that study was not
conducted in the United States.21

Convenience was the most frequently cited reason for medication borrowing,
and a family member or friend was the most common source, rather than more
traditionally thought of routes of diversion such as theft, the internet, and/or via
a street dealer. This implies that individuals are primarily obtaining medications
from easily accessed and highly trusted sources, especially when their usual
medical providers are not easily accessible. Our findings also correlate with other
studies which found a low rate of obtaining medications through the internet.22

Though many factors may determine a patient’s access to care, our study
population’s high level of connectivity to a primary medical provider was not
sufficient to avoid medication borrowing. That a provider’s inquiry into
medication use impacted on medication borrowing is intriguing; an underlying
rationale for why a cause and effect exists is unclear and may represent an
interesting topic for additional research. Additionally, only a third of patients who
borrowed medications reported it to their medical provider, which may demon-
strate a degree of realization that what they did was inappropriate or careless.
Conversely it may represent a lack of recognition of the potential dangers
associated with taking medications without a provider’s prescription or knowl-
edgeable advice.

There are several potential limitations in this study. Since we intentionally
examined a predominantly adult population seeking medical care at an urban medical
center, our results may not be generalized to more diverse populations. We believe that
data regarding this population will be valuable to medical providers, especially those
who practice in disadvantaged urban areas. Second, by choosing a cross-sectional study
design, our ability to draw cause and effect conclusions are limited. Therefore, we
submit our findings as associations and suggest they be used for future study of direct
impact. This is exemplified by our finding that Medicare insurance was associated with
a lower rate of borrowing. Though this may reflect the previously stated finding that
older patients borrow less frequently, our results did not reproduce this impact of age
which suggests that other factors may contribute and additional studies are needed to
clarify this. Third, though the prevalence of medication borrowing was comparable to
past studies of a national scope, social desirability bias (the tendency of respondents to
reply in a manner that will be viewed favorably by others) may have resulted in under-
reporting, and thus our results may actually underestimate the true prevalence of
medication borrowing in the study population.23 Lastly, by relying on self reports of
behavior, our findings are limited by recall bias, as well as by participants’
understanding of the questions in the survey.
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Our study has several important implications, chief among them is that in an
adult urban-based population seeking medical care, the prevalence of medication
borrowing was significant, nearly one in every five patients. Our study results are
of particular importance to medical professionals by providing insight into the
prevalence of medication borrowing within an adult urban population seeking
medical care. That such a significant proportion of our respondents borrowed
medications has potential implications for how medical providers take a patient’s
medication history, or prescribe medications since in any given day, several of
their patients may have borrowed a medication and not told them about it
during their office visit. Medical providers should regularly inquire about
medication use, and consider cautioning patients about medication borrowing,
even if they deny the behavior. Future studies should examine the reasons behind
borrowing medications for nonacute indications such as hypertension and how
provider behaviors and insurance status may impact on the rate of medication
borrowing.
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APPENDIX

Survey instrument. See next page.
Temple University Prescription Drug Use Survey
Thank you for taking the time to participate in our research study. We are trying to

learn more about what medications people are taking and why. It should take you no
more than 5 to 10 min to complete this questionnaire. When you finish your completed
questionnaire, you will receive a Septa token as a thank you for your help.

There are some questions that ask about subjects or actions that may not be
comfortable for you to share. Please understand that this survey is completely
anonymous and confidential—meaning that there is no way to identify you and your
answers will not be shared with anyone apart from the study team. No one outside
of our project team will have access to your answers. Try to answer honestly and
accurately as possible.

Any reports created as a result of the questionnaire will be reported as a group,
once again so that no one will identify you personally. You may choose not to
answer any question that you want.
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Do you agree to take this survey?   

Number asked and declined participation Number 

Do you have any questions before we begin? 

Location of Interview 1 4th Floor Ambulatory Practice 

2 Jones Hall Ambulatory Practice 

3 ED Fast Track 

4 Inpatient Hospital

5

Other, SPECIFY:  

Time Interview Started Time 

1.  In what Zip Code do you live? ZIP CODE

2.  What is your gender? 1 Male

2 Female

3 Transgender

AM PM

3. What is your age in years? Years Old

4.  What is your current employment status?  Are you: 1 Full-time employed, 

2 Part -time employed, 

3 Unemployed,

4 Retired, or

5 Disabled

6
Something else? SPECIFY:

ID#:_______________ 

5. Are you currently enrolled in school? 1 YES

2 NO

7 REFUSED

6. Are you Hispanic or Latino or of Spanish origin? 1 YES – Go to Question 8 

2 NO

7 REFUSED

Preamble
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7. Which of these groups best describes your racial background? Would you say: 1
American Indian or 
Alaska Native,

2 Asian,

3 Bi-Racial 

4 Black or African American,

5 White or Caucasion, or

6
Something Else? SPECIFY:

8.  How many people live in your household? Please include babies, small 
children and anyone else who usually lives there but may be away 

Number of Persons

9.  What is the total annual income for all the members of your household? Income in dollars

10. What is the farthest grade 1?loohcsnidetelpmocuoy Did not complete high school

2
Completed hig h school or GED, 
no college

3 Some college

4 College graduate 

11.  What is your marital status? 1 Married

2 Divorced

3 Separated

4 Never married

5 Widowed

ID#:_______________ 

That ends my personal questions about you.  Now I’d like to learn a little more about where  
you go for your medical care. 

12.  Do you currently have a Primary Care Doctor - a doctor who you see for 
regular health check-ups, follows any long term medical problems of yours or 
who you call if you are sick?

1 YES

2 NO – Go to Question 14 

7 REFUSED

13. 1?mehtwasuoyemittsalehtsawnehw,seYfI Less that a month ago

2 1 to 6 months ago

3 More than 6 up to a year ago

4 More than a year ago 
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14. Do you currently have health insurance? 1 YES – Go to Question 15 

2 NO – Go to Question 16 

7 REFUSED

15. What is your current health insurance carrier 1? Keystone Mercy

SKIP to Question #17
2 Health Partners

3 Americhoice

4 Medicare 

5 Bravo by Elder Health 

6 Keystone 65 

7 Aetna

8 Personal Choice

9
Other? SPECIFY:

ID#:_______________ 

16. Considering you do not have health insurance, where do you most often go 
for your healthcare?

1 Primary Care Physician

2 Emergency Room

3
Philadelphia District Health 
Center s

4 Other community Health Center

5
Pay cash for community 
physician 

6
Other? SPECIFY:

17. Have you ever started yourself on “left over” medications from a prior 
prescription you had received without asking a doctor or nurse?

1 YES

2 NO – Go to Question 19 

7 REFUSED 

18.  What medications did you take?  (Note all mentioned) 

ID#:_______________ 
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19. Does your healthcare provider routinely ask you what medications you are 
taking, including herbals, supplements and other meds that you may have 
obtained elsewhere

1 YES

2 NO

7 REFUSED 

20. Do you feel as if your healthcare provider gives you a chance to tell  them 
about all the medicines you are taking?

1 YES

2 NO

7 REFUSED 

Regarding your medical history, do you have or have you had any of the following?:

21. A problem with drugs such heroin or cocaine? 1 YES

2 NO

7 REFUSED 

22. A problem with alcohol? 1 YES

2 NO

7 REFUSED 

23. A history of mental or psychiatric problems? 1 YES

2 NO

7 REFUSED 

24. A history of chronic pain of any kind? 1 YES

2 NO

7 REFUSED 

ID#:_______________ 

Now I’d like to ask about medications that you use.  I’d like to remind you that this is an anonymous 
survey.

25. Have you ever taken a medication that would normally require a prescription 
but was not prescribed specifically for you by a doctor or other medical provider 
such as a nurse, nurse practitioner or physicians assistant, pharmacist, or any 
other healthcare provider?  This does not include over the counter, herbal, or 
natural medicines.

1 YES

2 NO – Go to END 

7 REFUSED – Go to END 
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26.  What medications did you take?  (Note all mentioned)

27. Where did you obtain these medications? (Note all mentioned)  1 A neighbor

2 A friend

3 A family member

4 On the street

5 Via the internet 

6 Stolen 

5
Other? SPECIFY:

5
Other? SPECIFY:

28. How often do you take medications not specifically prescribed for you but 
that would u sually require a prescription to get?

1 Daily

2
Less frequently than daily, but 
less than weekly

3 Once a week

4 Once a month

5 A few times a year

6 Once a year

7
Less frequently than once a 
year

8 I only did it once

29. When you took these medications, did you tell your doctor that you took it? 1 YES

2 NO

7 REFUSED 

7 N/A – does not have PCP  

ID#:_______________ 
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