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Abstract
Background: Intentional poisoning is becoming an important public health concern particularly
among young women globally. Consequently, there is a need to analyse this further within countries
to establish pertinent policies to reduce current incidence rates. This includes sub-Saharan African
countries where there has been a scarcity of information. Consequently, we sought to establish the
nature and sources of poisoning in patients admitted to a leading hospital in Botswana to help
develop pertinent future policies for Botswana and surrounding countries. Methods: Retrospectively
reviewing the medical records of all patients admitted to Princess Marina Hospital (PMH), which is a
leading tertiary hospital in the capital city of Botswana, due to acute poisoning over a six-year period.
Results: The records for 408 patients were reviewed. The majority of admissions (58%) were
females, and the mean age of patients was 21(±14) years. Most poisoning cases (53%) were
intentional. The 15-45 years age group was most likely to intentionally poison themselves compared
to other age groups, with females four and half times more likely to intentionally poison themselves
compared to males (AOR 4.53, 95% CI: 2.68- 7.89, p < 0.001). Half of the patients were poisoned by
medicines followed by household chemicals (22%), with females overall four times more likely to be
poisoned by medicines compared to males. The medicine mostly ingested was paracetamol (30%).
Failing relationships (57%) were the principal reason for intentional poisoning. Six patients died from
poisoning representing a 1.5% mortality rate. Conclusions: The findings suggest in-depth and urgent
investigations on intentional poisoning are needed among young women across countries including
sub-Saharan African countries to inform future policies on prevention strategies. Further, strategies
for poisoning prevention should target social and family relationship problems. We will be following
this up in the future.
1. Introduction
Acute poisoning is a major life-threatening problem globally, with the annual incidence estimated at
between 0.2 and 0.9 poison exposures per 1000 population and rising (1). Total admissions for acute
poisoning in some African countries including South Africa is estimated at 17% of total ward
admissions in children (2, 3). Globally, the World Health Organization (WHO) estimates approximately

346,000 deaths annually are due to poisoning, with deaths due to unintentional poisoning now
exceeding 100,000 a year (4, 5). 90% of these deaths occur in lower and middle-income countries
(LMICs), enhanced by typically insufficient regulations for drugs and chemicals as well as easier
access to toxic chemicals (6-8). Despite these concerns, poisoning remains an under-recognized
burden partly due to many poisonings and exposures occurring in countries and regions that lack
medical toxicologists and poison control centers (9).
Poisoning can occur as a result of a wide range of substances including household chemicals (10),
medicines such as paracetamol (11-13), pesticides (12, 14, 15), and injections of
poisonous chemicals through insect stings or animal bites (16-18). Traditionally, acute poisoning is
reported more among males than females (17, 19). However, a few studies have reported an
increasing trend among women (20-22), with attempted suicides now higher in younger women
including students than men (21-23). Women of reproductive age are now the most vulnerable
regarding intentional poisoning and committing suicide through medicines such as paracetamol (20,
24-26). A study conducted among students in Iran admitted to hospital found appreciably more
women than men were admitted (200 out of 248 admissions) (23), and a recent study in Botswana
showed more women are now presenting with intentional toxic ingestion than men (27). This raises
serious concerns in a country already burdened by maternal mortality, HIV, TB, rising noncommunicable diseases (NCDs) and substance abuse (28).
The public health challenge is that whilst mortality from acute poisoning is generally low, it is usually
high in victims of suicide (29, 30). This is a concern especially among females in their reproductive
age, which could increase poverty levels when single mothers die leaving children without an income.
In Botswana, 64.4% of women who died between 2012 and 2014 were single mothers, most of whom
left orphaned children in poverty (31). If not prioritized, poisoning could be an additional burden to
increasing maternal mortality, challenging Botswana’s target of reducing deaths and illnesses from
hazardous chemicals and other substances by 2030 in line with the Sustainable Development Goals
(SDGs) (32), particularly SDG 3 whose focus is on ensuring healthy lives and promoting wellbeing for
all. There will be similar issues in other sub-Saharan African countries.
While studies investigating poisoning in Botswana are limited, it is worth noting that out of the few
investigations undertaken, deaths from acute poisoning ranged from 0.7- 2.6% of admitted patients
(27, 33-35). The agents responsible for the fatalities include traditional and other medicines, paraffin,
household chemicals and pesticides (27, 33, 35, 36). Additionally, there is evidence of an increasing
number of admissions to Accident and Emergency (A & E) Departments in Botswana due to acute
poisoning, rising from 1.9% in 2010 (34) to 2.7 in 2017 (27).
These observations call for further investigations to inform the development of pertinent interventions
to prevent acute poisoning in Botswana. Consequently, we sought to assess recent trends, types, and
sources of acute poisoning in patients admitted to a leading hospital in Botswana with specific
attention to gender, age, factors influencing intentional poisoning and substances used.
Subsequently, we will use the findings to suggest potential future strategies to the authorities in
Botswana to help achieve SDG 3 targets. We hope our findings will be of interest to other subSaharan African countries facing similar challenges with high rates of both infectious and noninfectious diseases and concerns with rising poisoning rates.
2. Materials and Methods
2.1 Study Design and setting:
This was a cross-sectional analytical study based on a retrospective review of medical records of
patients admitted to Princess Marina Referral Hospital (PMH) for acute poisoning between January
2012 and December 2018. Additional clarification was sought from hospital staff where pertinent and
feasible.
The city of Gaborone has a population of 231,592, which constitutes 11% of the total population in
Botswana (37). PMH is one of the two public referral hospitals in Botswana and was chosen for the
study as it is the largest and oldest public tertiary referral hospital in Botswana, and where patients
with acute poisoning are likely to be admitted due to low user fees. It currently has an estimated
capacity of 567 beds.
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Data collected from the medical records of patients included their age, gender, marital and socioeconomic status, sources and types of poisoning.
2.2 Study population and sample size:
Cases of acute poisoning were identified by reviewing the admission records of all out-patients
presenting at the A&E Department from 2012 to 2018. The records reviewed included in-patient and
out-patient registers, patient case files and death registers. Hospital staff provided additional
information where pertinent and feasible.
In order to find the outcomes of acute poisoning, the records of patients who were admitted from A&E
were followed up in the different wards to which they were admitted as in-patients. These wards were
female, male medical, intensive care unit, female surgical, male surgical and paediatrics.
Triangulation using different types of records was performed to enhance data quality.
Our inclusion criteria were both children and adult patients received at the A & E Department because
of either intentional (self -poisoning) or unintentional (accidental) poisoning from alcohol, illicit drugs,
agrochemicals, medicines, venomous creatures and household chemicals. Patients admitted due to
food poisoning or who used other methods of deliberate self-harm such as hanging or laceration only,
or cases of adverse reaction to medicines, were excluded.
The age groups of patients were typically broken down into deciles with infants, children and
teenagers further broken down into 0 to 4 years, 5 to 12 years and 13 to 19 years respectively. The
age groups were further consolidated into infants and children (0-14 years), childbearing age (15-45
years) and non-childbearing age (46 years and above) for additional analysis.
2.3 Data Collection:
A pre-tested checklist was used to collect data from the hospital medical records. The data included
demographic characteristics, nature of poisoning, sources of poisoning, routes of exposure and
poisoning outcomes. This was developed based on the findings of previous studies (20, 25, 27, 33,
38).
The nature of any poisoning was subsequently categorised into intentional and unintentional
poisoning. The phrase “intentional poisoning” will be used interchangeably with suicide or self harm
where appropriate. The phrase unintentional poisoning will be used interchangeably with accidental
poisoning.
2.4 Data analysis:
Data was transferred to Statistical Package for Social Sciences (SPSS) version 25 for analysis.
Descriptive statistics were used to compute means and standard deviations for numerical variables.
Chi square statistics were used to test significance of associations between various factors likely to
influence acute poisoning. Chi Square was also used to compare the types and sources of acute
poisoning among the different age groups and to match outcomes of the acute poisoning with
demographic characteristics.
2.5 Ethics:
Permission to conduct the study was granted by the University of Botswana Institutional Review
Board, the Ministry of Health and Wellness ethics committee and the PMH ethics review committee.
3. Results
3.1 Description of study participants
Hospital records from 408 patients were retrieved. The mean age of patients was 21.2 (±14) years
(SD) with a range of 0.6 months to 85 years. The majority of patients (41%) were in the 20-30-year
age group, female (58%) and from urban areas. Out of the 408 records 236 (57.8%) were admitted.
One hundred and seventy-six (43%) of admissions were self-referrals and 60 (15%) were referrals
from a local clinic or hospital (Table 1).
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Table 1: Distribution of patients by age, gender and location of poisoning
Characteristic

Frequency

Proportion (%)

Age:

n=408

0-4

81

19.9

5—12

22

5.4

13-19

56

13.7

20-30

168

41.2

31-40

50

12.3

41-50

20

4.9

51-60

4

1.0

>60

6

1.5

Unspecified age

1

0.2

Gender:
Male

172

42.2

Female

235

57.6

Unspecified gender

1

0.2

Urban

203

49.8

Rural

174

42.6

Unspecified

31

7.6

Location:

3.2 Nature of poisoning by gender and age
More than half of all poisoning cases were intentional (53%), 44% accidental and 3% could not be
classified. Intentional poisoning was higher in females (76%), with accidental poisoning more common
in males (61%). Accidental poisoning cases were only recorded for the age groups 0-4 years and 5160 years. Of all the accidental poisoning cases recorded, 43% were in children under 5. On the other
hand, of all the intentional poisoning cases, the age group 20 to 30 years (62%) had the highest
number of cases.
Further grouping of age groups into infants and children (0-14 years), reproductive age group (15-45
years), and the non-reproductive age group (46 years and above), showed that 70% of patients in the
reproductive age-group intentionally poisoned themselves. Overall, the 15-45 years age group was
nine times more likely to intentionally poison themselves compared to appreciably lower rates in the
other two age groups (AOR 9.3, 95% CI: 1.38-62.6), with females four and half times more likely to
intentionally poison themselves compared to males (AOR 4.53, 95% CI: 2.68- 7.89, p < 0.001(Table
2).
Table 2: Associations with age, gender and nature of poisoning (N = 408)
Independent
Variables
Age group (years)
0-14
15 – 45
46 and above
Gender
Male
Female

Adjusted
Number (%)

OR

95%CI

108 (26.5)
285 (69.9)
14 (3.4)

0.29
9.3
1†

0,047-1.87
1.38 – 62.6
-

172 (42.3)
235 (57.7)

1†
4.53

2.68 – 7.89

NB: OR = Odd ratio, CI = confidence interval, †reference group
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3.3 Sources of poisoning:
The top five sources of acute poisoning were medicines (49%), household chemicals (22%),
venomous creatures (9%), wild mushrooms and other plants (6%) and agrochemicals (5%).
3.4 Sources of poisoning by gender and age
Medicines contributed the highest number of poisoning cases for both females and males; however,
females were poisoned more by medicines than males (75%). Poisoning by sources other than
medicines was highest among males (Figure 1).
Figure 1 - Source of poisoning and gender
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Source of Poisoning
Table A1 in the Appendix shows those aged 20-30 years were the most affected by illicit drugs (71%),
alcohol (65%) and medicines (53%). Children under five years were poisoned by household
chemicals (53%), heavy metals (32%), wild mushrooms and other plants (32%). Agrochemicals
poisoning cases were highest among those aged 20-30 years (43%) followed by the 0-4 years age
group (19%).
Non-prescription medicines including traditional medicines were used most in poisoning cases (64%),
with the top three medicine groups including analgesics (47%), antibiotics (15%), and antiretrovirals
(ARVs) (10%). Specific medicines mostly ingested included paracetamol (30%), ARVs (12%),
ibuprofen (11%) and metronidazole (7%). Only one case of opioid drugs (codeine) was recorded.
The most common sources of poisoning among females were analgesics with 66 cases out of a total
of 81 (82%) admittance followed by antibiotics with 24 cases out of 26 (92%). Of the 17 cases
poisoned by ARVs, 13 (76.5%) were females. The situation was different with traditional medicines
and cough mixtures, where males constituted two thirds of the cases (Figure 2).
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Figure 2: Poisoning by medicine type and gender (n=171)
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NB: % refers to the division within medicine type between males and females

Table A2 of Appendix shows that out of the 81 total cases poisoned by analgesics, 44(54%) were
from the age group 20-30 years followed 19 (24%) from the age group 13-19 years. Additionally, more
than two thirds of the 26 cases of antibiotic poisoning and almost half of the 17 cases poisoned by
ARVs were from the age group 20-30 years. The age group 5 -12 years and 51 years and above had
the least number of poisonings from medicines.
Amongst all the sources of poisoning, only medicines were associated significantly with females
(gender), who were more likely to be poisoned by medicines compared to males (AOR 3.77, 95% CI:
1.50 – 9.46).
3.5 Sources of household chemical poisoning by age
Paraffin (35%) and laundry detergents (13%) were the most ingested household chemicals. Children
under 5 were typically poisoned by paraffin (81%), laundry detergents (64%) and turpentine (50%)
compared to all other age groups.
3.6 Illicit drugs and alcohol poisoning by gender and age
Poisoning by illicit drugs (n=7) was mainly from marijuana (75%), with cocaine and unspecified
substances comprising the remainder split between the two. All the marijuana cases were male and
the one cocaine case was female. Most (50%) were aged between 20 to 30 and 18% between 31 to
40 years.
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Whisky, tequila, beer, wine and some unspecified alcoholic beverages were responsible for alcohol
poisonings in the age group 20 to 30 years (64%), with males (86%) the vast majority. One under-five
child was admitted for accidentally ingesting whisky.
3.7 Poisoning by venomous creatures
Venomous creatures identified for poisoning included snakes (56%), scorpions (36%) and unspecified
creatures (8%). The majority of snake and scorpion bites were experienced by males (55%) aged 20
to 30 years (30%).
3.8 Factors which influenced intentional poisoning by gender
Out of the 408 records of poisoning reviewed, reasons for intentional poisoning were recorded in 125
cases (31%). The main reasons for intentional poisoning were relationship problems (74%) followed
by social distress (16%), abuse (4%) and depression (2.4%). As previously stated, patients selfharming due to hanging or lacerations were excluded. Death of a loved one, anger, and economic
problems accounted for the remainder. All the reasons were high for females except for anger which
was reported by males.
3.9 Outcomes of poisoning
Six patients died from poisoning giving a mortality rate of 1.5%. Half the deaths (3) were from
ingestion of household chemicals namely white vinegar, methylated spirit and battery acid. One death
from acute chemical pneumonitis as a result of ingesting white vinegar occurred in a one-year male
infant who was admitted to the intensive care unit (ICU) and intubated. An overdose from traditional
medicines resulted in the death of one male in the age-group 13-19 years, who was referred from a
clinic to PMH. Two females died in the age groups 20-30 years and 40-49 years from illicit drugs
(cocaine overdose) and methylated spirit respectively. A male patient died from ingestion of battery
acid in the age-group 20-30 years. One death in the age group 30-40 years occurred from unspecified
alcohol intoxication. No death was recorded in the age group 51 years and above.
Three injuries (predominantly oesophageal) were recorded from ingestion of bleach, battery acid and
‘handy andy’ in combination with HARPIC (ammoniated kitchen and bathroom cleaning chemicals).
All of the injuries were among females.
4. Discussion
This study describes acute poisonings at a tertiary hospital in Gaborone, Botswana. The nature
(intentional and unintentional poisoning) and sources of poisoning are described among different age
groups and gender. Intentional poisoning was highest among females in the reproductive age. Most of
our patients were poisoned by medicines followed by household chemicals. Failing relationships were
the main reason for intentional poisoning. Six patients died from poisoning representing a 1.5%
mortality rate. Whilst the mortality rate is low, our findings suggest the need for in-depth and urgent
investigation regarding intentional poisoning among young women across countries including subSaharan African countries. This is because poisoning has become an increasing issue worldwide.
Whilst mortality was higher among men in our study, in line with previous studies (39, 40), our
numbers are too small to make any meaningful comparisons. It is however worth noting that our
findings are similar to those of Kasule and colleagues (2009) (33).
The majority of patients in our study admitted with acute poisoning were intentional and mostly young
women of reproductive age (15-45 years). This age group was nine times more likely to poison
themselves compared to all others, with females four and half times more likely to intentionally poison
themselves compared to males. Earlier studies in Botswana have shown an equal proportion of males
and females admitted for acute poisoning (35) with the majority of admissions being unintentional
(33). Consequently, we believe our findings point to an appreciable shift from previous investigations
which tended to neglect intentional poisoning (self-harm) and were more focused on accidental
poisoning particularly among children and older adults (41).
Accidental poisoning was high in children under 13 years. Children under five in particular recorded
the highest number of accidental poisonings, similar to other studies (40, 42). Whilst admissions for
the elderly were very low in our study, the nature of poisoning was accidental. This is similar to
published studies where accidental poisonings are typically reported among children and the elderly
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(15, 43, 44). We are not sure of the reasons behind the low rates in the elderly in our study and will be
investigating this further in future studies.
Previous studies have shown that household chemicals, medicines and pesticides are the most
frequent etiologic factors underlying hospitalizations due to acute poisoning (2, 7, 8, 23, 33, 35, 38,
40, 44). Even though the order of poisoning sources in our study differ from some previous studies
undertaken in Botswana (35, 38), the sources have largely remained the same. Malangu and others
(2014) highlighted common toxic agents to be household products (46.1%), agrochemicals (18.8%),
pharmaceuticals (14.0%), animal and insect bites (13.0%) (38). However, our study identified
medicines as the leading poisoning sources similar to others (26, 33). Karadaş et al. (2011) also
found that three quarters of intentional poisonings were caused by medicines, with analgesics,
multiple medicines and psychiatric medicines being the principal causes (26). Earlier studies have
also shown that medicines were responsible for between 87.5% to 96% of acute poisoning as part of
suicide attempts, particularly among females (23, 45). McClure and colleagues (2011) found that
poisonings were greatest among young black women, with analgesic and psychiatric medicines the
most commonly implicated (25). Our study is also similar to that of Rodriguez et al. (2017) in that the
nature of poisoning for most patients was intentional and that younger patients between 15 and 40
years were most commonly affected (27).
Over the counter medications (paracetamol and ibuprofen) were mostly overdosed versus
prescription medicines, enhanced by their availability. The availability of painkillers is also enhanced
by their frequent prescribing during patients’ visit to health facilities in Botswana. We will be
addressing this further in future research as well as the use of antibiotics as a common mode of
poisoning in our study given concerns with the current misuse of antibiotics in Botswana and
increasing resistance rates (46, 47).
Paraffin was the greatest factor leading to hospitalizations among those aged 0 to 4 years, similar to
other studies in LMICs (48). Since children have a cognitive, psychological and psycho motor
immaturity, young children are at high risk for home accidents of all kinds enhanced by exploring their
world through the senses (48). Since their senses of smell and taste are still relatively
undifferentiated, they are more likely to mistake paraffin for clear liquids like water and drink it.
Negligence on the part of parents also increases the risk of children under five getting poisoned as
seen by the case of a toddler being poisoned by whisky in our study. A number of strategies have
been suggested and implemented in LMICs to reduce paraffin poisoning, and we will be reviewing
these with Ministry of Health personnel (49-51).
SDG 3 includes targets for reducing substance abuse, including the harmful use of alcohol (target 3.5)
(52). Poisoning by illicit drugs was mainly from marijuana, cocaine and unspecified illicit substances.
All marijuana cases were reported in male patients and the cocaine case was a youthful female in the
20 to 30 years age group. Alcohol poisoning affected the same age group and mainly male patients.
Our findings on hospital admissions due to self-poisoning, particularly among young women, are
similar to those of other researchers (20, 22-24, 38). Hospitalizations due to intentionally self-inflicted
poisonings were prominent among women aged 15 to 24 in studies among reproductive-aged women
in the USA (20, 25). Similar to these findings, our study showed an increasing trend of self-inflicted
poisoning in those aged between 13 and 30 years in recent years. These similarities on increasing
female admissions have also been observed in more recent studies in Botswana and other regions of
the world including Iran and the USA (12, 25, 27). Globally, suicide has been ranked the number one
cause of mortality in young girls between 15 and 19 years (53). Further, it has been consistently found
that whilst women make more suicide attempts than men, men are more likely to die in their attempts
than women (54).
Few studies to date have focused on the reasons for attempting suicide. In our study, relationship
problems followed by social distress, abuse, and depression, were the principal reasons for self-harm
with most intentional poisoning occurring in the age-group 20 to 30 years. Whilst abuse was among
the reasons for intentional poisoning, the records did not specify whether the abuse was physical,
emotional or sexual. Past studies have however, reported physical, sexual and emotional abuse as
factors influencing suicide (55, 56). More than half of the female patients poisoned themselves
intentionally due to relationship problems compared to males. This was attributed to failure of love
affairs, depression, economic instability, break-up of the family support system and urbanization.
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Farzaneh et al (2010) also found that romantic disappointment was a key reason for intentional
poisoning among principally female students admitted to hospital in Iran (23), Other studies have also
shown the prevalence of acute poisoning among the young (38, 44, 57). Urban-based patients had
the most cases of intentional poisoning in our study, which could be due to lifestyle social pressures
compared with rural residents. In addition, potentially reduced family support if parents continue to live
in more rural areas.
We will be investigating a number of key identified aspects in future studies in Botswana as there has
for instance been limited policy interest in prioritizing female suicidal behaviour especially in LMICs;
however, this is beginning to change (52, 54,55). This lack of interest has been exacerbated by some
researchers reporting that suicidal behaviour in women can be viewed as manipulative and nonserious and that women's suicidal behaviour is inept or incompetent, although this ignores key cultural
issues (56-58). Consequently, there is need for further in-depth research exploring the complex
relationships between gender and intentional poisoning. Such studies would help inform future public
health interventions in Botswana and wider.
5. Study limitations
We were aware of a number of limitations with our study. Firstly, secondary data was used to retrieve
information posing challenges in terms of accuracy and completeness. However, we sought to
address this by asking hospital personnel where we could for additional data. We also only undertook
the study in one hospital. However, this is a leading hospital in Botswana seeing such patients. We
were also unable to fully document length of hospital stay and time of exposure to admission. A
number of records were excluded due to missing data. In addition, we did not record where patients
reside. Finally, we were unable to provide further information on the heavy metals involved or the type
of abuse unlike other studies as these were typically not recorded in patients’ records (58, 59).
Despite these limitations, we believe our findings are robust in view of our methodology and the
number of patients included, and acts as a basis for discussing the implications with Ministry of Health
and Wellness personnel in Botswana. Further research and activities are planned to address areas of
concern.
6. Conclusions
Most of the intentional poisoning cases admitted to this leading hospital in Botswana occurred in the
15 to 45 year age group and among females. In general, females were more likely to be poisoned by
medicines than males, with the most common poisoning source among females being analgesics
while in males these were traditional medicines.
Future strategies to reduce poisoning events include instigating stricter regulations around the
prescribing and dispensing of medicines, improved labelling, and safely storing common household
items including paraffin, detergents, insecticides, kitchen and bathroom cleaners. There is also a need
to further study handling practices and knowledge regarding pesticides as most of the poisonings by
insecticides were accidental. We also believe the government in Botswana should instigate
community awareness campaigns about poisons in general as well as pilot help lines and other
approaches targeting the young especially young females. Subsequently, assess the outcome of such
schemes in terms of reducing poisoning events versus their costs. This will enable the government in
its resource considerations knowing for instance that until recently nearly 50% of women aged
between 30–34 years in Botswana had HIV, and there are increasing concerns with rising
antimicrobial resistance rates as well as rising rates of cardiovascular diseases in Botswana. We will
be following up these suggestions and their influence to provide future direction not only to the
Ministry of Health in Botswana but also wider among other sub-Saharan African countries.
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Supplement
Table A1: Sources of poisoning by age category
Source of
poisoning
Medicines
Household
Chemicals
Venomous
Creatures
Mushrooms and
other plants
Agrochemicals
Alcohol
Illicit drugs
Heavy metals

Total
n(%)
200(49.0)
90(22.1)

0-4
(N=81)
16(8.0)
48(53.3)

5-12
(N=21)
3(1.5)
5(5.6)

Age in Years n(%)
13-19
20-30
(N=53)
(N=166)
39(19.5) 105(52.5)
4(4.4)
23(25.6)

31-40
(N=50)
26(13.0)
7(7.8)

41-50
(N=20)
8(4.0)
1(1.1)

51-60
(N=4)
1(0.5)
1(1.1)

>60
(N=6)
2(1)
1(1.1)

35(8.6)

2(5.7)

5(14.3)

4(11.4)

11(31.4)

6(17.1)

4(11.4)

0

3(8.6)

25(6.1)

8(32.0)

7(28.0)

1(4.0)

2(8.0)

3(12.0)

4(16)

0

0

21(5.1)
17(4.2)
7(1.7)
6(1.5)

4(19)
1(5.9)
0
2(33.3)

0
0
0
1(16.7)

2(9.5)
2(11.8)
0
1(16.7)

9(42.9)
11(64.7)
5(71.4)
0

3(14.3)
2(11.8)
2(28.6)
1(16.7)

3(14.3)
0
0
0

0
1(5.9)
0
1(16.7)

0
0
0
0

Table A2: Medicine Type by Age Group (n=172)
Pharmaceutical
Type
Analgesics
Antibiotics
Antiretroviral
Anti-depressants
Hypertensive
Supplements
Cough mixture
Anticonvulsants
Traditional
Medicine
Other

Total
N (%)
81 (47.4)
26 (15.2)
17 (9.9)
13 (7.6)
4(2.3)
5 (2.9)
3 (1.8)
3 (1.8)
9 (5.3)

0-4
(n= 15)
5(6.2)
3 (11.5)
0
0
2 (50.0)
0
1 (33.3)
0
3 (33.3)

Age in Years n (%)
5-12
13-19
20-30
(n=3)
(n=33)
(n=88)
2 (2.5)
19 (23.5)
44 (54.3)
0
3 (11.5)
18 (69.2)
0
4 (23.5)
8 (47.1)
0
3 (23.1)
7 (53.8)
0
0
0
0
1 (20.0)
4 (80.0)
0
0
1 (33.3)
0
0
1 (33.3)
1 (11.1)
2 (22.2)
1 (11.1)

31-40
(n=21)
9 (11.1)
1 (3.8)
5 (29.4)
1 (7.7)
2 (50.0)
0
0
1 (33.3)
0

41-50
(n=8)
2 (2.5)
0
0
2 (15.4)
0
0
1(33.3)
1 (33.3)
2 (22.2)

51-60
(n=1)
0
0
0
0
0
0
0
0
0

>60
(n=2)
0
1 (3.8)
0
0
0
0
0
0
0

10 (5.8)

1 (10.0)

0

2 (20.0)

0

1(10.0)

1 (10.0)

1 (10.0)

4 (40.0)
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