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Abstract
Background: Health policy makers often use data describing prevalence, morbidity and mortality to assess the
burden, requirements of resources and quality of the healthcare. The aim of this study is to recognize the patterns
and treatment outcomes of diseases in a medicine unit of Holy Family Hospital, Rawalpindi.
Objective: To assess the pattern and treatment outcomes of illnesses presenting in a medicine department of Holy
Family Hospital, Rawalpindi in period of three months.
Materials and Methods: This descriptive cross-sectional study was undertaken from 1st March to 31st May of
2019, when all the patients admitted in Medical Unit were approached for consent to participate in the study.
Data were collected using a self-administered questionnaire-based interview of respondents. Data were analyzed
by using Statistical Package for Social Sciences Version 23.
Results: A total of 579 participants were enrolled into the study, out of which 374 (64.6%) were male and 205
(35.4%) were female with mean age 52.23. Majority of participants were admitted via emergency (92.23%). The
most prevalent illnesses were chronic renal disease, asthma, decompensated chronic liver disease and stroke;
with hypertension being the most common co-morbid condition (6.2%). Of those admitted to the facility, 53.5%
patients got discharged after treatment according to advice and 22.5% left the hospital against medical advice.
Mortality rate was 23.8%.
Conclusion: Patients with a wide variety of diseases were admitted to the medical unit mainly through
emergency.l in 5 patients admitted in acute medical unit suffered mortality.
Keywords: Prevalence, Patterns of illness, Co-morbids.
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Introduction

Knowledge of disease prevalence and its drivers is
extremely important in devising a healthcare plan for
any country.! As there is a wide variation in the
medical conditions in different territories of the
world,? these data are crucial for the health policy
makers.?

Morbidity and fatality data are essential tools to assess
the disease burden and consequently the health
quality situation.#®> These patterns show the
dimensions of disease prevalence along with the time
trends that underline demographic variations in
disease burden by age, gender, ethnic status etc.
Medical admissions make up 22-40% of the hospital
admissions in developed countries’® whereas the
statistic is up to 81% in the EMRO region according to
WHO. It is generally considered that communicable
diseases account for majority of the medical unit
admissions in the developing countries, whereas non-
communicable diseases (NCDs) are the main reason
for admission in developed countries.0

Although communicable diseases were more
prevalent in the last century but recently, non-
communicable diseases are the cause of six out of
seven deaths in the developed world and half of all
deaths in the developing world.’12 This trend had also
been reported in previous studies and has been
attributed to transition in epidemiology and
lifestyles.131* WHO predicts that non communicable
deaths are expected to increase by 17% worldwide
between 2010 and 2020. The highest escalation will be
in the regions of Africa, South-East Asia and the
Eastern Mediterranean, where there will be a rise of
over 25%.° According to Centre for Disease Control
and Prevention, ischemic heart disease tops the list as
the cause of mortality in Pakistan, followed by cancer,
lower respiratory infections and stroke.®

Knowing the pattern of admissions greatly helps the
hospital administration and staff in terms of diagnosis,
treatment, adequate service provision and cost
reduction. It also provides an estimate of disease
prevalence and thus facilitates formulation of
appropriate preventive strategies. This is the most
preferred method for disease prevention in a
pragmatic way.416

Unfortunately, in Pakistan, data on the treatment
outcomes of hospital admissions are either unavailable
or incomplete. Therefore, it is essential to assess these
patterns with this study to provide a tool for better

planning and appropriate management of prevalent
diseases.

The objective of this research is to find the disease
pattern and their treatment outcomes managed in
medicine ward.

Materials and Methods

Using descriptive cross-sectional research design, data
were collected from Medical unit, Rawalpindi for a
duration of 3 months from March 2019 to May of 2019.
Non-probability convenient sampling was applied as
the sampling technique. Ethical approval was
obtained by the Institutional Review Board of Allied
Hospitals. The study included all the patients
admitted to Medical Unit who gave their consent
whereas those patients who were admitted to the ER
and who did not give their consent were excluded
from the procedure. Consent was obtained from the
attendants of those participants who did not have the
capacity to consent for the study and information was
obtained in a similar way.

A self-administered, close-ended questionnaire was
used to collect the data from the study participants,
which was filled after the interview of patients
admitted. Consent was obtained before the interview
process. The study participants were asked about
socio-demographics and questions related to their
disease. They were inquired about their age, gender,
residence, marital status and mode of admission.
Further questions asked were details of primary
disease, secondary disease, duration of hospital stay
and follow up was ensured to assess treatment
outcome i.e., cured, expired or left the hospital
without notice.

These questions were converted into data and
organized into variables. Data were analyzed by using
Statistical Package for Social Sciences Version 23 and
frequencies of the respective variables were assessed.

Results

579 participants were enrolled into this study who
were admitted to the Medical Unit. Majority of
participants were admitted through emergency
department (92.23%), only 7.77% being admitted from
the outpatient department.
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The mean age of the participants was 52.23+ 20.00
which ranged from 13 years to 100 years. 374 (64.6%)
were male and 205 (35.4%) were female.

Infectious diseases (27.6%) were the most common
cause of admission to the medical ward. The second
most common reason for hospital admission was
infectious diseases chronic kidney disease (11.7%),
followed by cerebrovascular accidents (10.0%) and
decompensated chronic liver disease (9.5%). Ischemic
heart disease (8.8%) and complications of diabetes
mellitus (7.4%) were also among common causes.
Table-I describes the commonest infections that
resulted in admission of the participants whereas,
Table-II describes the commonest causes of non-
infectious diseases. The two most common co-morbid
conditions included hypertension (22.8%) and diabetes
(17.6%). The details with other co-morbids are listed in
Table-III.

Table-I Frequency of Infectious Admissions

Sr.  Infectious Total Percentage

No. disease Number (n) (%)

1 Sepsis 44 7.6

2 Tuberculosis 40 6.9

3 Pneumonia 30 5.2

4 Acute febrile 30 5.2
illness

5 Enteric fever 09 1.5

6 HINT1 Influenza 05 0.9

Table-II Admissions with Non-Communicable
Diseases
Sr.  Non-communicable Total Percent
No. disease Number age (%)
(n)

1 Chronic kidney 68 11.7
disease

2 Cerebrovascular 58 10.0
accidents

3 Decompensated 55 9.5
chronic liver disease

4 Ischemic heart disease 51 8.8

5 DKA/ HONK/ 43 7.4
complications of
diabetes mellitus

6 Acute severe asthma 41 7.1

7 Exacerbation of 37 6.4
chronic  obstructive
pulmonary disease

8 Poisoning 22 3.8

9 Anemia 17 29

10  Epilepsy 07 1.2

Distribution of diseases among patients

Table-III Incidence of Co-Morbids

Sr.  Co-Morbid Total Percentage

No. Number (n) (%)

1 Hypertension 132 22.8

2 Diabetes 102 17.6
Mellitus

3 Chronic HCV 32 5.5

4 Chronic HBV 18 3.1

5 Heart failure 05 0.9

6 Atrial 02 0.3
fibrillation

The hospital-stay of the participants lasted from a
minimum 1 day to a maximum 23 days with mean
duration of 4.1 + 3.1 days. About three fourths of the
individuals (75.3%) remained in the hospital for up to
5 days. The duration of stay is further described in
Table-IV. Mortality in the patients admitted to the
medical unit was about 1:5. By comparison, 76% of the
participants improved who were either discharged
(53.5%) or left without informing/ discharged on
request contrary to medical advice (22.5%) as shown in
Table-V.

Table-IV Duration of Hospital Stay

Sr. Days in Total Number Percentage
No. hospital (n) (%)

1 1-5 436 75.3

2 6-10 113 19.5

3 More than 10 30 5.2

Table-V Outcomes of Diseases

Sr.  Outcome Total Percentage
No. Number (%)
(n)
1 Recovered/improved 310 53.5
and discharged
2 Left without 130 22.5
informing/ Discharged
on request contrary to
medical advice
3 Mortality 138 23.8
Discussion

Data were taken through patient interviews of the
medical unit of the hospital. The results of this study
have shown that communicable diseases are the most
common causes of admission to a medical ward in
contrary to a study in Bangladesh where Non-
Communicable Diseases were two times more than



33 Student Supplement of Journal of Rawalpindi Medical College (SJRMC); 2021; 25(1): 31-34

Communicable Diseases (ratio 2:1).17 A possible
explanation for this difference may be the more
prevalence of communicable diseases in Pakistan
which accounts for increased admission rates. The
major morbidity percentages in hospital were as:
chronic kidney disease (11.7%), cerebrovascular
accidents (10%), decompensated liver disease (9.5%),
sepsis (7.6%), tuberculosis (6.9%) while other causes
included pneumonia, acute febrile illness, enteric fever
and HIN1 influenza. In comparison a 2005 report
issued by the Indian Ministry of health and family
welfare’® which quantifies the top five causes of
morbidity in the country to be as follows: Accidents
(16.7%), maternal and perinatal diseases (11.6%),
cardiovascular diseases (10.0%), mental illness (8.5%),
diarrheal diseases (8.2%). These were followed by
other causes which included pediatric conditions,
malignancies, tuberculosis, HIV/AIDS, malaria and
other vector borne diseases, lung diseases, refractive
errors and diabetes. Our study had more prevalence of
non-communicable diseases as compared to the Indian
study. This difference of morbidity can be due to the
study population which was taken from medicine
wards only as compared to cumulative data from the
whole hospital.

According to WHO the most prevalent diseases in
Pakistan are ischemic heart disease (8%), cancer (8%),
lower respiratory tract infection (8%), cerebrovascular
accidents (6%), diarrhea (6%), chronic obstructive
pulmonary disease (5%) and tuberculosis (5%). Our
study findings were concurrent with the WHO report;
any variations are owing to the fact that this study was
conducted in the indoor medicine department for
three months only while obstetric and pediatric causes
of morbidity were excluded. The same is the
explanation for the predominance of chronic kidney
disease in our study participants. The age of
participants in our study ranged from 13 to 100.
However, in a study in Southwest Ethiopia, the most
recurring age of admission was between 21 to 30
years,!° this could be identified by the variation in the
population constitution of these countries. The higher
men to women admission ratio in our study setting is
in consonance with many studies carried out in
tertiary hospitals of Africa which also report a larger
proportion of men attending the hospital and more
frequently as compared to women who mostly make
hospital visits when complexity set in.20

All national and international studies show that
infectious diseases are still the paramount cause of
morbidity and mortality in developing countries while
the reverse is true for developed countries. The results

of present study conform to the results of studies
conducted in other developing countries.
Hypertension is the major cause of admission
according to our study findings (22.8%), particularly
as a comorbid of chronic kidney disease (CKD),
congestive heart failure (CHF) and cerebrovascular
accidents. These diseases reported in a Nigerian study
have also shown hypertension to be the commonest
risk factor.?’?  Diabetes is also an associated
comorbid in relation to cerebrovascular disease and
chronic kidney disease in our patients (17.6%) which is
comparable to a study conducted in Lagos in which a
substantial percentage of the medical admissions were
related to diabetes mellitus: 15% over 12 months and
11.3% over 11 years.?*? Majority of our patients had
chronic kidney disease (CKD) in relation to diabetes
mellitus and hypertension.

Plan of action focused on adequate control of
cardiovascular risk factors; especially hypertension
and diabetes mellitus, is aimed to overcome the ever-
increasing burden of non-communicable diseases in
the society. It involves timely detection, effective
treatment and control of the blood pressure and blood
sugar, along with prevention of chronic complications
and target organs damage. Another component of
control is to identify and properly treat lipid disorders,
control obesity, promote increased physical activity
and give dietary advice. The application of these
practices in developed countries have shown to
significantly reduce the cardiovascular disease
burden.?6:?

Conclusion

This study indicated that both communicable and non-
communicable diseases accounted for the major
hospital admissions in tertiary care hospitals.
Participants were admitted to the medical unit mostly
through emergency department. More than 1 in 5
patients admitted died.
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