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Abstract
Background: To study the prevalence and prescription pattern for outpatients with neurological disorders in
Bangladesh.
Methods: The study was conducted on 1684 patients in six hospitals of Dhaka city from March 2014 to June
2015. Data were collected through a predesigned questionnaire from the patients that contain information about sex,
age, marital status, occupation, residential status, affected disease, self-medicated drugs and prescribed drugs.
Results: Out of 1684 patients, male 963 (57.19%) predominance. The study revealed that headache and
migraine 50 (29.75%), stroke 403 (23.93%) and seizure 119 (7.07%) were more projecting neurological disorders.
Genetic reason for the neurological disorders was found among only 208 (12.35%) patients. Among 812 patients
follow up was reported for 575 (70.82%) patients in which physician follow up was 441 (54.31%) and non-physician
follow up was 134 (16.51%) patients. Maximum self-medication usage was found for the period of 3 to 6 months for
247 (41.79%) patients. Disease recovery was satisfactory with the self-medication for 223 (37.73%) patients and 38
(6.43%) patients reported side effects. Most extensively prescribed medicines were multivitamins and multi-minerals
675 (40.08%), NSAIDs and other analgesic 560 (33.25%), antiulcerant 476 (28.27%), anticoagulants 438 (26%),
antihyperlipidemic 387 (22.98%) and antiepileptic 305 (18.11%) drugs respectively. The crucial reasons for the
selection of prescribed medicines were the confidence with physician’s prescribed drug 690 (40.97%) and
knowledge of the drugs 590 (23.99%). The period of prescribed medicines usage was 1 to 3 months for 669
(39.73%) patients and 3 to 6 months for 491 (29.16%) patients. The patient’s compliance for prescribed medicines
was satisfactory for 582 (34.56%) patients, good for 474 (28.15%) patients and side effect was reported for 391
(23.22%) patients.
Conclusion: In Bangladesh neurological diseases are not surprising rather than other different diseases prevail
in different age and sex. Headache and migraine, stroke and seizure are most frequently encountered neurological
disorders here. Treatment procedure of these disorders is not quite suitable due to the anomalies of healthcare
management system. Appropriate management of the healthcare system can overcome the existing inconsistencies
as well as increase the knowledge, awareness and perception of the patients about health and disorders.
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Introduction
Neurological disorders are major causes of disability worldwide.
Structural, biochemical or electrical abnormalities in the brain, spinal
cord, cranial nerves, peripheral nerves, nerve roots, autonomic
nervous system, neuromuscular junction, and muscles are responsible
for neurological disorders [1]. Hundreds of millions of people
worldwide are affected by neurological disorders [2]. Neurological
disorders account for about 20% of global burden of disease [3].
According to the US NIMH (National Institute of Mental Health) in
any given year about 1 in 4 American adults suffer from a mental
disorder [4]. In 2005, the prevalence of neurological disorders
worldwide was 155.36 per 1000 population. Based on the projections
of United Nations that by 2025, there will be 1.2 billion elderly people
in the world and 71% will be living in the developing countries, it is
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expected that neurological disorders in the elderly will show a
significant rise, particularly in the developing world [5]. Neurological
disorders contributed to 92 million Disability-Adjusted Life-Years
(DALY) in 2005 and were estimated to 103 million in 2030 [6,7]. There
are more than 600 diseases of the nervous system [8]. Universally
common neurological disorders are epilepsy, Alzheimer's Disease (AD)
and other dementias, headache, migraine, multiple sclerosis, neuro
infections, Parkinson's Disease (PD), stroke, brain tumours, brain
trauma, malnutrition related neurological disorders, etc [9]. Like brain
tumours and strokes, neurological disorders can be life-threatening or
less injurious like tension headaches and sleep disorders [10].
Worldwide prevalence for neurological disorders is 1000 million [11].
Epilepsy is considered as one of the most common neurological
disorders worldwide. According to World Health Organization (WHO)
approximately 50 million people have epilepsy worldwide [12]. In fact,
in developing and low-income countries about 80% of the people have
epilepsy [13]. Globally, 47.5 million people living with dementia and it
is the third leading cause of death in the UK. As stated by WHO, the
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number of dementia people will be 75.6 million by 2030 [14]. Each
year about 6.7 million people die for stroke, which is one of the leading
causes of death in developing countries account for more than 80% of
deaths [15,16]. The most common disorders of the nervous system are
headache disorders [17]. In general, globally the percentage of the
adult population with headache is 47%, followed by 38% for tensiontype headache, followed by 10% for migraine, and 3% for chronic
headache that lasts for more than 15 days per month [18]. WHO stated
that approximately 20% of adults aged 60 and over suffer from
neurological or mental disorders. Most common neurological
disorders seen among older patients are dementia and depression. In
fact, neurological and mental disorders account for 6.6% of all
Disability-Adjusted Life Years (DALYs) among adults aged over 60s.
Dementia mainly affects elder people, it is estimated that 47.5 million
people worldwide are living with dementia. According to United
Nations report in 2007, up to 1 billion people, nearly one in six of the
world's population, suffer from AD and Parkinson disease, strokes,
multiple sclerosis and epilepsy to migraine, brain injuries and
neuroinfections. This reports also estates that about 6.8 million dying
each year mainly due to aforementioned diseases. In fact, AD is the
most common cause of dementia and may contribute to 60-70% of
cases [19]. The Alzheimer's Association (AA) estimates in 2012 that 5.4
million Americans have AD. The number of Alzheimer's patients will
be in between 11 million and 16 million as per AA estimates, with one
new case appearing every 33 seconds by 2050 in US [20]. Depression
especially unipolar among over 60 year olds accounts for 5.7% of Years
Lived with Disability (YLDs). It is most commonly seen in developed
countries. Globally, as per WHO, unipolar depression is considered as
third leading causes of disease burden. Albeit brain tumor, cerebral
palsy, encephalopathy, headaches, metabolic diseases, movement
disorders are common neurological disorders affecting children,
malnutrition related disorders such as beri-beri, polyneuropathy,
Wernicke’s encephalopathy, polyneuropathy, cognitive dysfunction etc.
are most projecting. In low-income and developing countries, wasted
and stunting among children are common [5]. The prevalence of
wasted children in low income countries is 8% as states by WHO. In
Latin America, the prevalence of wasted children is only 2%, but in
developing countries such as Bangladesh it is 16% [21-23]. In
Bangladesh, stunting is also well-known account for 45%, but 14% in
Latin America [24,25]. The global average for stunting among children
in low income countries is 32% [26]. In fact, more that 15% of the
DALYs lost globally are estimated to be from malnutrition [27]. In
2012, the Centers for Disease Control (CDC) stated that Autism and
Autism Spectrum disorders were affected from 1 in 88 children living
in the US [28]. Bangladesh is a developing country in which neurology
appeared as a new field in the 1960s [29]. In July 2015, the population
of Bangladesh is estimated at 168,957,745 [30]. Currently, this country
has an overall life expectancy of 70.94 years with male life expectancy
of 69.02 years and female life expectancy of 72.94 years. Bangladeshi
people lead a good life. The most common diseases of Bangladesh are
stroke, malnutrition and infection disease. Except aforementioned
diseases, a part of the population is affected with neurological
disorders. The condition of neurological disorders in Bangladesh is
totally different from industrialized country [31]. The level of mental
health of a person depends on multiple social, psychological, and
biological factors at any point of time. In the developed countries,
older adults are more vulnerable to elder abuse including physical,
sexual, psychological or emotional, financial or material;
abandonment, neglect and serious losses of dignity and respect.
Current evidence suggests that 1 in 10 older people experience elder
abuse. Elder abuse is not only responsible to physical injuries, but also
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to serious, sometimes long lasting psychological consequences
including depression and anxiety [31]. Although, Bangladesh is low
income country, elder abuse is not common. A large number of people
with common neurological disorders do not receive appropriate
treatment due to poverty. Apart from the above-mentioned problems,
the social and cultural stigma continuing in our society regarding
neurological disorders, make the diagnosis and treatment even more
challenging. Besides most of the people living in rural areas are facing
the lack of logistic facilities for managing these conditions. In addition
to this, the sociocultural stigma surrounding the neurologic disorders
makes diagnosis and treatment more challenging. Moreover, a large
section of population live in rural areas where there is lack of required
facilities for managing those conditions [32]. As per international
standard healthcare system should have close collaboration of
physicians, pharmacists and nurses, but in Bangladesh it is not well
practiced. Here, the main inconsistency is the absence of pharmacists,
who are not only drug specialist but also disease specialist. Previously,
there was no study that showed the pattern of outpatient’s neurological
diseases. The objective of this study was to analyse disease and
prescription pattern for outpatients with neurological disorders in
Bangladesh.

Methods
Study site
The study site was Dhaka City Corporation, which is the capital of
Bangladesh. It is the mega city of Dhaka district and Dhaka division.
The Dhaka metropolitan area is the 11th largest city proper in the
world with a population of 17 million people in an area of 1,528 km2
[33,34]. Including private and public, there are about 194 hospitals in
this city [35]. Six hospitals named Combined Military Hospital
(CMH)-Dhaka Cantonment, National Institute of Neurosciences and
Hospital, Labaid Specialized Hospital, Dhaka Medical College and
Hospital, Sir Salimullah Medical College, Dhaka, and PG Hospital
(BSMMU)-Dhaka were selected for the collection of data because these
are the main hospital of Dhaka city.

Study design and data collection
This is patient and prescription-based cross-sectional study that was
conducted among outpatients with neurological disorders selected
from Neurology department of six hospitals in Dhaka city. The period
of this study was between March 2014 and June 2015. During this
period, a total of 1684 patients with neurological disorders were
identified. Information about patient, disease, medicine was collected
in a predesigned questionnaire. Summary of information is listed in
Table 1.

Statistical analysis
Data were collected and the results were finally compiled and
presented. Microsoft Excel 2010 (Roselle, IL, USA) was used for the
statistical and graphical evaluations.

Scope for error
Since the study is based on the answers provided by the patients and
their prescriptions not based on any laboratory test, there is no scope
for error.
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Ethical Considerations
The study protocol was approved by the ethical review committee of
Department of Pharmacy, Southeast University, Dhaka, Bangladesh.
The study was conducted in accordance with the ethical standards laid
down in the 1964 Declaration of Helsinki.

Results
Out of 1684 patients, 57.19% were male and remaining 42.81% were
female. The majority of the patients attending neurology department
were 51-60 years age group (28.38%) followed by 18.53% in the age
group between 41-50 years, 16.98% in the age group between 21-30
years, 16.09% in the age group between 31-40 years and 13.54% in the
age group above 60 years. Minimum amounts of patients (5.52%,
0.95%) were aged 11-20 and below 10 years. There was marital status
(64.07%) predominance. 25.59% patients were office worker followed
by 20.72% students, 19.48% day labour, 16.45% household and 13.42%
retired. The majority of the patients (82.84%) lived in urban area.
Detailed patient related information is offered in Tables 1-6.

Figure 2: Graphical representation of study with age as variable.

Gender

Number (n)

Percentage (%)

Marital Status

n

%

Male

963

57.19

Married

1079

64.1

Female

721

42.81

Unmarred

421

25

Students

349

20.7

Office Worker

431

25.6

Day Labor

328

19.5

House hold

277

16.5

Retired

226

13.4

Others

70

4.16

Occupation

Table 1: Study with gender as variable.

Table 3: Study with marital status as variable.

Figure 1: Graphical representation of study with gender as variable.

Age (yrs.)

n

%

< 10

16

0.95

11-20

93

5.52

21-30

286

17

31-40

271

16.1

41-50

312

18.5

51-60

478

28.4

> 60

228

13.5

Table 2: Study with age as variable.
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Figure 3: Graphical representation of study with marital status as
variable.
In this study, 22.98% patients were affected with headache, 17.64%
with ischemic stroke, 6.77% with migraine, 6.29% with hemorrhagic
stroke, 5.29% with dementia, 3.99% with focal seizure, 3.92% with
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peripheral neuropathy, 3.08% with primary generalized seizure etc.
given in Table 3. In case of 12.35% patient’s family history was
responsible for the respective disorders given in Figure 1.
Residential Status

n

%

Urban

1395

82.8

Rural

289

17.2

Table 4: Study with residential status as variable.

Figure 4: Graphical representation of study with residential status as
variable.
The duration of disease for maximum patients (36.99%) was 1 year,
followed by 1-2 years for 27.02% patients and less than 6 months for
19% patients. The lowest suffering (>2 year) was seeing among 16.98%
patients. Only 33.02% patients took previous measure by physician
check-up against respective neurological disorders and 51.78% patients
did not take physician check-up. 15.2% patients relied on herbal, unani
and homeopathis medicines (Complementary and Alternative
Medicine, CAM) as a primary treatment. Follow up of the patients are
given in which physician follow up was 54.31% followed by 16.51%
indigenous medicine practitioners follow up and 29.19% didn’t follow
up among 812 patients. Out of 575 patients, 38.78% patients were
obtained partial recovery followed by 42.96% no recovery and worse
condition was reported for 18.26% patients. Actually hearth hazard
effect was reported among patients due to use of physician
recommended medication as well as indigenous medicine practitioner
recommended medication. In addition to neurological disorders,
17.46% patients were also affected by other non-neurological disorders.
Among them peptic ulcer disease (43.54%), diabetes mellitus (25.85%),
heart disease (8.84%), rheumatoid arthritis (6.46%), Chronic
Obstructive Pulmonary Disease (COPD) (4.76%) and bronchial
asthma (2.38%) were common. The most widely used self-medicated
medicines used by affected patients were NSAIDs and other analgesic
(30.8%), antiulcerant (28.43%), anticoagulants (21.15%), antiepileptic
(21.15%), antihyperlipidemic (18.1%) and antihypertensive (10.32%)
drugs. The medicine which was used in least percentage was
antimigraine (8.1%) drugs. The foremost neurological disorders that
enforced the patients to take self-medication were headache (26.73%),
ischemic stroke (24.02%), migraine (14.55%), hemorrhagic stroke
(12.18%), focal seizure (8.79%), primary generalized seizure (6.94%)
etc. The main reasons for the self-medication was the pre-experience,
which was seen among 29.78% patients, 27.58% as suggestions from
others, 24.7% as knowledgeable of the drugs, 13.36% as reduction of
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physician’s fees and 4.57% as no confidence with physician’s
medication. The duration of self-medication usage were found in case
of 41.79% patients for the period of 3 to 6 months, 29.44% for 1 to 3
months and 21.32% for less than 1 month. Only 7.45% patient’s used
self-medication for 6-12 months. The patient’s compliance for selfmedication varies from excellent to self-medication. 37.73% patients
stated that the disease recovery was satisfactory with the selfmedication, followed by 21.15% as good and 4.57% as excellent. In this
study reported side effects for the self-medication was 6.43% patients
and 30.12% patients did not response.
Neurologic Disease

Number (n)

Percentage (%)

Headache

387

22.98

Migraine

114

6.77

Ischaemic stroke

297

17.64

Haemorrhagic stroke

106

6.29

Subarachnoid haemorrhage

19

1.12

Transient ischemic attack

16

0.95

Focal seizure

67

3.99

Primary generalized seizure

52

3.08

Dementia

89

5.29

Parkinson’s disease

28

1.66

Dystonia

24

1.42

Peripheral neuropathy

66

3.92

Hydrocephalus

15

0.89

Myopathy

26

1.54

Paraplegia

32

1.9

Cranial nerve palsy

18

1.06

Lumber spondylosis

43

2.55

Cerebral palsy

23

1.37

Potts disease

17

1

Meningitis

22

1.3

Brain tumour

33

1.96

Encephalopathy

19

1.13

Cervical spondylosis

22

1.3

Transverse myelitis

35

2.08

Disc prolapse

49

2.9

Undiagnosed

42

2.49

Table 5: Study with neurologic disease as variable.
In this study most widely prescribed medicines were multivitamins
and multiminerals for 40.08% patients followed by NSAIDs and other
analgesic for 33.25% patients, antiulcerant for 28.27% patients,
anticoagulants for 26% patients, antihyperlipidemic for 22.98%
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patients, antiepileptic for 18.11% patients, antihypertensive for 13.3%
and antimigraine for 8.43% patients. In depth used prescribed drug for
neurological disorders are given in Table 4. The underlying reason that
enforced the patients to take prescribed medicines was the confidence
with physician’s prescribed drugs which was seeing among 40.97%
patients, followed by 35.04% as knowledge of the drugs and 23.99% as
suggestion from others. The duration of prescribed medicines usage
were found in case of 39.73% patients for the period of 1 to 3 months,
29.16% for 3 to 6 months, 23.09% for less than 1 months and 8.02% for
6-12 months. About the patient’s compliance for prescribed medicines,
34.56% patients stated that the disease recovery was satisfactory,
followed by 28.15% as good, 8.25% as excellent. 5.82% patients did not
response and side effect was observed among 23.22% patients.

Figure 5: Graphical representation of study with neurologic disease
as variable.

Discussion
Bangladesh is one of the densely populated countries in the world
where infectious diseases, malnutrition and many chronic neurological
disorders are quite common. Although, there is no national statistics
up till now in our country, but there are some hospital based studies
that reflect to some extent the situation of some diseases in
Bangladesh. This is the first study showing crystal clear idea about the
outpatients with neurological disorders and prescribing trends in
Bangladesh. The demographic profile of the patients reflects that
neurological disorders are more prevalent in the male, 40 to 60 years
age and married person. Age-related increases in neurological disorder
are also more common in developed world. As per WHO, more than
20% of adults aged 60 and above 60 suffer from a neurological
disorders as stated earlier [34]. Like other developing country marriage
rate is also higher in this country that was seen by the marital status of
the patients. A study conducted by Gajurel et al. in India showed
similar findings in term of age and sex [36]. This study showed that
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office worker, student, day labour and household were more prone to
neurological orders. Anusha et al. showed that householders are mostly
affected by epilepsy in India [37]. Our study showed that 82.84%
patients lived in urban area, but this is not actual phenomena. In the
rural area, prevalence will be high. In the study of Gourie-Devi et al.
the prevalence rate of neurological disorders in urban and rural
populations was 2,190 and 4,070/1,00,000 respectively in India [38]. In
case of developed country, the most common neurological disorders
are AD, PD, amyotrophic lateral sclerosis, stroke, traumatic brain
injury, spinal cord injury epilepsy etc. Stroke is considered as major
killer and cause of disability in developing world. The average annual
incidence rate of stroke in India currently is 145 per 100,000
populations, which is higher than the western nations [39]. In the US,
stroke is the fifth number cause of death, killing nearly 129,000 people
a year and considered as leading cause of long-term severe disability
[40]. In this study headache and migrane, stroke and epilepsy were the
foremost neurological disorders. According to the study of Saxena et al.
majority of people with primary headache disorders live in the
developing world [41]. In the study of prevalence and characteristics of
headache, Ali et al. showed that 30% school and college going students
had headache in Bangladesh [42]. One percent of Americans will
develop epilepsy in their lifetime. About 2.5 to 3 million people in the
US have epilepsy. Additionally, about 1 in 26 people will experience
recurring seizures [43]. The study of Mannan et al. showed that the
number of epilepsy patients in Bangladesh is about 1.3 million. The
folkloristic concepts of medicinal plants play an active role in the
treatment of various medical conditions. In this study, 15.2% patients
took CAM. The use of folk medicines will be higher in rural area of
Bangladesh. About 3.5 billion people in developing countries primarily
depended on medicinal plants and herbal medicine around for their
healthcare needs. As said by WHO, more than 80% of the world's
population trusts on traditional medicine for their medical care.
According to the study of Mannan et al. showed that about 70% of
patients visited indigenous medicine practitioners, exorcists,
spiritualists before to consulting the physician in Bangladesh [44-46].
In the study of role of traditional healers and indigenous medical
practitioners in health care Nandan et al. showed that nearly threefourth of the indigenous medical practitioners (74.37%) in the rural
area of Agra were treating 15 patients in a day. In this study, the mostly
used self-medicated medicines were NSAIDs and other analgesic,
antiulcerants, anticoagulants, antiepileptic drugs, etc. Due to
availability of medication like consumer products self-medication is
not only limited to over-the-counter medicines that were proved by the
self-medication patters of the patients in this study. Day-by-day more
drugs were changed from Prescription-Only Medications (POM) to
pharmacy medications. The prevalence rates of self-medication
amongst university students are relatively high. Previous studies have
reported prevalence rates of about 76% in Pakistan, 94% in Hong
Kong, 87% in India, 43.2% in Ethiopia, 86.4% in Brazil, 98% in
Palestine, and 55% in Egypt. Headache, ischemic stroke, migraine,
hemorrhagic stroke, focal seizure etc. were the neurological disorders
for taking these self-medicated medicines. In the study of Sawalha et al.
showed that headache and flu were the most common health
conditions reported to be self-medicated in Palestine. This study
revealed that past experiences and suggestion from others were the
main reasons for selecting self-medication. Biswas et al. showed that
past experiences and familiarity were main reason for self-medication
of antibiotics in Bangladesh. In addition to this financial factor is likely
to partly account for the self-medication [47-51]. In the study of selfmedication practice: the case of Kolladiba town, North West Ethiopia,
Abrha et al. revealed that high costly of modern health care is
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responsible for practicing self-medication [52]. In developed countries,
the rate of self-medication is very poor for strictly rules and regulation.
The uncontrolled use of medicines can be harmful because of adverse
drug reactions, although in this study the compliance for selfmedication was satisfactory for 37.73% patients. This study found selfmedication practice for 35.1% patients. The current prescribing trends
were evaluated the commonly prescribed drugs for neurological were
multivitamins and multiminerals, NSAIDS and other analgesic,

antiulcerant, anticoagulants, antihyperlipidemic, antiepileptic,
antihypertensive, antimigrane drugs. In the study of Sekar et al.
showed that antihypertensive drugs (32%) followed by antiplatelet
(14%) neuroprotective (10%) and nootropics (8%) are prescribed drug
for stroke in India [49]. Carbamazepine (13.3%) was the first line drug
prescribed for simple partial seizures and complex partial seizures
according to the study of Anusha et al. in India [37] (Figures 2-6).

Types of the drug

Prescribed drugs

n

%

NSAIDs and other analgesic

Naproxen, Ibuprofen, Aspirin, Ketorolac, Tromethamine, Diclofenac, Indomethacin, Tolfenamic
560
acid, Etoricoxib, Paracetamol, Tramadol, Morphine, Naloxone, Naltrexone, Fentanyl, Nalbuphine

33.3

Antiulcerant

Antacids, Ranitidine, Famotidine, Omeprazole, Esomeprazole, Rabeprazole, Pantoprazole

476

28.3

Antimigraine

Zolmitriptan, Sumatriptan

142

8.43

Anticoagulants

Aspirin, Warfarin, Clopidogrel, Cilostazol, Heparin, Streptokinase

438

26

Antihyperlipidemic

Atorvastatin, Fluvastatin, Simvastatin, Fenofibrate, Niacin

387

23

Antihypertensive

Labetalol, Nimodipine, Mannitol, Furosemide, Losartan, Atenolol, Propranolol, Captopril,
224
Acetazolamide

13.3

Steroidal

Prednisolone, Betamethasone, Dexamethasone

58

3.44

Multivitamins and

Vitamins: Vitamin A, Vitamin D, Vitamin B complex, Vitamin C,Vitamin E.
Minerals: Calcium, Phosphorous, Iodine, Magnesium, Selenium,Iron, Zinc, Copper, Manganese,
Chromium, Molybdenum, Chloride,Potassium

675

40.1

Multiminerals

Antiepileptic

Valproic acid, Carbamazepine, Lamotrigine, Topiramate, Oxcarbazepine, Pregabalin, Gabapentin,
Lacosamide, Oxcarbazepine, Phenytoin, Diazepam, Lorazepam, Phenobarbital, Diazepam, 305
Clonazepam, Lorazepam, Midazolam, Flurazepam, Flumazenil, Phenobarbital, Thiopental

18.1

Hypnotic

Zaleplon, Zolpidem

46

2.73

Anti-Alzheimer

Donepezil, Rivastigmine

89

5.29

Muscle relaxants Baclofen

Tizanidine

46

2.73

Anticonvulsant Phenytoin

Phenobarbital, Fosphenytoin, Pregabalin, Gabapentin

14

0.83

Antihistamine

Meclizine, promethazine, pheniramine maleate

28

1.66

Antidepressant

Amitriptylin, Nortriptyline, Imipramine, Doxepin, Citalopram, Fluoxetine, Bupropion, Maprotiline,
69
Selegiline

4.1

Antipsychotic

Chlorpromazine, Prochlorperazine, Clozapine, Risperidone

13

0.77

Anti-Parkinson

Bromocriptine, Carbidopa, Entacapone, Levodopa, Procyclidine, Ropinirole, Selegiline

40

2.38

Antibacterial

Isoniazid, Pyrazinamide, Streptomycin, Ampicillin, Vancomycin, Ceftriaxone

39

2.32

Antiviral

Acyclovir, Oseltamivir, Zidovudine, Lamivudine, Abacavir, Nevirapine

12

0.71

Anticancer

Methotrexate, Cisplatin, Paclitaxel, Carboplatin

33

1.96

Others

-

79

4.69

Table 6: Study with types and prescription of drugs as variable.
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Figure 6: Graphical representation of study with types and
prescription of drugs as variable.
16.

Conclusion

17.

The study showed that headache and migraine, stroke and seizure
were more prominent disease that are not comparable to western
countries in which Alzheimer disease and other dementia are primary
neurological disease. As a developing country in addition to
neurological disorders, peptic ulcer disease, diabetes mellitus and heart
disease were seen among patients. NSAIDs and other analgesic,
antiulcerant, anticoagulants, antiepileptic and antihyperlipidemic were
the most commonly reported type of medications consumed through
self-medication. The commonly prescribed drugs for neurological were
multivitamins
and
multiminerals,
NSAIDs,
antiulcerant,
anticoagulants, antihyperlipidemic, antihypertensive, antiepileptic and
antimigrane. In this study, side effects were reported among 23.22%
patients. The study also revealed that presence of multivitamin and
minerals in a number of prescriptions. In this study, most frequent use
of self-medicated drugs, irrational uses of multivitamin and minerals
and reported side-effect of drugs are mainly health care setting of this
country. Actually, the healthcare system in Bangladesh is totally
different. In western countries, most of the pharmacists are working as
hospital and community pharmacist, but in Bangladesh most of the
pharmacists are industrial pharmacists due to management hierarchy
of hospitals and community clinics. Medicine can save lives, but the
population of this country passes their life with great risks. Proper
settings of healthcare management system, especially placement of
hospital and community pharmacy can save the life of the people of
Bangladesh.

18.
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