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Abstract

Background: Hospital emergency departments (EDs) play a vital role in the health-care system, providing care for patients
with acute illness and injury, and access to the health system in Nigeria. Aim: The aim of the study is to determine the
sociodemographic profile of medical presentation seen EDs of a teaching hospital. Methods: This was a cross-sectional study
of patients presenting at the medical accident and emergency (A/E) at the University of llorin Teaching Hospital over a period
of 12 months. Ethical approval was obtained from the Hospital Ethical Review Committee to carry out the study. Information
obtained includes demographic data, clinical presentation, duration of stay in emergency, and outcome in the EDs within 48 h
of arrival. Data were analyzed using SPSS version 16 computer software, and results were presented in tables and figures.
Results: A total of 796 were seen over the study period. About 54.1% (431) were male and 45.9% (365) were female giving a
male: female ratio of 1.2:1. Most of the patients (650, 81.7%) were from llorin township or its immediate environs, and about
32.4% were unemployed. About 58% (462) of our patients presented to the ED without a referral either from a primary or
secondary health care. Stroke accounted for 75 (9.4%) of diagnosis, diabetes mellitus and its complications in 59 (7.4%),
systemic hypertension and its complications in 52 (6.5%), malaria in 49 (6.2%), sickle cell anemia in 37 (4.6%), and chronic
heart failure in 21 (2.6%). About 29% (231) stayed beyond 24 h on the ED before being moved to the ward, 26% (207) stayed
longer than 48 h due to nonavailability of bed space on the ward and financial constraints, while 32.2% were either transferred
or discharged within and mortality was recorded in 12.8% (102). Conclusion: Male utilizes the medical ED more than the
females, most of the patients were in the younger age group, and majority of whom are self-employed. Most patients were
walk-in patients. The most common reason for presentation at the medical ED for admission was stroke which was also the
leading cause of death.
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Introduction

Hospital emergency departments (EDs) play a vital role in the health-care system, providing care for patients with acute illness
and injury, and access to the health-care system in Nigeria. Over the past 15 years in the developed world,[1],[2],[3],[4] EDs
have become progressively more congested due to the combined effects of increasing demand for care,[5],[61,[7],[8] increased
complexity of care, and access block.[1],[2],[3],[9] In Nigeria, the congestion is due to nonfunctional primary and secondary
health-care levels. ED congestion has implications for patient outcomes[1] as well as for the efficiency and effectiveness of ED
operations as evidenced by staff and patient satisfaction.[1]

High rates of ED use create a strain on the health-care system by leading to overcrowding,[10],[11] but they can also be seen
as a marker of systemic problems, including poor access to nonemergency health care and the failure to prevent injuries and
illnesses.[12]

The University of llorin Teaching Hospital (UITH) is a 650-bed tertiary health-care facility located within llorin, the capital of
Kwara State, North-Central region of Nigeria. It serves a wide variety of patients and receives referrals from neighboring states
and towns. It is easily accessible from any part of the city and provides emergency and inpatient medical services round the
clock for patients. Worldwide, access to and the manner of use of the accident and emergency unit (ED) is a point of great
concern. Issues regarding duration of stay, crowding of the ED, and promptness of care are paramount to both the patients
and health-care providers. These are issues that are regularly undergoing changes in order to provide better service to
patients. The quality of care and the resources available at the ED may go a long way to influence the outcome of patients
who presented there and also the pressure for inpatient beds. In Nigeria, most patients pay out of pocket and have no health
insurance, and thus, cost for this group may be an important factor in their use of the ED and may adversely affect their
outcome. Data on the workload of medical ED in Nigeria are sparse. The aim of this review was to determine the
sociodemographic profile of patients presenting at the medical accident and emergency and the outcomes of their care.

Methods

This was a cross-sectional study of patients presenting at the medical A/E at the UITH over a period of 12-month period
(January—December 2007). Ethical approval was obtained from the Hospital Ethical Review Committee to carry out the study.
All consecutive consenting patients who were admitted into the ED aged 14 years and above were included in this study.
Patients brought in dead, and surgical cases were excluded from the study. Information obtained from the patients' case
records within 48 h of arrival included sociodemographic data, clinical presentation, duration of stay in emergency, and
outcome in the EDs. The data were entered and analyzed using SPSS version 16 (The Statistical Package for the Social
Sciences (SPSS) is a software package used in statistical analysis of data. It was developed by SPSS Inc. and acquired by
IBM in 2009. In 2014, the software was officially renamed IBM SPSS Statistics) computer software and results were presented
in tables and figures.

Results

A total of 820 patients presented to UITH Medical ED during the study period. About 10 patients were brought in dead, 11
were purely surgical cases, while 27 had incomplete data for analysis. A total of 796 medical cases were analyzed. About
54.1% (431) were male and 45.9% (365) were female giving a male: female ratio of 1.2:1 [Figure 1]. Six hundred and fifty
patients (81.7%) were from llorin township and its immediate environs while 18.4% were from the neighboring states [Table 1].
Age range was 14-75 years with a mean age of 43.71 + 4.92 years. Patients in the age group of 21-30 years were the modal
age group (188, 23.6%) as seen in [Table 1]. Most of the patients who presented were self-employed in 48.2% (384) than
unemployed 32.4% (258) and civil servant 19.4% (154) as seen in [Figure 2].{Figure 1}{Table 1KFigure 2}

About 58% (462) of our patients presented to the ED without a referral either from a primary or secondary health-care provider.
Among those with referrals, private health-care facility accounted for the bulk of referrals in 16.7% (133) as seen in [Figure 3].
Eighty-four different diagnosis were captured in our study, the highest was stroke in 75 (9.4%), others were AIDS 66 (8.3%),
diabetes mellitus and its complications in 59 (7.4%), systemic hypertension and complications in 52 (6.5%) then malaria in 49
(6.2%), sickle cell anemia in 37 (4.6%) and chronic heart failure in 21 (2.6%), others like dyspepsia, sepsis, acute renal failure,
chronic obstructive pulmonary disease, asthma, epilepsy, acute psychosis and chronic liver diseases constituted about 55%
(438).{Figure 3}
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On the duration of stay in the ED, about 29% (231) stayed beyond 24 h on the ED before being moved to the ward, 26% (207)
stayed more than 48 h, while 32.2% were either transferred or discharged within 24 h. For those who remained in the ED after
48 h, various reasons were provided by most of the patients why they are not transferred to the wards, about 39% of them
were due to nonavailability of bed space, 54% were are due to financial constrai nt, and 7% have no specific reasons rather
than they wanted to stay and be discharged from the ED.

Overall, about 60.6% of the patients (483) were transferred to the ward for further management, 26.6% (212 patients) were
discharged home from ED, most of whom were due to malaria, and 102 (12.8%) died. Mortality was recorded in 12.8% of the
patients. The highest mortality was recorded among patients with the diagnosis of strokes in 17 (16.7%.) followed by sepsis
syndrome in 11 (10.8%), AIDS and decompensated chronic liver disease in 11 (10.8%), 10 (9.8%), and 8 (8%), respectively,
while other diagnosis constituted 45 (43.9%) of the mortality.

Discussion

ED is an integral part of the safety net services anywhere in the world.[13] Although EDs were originally designed for treating
urgent and emergent conditions, they are increasingly being used by certain segments of the population as a provider of last
resort for nonurgent care.[14],[15],[16],[17],[18] Emergency units are designed to accept walk-in patients and referrals.[18] We
had 796 medical emergencies in our ED over a period of 12 months. The male: female ratio 1.2:1, which was similar to the
findings in a similar center in the south-south region of Nigeria.[19],[20] The most frequent age group was 21-30 years and
this may reflect the ease of access of this group to timely health care, and it also encompasses the economically active group.
Mean age was 43.71 + 4.92 years. These figures are similar to the findings of other authors.[1],[2],[3] Most of our patients
were resident in llorin; however, our study did not differentiate whether they were immigrants or indigenous as there were no
data to reference this information as compared to a study on emergency utilization in Barcelona by Buron et al. Government
employees accounted for 19.4%, self-employed persons for 48.2%, and dependents (housewives, aged, students, and
retirees) for 32.4%. Most patients were walk in about 58.8% similar to study elsewhere in Nigeria.[20],[21] This was at variance
with the developed world where phone calls were used for utilization of emergency services.[22],[23] The referral pattern
showed that 133 were referred from outside the hospital and 100 were in-house referral from the general outpatient
department, which is the pattern reported in most work done in Nigeria. The most common diagnosis was stroke in 75 (9.4%)
patients followed by immunodeficiency diseases such as AIDS complication in 66 (8.3%), diabetes mellitus and its
complications in 59 (7.4%), and then systemic hypertension (and its complications) and malaria fever. The World Health
Organization had projected that diabetes mellitus and stroke would be the leading causes of morbidity in many developing
countries by 2025.[24] The mean duration of stay at the A/E was 23.5 + 7.21 h. The goal in ED is to stabilize a patient within
48 h of presentation. The most common reason for a prolonged stay was inadequate bed space on the specific wards,
followed by financial constraints as some patients could not pay the admission fees as we live in a low-income setting where
majority of the patients live on a daily income of <2USD and health-care service is out-of-pocket expenses. In Nigeria, out-of-
pocket health care is the most common also called fee-for-service in our environment. As compared to the developed world
where insurance takes care of the health of individuals either working with government or not, this may support the utilization
rates. This further supports why most patients have delay in transit to the specific wards. Although for most patients, no reason
was given for staying more than 24 h in the ED. The mortality was 12.8%, and this was quite higher than reports from other
reports.[19],[22] About 482 (60.6%) were transferred to the ward, and 212 (26.6%) were discharged home. Stroke patients
accounted for 16.7% of the mortality and also the highest number of those transferred to the ward with prolonged hospital stay.
Other causes of mortality were acute diabetic emergencies, AIDS complications, and decompensated chronic liver disease,
accounting for 12.7%, 7.8%, and 7.8%, respectively. This was similar to the findings of other investigators.[19] AIDS
complication was the second leading cause for ward admission. Malaria fever accounted for the majority of the patients
attended to and discharged within a short period in the ED, probably because they may have been adequately managed at a
primary health-care facility rather than a tertiary one. Furthermore, 95.8% of those with diagnosis of malaria stayed <24 h. The
most common problems encountered by the physician were insufficient diagnostic support usually in terms of radiologic
imaging and the inability of the patients to do the required investigations for further medical care. This was similar to previous
results. In 1% of the patients, there was difficulty communicating as there was nonavailability interpreter to explain to them the
details of some requested investigation and treatment in the best language understood by them.

Conclusion

Our study showed that most of the patients were in the younger age group, males, and self-employed. Most patients were
walk-in patients. The most common reason for presentation at the medical ED for admission was stroke which was also the
leading cause of death. Inadequate bed space and financial constraints were responsible for prolonged stay in the EDs.
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