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ABSTRACT

Respiratory disorders are a major cause of illness and death. Treating them often involves taking medicines, which
can lead to problems. This study was done over a period of six months with 128 patients in Pulmonology
Department at S.S. Institute of Medical Sciences and Research Centre in Davangere. The goal was to see how
medicines were prescribed, check for polypharmacy and related problems and to find risk factors. Most patients
were men from rural areas with common symptoms, like cough and breathlessness. The main diagnosis were
infectious lung diseases. Patients were prescribed with antibiotics, bronchodilators, corticosteroids and other
supportive medications, which showed high polypharmacy. The World Health Organizations prescribing indicators
showed that on average patients took 7.6 drugs per encounter with generic prescribing and excessive use of
antibiotics and injectables. Polypharmacy was common, linked to drug interactions. The study found that patients
had respiratory symptoms, prior illnesses, hospital stays, smoking exposure and occupational hazards. The study
suggests that doctors should prescribe medicines carefully review prescriptions regularly and involve pharmacists
more to improve patient safety and outcomes with Respiratory disorders and its treatment.

KEYWORDS: Respiratory disorders, Prescription pattern, Drug-related problems, Polypharmacy, Drug-drug
interactions, Risk factors.

INTRODUCTION
Respiratory diseases have continued to be some of the
major contributors to sickness and admission to hospitals

and lifestyle factors. Excessive exposure to cigarette
smoke, air pollutants, dust, fumes, and other respiratory
irritants is frequently associated with respiratory

globally. Diseases such as asthma, COPD, pneumonia,
and tuberculosis are still affecting millions of individuals
around the world and putting pressure on health care
systems.™? Such respiratory problems do not just affect
normal breathing but also cause a lot of hindrances in
daily routine and activities. Chronic respiratory
conditions, especially COPD and asthma, donate greatly
to global disease rate and death rate.*IThe problem is
especially common among the elderly because of the
high probability that they will suffer from recurrent
respiratory complaints, chronic diseases, and a number of
concurrent disorders. The incidence of respiratory
disease depends on several environmental, occupational,

disease.™®? Poor living conditions, lack of proper
ventilation, overcrowded housing, and indoor air
pollution are additional factors that make the problem
even more serious in many developing regions. The
workers who have been engaged in occupations where
they are exposed to dust, smoke, pesticide, or any other
chemicals used in industries are also at greater risk of
suffering from breathing problems.'"?! Respiratory
diseases usually have symptoms that include coughing,
production of mucus, wheezing, chest pain, and
difficulty breathing due to the kind of the disease,
treatment of the participants usually entails long-term
treatment and multiple admissions into hospitals and
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whereas there have been many changes to the ways
respiratory diseases are managed in recent years.?
Among the commonly used medications are antibiotics,
bronchodilators,  corticosteroids,  mucolytics, and
expectorants, whereas oxygen therapy, pulmonary
rehabilitation, vaccinations, and lifestyle changes are
crucial for improving participants outcomes.?¥ Though
such treatment methods have facilitated improved
control over diseases, they have complicated treatments
even further, especially for those participants suffering
from respiratory diseases along with other diseases.

In clinical practice, participants with respiratory diseases
usually take more than one drug at once because it
becomes necessary due to several reasons. However, the
administration of more than one medicine increases the
possibility of developing drug-related problems where
the practice of taking numerous drugs is on the rise and
has been common among the elderly and those suffering
from chronic respiratory disease conditions.®®! Though
there may be valid medical reasons for taking a number
of medicines, such a measure can place participants at
risk of experiencing side effects of medicines, drug
interaction, medication mistakes, and decreased
adherence.!”! Drug use is still one of the main problems
in the medical practice because therapy involves
combination of various drugs where this problem might
appear at any point in the course of treatment and make it
more difficult to achieve the therapeutic goals.'**!
Medication adverse effects and duplication can also
happen, especially among people who take several drugs,
early detection and resolution of such issues are crucial
to maintaining the safety of medication and improving
the health of the individual. For this reason, prescription
evaluation is important to see if medications are being
prescribed correctly.™*  Pharmaceutical prescribing
patterns offer important data in relation to the usage of
medicines within healthcare institutions. Such studies
can help in assessing the present-day trends in
prescription, evaluating the rationality of such practices,
and revealing shortcomings.®®! In order to encourage
rational prescribing, the World Health Organization
(WHO) developed a set of core indicators of prescribing
practice.l”’ These indicators evaluate factors such as the
mean number of drugs prescribed during a consultation,
generic prescribing, use of antibiotics, use of injections,
and Essential Drug List compliance. Evaluation of these
indicators allows health professionals to measure
prescription patterns and promotes the evidence-based
application of medications.”? In addition to drug usage
assessment, risk factor assessment plays an equally
important role in identifying the variables that cause
respiratory diseases. Risk factor assessment helps
identify the factors that play an influential part in the
development of diseases. In epidemiology, risk can be
described as the likelihood of developing an illness or
adverse health outcome in a population.™ Details related
to smoking exposure, air pollution, occupational risks,
living environment, and past respiratory infections can
be used to determine in such people.'*? These

assessments are especially valuable in formulating plans
that focus on reducing disease burden and improving
respiratory function in communities. Despite many
investigations that have been conducted to investigate
respiratory diseases and treatment thereof, there is still a
need to assess prescription practices, polypharmacy,
medication problems, and related risks in certain
participants groups. Comprehension of these parameters
is important for enhancing the quality of healthcare
services and rational medication use. U In this context,
the current study has been conducted to determine the
prescription pattern among participants suffering from
respiratory diseases, and to evaluate the risk factors
related to polypharmacy and other drug related issues by
using an established questionnaire. The inference of this
study may contribute to safer prescribing practices,
improved medication management, and better clinical
outcomes among participants with respiratory disorders.
The management of respiratory diseases often involves a
combination of medications. It is therefore crucial to
have knowledge about how these medications are
prescribed and used in the clinical setting. An analysis of
prescription practices will give an insight on the
identification of polypharmacy, drug-related problems,
and possible improvements in drug usage. On the other
hand, the assessment of the environment, lifestyle, and
clinical risk factors gives a clearer idea on the aspects
that could be responsible for disease development and
progression.

METHODOLOGY

Observational prospective study was done in participants
with respiratory disorders admitted to the Department of
Pulmonology, S.S. Institute of Medical Sciences and
Research Centre, Davangere, Karnataka for a period of
six months. The study was designed to evaluate
prescription  patterns, polypharmacy, drug-related
problems and risk factors by validated questionnaires.

Sample Size Calculation

The sample size was calculated using the formula [N =
Z"2 \times P(1-P) / 1"2], where [Z = 1.96], [P = 86.1\%],
and [l = 6\%]. Based on this calculation, the required
sample size was approximately 128 participants.

Ethical approval was obtained from the Institutional
Ethics Review Board (IERB No. 244-2025) before the
study began. Participants privacy and confidentiality was
maintained throughout the study in accordance with
ethical guidelines.

The inclusion criteria were in-participants diagnosed
with respiratory disorders, history of respiratory disorder,
participants above 18 years of age, and those who gave
informed consent. The exclusion criteria were
incomplete case sheets, chronic non-respiratory
conditions affecting lung function, pregnant and lactating
women, and participants with psychiatric illness and/or
cancer.
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The study was carried out in three phases. Phase |
included literature review, questionnaire design and
validation, sample size calculation, and a pilot study.
Phase Il involved participant enrolment and data
collection using data collection forms and questionnaires.
Phase Il included data analysis and documentation of
the collected information.

Data Collection Procedure

Demographic details, participants history, medication
details, and the number, frequency, and dose of
prescribed drugs were recorded in the data collection
form. Drug-related problems such as potential drug—drug
interactions, inappropriate prescriptions, and adverse
drug reactions were evaluated. Polypharmacy was also
assessed. Risk factors were identified using self-designed
questionnaires covering medical history, environmental
and lifestyle factors, and housing conditions. The
collected data were entered into MS Excel 2021,
represented graphically, and analysed statistically.

Statistical Analysis

Statistical analysis was performed using SPSS 23.0.
Descriptive statistics were expressed as mean and
standard deviation for numerical variables, and
frequency and percentage for categorical variables.
Categorical variables were analysed using the Chi-square
test. A p-value of less than 0.05 was considered
statistically significant.

Reliability Testing of Questionnaires

The test-retest reliability of the questionnaire was
assessed using Pearson’s correlation coefficient. The
correlation between the test and retest scores was 0.978
(p < 0.001), indicating very high reliability and strong
consistency.

Readability Testing of Questionnaires

Readability was assessed using the Flesch Reading Ease
and Flesch-Kincaid Grade Level scores. The FRE score
was 69.4 and the FKGL score was 6, indicating that the
questionnaire was easy to read and suitable for the target
population.

RESULT

Socio-Demographic Profile of the Study Population
With 128 participants, the study revealed a high
prevalence of respiratory disorders among older persons,
particularly those between the ages of 58 and 77, who
made up about 60% of the population. The majority of
the patients were male (59.37%) and came from rural
areas (57.81%), indicating that respiratory infections are
more common in rural areas. A significant percentage of
participants had a history of respiratory disease, while a
smaller percentage had no recorded respiratory illness,
according to an evaluation of medical history. This result
suggests the existence of recurrent or chronic respiratory
conditions.

Table 1: Socio-Demographic Profile Of The Study Population (N=128).

Variable Category | Number of patients (n) | Percentage (%)
18-27 5 3.90%
28-37 7 5.46%
AGE GROUP 38-47 6 4.68%
48-57 22 17.18%
Male 76 59.37%
GENDER Female 52 40.62%
Rural 74 57.81%
RESIDENCE Urban 54 42.18%
MEDICAL HISTORY o
OF RESPIRATORY PArgseerr]‘tt 2}1 iggof’
DISEASES o7

Clinical profile of the study population

Among the study participants, coughing with
expectoration and Breathlessness on exertion, either
alone or in conjunction with other respiratory symptoms,
were the most common presenting complaints among

study participants. The most common diagnosis was
obstructive lung disease (38.2%), followed by infectious
lung illness (32.8%).

*Note: Percentages for complaints exceed 100% as
patients presented with multiple overlapping symptoms.

Table 2: Dominant Clinical Presentations And Diagnoses (N=128).

Category

Clinical parameters

MAJOR COMPLAINTS

Cough with expectoration
Breathlessness on exertion

Others (chest pain, wheezing etc.)

PRIMARY DIAGNOSIS

Obstructive lung disease
Infectious lung disease

Overlapping of obstructive and
infectious lungs diseases

Frequency | Percentage
104 81.25%
73 57.03%
55 42.97%
49 38.20%
42 32.80%
11 8.50%
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PRESCRIPTION PATTERN ANALYSIS AMONG
PATIENTS

The pharmacological management was intensive,
focusing on multi-drug regimens to address both primary
respiratory pathologies and the prevention of therapy-
related complications

a) Distribution of Antibiotics and Bronchodilators
Other Supportive Medications Prescribed Among
Study Participants

Cephalosporins and B-lactamase inhibitors were used

most often as a combination of antibiotics (39.06%), and

then their combination with macrolides (10.93%),

indicating broad-spectrum antibiotic therapy is strongly

preferred for the treatment of respiratory infections.

Methylxanthines (11.71%) and inhaled P2 agonist-
anticholinergic combinations (10.93%) formed the
majority of bronchodilator therapy. Mucolytics,
expectorants, and bronchodilators were frequently
prescribed as combination therapy, indicating that
patients with respiratory diseases needed airway control
and symptomatic alleviation. The most often given
corticosteroid regimen was systemic corticosteroids
(50%), whereas (17.18%) of patients received a
combination of inhaled and systemic treatment.
Furthermore, the extensive use of supportive drugs and
proton pump inhibitors for comorbid conditions
emphasizes the difficulty of patient care and adds to the
high rate of polypharmacy observed in patients.

Table 3: Pattern Of Antibiotic And Bronchodilator Therapy, And Other Supportive Medications (N=128).

Therapeutic Class Drug Category P[:Ec)igr]:t Per((:(e;; )tage
e Cephalosporins + B-lactamase inhibitors
e  Cephalosporins + B-lactamase inhibitors + 50 39.06%
Macrolides 14 10.93%
ANTIBIOTICS e  Cephalosporins 8 6.25%
e Penicillins + B-lactamase inhibitors 7 5.46%
e Penicillins + B-lactamase inhibitors + 5 3.90%
Tetracyclines
e  Methylxanthines
e Inhaled B2 agonists + Anticholinergics 15 11.71
BRONCHODILATO ) I\_/Iucplytic + Expectorant + Bronchodilator 14 10.93
combinations 11 8.59
e Inhaled B2 agonists + Anticholinergics + 10 7.81
Methylxanthines
Medication Category Prescription Status/Route Patients(n) Per((:ce;; )t age
e  Systemic Administration 64 50%
CORTICOSTERIODS Inhaled (alone or in combination with systemic) 33 25.77%
PPIS e  Prescribed 53 41.40%
e Not Prescribed 75 58.5%
CONCOMITANT e  Prescribed 119 92.9
MEDICATIONS e Not Prescribed 9 7.03
b) Analysis of prescription using who prescribing were markedly high, indicating intensive

indicators
Assessment of prescription patterns using WHO
prescribing indicators revealed that with an average of
7.6 medications prescribed per encounter, polypharmacy
was evident Generic prescribing was low (23.43%),
whereas antibiotic (93.09%) and injectable (96.87%) use

pharmacological therapy among hospitalized respiratory
patients. Furthermore, a moderate adherence to essential
medicine prescribing procedures was shown that 73.79%
of the prescribed medications came from the Essential
Drug List.

Table 4: Prescription Pattern Analysis Using Who Prescribing Indicators(N=128).

WHO PRESCRIBING INDICATORS TOTAL | OBTAINED VALUE | OPTIMAL VALUE

THE AVG No. OF DRUGS PER ENCOUNTER 973 7.6 1.6-1.8

% OF DRUGS PRESCRIBED BY GENERIC NAME 228 23.43% 100

% OF ENCOUNTERS WITH ANTIBIOTICS PRESCRIBED 123 93.09% 20.0 - 26.8

% OF ENCOUNTERS WITH INJECTABLE PERSCRIBED 124 96.87% 13.4-24.1

% OF DRUGS FROM ESSENTIAL DRUG LIST 718 73.79% 100
WWw.ejpmr.com | Vol 13, Issue 10, 2026. ISO 9001:2015 Certified Journal | 341
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EVALUATION OF DRUG RELATED PROBLEMS

AND IS ASSOCIATION WITH

POLYPHARMACY

a) Distribution of Drug Related problems among
study Participants

In 75% of the study participants, polypharmacy was the

most often reported drug-related issue, followed by drug

interactions in 65.6% of cases (Figure:1). Only three
individuals had adverse pharmacological reactions, such
as hypokalaemia linked to spironolactone and liver
damage caused by anti-tubercular  medication.
Contraindication was observed in one patient with
documented hypersensitivity to rifampicin.

Distribution of Drug Related Problems

Contraindication I

ADR

DRP's

ge—

Percentage

Figure 01: Percentage Distribution Of Drug-Related Problems Identified Among Study Participants(N=128).

b) SEVERITY OF DRUG- DRUG INTERACTION
This distribution indicates that moderate interactions are
the predominant concern (figure 2) seen in 49 patients,

emphasising the importance of careful monitoring and
intervention to prevent potential harm.

60 SEVIERITY OF DDI'S
49
50
=
Z 40
'—
< 30
(N
O 2p 16
% 13
[ |
0
MINOR MODERATE MAJOR MODERATE,
MAJOR

TYPE OF INTERACTION
Figure 02: Severity Of Drug- Drug Interaction.

c)ASSOCIATION BETWEEN POLYPHARMACY
AND DRP’S

The chi-square test showed a statistically significant

association between polypharmacy and drug interactions

(o = 41.558, p < 0.001), with drug interactions being
more frequent among patients with polypharmacy.
However, no significant association was identified
between polypharmacy and other drug-related problems.
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Association between Polypharmacy and Drug interaction

100
80
60
40
20

81.3

%

18.8

No

W DRUG INTERACTION No

81.3

18.8

Yes

Polypharmacy

DRUG INTERACTION Yes

Figure 3: Association Between Polypharmacy And Drug Interactions.

Evaluation of risk factors and its association using questionnaire
Table 7: Distribution Of Study Participants Based On Medical, Environmental, Lifestyle, Housing, And

Healthcare Factors.

MEDICAL HISTORY (RISK) FREQUENCY | PERCENT
. . . . No 59 46.1
Diagnosed with a respiratory disease Yes 69 539
Experience frequent respiratory symptoms No 11 8.6
P a piratory symp Yes 117 914
I . . No 122 95.3
Family history of respiratory diseases Yes 5 17

ENVIRONMENTAL AND LIFESTYLE FACTORS(RISK) FREQUENCY | PERCENT
Anyone in your household smoke No 63 49.2
yoneiny Yes 65 50.8
. . No 32 25.0
Often exposed to air pollution Yes 96 750
I . . No 110 85.9
Ventilation methods while cooking Yes 18 141
. . s . No 57 44.5
Work in an environment with high exposure to dust, smoke, or chemicals Yes 71 555

HOUSING CONDITION AND HEALTH CARE AWARENESS FREQUENCY | PERCENT
A . No 44 34.4
Treat your drinking water before consumption Yes 81 656
Frequently experience dampness or mould in your house No 115 898
quently exp P Y Yes 13 10.2
. . . . . No 93 72.7
Live near any industrial areas, factories, or highways Yes 35 573
Received any vaccinations for respiratory diseases No 29 227
y P y Yes 99 77.3

MEDICAL HISTORY (RISK)

The analysis of risk factors shows that out of 128
participants, 69 were previously diagnosed with a
respiratory disease, while 59 were not. A large majority
(91.4%), reported experiencing frequent respiratory
symptoms, compared to 8.6% who did not. Family
history of respiratory diseases was reported by only 6
participants (4.7%).

Environmental and Lifestyle factors (Risk)

The analysis of environmental and lifestyle risk factors
shows that 65 participants reported having someone in
their household who smokes. A majority (75.0%), were
often exposed to air pollution, whereas (25.0%) were less
likely exposed. 110 participants, did not use proper

ventilation methods while cooking, with only 18 reported
using chimney, open windows as a ventilation method.
In terms of occupational exposure, 71 worked in
environments with high exposure to dust, smoke, or
chemicals.

HOUSING CONDITION AND HEALTH CARE
AWARENESS

The analysis of housing conditions and health care
awareness shows that 84 participants treated their
drinking water before consumption, in which few heated
the water whereas few used purified water for
consumption.  Only 13  participants  frequently
experienced dampness or mould in their houses, whereas
115 participants reported no such issue. Living near
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industrial areas, factories, or highways was noted in 35
participants, while the majority, 93 (72.7%), did not live
near such areas. Vaccination coverage for respiratory
diseases was reported by 99 participants, compared to 29
who had not received any vaccination.

ASSOCIATION BETWEEN RISK FACTORS AND
SOCIODEMOGRAPHIC, MEDICAL, AND
RESIDENTIAL CHARACTERISTICS OF STUDY
PARTICIPANTS

Significant connections were found between the risk

characteristics. Older individuals were more likely to
have worse housing conditions (p = 0.026). Males had
higher scores related to environmental and lifestyle risks
compared to females (p < 0.001). People with a history
of respiratory illness or positive social history also had
higher risk scores in those respective areas (p < 0.001).
No significant connections were found for other medical
history, environmental, lifestyle, or housing condition
factors.

Association between risk and area of residence

factors and certain demographic and clinical
3.500 3.130
3.000 2.757
=< 2500
o 2.000
18]
£ 1500
g
< 1.000
0.500
0.000
Rural Urban Rural

Medical history

2.892

2.537 2.444
I 2.162
Urban Rural Urban

Environmental and Lifestyle | Housing condition and Health
factors

care awareness

Table 8: Association Between Risk And Area of Residence.

Participants from urban areas had a higher mean
medical history risk score (3.13 + 1.05) compared to
rural participants (2.76 £ 1.32). For environmental and
lifestyle factors, rural participants had a slightly higher
mean score (2.89 = 0.99) than urban participants (2.54 +
1.15). For housing condition and health care
awareness, urban participants (2.44 + 0.97) had higher
mean scores compared to rural participants (2.16 + 1.22).
None of the risk domains demonstrated a statistically
significant  difference between rural and urban
participants

DISCUSSION

In this study differs from earlier studies because most
previous studies have primarily focused on analysing
prescription patterns, polypharmacy, or their prevalence
in a specific age group or patient population. In contrast,
the present study provides a comprehensive assessment
of prescription patterns, drug-related problems, and
associated risk factors among inpatients with respiratory
disorders.

In our study 31.2% of the patients belonged to 58-67year
age group, whereas 28% belonged to 68-77% years age
group. It suggests that majority (60%) of the study
population were above the age of 58year age distribution
was similar to a study published Kumar S et al®! where
around above 46age of the patient.

There was a slight male prepordence in our study

(52[).?],7%), which was similar to study by Beg MA et
al.l®

In our study 24.2% of the patients had history of
smoking. In a study published by Kumar S et al 39.63%
had history of smoking. Mattei MJ et al.*®! reported 20%
of their study population had history of smoking where
majority of their stud?/ population had sedentary life
style. Leung LT et al.™® reported an increased risk of
respiratory symptoms even among non-smokers, with
women showing a higher risk mainly because of
exposure to second-hand smoke from neighbouring
apartments.

Among  bronchodilators, long-acting  [p2-agonists
(LABA) and long-acting muscarinic antagonists
(LAMA) were the most commonly prescribed in this
study. In contrast, methylxanthines (11.7%) and inhaled
B-agonists combined with inhaled anticholinergics
(10.9%) were prescribed less frequently. Shiv Kumar et
al”  reported that beta-sympathomimetics and
anticholinergics (43.33%) were the most commonly
prescribed medications among hospitalized patients,
while methylxanthines (13.33%) were prescribed less
frequently.

Systemic corticosteroid therapy was prescribed to 50%
of the study population, whereas combined systemic and
inhaled corticosteroid therapy was administered to 17.2%
of the patients. These results are consistent with those
reported by Cheng et al.,[* who demonstrated improved
clinical outcomes with systemic corticosteroid therapy in
patients with respiratory diseases. Similar study
observations were also revealed by de Jong YP et al.,
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who observed frequent use of intravenous prednisolone
(61.7%) and oral prednisolone (56.3%).

Assessment of prescribing practices using the WHO
prescribing indicators revealed that the average number
of drugs prescribed per encounter was 7.6, which is
considerably higher than the WHO recommended
standard of 1.6-1.8 drugs per encounter. Similar
observations were documented by Dawalji S, et al.,*”
who observed an average of 9.68 drugs per prescription.
However, Hailesilase GG et al. reported a much lower
average of 1.8 + 0.83 medicines per encounter.

The proportion of drugs prescribed by generic name in
this result was 23.34%, which is considerably lower than
the WHO recommended standard of 100%. This result is
comparable with observations by P. Galappatthy et alt*"
who observed that 35.5% of the drugs were prescribed
by their generic names. In contrast, B. Mosisa et al.[*!
reported 100% generic prescribing. These variations
across studies highlight the need to encourage generic
prescribing, as it not only enhances patient safety but
also promotes cost-effective healthcare delivery.
Antibiotics accounted for 93.09% of the prescriptions in
the present study, which is considerably higher than the
77% identified by Atif M, et al.l® and the 25.70%
reported by Kumar S et al.**! The higher proportion in
our study can be attributed to the fact that it was
conducted on patients with respiratory diseases, where
antibiotics are frequently prescribed due to the risk of
bacterial involvement. Nevertheless, ensuring the
rational use of antibiotics preferably guided by culture
and sensitivity testing remains essential to prevent the
emergence of antimicrobial resistance.

The proportion of injections prescribed in this study was
96.87%, which is much higher than the 13.9% reported
by Wendie TF et al. and is comparable to the 98%
reported by Atif M et al.[*!

Regarding adherence to the Essential Drug List (EDL),
73.79% of the prescribed drugs were from the EDL. This
finding is similar to that reported by Ahsan M,“¥ who
observed an EDL compliance of 79.2%.

Polypharmacy was one of the major observations in the
present study. The prevalence of polypharmacy was
comparable to that reported in the South Indian
pharmacoepidemiological study by Mohammed et al.,'®!
where 59.8% of patients were exposed to polypharmacy,
defined as the use of five or more medications. The study
also indicated the prevalence of polypharmacy enhanced
with advancing age, particularly among individuals older
than 60 years.

Similarly, polypharmacy has been shown to be
significantly associated with drug-drug interactions.
Another study reported an odds ratio of 65.6 for
predicting drug-drug interactions associated with
polypharmacy (P < 0.001), while another investigation

identified polypharmacy as a significant risk factor for
drug-related problems (P < 0.005).

Overall, the results obtained are consistent with those
obtained by the previous studies in reporting
multifactorial etiology of respiratory diseases and a
significant contributory role of elder age, smoking habit,

occupational exposure, environmental factor and
polypharmacy for respiratory disease.

CONCLUSION

Bronchodilators and  corticosteroids were  most

commonly prescribed medication in patient with
underlying respiratory disorder. Polypharmacy strongly
correlated with increased drug interactions. Complying
with  WHO  prescribing  guidelines,  reducing
polypharmacy will help in preventing drug related
problems, and reducing occupational & environmental
hazard is a very important factor in patients with
underlying respiratory disorder.
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