
Materials and Methods

100 adult Bangladeshi male rickshawpullers (Case 
group) and 100 adult Bangladeshi male sedentary 
workers(Control group) -both the groups residing at the 
Northern part of Dhaka metropolitan city. Lower limb 
bones get completely ossified usually by the age of 18 
to 23 years. Nearly all bones of body are completely 
ossified by 25 years of age. So, the lower limb achieves 
its adult and fixed measurements by 25 years of age 12. 
A person should have at least 3 years strength training 
to get his desired strength 3. Therefore, continuous 3 
years rickshawpulling was one of the prerequisites for 
the rickshawpullers. Again remarkable changes with 
aging process take place after 50 years of age. Loss of 
muscle strength are reported for individuals older than 
50 years 13. Hence the present study was conducted in 
individual of 28-50 years of age. 

Subjects were selected according to their availability 
and willingness. They participated in the study neither 
for payment nor for any other kind of reward. None of 
their weaknesses were exploited, nor was any undue 
pressure created to make them participate in the study.  

Information regarding inclusion and exclusion criteria 
of both the sedentary worker and the rickshawpuller 
were obtained directly by questionnaire and by physical 
observation as far as possible. Their ages were 
determined by the national ID cards. Each participant 
was given an ID number so that repetition could not 
take place.

The study was carried out on two groups- the sedentary 
worker and the rickshawpuller.  Distribution of study 
population is given in table I.

Table: I grouping of the study sample

At the beginning of the study, being greeted politely, 
each subject was informed about the total plan, 
implication of the study. Written consent was taken 
from them without exploiting any of their weaknesses 
or without creating any undue pressure. They enjoyed 
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Introduction

Strength is the quality or state of  being physically 
strong and the ability to resist being moved or broken 
by a force 1. Muscular strength is a component of both 
health-related and sport-related physical fitness. It is 
defined as the ability of a muscle group to develop 
maximal contractile force against a resistance in a 
single contraction and is either static or isometric, 
which involves no change in muscle length, and 
dynamic, which involves either eccentric or concentric 
action. A normal level of strength is necessary for 
normal healthy living, while muscle weakness might 
impair normal functional movement 2. Strength of 
muscle can be obtainable after certain period, it  
depends on types of physical activities, e.g. water polo 
players need at least 3 years strength training to get 
their desired strength 3., judo athletes need at least 7 
years strength training to get their desired strength 4.

Back muscle strength is the ability of a muscle or 
muscle groups of back to exert force to overcome the 
most resistance in one effort. The muscles of the back 
may be divided into three groups: the superficial, 
intermediate muscles which are extrinsic muscles and 
the deep muscles or postvertebral muscles belonging to 
the vertebral column. Muscles of the deep group such as 
erector spinae, transversospinalis, interspinales, 
intertransversarii are intrinsic muscles. The intrinsic or 
deep back muscles include muscles that specifically act 
on the vertebral column, producing its movements and 
maintaining posture 5. The deep muscles of the back 
form a broad, thick column of muscle tissue, which 
occupies   the hollow on each side of the spinous 
processes of the vertebral column. This complicated 
muscle mass is composed of many separate muscles of 
varying length. Because the origins and insertions of 
the different groups of muscles overlap, entire regions 
of the vertebral column can be made to move smoothly. 
The muscles of longest length lie superficially and run 
vertically from the sacrum to the rib angles, the 
transverse processes and the upper vertebral spines. The 
muscles of intermediate length run obliquely from the 
transverse processes to the spines. The shortest and 
deepest muscle fibers run between the spines and 
between the transverse processes of adjacent vertebrae6.

The back extensors are essential to lifting and bending 
activities. These muscles act both to extend the spine 
and to balance the flexion movement produced by the 
trunk and weight being lifted 7. Athletes with poor back 

muscle strength are prone to injury. It was also reported 
that reduced back extensor muscle strength might be a 
major risk factor for non-specific low back pain. Thus, 
assessment of back strength is one of the important 
preventive measures for sports persons 8. In other 
professionals such as rickshawpuller, cycle van puller, 
bicycle rider, day labourer etc., as they pull the vehicle 
and lift heavy load. Their work depend upon back 
muscle and leg muscle strength. Performance is an 
assessment of how well a task is executed and the 
success of a training program is largely dependent upon 
satisfying the performance aims associated with it. 
Physical performance testing is completed with 
subjects in order to collect data and make observations 
regarding the overall function of the limb integrated 
into the entire functional unit of the body. This is useful 
for assessing the true return of function and the 
individual’s risk for potential future injury 9. It includes 
vertical jump test, broad jump test, flexibility test etc. 
Vertical jump is commonly used as an index for the 
power of the lower limb 10. Back strength had strong 
correlations with vertical jump test, broad jump test8. 
Flexibility refers to the absolute range of movement in 
a joint or series of joints and length in muscles that 
cross the joints to induce a bending movement or 
motion. Flexibility varies between individuals, 
particularly in terms of differences in muscle length of 
multi-joint muscles. Flexibility in some joints can be 
increased to a certain degree by exercise. Loss of 
flexibility can be a predisposing factor for physical 
issues such as pain syndromes or balance disorders. 
Individual body flexibility level is measured and 
calculated by performing a sit and reach test 11.

Cycle, rickshaws are human-powered vehicle driven by 
pedaling. Rickshaw pulling is labouring task which 
requires lot of energy, strength and stamina. For their 
livelihood most of the rickshawpullers in Bangladesh 
start rickshaw pulling at an earlier stage of their life. 
They come from different regions of the country to 
Dhaka city. They have to pull rickshaw on uneven roads 
and streets. Before being involved in this profession, 
they are used to do some daily activities such as 
swimming, walking, running. Because of these 
activities, their back and leg muscles become strong to 
some extent. At the first onset of this profession, they 
do not know how to pull rickshaw effectively and how 
to maintain proper posture for pedaling. The skill is 
developed gradually. They are adopted themselves with 
their new profession. To avoid injuries like back pain, 
leg pain, joint pain rickshawpullers in Bangladesh 

should have knowledge about importance of back 
muscle and leg muscle strength that can help them to 
take measures for a healthy and fit professional life.

The muscle strength differs in different population 
groups. It varies with age, sex, physical activity. The 
knowledge of muscle strength is important for 
anatomists, anthropologists, medicine practitioners, 
physiatrists, neurosurgeons, orthopaedic surgeons and 
physiotherapists. Enhanced muscular strength can lead 
to improvement in quality of life by increasing the areas 
of performance, injury prevention and body 
composition. A person with a moderate to high level of 
muscular strength can perform everyday tasks. People 
with poor muscle strength become fatigue more easily 
and are less effective in both every day and recreational 
activities. Increased muscular strength help protect us 
from injury in two key ways: By enabling us to 
maintain good posture, by encouraging proper body 
mechanics during everyday activities such as walking 
and lifting. Good muscle strength in the back and legs, 
maintain the vertebral column in proper alignment and 
help prevent low-back pain, maintain good balance. 
Increased muscle strength can also help in prevention of 
fall. Low back pain is one of the most common public 
health problems in modern industrialized societies. 
Many lumbar problems are muscular in origin and 
persons suffering from low back pain often have weak 
lumbar muscles. Enhanced back muscle strength can 
aid in the prevention and treatment of low back pain. 
About 80% of low back pain arises in cyclists because 
of poor posture. Chronic low back pain in cyclists 
usually the result of the prolonged flexed position. In 
cycling, a great amount of strength of the back muscles 
is required.  Increased muscular strength also makes the 
tendons, ligaments and cartilage cells stronger and less 
susceptible to injury. Arthritis can be alleviated by 
strengthening the muscles around the joints that are 
affected and strength training may be therapeutic for 
people with chronic pain. The findings of the study 
might be useful in providing data for the anatomists, 
nutritionists, orthopaedic surgeons, radiologists, 
physiatrists and physiotherapists. It is observed by 
reviewing existing literature that many works have 
been done on muscle strength in foreign countries. We 
need our own standard baseline data from which we can 
compare muscle strength in our own population for 
future research.

the freedom to withdraw themselves from any part of 
the study.

Procedure of measurement of back muscle strength, 
vertical jump test, flexibility test was measured by back 
muscle strength dynamometer 14, steel measuring tape, 
sit and reach test box 8 respectively. 

• Procedure of measurement of back muscle 
strength test (Figure: 1a, 1b):

After 3 minutes of independent warm-up time, the 
subject was positioned with body erect and knee bent so 
that the grasping hand rests at about 5-7 cm above the 
knee. Then he was asked to lift the handle of the 
dynamometer by straightening the knee. He was also 
asked to incline his body forward at an angle of 60 
degrees. Then the strength of the back muscle was 
recorded on the dynamometer in kg. The measurement 
of back muscle strength test was taken at three trial. 
Each back strength testing was recorded at one minute 
intervals.

                        (a)                                       (b)

Figure 1. Photograph showing measurement of back 
muscle strength (a) Lateral view; (b) Anterior view

• Procedure of measurement of vertical jump 
test (Figure: 2): by steel measuring tape 8.

The subject was asked to stand facing toward the wall. 
Then he was asked to keep hand straight upwards on the 
wall as high as possible with the feet flat on the floor. 

The maximum reach height point of his middle finger at 
this position was identified and marked by black colour 
on the wall. When the subject was ready, blue colour 
was applied on the distal part of his middle finger,  then 
he was asked to jump up as high as possible using both 
arms and legs to assist in projecting the body upwards, 
touch and make a point on the wall with his coloured 
finger, at the highest point of the jump. Then the 
distance between the first black mark and second blue 
marked point on the wall was measured in cm.

Figure 2: Photograph showing measurement of vertical 
jump test

• Procedure of measurement of flexibility Test 
(Figure: 3): by sit and reach test box 8.

The subject was asked to sit on the floor with feet 
placed firmly against the inner side of the sit and reach 
box. With one hand over the other, the tips of the two 
middle fingers on top of one another, the subject was 
then asked to slowly stretch forward without bouncing 
or jerking and bending knees. Then he was asked to 
slide finger tips along the 20-inch scale on the box as far 
as possible. Maximum reach point was identified and 
recorded in cm.
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Abstract

Background: In developing countries skin diseases have a serious impact on peoples quality of life. The prevalence 
of skin disease in the general population varies from 11.1% to 63%. Different class of drugs and combinational 
products are available in dermatology for treatment. Intermittent prescription analysis in the form of drug 
prescribing pattern can improve the quality of prescription. 

Objectives: To observe the prescription pattern and improving the prescribing practices   proposed by the world 
health organization (WHO), so that they can improve prescribing practices. 

Materials and Methods: This cross-sectional type of descriptive study was carried out among patients attending the 
OPD of Dermatology from July 2016 to June 2017 in Rajshahi Medical College Hospital. The relevant data was 
collected from OPD prescriptions by taking photographs of the prescriptions and details were filled in the 
predesigned proforma. A total number of 384 prescriptions were collected from the dermatology OPD patients and 
data was analyzed by SPSS version 16. 

Results: Among 384 prescriptions, total number of drugs was 1453.The average number of drugs per prescription 
was found to be 3.8. Prescription with generic name 27.8%. Antibiotics 19.96%, Antihistamine 17.96%, 
Corticosteroid 14.65%, Antifungal 12.32%, Vitamin 10.12%, Anti-helminthic 9.8%, others 15.3%  were the most 
common class of drugs, dosage forms prescribed were mostly topical 62.63% in the form of ointments, creams, 
lotions, shampoo, powders.    

Conclusion: From our study we found that scabies, dermatitis, acne vulgaris, fungal infections and Psoriasis were 
most common skin disease in this region and Antibiotics 19.96%, Antihistamine 17.96%, Corticosteroid 14.65%  
were most commonly prescribed drug. Number of drugs per prescription was much higher 3.8 than the 
recommended limit of 2 approved by WHO and practice of polypharmacy was also commonly seen.

Key Words: WHO, Prescription, Antibiotics, Corticosteroids.
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Figure 3: Photograph showing measurement of 
flexibility

All data were checked and edited after collection. Later 
the data were put into computer and were analyzed with 
the help of SPSS version 19.0 for windows. Statistical 
analyses were done by unpaired Student’s -‘t’ test.

Results

The present study was conducted on 100 adult 
Bangladeshi male sedentary workers (group A) and 100 
adult Bangladeshi male rickshawpullers (group B) – 
both the groups residing at the Northern part of Dhaka 
Metropolitan City. Participants of sedentary worker 
included 42 security guards and 58 grocery retailers.

After collection of data, statistical analysis was done by 
the software, SPSS (Statistical Package for Social 
Sciences) for Windows, Version 17.0. Results and 
observations of this study are described below with 
suitable tables and graphs –

1. Back muscle strength of group A (sedentary worker) 
and group B (rickshawpuller) (Table II, Fig. 1)

Mean back muscle strength was 121.02 ± 2.36 kg and 
146.29 ± 2.62 kg in group A and group B respectively. 
The back muscle strength was ranged from 118.00 kg to 
126.00 kg in group A and 140.00 kg to 152.50 kg in 
group B.

There was significant difference (P<0.0001) of mean 
back muscle strength was observed between group A 
and group B where mean back muscle strength was 
greater in group B than that of group A.

Table II: Comparison of back muscle strength 
between group A (sedentary worker) and group B 
(rickshawpuller)

Figures in parentheses indicate range.  Comparison 
between group was done by unpaired Student's-'t' test, 
*** = significant at P<0.001. 

2. Physical performance test: vertical jump test, 
flexibility test of group A (sedentary worker) and 
group B (rickshawpuller) (Table III, Fig. 2, 3)

Mean vertical jump test was 37.21 ± 1.18 cm and 45.25 
± 1.22 cm in group A and group B respectively.  The 
vertical jump test was ranged from 34.00 cm to 39.50 
cm in group A and 40.00 cm to 50.00 cm in group B.

There was significant difference (P<0.0001) of mean 
vertical jump test was observed between group A and 
group B where mean vertical jump test was greater in 
group B than that of group A.

Mean flexibility test was 10.60 ± 0.52 cm and 17.64 ± 
0.63 cm in group A and group B respectively.  The 
flexibility test was ranged from 10.00 cm to 12.50 cm in 
group A and 16.00 cm to 18.50 cm in group B.

There was significant difference (P<0.0001) of mean 
flexibility test was observed between group A and 
group B where mean flexibility test was greater in 
group B than that of group A.
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Introduction

Prescriptions have been used since ancient times for the 
management of patients1. It reflects the instructions 
given by the prescriber to the patient. But improper 
prescribing may lead to ineffective and unsafe 
treatment, exacerbation or prolongation of illness, 
distress and harm to the patients and higher cost2. Now 
a days, practices in writing prescription have been 
questionable3. Worldwide more than 50% of all drugs 
are prescribed, dispensed or marketed inappropriately, 
while 50% of patients fail to take them correctly4. In 
developing countries skin diseases have a serious 
impact on people’s quality of life and associated with 
climate, socio-economic status, religions and customs 
are widely varied in different parts of the 
country1,2,5.The evaluation and assessment of drug 
prescribing pattern plays an important role in 
worldwide attention to improve health care delivery 
system. Prescription order is an important agreement 
between the physician and the patient6.  The conference 
of experts on the rational use of drugs, convened by the 
World Health Organization (WHO) in Nairobi (Kenya) 
in 1985 defined that “Rational use of drugs requires that 
patients receive medications appropriate to their 
clinical needs, in doses that meet their own individual 
requirements, for an adequate period of time and at the 
lowest cost to them and their community”7. World 
health organization goal is to help save lives and 
improve health by ensuring the quality, efficacy, safety 
and rational use of medicines, including traditional 
medicine and by promoting equitable and sustainable 
access to essential medicines, particularly for the poor 
and disadvantaged8. The present study has been 
undertaken to help the clinicians to take measure for the 
improvement of prescribing behavior and to prevent 
prescribing errors and thus promote rational use of 
medicine.

Materials and Methods

A prospective cross sectional type of descriptive study 
was conducted in the Department of Pharmacology and 
Therapeutics of Rajshahi Medical College Hospital 
(RMCH), Rajshahi, Bangladesh from July 2016 to June 
2017. The research protocol was approved by 
Institutional Ethics Committee, Rajshahi Medical 
College and Hospital, Rajshahi. Verbal informed 

consent was taken from all patients involved in this 
study. Total 384 prescriptions were collected between 
the age of <1->65 yrs.

Selection criteria

Inclusion criteria:

Patients of all age group and both genders suffering 
from various dermatological disorders.

Exclusion criteria:

• Skin disease prescription of indoor patient and 
follow up patients.

• Unwilling to participate in the study.

• Prescription contains more than one disease.

• Prescription without format was not accepted.

The relevant data was collected from OPD Patients by 
taking photographs of their prescription prescribed by 
physicians and details were duly filled in the 
predesigned proforma. Prescriptions were analysed for 
following information like drug prescribing pattern of 
various skin diseases and percentage of different drugs 
prescribe by different physicians. SPSS-16 was used for 
statistical analysis. Results were expressed in terms of 
percentage.

Result

Table-I: Showing different drugs used in 
dermatology OPD.

Drugs Frequency Percentage 

Antibiotics 290 19.9% 

Antihistamine 261 17.9% 

Corticosteroid 213 14.6% 

Antifungal 179 12.3% 

Vitamin 147 10.1% 

Anthelminth   143 9.8% 

Others 220 15.3% 
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Number of drug per 
prescription  

Frequency  Percent 

One drug  7 1.8  

Two drug  48 12.5  

Three drug  135 35.2  

Four drug  88 22.9  

Five drug  65 16.9  

Six drug  25 6.5  

Seven drug  12 3.1  

upto nine drug  4 1  

Total  384 100 

Mean ± SD  3.78  

Figure 1: Distributions of most commonly drugs

Table II: Number of drugs per prescription (n=1453)
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The range of drugs per prescription varied from (1-9). 
There was no single prescription without prescribing 
any drug. One drug was prescribed in 7 (1.8) %, two 
drugs 48(12.5) %, three drugs 135 (35.2%), four drugs 
88 (22.9%), five drugs 65 (16.9%), six drugs 25(6.5%), 
seven drugs 12 (3.1%), more than seven up to nine 
drugs 4 (1%) among 384 prescriptions. In the present 
study percentage of drugs prescribed in generic name 
was (27.87%) and trade name was (72.13%). This is 
comparatively higher than other study. Sarkar C, Das B, 
Sripathi H 16 showed that the generic name was 16.6% 
and brand name was 83.4%. The prescribing of drug by 
their generic names could minimize the cost and thus 
increase prescription compliance.

In the present study, most commonly prescribed drug 
was antibiotics (19.96%), Antihistamine (17.9%), 
corticosteroid (14.65%), Antifungal (12.3%), Vitamin 
(10.12%), Anthelminthic (9.8%), others (15.3%).  Our 
study showed that antibiotics (19.9%) that is higher 
(31.9%) in Manjusha et al12. Less in (17.6%) Gupta S et 
al14. Sultana F17 (15.9%), Yunate et al10 (16.9%). 

According to WHO (15-25%) prescriptions with 
antibiotics are expected in most of the developing 
countries where infectious diseases are more prevalent. 
So our study shows within the range of WHO. 
Antihistamine was second common prescribed drug 
17.96% which is higher than Gupta. S. et al14. (15.9%), 
Yunate. AH et al10. (15.62%), Manjusa et al12. (17.3%). 
Corticosteroid and its combination were prescribed in 
(14.6%) of prescription which was higher than Gupta.S. 
et al14. (9.4%), Yunate. AH et al10. (9.9%), Narwane et 
al11. (5%). This percentage is higher than other study 
because of scabies and dermatitis was more common 
disease. Antifungals prescribed were (12.3%) which 
was nearly similar to Narwane et al11. but higher in  
Gupta.S et al14. (19.4%), Among the antifungal 
fluconazole was most commonly used as a topical and 
oral route due to less adverse effect. Ketoconazole also 
use as a shampoo for tinea capitis. Vitamins were 
(10.1%) among 384 prescriptions which was higher 
than Yunate AH et al10. (4.93%), this is higher due to 
prescribe antibiotic to prevent vitamin deficiency. This 
study findings showed the average cost of drug was 
849.3 tk per prescription which was higher than  
Sharker SK  et al18.(487 INR)  and  Narwan et al11.(135 
INR). In the present study, per prescription cost was 
higher due to maximum cost spent on antibiotics, 
immune modulators (tecrolimus), combined 
preparations, higher cost of dermatological products 
and full course of treatment takes about 1-2 months 
whereas other studies showed 7 days treatment cost 
only.                          

Conclusion

This study is mainly focused on the prescribing pattern 
of drugs in dermatology out-patient department in 
RMCH. This study reveals that antibiotics (19.96)%, 
antihistamine (17.96)%, corticosteroid and its 
combination (14.65)%, antifungal (12.32)% were most 
common class of drugs prescribed in RMCH. Drugs 
were most commonly prescribed in trade name 
(72.13)% and topical dosages forms (62.63)%. Number 
of drugs per prescriptions was 3.8 which is the higher 
than the recommended limit of 2 approved by WHO 
and Practice of poly pharmacy was also commonly 
seen. 
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Figure 2: Distributions of drugs in respect to generic & trade name

Discussion

The present study allowed us to get information about 
the skin disease profile, pattern of drug prescribed and 
cost of drug per prescription in dermatology OPD in 
RMCH and also the standard prescription pattern 
according to WHO core drug prescribing indicator. In 
context to the average number of drugs per prescription, 
the value found in the present study was 3.7. Similar 
study conducted in other countries, where the values 
found were lower than the present study. In India, it was 
2.4 (Saleem M et al9, Yunate et al10),  2.7 (Narwane SP 
et al11), 2.6 (Manjusha et al12), 3.2 (Arun patil13) The 
values were found higher than the current study  4.1 
(Gupta et al14),  4 ( Mezgebe et al15), 3.8 (Nusrat noor6). 
This difference might be due to variation in health care 
delivery system, socioeconomic condition and severity 
of skin disease, patient’s expectation, demand of quick 
relief mortality and morbidity criteria of the population. 
According to WHO, the average number of drugs per 
prescription should be 1.6-1.8. There was evidence of 
poly pharmacy.
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The range of drugs per prescription varied from (1-9). 
There was no single prescription without prescribing 
any drug. One drug was prescribed in 7 (1.8) %, two 
drugs 48(12.5) %, three drugs 135 (35.2%), four drugs 
88 (22.9%), five drugs 65 (16.9%), six drugs 25(6.5%), 
seven drugs 12 (3.1%), more than seven up to nine 
drugs 4 (1%) among 384 prescriptions. In the present 
study percentage of drugs prescribed in generic name 
was (27.87%) and trade name was (72.13%). This is 
comparatively higher than other study. Sarkar C, Das B, 
Sripathi H 16 showed that the generic name was 16.6% 
and brand name was 83.4%. The prescribing of drug by 
their generic names could minimize the cost and thus 
increase prescription compliance.

In the present study, most commonly prescribed drug 
was antibiotics (19.96%), Antihistamine (17.9%), 
corticosteroid (14.65%), Antifungal (12.3%), Vitamin 
(10.12%), Anthelminthic (9.8%), others (15.3%).  Our 
study showed that antibiotics (19.9%) that is higher 
(31.9%) in Manjusha et al12. Less in (17.6%) Gupta S et 
al14. Sultana F17 (15.9%), Yunate et al10 (16.9%). 

According to WHO (15-25%) prescriptions with 
antibiotics are expected in most of the developing 
countries where infectious diseases are more prevalent. 
So our study shows within the range of WHO. 
Antihistamine was second common prescribed drug 
17.96% which is higher than Gupta. S. et al14. (15.9%), 
Yunate. AH et al10. (15.62%), Manjusa et al12. (17.3%). 
Corticosteroid and its combination were prescribed in 
(14.6%) of prescription which was higher than Gupta.S. 
et al14. (9.4%), Yunate. AH et al10. (9.9%), Narwane et 
al11. (5%). This percentage is higher than other study 
because of scabies and dermatitis was more common 
disease. Antifungals prescribed were (12.3%) which 
was nearly similar to Narwane et al11. but higher in  
Gupta.S et al14. (19.4%), Among the antifungal 
fluconazole was most commonly used as a topical and 
oral route due to less adverse effect. Ketoconazole also 
use as a shampoo for tinea capitis. Vitamins were 
(10.1%) among 384 prescriptions which was higher 
than Yunate AH et al10. (4.93%), this is higher due to 
prescribe antibiotic to prevent vitamin deficiency. This 
study findings showed the average cost of drug was 
849.3 tk per prescription which was higher than  
Sharker SK  et al18.(487 INR)  and  Narwan et al11.(135 
INR). In the present study, per prescription cost was 
higher due to maximum cost spent on antibiotics, 
immune modulators (tecrolimus), combined 
preparations, higher cost of dermatological products 
and full course of treatment takes about 1-2 months 
whereas other studies showed 7 days treatment cost 
only.                          

Conclusion

This study is mainly focused on the prescribing pattern 
of drugs in dermatology out-patient department in 
RMCH. This study reveals that antibiotics (19.96)%, 
antihistamine (17.96)%, corticosteroid and its 
combination (14.65)%, antifungal (12.32)% were most 
common class of drugs prescribed in RMCH. Drugs 
were most commonly prescribed in trade name 
(72.13)% and topical dosages forms (62.63)%. Number 
of drugs per prescriptions was 3.8 which is the higher 
than the recommended limit of 2 approved by WHO 
and Practice of poly pharmacy was also commonly 
seen. 
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study findings showed the average cost of drug was 
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higher due to maximum cost spent on antibiotics, 
immune modulators (tecrolimus), combined 
preparations, higher cost of dermatological products 
and full course of treatment takes about 1-2 months 
whereas other studies showed 7 days treatment cost 
only.                          

Conclusion
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of drugs in dermatology out-patient department in 
RMCH. This study reveals that antibiotics (19.96)%, 
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common class of drugs prescribed in RMCH. Drugs 
were most commonly prescribed in trade name 
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than the recommended limit of 2 approved by WHO 
and Practice of poly pharmacy was also commonly 
seen. 

References

1. Alagoa PJ, George MD and silver YW. Audit of 
prescription notes from a tertiary health center. 
IOSR Journal of dental medical sciences. 
2014;13(01):79-82.

2. Jain SK, Upadhyaya P and Abhijeet. Assesment of 
prescription pattern in a private teaching hospital in 
India. International journal of pharma sciences. 
2015;3:219-222.

3. Bhattacharya A, Satpathy A, Tiwary P. Assessment 
of prescription pattern of toothache and tooth 
extraction patients prescription , Aprescription 
survey from various hospitals and clinics of 
Bhubuneswar and Cuttak” Pharmacology online. 
2011;3:138-146.

4. World Health Organization. Bulletin of the world 
health organization. November - December 
2005;83:881-968.

5. Bijayanti D, Zamzachin G. Pattern of skin diseases 
in imphal. Indian journal Dermatology. 
2006;51:149-150.

6. Noor N, Jamal M. Evaluation of drug use patterns 
of out patient attend es in a Tertiary care teaching 
hospital in dermatology and venereology 
department e as a tool to promote rational 
prescribing. Updat Dent.Coll.j. 2014:4(01):04-09.

7. WHO. Model list of essential drugs. Geneva; 
World Health Organization. 1988.

8. WHO/ DAP. Guide to good prescribing. Geneva. 
1994: 52.

9. Saleem M. Assesment of Drug prescribing patterns 
in Dermatology Outpatient Department in a 
Tertiary Care Hospital, Malabar, Kerala. Indian 
journal of Pharmacy Practice.

10. Yuwnate AH, Chandane RD, Giri KR, Yunati MS, 
Slrsam SS. A multicenter the 
pharmacoepidemiologic Study of dermatological 
disorders in Wardha district. Int J Basic Clin 
pharmacol. 2013; 2: 751-756. 

11. Narwane SP. Drug utilization and Cost Analysis for 
Common Skin Diseases in Dermatology OPD of an 
Indian Tertiary Care Hospital- A Prescription 
survey.  British Journal of  Pharmaceutical 
Research.2011; 1(1): 9-18.

12. Manjusha SM, Karveri D, Lokhande, Somya P and 
Pawar AP.  Prevalence of various skin disorders 
and prescribing pattern of Antihistamines in 
Tertiary Care Hospital, Pune. International journal 
of pharma sciences and Research (IJPSR). 2014; 
5(3):73-77.

13. Patil A. Drug utilization pattern in dermatology 
outpatient department at a tertiary care hospital in 
Navi Mumbai.  International Journal of Basic & 
Clinical Pharmacology.2017; 6(3):559-562.

14. Gupta S, Khan W and Krisna A. Pattern of skin 
disease and common drugs prescribed in 
dermatology OPD of an Indian tertiary care 
Hospital. IJBCP International journal of Basic and 
clinical Pharmacology.2016; 6(1):203-207. 

15. Mezgebe HB, Kifle M and Woldu MA. Drug 
prescribing pattern in Dermatology Unit of Ayder 
Referal Hospital. World Journal of pharmaceutical 
Research. 2014; 04(1): 133-141.

16. Sarkar C, Das B, Sripathi H. Drug prescribing 
pattern in dermatology in a teaching hospital in 
Western Nepal. Journal of Nepal Medical 
Association. 2001; 41: 241-246.

17. Sultana F. Prescribing pattern and prescription 
Errors: A Study at a Tertiary Care Hospital of 
Bangladesh. Bangladesh Pharmaceutical Journal. 
2015; 18(1): 20-24.

18. Sarkar SK, Islam AKMS, Sen KG and Ahmed 
ARS. Pattern of skin diseases in patients attending 
OPD of Dermatology Department at Faridpur 
Medical College Hospital, Bangladesh. Faridpur 
Med. Coll. J. 2010; 5(1):14.

Discussion

The present study allowed us to get information about 
the skin disease profile, pattern of drug prescribed and 
cost of drug per prescription in dermatology OPD in 
RMCH and also the standard prescription pattern 
according to WHO core drug prescribing indicator. In 
context to the average number of drugs per prescription, 
the value found in the present study was 3.7. Similar 
study conducted in other countries, where the values 
found were lower than the present study. In India, it was 
2.4 (Saleem M et al9, Yunate et al10),  2.7 (Narwane SP 
et al11), 2.6 (Manjusha et al12), 3.2 (Arun patil13) The 
values were found higher than the current study  4.1 
(Gupta et al14),  4 ( Mezgebe et al15), 3.8 (Nusrat noor6). 
This difference might be due to variation in health care 
delivery system, socioeconomic condition and severity 
of skin disease, patient’s expectation, demand of quick 
relief mortality and morbidity criteria of the population. 
According to WHO, the average number of drugs per 
prescription should be 1.6-1.8. There was evidence of 
poly pharmacy.


