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ABSTRACT 

Background and objectives: Adverse drug reactions (ADRs) are recognized as a common 

cause of hospital admissions and they constitute a significant economic burden for the 

hospitals. Many disasters caused by drugs occurred in the past, after that regulation for drug 

approval has taken place. The aim of this study was to evaluate ADRs and assess their 

causality, severity and preventability in Erbil and Duhok main hospitals. 

Methods: This is a retrospective cross-sectional, hospital-based study, conducted at Rizgary 

hospital in Erbil and Azadi hospital in Duhok from January to October 2016. Each Adverse 

reaction was assessed for its causality, severity and preventability using Naranjo, Hartwig and 

Siegel, and Schumock and Thornton assessment scales, respectively. Data were analyzed 

using descriptive analysis. 

Results: A total of 378 patients with ADRs were reported, 57.7% females and 42.3% males. 

The maximum percentage of ADRs was noted in patient's age 21-40 years, 66.4% occurred in 

patients taking two or more medications. Common ADRs were allergic reactions (30.2%) and 

these involved with the gastrointestinal tract (20.6%). Antimicrobials (30.7%) and analgesics 

(9.0%) were the common causes of ADRs. Oral (49.47%) and intravenous (37.30%) routes of 

drug administration were responsible for most of ADRs. Of these cases, 47.9% were 

preventable, of moderate severity (52.9%), while 7.7% hospitalized, 1.1% needed surgical 

intervention and 2.4% died from ADRs. 

Conclusions: ADRs can be frequently detected; they increase cost of treatment although 

about half can be prevented. These problems are essential to be reported, analyzed and 

interpreted, then effectively communicated with health authorities. 
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he word pharmacovigilance (PV) has 

been derived from the Greek word 

pharmacon which means “drug” and the 

Latin word vigilare means “to keep awake 

or alert, to keep watch”.
1
 World Health 

Organization (WHO) defines PV as “the 

science and activities relating to the 

detection, assessment, understanding and 

prevention of adverse effects or any other  

 

drug-related problem”.
2
 A simpler 

definition describes PV as the processes 

and science of monitoring drugs safety and 

taking action to reduce risk and increase 

benefit.
3,4

 

Historically, there are multitudes of 

examples of patients harmed by the use of 

prescribed medications. The thalidomide 

tragedy is one of the worst examples, 
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nearly 01111 children were born with 

phocomelia, leading to the prohibition of 

thalidomide use in the most of countries in 

1961.
5,6

 After this tragedy, rigid drug 

approval and monitoring systems begin to 

take place at the United States Food and 

Drug Administration (FDA).
7
 

Prior to product registration and 

marketing, drugs safety and efficacy 

information are restricted to observations 

from pre-clinical animal studies and initial 

clinical trials (Phase I-III) and these data 

comprise the basis for the summary of 

product characteristics or the product 

label.
8
 Although such trials are appropriate 

for product registration, they usually 

evaluate only a small number of selected 

participants under ideal conditions and 

have limited statistical power to detect the 

uncommon side effects. As a result, 

clinical trials and the data that is derived 

from them are insufficient for the full 

evaluation of product safety and risks.
9
 

Additionally, such trials better test the 

efficacy rather than the safety under the 

practical conditions of every day clinical 

utilization.
10

 

Adverse drug reactions are common, often 

preventable cause of illness, disability and 

even death. They cause from 3% to 6% of 

hospital admissions at any age, and up to 

24% in the elderly population; they rank 

fifth among all causes of death, 

representing from 5 to 10% of hospital 

costs.
11

 

In order to prevent or reduce harm to the 

patients and improve health, mechanisms 

for evaluating and monitoring the drug 

safety in clinical use are crucial. The aim 

of this study was to evaluate ADRs and 

assessing their causality, severity and 

preventability in Erbil and Duhok main 

hospitals and to facilitate the development 

of a pharmacovigilance service in 

Kurdistan Region-Iraq. 

 

PATIENTS AND METHODS  

A retrospective cross-sectional study was 

conducted during the period from January 

to October of 2016. The study was 

performed in two main tertiary care 

teaching hospitals located in Kurdistan 

Region of Iraq, Rizgary hospital in Erbil 

and Azadi hospital in Duhok.  

The study involved all departments in the 

two hospitals and included inpatients who 

experienced any ADRs in the hospital or 

those who were admitted for treatment of 

ADRs. Patients admitted solely for 

investigations or with incomplete or 

unclear medical information were 

excluded from the study. During the study 

period, patients were reviewed for ADRs, 

especially for new drug and the unusual or 

unexpected reactions. Orientation about 

the study is being offered for healthcare 

practitioners (including physicians, 

pharmacists and nurses) and all of them 

were asked to report any observed ADRs. 

Patients with the offending drugs were 

identified through routine ward rounds, 

prescription monitoring, and healthcare 

practitioners reports. The data were 

collected from patient case sheets and 

transferred to a separate data entry formats 

(Figure 1) specially designed for reporting 

ADRs. Data were then analyzed by using 

Naranjo’s causality assessment scale, 

Hartwig and Siegel severity assessment 

scale, and Schumock and Thornton 

preventability assessment scale. All 

patients with suspected/detected ADRs 

were referred to respective physician to 

confirm the diagnosis. 

http://www.fda.gov/
http://www.fda.gov/
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Figure 1. Adverse drug reaction template 

 

We designed a template (Figure 1) for 

reporting ADR containing the main 

information needed according to WHO 

and FDA criteria 
10,12

 to identify the main 

medical problems related to the drug 

preparation in use including information 

about the patient, suspected drug(s), 

adverse reaction and the reporter. 

The causality assessment scale examined 

the relation between the reaction and the 

suspected drug(s) taken by the patient by 

using the Naranjo Algorithm (Table 1). 

 

Table 1:  Naranjo Algorithm 
13

 

QUESTION Yes No 
Do not 

know 

Are there previous 

conclusion reports on 

this reaction? 

 

+1 0 0 

Did the adverse event 

appear after the 

suspect drug was 

administered?  

 

+2 -1 0 

 

 

 

 

 

 

 

 

 

 

 

 

Did the AR improve 

when the drug was 

discontinued or a 

specific antagonist 

was administered? 

 

+1 0 0 

Did the AR reappear 

when drug was 

readministered? 

 

+2 -1 0 

Are there alternate 

causes [other than the 

drug] that could solely 

have caused the 

reaction? 

 

-1 +2 0 

Did the reaction 

reappear when a 

placebo was given? 

-1 +1 0 

Was the drug detected 

in the blood [or other 

fluids] in a 

concentration known 

to be toxic? 

 

+1 0 0 

Was the reaction more 

severe when the dose 

was increased or less 

severe when the dose 

was decreased? 

 

+1 0 0 

Did the patient have a 

similar reaction to the 

same or similar drugs 

in any previous 

exposure?  

 

+1 0 0 

Was the adverse event 

confirmed by 

objective evidence? 

+1 0 0 

 

The severity assessment scale measured 

and scored the severity of each reaction 

according to the scale commonly used in 

the ADRs assessment which is Hartwig 

and Siegel severity scale (Table 2): 
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Table 2. Hartwig and Siegel severity scale 
14

 

Level DESCRIPTION 

Level 1 An ADR occurred but required no change in treatment with the suspected drug. 

Level 2 The ADR required that treatment with the suspected drug be held, discontinued, or 

otherwise changed. No antidote or other treatment requirement was required. No 

increase in length of stay 

Level 3 The ADR required that treatment with the suspected drug be held, discontinued, or 

otherwise changed, and/or an antidote or other treatment was required. No increase in 

length of stay. 

Level 4 Any level 3 ADR which increases length of stay by at least 1 day. 

Level 5 Any level 4 ADR which requires intensive medical care. 

Level 6 The adverse reaction caused permanent harm to the patient. 

Level 7 The adverse reaction either directly or indirectly led to the death of the patient. 

 

The preventability assessment comes after 

the reaction causality and severity have 

been determined to examine if the ADR 

could be prevented or not by using 

Schumock and Thornton preventability 

assessment scale 
15

 (Table 3). 

Table 3. Schumock and Thornton preventability assessment scale 
15

 

No. QUESTION 

1. Was the drug involved in the ADR not considered appropriate for the Patient’s clinical condition? 

2. Were the dose, route, and frequency of administration not appropriate for the patient’s age, 

weight and disease state? 

3. Was required therapeutic drug monitoring or other necessary laboratory test not performed? 

4. Was there a history of allergy or previous reactions to the drug? 

5. Was a drug interaction involved in the reaction? 

6. Was a toxic serum drug level documented? 

7. Was poor compliance involved in the reaction? 

 

Data collected were analyzed using 

software -Statistical Package for Social 

Sciences (SPSS) version 22. Results of the 

study were presented with standard 

descriptive measures such as mean ± 

standard deviation (for quantitative 

variables), median and numbers with 

percentages and/or graphical presentations. 
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RESULTS  

During the study period (from January to 

October of 2016), a total of 378 patients 

with ADRs were reported. A higher 

number of ADRs was reported among 

females in comparison to males; 218 

(57.7%) versus 160 (42.3%). The 

maximum percentage of ADRs (34.1%) 

was noted in the age group of 21-40 years, 

to be followed by the age group of 41-60 

years (31.7%). The percentage of ADRs 

was 14.7% and 13.8% in the age group of 

less than 20 years and above 61 years, 

respectively (Table 4). 

 

Table 4. Age and gender distribution of adverse 

drug reactions groups 

 

    Gender 

Total Male Female 

A
g

e 
g

ro
u

p
 (

y
ea

r)
 0-20  Occurrence 41 36 77 

(%) of Total (10.8) (9.5) (20.4) 

21-40  Occurrence 52 77 129 

(%) of Total (13.8) (20.4) (34.1) 

41-60 Occurrence 45 75 120 

(%) of Total (11.9) (19.8) (31.7) 

≥ 61 Occurrence 22 30 52 

(%) of Total (5.8) (7.9) (13.8) 

Total Occurrence 160 218 378 

(%) of Total (42.3) (57.7) (100.0) 

 

The percentage of ADRs was 33.6% in 

patients taking single medication, whereas 

66.4% of ADRs occurred in patients taking 

two or more medications concomitantly 

(Table 5). 

 

Table 5. Adverse drug reactions associated with 

number of medications 

Number of  Drugs Occurrence (%) of ADRs* 

1 127(33.6) 

≥ 2 251(66.4)  

Total 378(100.0) 

* Adverse drug reactions 

 

Allergic reactions were reported in 114 

cases (30.2%), followed by gastrointestinal 

tract adverse effects such as gastric 

perforation (22.2%). Others include 

cardiovascular (CV) and haematological 

ADRs (15.9%), and reactions on central 

nervous system (14.0%). Detailed 

description of organ systems affected by 

ADRs is shown in (Table 6). 

 

Table 6. Adverse drug reactions on different 

organ systems 

No. Systematic ADRs* Occurrence 

(%) of 

ADRs* 

1. Allergic reactions 114(30.20) 

2. Digestive and Excretory 78(20.60) 

3. CV and Haematology 60(15.90) 

4. Nervous 53(14.00) 

5. Integumentary and 

Exocrine 
21(5.60) 

6. Miscellaneous 19(5.00) 

7. Respiratory 10(2.60) 

8. Renal and Urinary 7(1.90) 

9. Endocrine 6(1.60) 

10. Muscular and Skeletal 6(1.60) 

11. Reproductive 4(1.10) 

 Total 378(100.0) 

*Adverse drug reactions 

 

Detailed description of different drug 

classes that caused ADRs is shown in 

(Table 7). Antimicrobials were associated 

with approximately one-third of all ADRs 

reported (30.7%) followed by analgesics 

and non-steroidal anti-inflammatory drugs 

(NSAIDs) which were associated with 

9.0% of ADRs. 

 

Table 7. Adverse drug reactions and therapeutic 

drug classes 

No Therapeutic drug  

Classes 

Occurrence 

(%) of ADRs* 

1. Antimicrobial 116(30.7) 

2. Analgesic and 

NSAID** 
34(9.0) 
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3. Antineoplastic 31(8.2) 

4. Antihypertensive 28(7.4) 

5. Insulin and 

Antidiabetic 
26(6.9) 

6. Drug in coagulation 

disorders 
23(6.1) 

8. Corticosteroid 15(4.0) 

9. Anticonvulsant 11(2.9) 

10. Antiemetic 9(2.4) 

11. Lipid lowering 8(2.1) 

12. Inotropic 8(2.1) 

13. Nitrate 8(2.1) 

14. Anticholinergic 6(1.6) 

15. Antidepressant 6(1.6) 

16. Iron supplement 5(1.3) 

17. Others 44(11.6) 

 Total 378(100.0) 

*Adverse drug reactions 

** Non-Steroidal Anti-Inflammatory Drugs 

 

The routes of drug administration in 

relation to ADRs are shown in Figure 2. 

Approximately half of ADRs were noted 

with the oral route. Drugs that were 

administered by intravenous (IV) route 

accounted for 37.30% of ADRs, whereas 

topically administered drugs caused only 

1.56% of ADRs. 

Figure 2. Distribution of adverse drug reactions 

according to the routes of drug administration 
 

The dosage form which most commonly 

implicated in ADRs was the tablet form 

(39.7%); followed by injectable 

formulation in vials (29.4%). Only 4 cases 

(1.1%) were caused by cream use. The 

distribution of different dosage forms 

among reported therapeutic drug classes 

and organ systems affected are shown in 

Figure 3.  

 
Figure 3. Drug classes of different dosage 

forms and the percentage of adverse drug 

reactions (ADRs) 

Upon causality assessment using 

Naranjo’s algorithm, majority of the ADRs 

were rated as probable (57.9%), only 0.5% 

were considered as doubtful, 14.6% 

possible, and 27.0% were classified as 

definite ADRs (Table 8). 

 

Table 8. Causality assessment of adverse drug 

reactions 

C
a

u
sa

li
ty

 

A
ss

es
sm

e
n

t 

Type Occurrence (%) of ADRs* 

Doubtful 2(0.5) 

Possible 55(14.6) 

Probable 219(57.9) 

Definite 102(27.0) 

Total 378(100.0) 

*Adverse Drug Reactions 

Based on Hartwig and Siegel scale to 

evaluate the severity of ADRs, it was 

evident that most of ADRs reported in the 

study were of moderate severity (52.9%), 

34.1% were of mild severity and 13.0% of 

ADRs were severe (Table 9). 
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Table 9. Severity assessment of adverse drug 

reactions 

S
ev

er
it

y
 

A
ss

es
sm

e
n

t 

Type Occurrence (%) of 

ADRs* 

Mild 129(34.1) 

Moderate 200(52.9) 

Severe 49(13.0) 

Total 378(100.0) 

 

 

 

 

The dosage form which most commonly 

implicated in ADRs was the tablet form 

(39.7%); followed by injectable 

formulation in vials (29.4%). Only 4 cases 

(1.1%) were caused by cream use. The 

distribution of different dosage forms 

among reported 
*Adverse Drug Reactions 

 

On evaluation of the chances of 

preventability of ADRs using Schumock 

and Thornton scale, it was evident that 

about half of ADRs were preventable 

(Table 10). 

 

Table 10. Preventability assessment of adverse 

drug reactions 

P
re

v
en

ta
b

il
it

y
 

A
ss

es
sm

e
n

t 

Type Occurrence (%) of 

ADRs* 

Yes 181 (47.9) 

No 197 (52.1) 

Total 378 (100.0) 

* Adverse Drug Reactions 

 

Drug-induced morbidity was an important 

cause of hospitalization and was 

significantly associated with mortality. Out 

of the 378 reported ADRs cases, recovery 

was noted in 253 cases (66.9%), whereas 

symptoms continued in 83 cases of ADRs 

(22.0%). Hospital admission was required 

in 29 cases (7.7%) (e.g. patient 

administered cefotaxime injection and 

suffered from pseudomembranous colitis), 

and in 4 of them (1.1%) surgical 

intervention was needed to correct the 

problem (e.g. naproxen tablet caused 

gastric perforation). ADRs related death 

occurred in 9 cases (2.4%) (e.g. alteplase 

caused haemorrhagic stroke which lead to 

death), (Figure 4). 

 

 

Figure 4. Outcomes of adverse drug reactions 

affected patients 

In 248 (65.6%) of cases, the suspected 

drug was withdrawn and one or more 

drugs were required for symptomatic or 

specific treatment, whereas no change was 

needed with the suspected drug in 61 

(16.1%) of the cases. Also, in 143 (37.8%) 

of cases, ADRs increased patient's hospital 

stay by at least one day.  

 

DISCUSSION 

Events such as the thalidomide tragedy 

highlighted the extreme need for effective 

drug monitoring systems of all drugs. 

Safety monitoring of drugs in common use 

should be an integral part of clinical 

practice. 

There is no agreement among studies 

regarding the incidence of ADRs with 

respect to gender 
16

. Rademaker (2001) 

reported that females were more 

susceptible to ADRs, the reasons for this 

increased risk are not completely clear but 

include gender-related differences in 

pharmacokinetic, immunological and 

hormonal factors.
17

 Others have found the 

incidence of ADRs to be unrelated to 

gender,
16

 
18

 which support our finding that 

ADRs did not differ significantly between 

males and females (Table 4). 
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In our study the majority of ADRs were in 

21-40 years age group (Table 4). The 

reason might be attributed to modern 

sedentary lifestyle and increased stress in 

daily life make this age group more prone 

to diseases.
19

 So it is anticipated that this 

age group used drugs more frequently and 

repeatedly visited the hospital for their 

regular check-up and complaints for drug 

related adverse effects. 

The incidence of ADRs was not directly 

proportional to the number of drugs being 

taken but increases remarkably as the 

number of drugs rises; it could be 

attributed to drug-drug and drug-disease 

interactions.
20

 This was observed in our 

study in table 5. 

Moreover, we found that allergic reactions 

were the most frequent ADRs detected 

(Table 6). This finding is in accordance 

with the results of a previous study done 

by Patidar et al. (2013) 
21

 but it differs 

from those of others where gastrointestinal 

(GI) manifestations had the highest rate.
19

 

In our study, the GI system was the second 

most frequent cause of ADRs. The reason 

for this could be that we had given a great 

attention to detect unusual or uncommon 

ADRs which were observed in our study. 

Drugs most frequently trigger allergic 

reactions were antimicrobial agents and 

NSAIDs.
22

 In this study, the drug class 

most commonly implicated with ADRs 

was antimicrobials with the highest 

percentage, followed by analgesic and 

NSAIDs (Table 7). A similar finding was 

reported by Malladi (2016).
23

 

Majority of the ADRs were associated 

with oral route of drug administration 

followed by parenteral then topical route 

(Figure 2) as reported by Shrivastava et al. 

(2011).
24

 One of the possible explanations 

is that the most frequent organ system 

affected by ADRs were GI tract and 

allergic reactions, ADRs on the GI tract 

were most commonly observed with oral 

medications,
19

 whereas most of the ADRs 

observed with injectable medication were 

hypersensitivity reaction, as the parenteral 

route is considered the most immunogenic 

one.
25

 

To strengthen and further emphasize the 

validity of the findings of our study, 

causality assessment was done by using 

the Naranjo’s scale (Table 1). The majority 

(57.9%) of ADRs were classified as 

probable, 14.6% possible, 27% were rated 

as definite while only 0.5% were 

considered as doubtful ADRs as shown in 

table 8. These results were consistent with 

other studies which revealed comparable 

results.
26

 

On evaluation of the ADRs severity by the 

Hartwig and Siegel severity assessment 

scale (Table 2), it was clear that most of 

ADRs reported in this study were of 

moderate severity followed by mild then 

severe (Table 9). However another study 

found that the majority of the reactions 

were moderate in severity,
27

 whereas 

others reported that most of the reactions 

were of mild severity.
28

 This could be 

attributed to different ADRs of varying 

degrees of severity can be caused by 

various drug types and formulations used 

by the patients. 

On evaluation of the chances of 

preventability of ADRs using Schumock 

and Thornton scale (Table 3), it was 

evident that about half (47.9%) of the 

reactions were preventable (Table 10). 

Some of those preventable cases have a 

previous history of similar reaction 

following same drug intake; which shows 
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the lack of awareness. Our result was 

consistence with another study that 

measured the preventability of ADRs at 

four hospitals in South Africa,
29

 and with a 

meta-analysis study which also found that 

approximately half of adverse drug 

reactions are preventable, demonstrating 

that further evidence on prevention 

strategies is required.
30

 Some researchers 

found that only little percentage of the 

ADRs can be prevented.
31,32

 Others 

reported that most of the ADRs were 

definitely preventable.
33

 In the last study 

the occurrence of ADRs was higher when 

compared to that reported in other studies, 

so preventability of ADRs may differ from 

one study to another depending on 

different factors and most resulted from 

inadequate monitoring of therapy or 

inappropriate dosing.
34

 

Our results on the hospital admission 

caused by ADRs were comparable to 

results obtained by researchers who 

reviewed 45 studies for the prevalence 

rates of hospitalization resulting from 

ADRs.
35

 In the present study, 2.4% of all 

ADRs had fatal effect on the patients and 

this finding is in accordance with the result 

of a review article that found that the rate 

of fatal ADRs among a 47 studies was 

quite consistent,
36

 and 66.9% of the patient 

were recovered from the reaction (Figure 

4), as shown in another study.
37

 

The impact and the management of ADRs 

will increase the costs per patient due to 

increased hospitalization, prolongation of 

hospital stay, additional clinical 

investigations and prescription of new 

drug for the patient condition.
38

 Most of 

ADRs cases in our study required 

withdrawal of the suspected drug and one 

drug or more was needed for symptomatic 

or specific treatment, with low percentages 

that required no change in treatment. 

These results were comparable to the 

results of another study.
21

  

In the present study the length of hospital 

stay was prolonged in 37.8% of ADRs 

affected patient by at least one day. This is 

confirmed by Davies et al. (2009) study 

who concluded that there is a direct 

relationship between ADRs and the length 

of patient hospital stay.
39

 Moreover 

another study showed that the severity of 

adverse drug events was also associated 

with higher costs and a longer length of 

stay therefore adverse drug events could 

be economically costly.
40

 

Adverse drug reactions were frequently 

detected in the main teaching hospitals in 

Kurdistan Region of Iraq. Some cause 

hospital admissions, intensive medical care 

and even death; all increases cost of 

treatment although about half can be 

prevented. These problems are essential to 

be reported, analyzed and interpreted then 

effectively communicated. 
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هپوخت

 

 ل رماناەد ایاریهش نایلۆکڤە نێکێر: رماناەد کرناێکارل ایرابەخ کرنایرید ڤچا
 راقێع/کوردستان مایرەه ێکۆده د و رێلەڤه ایکەرەس خوشخانهەن

 
 یناوۆج ل شەهاوب ێک هۆیه یکەو نیناس ەتێده رماناەد کرناێکارل ایرابەخ :ئارمانج و یکەشیپ
 ل یدایرو یێ ساتاەکار رۆز. ێشخانۆخەن ل تینیکدێپ رنگگ یێ یئابوور ێکەبار و ێخوشخانەن ڤنایۆ
 مێە کو ڤێ نهیکولێل ڤێ ل ەئارمانجام. دایر رماناەد باشکرنا ۆب کخستنێر یهنگ پشت. رابردوودا ل رماناەد

 رێلەڤه ای یکەرەس خوشخاناەن ل ێشتنێهەن و یتوند کارو ۆه نوفاندنا رماناەد کرناێکارل ایرابەخ نیێبنرخ
  .یکۆده و

 

 ل کرن یەاهاتی ەنیکولێل ەڤئ cross-sectional ەیاهی شترێپ کایە یرەگیکار :ێنیکولڤە نێکێر
 ٦١٠٢ ساال ل وه هەد اەیڤه تاەه كیئ اەیڤه ل ێدهوک ل یئازاد شخاناۆخەن و رئێلەڤه ل یرزگار خوشخاناەن
, گالیس و گیهارتو, نارانجو نانایبکاره شتناێهەن و یتوند و ێاویهوۆب نرخاندن ڤەتا خراپ کاڤە کاردانه یمەه

. حسکرنەب یەهات شترێپ ایندەب ژێدر دانان یەهات ای ناوان نرخاندن یرەوێپ و تورنتن و موكۆسک
 .یسفەکاو کردنهیش نانایره ببکا کرنڤەشلو ەهاتن یاریزان

 

, المنەز% ٢٦,٨ و تنەئافر% ٧٧,٧, پورتکرنیر هیهات خوشاەن ٨٧٣ ل رماناەد کرناێکارل ایرابەخ: نجامەئ
 کرناێکارل ایخراب ل% ٢٢,٢ ەو ێسال ٢١ تا ٦٠ ناەیب ل یخوشەن ێژ ل ارکرنید ەهات رزەب ەرەه ژایر
 ەرەاهی رماناەد کرناێکارل ایرابەخ. یرگرتەو رمانەد ترەدێز انی دوو نێخوشەن وان ل ییدایر ای رماناەد
 ەدژ%(. ٦١,٢) الۆخیر و سک لەدگ ای شێه اەڤئ%( ٨١,٦) ەتەدک کو اربوویشەه کرناێکارل ارید
 تیێ. ەن ێرمانەد کرناێکارل ایرابەخ تیێهو یمەه هەڤئ%( ٩,١) ل نێئازارشک وه%( ٨١,٧) بۆکریم
 ل ارنیرپرسەب رماناەد کرناێکارل تێکێر%( ٨٧,٨١) داێنیخو نێمارەد ڤلنا تیێ وه%( ٢٩,٢٧) ەڤید
 ندەناو مام کایەتوند ل تەبک ەغەدەق تێدش%( ٢٧,٩) تاەحال انڤ ل. ێرمانەد کرناێکارل ایرابەخ اەیربۆز

%( ٠,٠, )ێکرن رمانەد ۆب ێخوشخانەن نهیهات نێتەحال انڤ ل%( ٧,٧) كەهند و%(. ٧٦,٩) کو
 . ێرمانەد کرناێکارل ایرابەخ ل یمر تێی%( ٦,٢) و ەیاهی نکارانهیبر  ردانا ەوێت ستەد ب ایستیوێپ

 

  چوێت کرناەدێز, تیرەدگ ێرمانەد کرناێکارل ایرابەخ ل تێی ەدووبار و ڤرچاەب یکەوێبش: نجامەرئەد
 نهێب کو گرنگ تێی شەشێک فەئ. کرنەغەدەق هیهات ای ێو ێقین ندهەرچەه یرمانەد راەسەرەناچ
 و رترەگیکار ێکەوێبش نیربرەد تهێیب هنگ یپشت, رکرنیفسەت و کارکرنیش و کرن رتاشۆپێر

 .مترەساخل
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 الخالصة
 

 

 التفاعالت الدوائية الضارة: دراسة رصد دوائي في مستشفيات أربيل ودهوك الرئيسية في اقليم كوردستان/العراقمراقبة 

 

وأنها تشكل عبئا اقتصاديا  ىالمستشفالمرضى دخول ل سببًا شائعاً لتفاعالت الدوائية الضارة تعد اوأهداف البحث:  خلفية
بعد ذلك سنت قوانين للموافقة على ، دوةةسببها األوكان ث في الماضي العديد من الكوار  حصلت لمستشفيات.على ا كبيراً 

تسوةق األدوةة.كان الهدف من هذه الدراسة هو الكشف عن التفاعالت الدوائية الضارة وتقييم مدى تسببها بالدواء وشدتها 
 وفرصة الوقاية منها في مستشفيات أربيل ودهوك الرئيسية.

رضة بأثر رجعي، أجرةت في مستشفى رزكاري في أربيل ومستشفى أزادي في دهوك من هذه الدراسة مستع طرائق البحث:
. وجرى تقييم كل تفاعل دوائي ضار عن مدى تسببه بالدواء, وشّدته وفرص الوقاية 6102كانون الثاني إلى تشرةن األول 

الي. وقد تم تحليل البيانات باستخدام منه بإستخدام جداول تقييم نارنجو, هارتوةك و سيكال, و سكوموك و ثورنتون على التو 
 التحليل الوصفي.

٪ ذكور. وقد لوحظ 36.8٪ إناث و 77.7، تعّرضوا للتفاعالت الدوائية الضارة اً ضةمر  873ما مجموعه  رصدتم  النتائج:
 فاعالتتال أو أكثر. دوائينيتناولون  كانواالمرضى  من٪ 22.3 عاما، 31-60نسبة القصوى من التفاعالت في سن الأن 

٪(. مضادات 61.2)والتي أثرت على الجهاز الهضمي ٪( 81.6) حساسيةال شيوعا كانت الدوائية الضارة األكثر
٪( 30.37) وةةالفم األدوةةالتفاعالت.  لهذهأسباب شائعة  أيضا كانت ٪(0.1٪(، والمسكنات )81.7الميكروبات )

و ٪ يمكن الوقاية منها، 37.0الحاالت، هذه  مجموعمعظم التفاعالت. من كانت مسؤولة عن ٪( 87.81ية )درةالو و 
 ,خل الجراحيالتدل٪ 0.0 و الى المستشفى، الدخول ٪(7.7)للبعض  أّدت هذه التفاعالت. متوسطةشدة  ذات 76.0٪

 .حاالت٪ من ال6.3 لوفاةو 

العالج على الرغم من التفاعالت الضارة لألدوةة من الممكن الكشف عنها بشكل متكرر وهي تزةد من كلفة  اإلستنتاجات:
أن حوالي النصف ممكن تجنبه. من الضروري اإلبالغ عن هذه المشاكل فضاًل عن تحليلها وتفسيرها ومشاركة المعلومات 

 بشكل فاعل مع السلطات الصحية.
 


