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Abstract

Background

Traumaisaneglecteddiseaseofthemodernsocietyregardlessofsocioeconomicfactorofthe

societybecausemuchisnotdoneespeciallyforitsprevention.Onceitoccurthirdofpatientswilldie

atthesceneshowingtheseverityoftheproblemevennotallowingintervention.Thisconditiongets

worsenedindevelopingcountrieslikeEthiopiawherethereisnotraumaregistrydatabaseand

triageaswellasuniversaltreatmentprotocolwasnotdeveloped.

Objective:ToidentifythepatternoftraumaassociatedhospitaladmissionandOutcomeofpatients

treatedinJUSH.

Method:AprospectivedescriptivestudywasconductedinJimmaUniversitySpecializedHospital,

whichislocatedinSouthWesternEthiopiafromAugust2015–November2015.Thesource

populationwasallemergencysurgicaladmissionsofwhichthetraumapatientswereincludedasa

studypopulation.Consecutivesamplingmethodwasusedwiththecalculatedsamplesizeof210.

Dependingoninclusionandexclusioncriteria211traumapatientswereincludedinthestudy.The

datawascollectedbypretestedstructuredquestionnairewithtrainedsurgicalresidents.The

collecteddatagetcleared,codedandanalyzedbycomputerprogramspssversion20.0

Result

Atotalof211admittedtraumapatientswerestudiedwithmaletofemalerationof3.14.Onehundred

seventyeight(84.4%)ofpatientswerefoundintheagerangeof11-40years.Theleadingcauseof

traumaadmissionwasRoadTrafficAccident(RTA)39.8%andtheleastbeingbulletinjurywhichwas

2.8%.MajorityofRTAhappenedonpedestriansfollowedbydriversofmotorbicyclethemselves.

AdmittedPatientsweregivendifferentmanagementaccordingtotheirdiagnosisand80.1%ofthem

dischargedimprovedandhospitalfatalityratewas7.6%withmalepredominance93.3%.The

outcomeofpatientssignificantlyassociatedwithmechanismoftrauma(P-value0.001).Patientsin

theagerangeof21-40yearsaccounted68.75%ofhospitaldeathsresultingfromtrauma.

Conclusion

Astraumaispreventablecauseofdeathworldwidethisstudyalsoshowedsimilarfindingwhichwas

morecommoninyoungproductiveforceofacountry.Unlikeotherdevelopedanddeveloping

countriespedestriansandmotorcyclistswerethemajorvictimsoftheaccidentwhichcanbe

improvedbyteachingpedestriansaswellasdriversaboutroadtrafficsafetyprecautions.

Additionally,improvingbetterroadfacilityandotherinfrastructureshasparamountadvantage.
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CHAPTERONE BACKGROUND

1.1INTRODUCTION

Traumaisaleadingcauseofdeathanddisabilityworldwide,contributingsignificantlytotheglobal
burdenofdiseasebutwithnomuchdueattention.Itistermedas“neglecteddiseaseofModern
society.”
TheWorldHealthOrganization(WHO)estimatesthatinjuryisresponsibleformorethan5million

deathsannually,morethanthemortalitycausedbyhumanimmunodeficiencyvirus,malaria,and

tuberculosiscombined.Itisthemostfrequentcauseofdeathinthefirstfourdecadesoflife,andit

remainsamajorpublichealthproblemineverycountry,regardlessofthelevelofsocioeconomic

development.[1,2]Morethan90%ofinjuryoccursinlow-andmiddle-incomecountries,where

formaltraumasystemsandmethodsfordatatrackinghavenotyetbeenwidelyimplemented.

Injuryhavetraditionallybeendefinedasphysicaldamagetoapersoncausedbyanacutetransferof

energy(mechanical,thermal,electrical,chemical,orradiationenergy)orbythesuddenabsenceof

heatoroxygen.Thisdefinitionhasbeenbroadenedtoincludedamagethatresultsinpsychological

harm,mal-development,ordeprivation.Injuriesaremostcommonlycategorizedwithreferenceto

thepresumedunderlyingintent:injuriesconsideredtobeunintentionalincludethosecausedbyroad

trafficincidents,falls,drowning,burns,andpoisonings,andinjuriesconsideredtobeintentional

includethosecausedbyself-harm,interpersonalviolence,andwarandconflict.[3]

PatternofInjuryBymechanismsandseverity

Thedistributionofinjurybymechanismsvariesfordeath,hospitalizations,andemergency

departmentvisits.Thetwoleadingcausesoftraumarelateddeatharerelatedtomotorvehiclesand

firearms,accountingfor29%and18%respectively,ofallinjuryrelateddeathsin2003.Incontrast

falls,theleadingcausesofnonfatalinjuryaccountsaboutonethirdofhospitalizationsand

emergencydepartmentvisits(15%and18%respectively).Leadingcausesofdeathamongthefatal

injuriesareinjuriessustainedtothecentralnervoussystemsfor40%-50%ofthetotalandthesecond

oneishemorrhage,accountingfor30%-35%.[4]

Therearetriphasicoccurrencesofdeathintraumapatientsinwhichonethirdofthemoccuratthe

sceneoftheinjuryandisthereforeinevitabledeath.Earlyphaseoftraumarelateddeathoccurs

whenpatientreachhospitalandcannotbesalvagedwithoutemergentintervention.Butpatientwho

getadvancedtraumamanagementthoughttobesalvagedatthisphase.Thelatetraumarelated

deathisassociatedwithinfectionsandmalnutrition.[5]

Thereforeallthisdeathscanbepreventedwithappropriatepreventioneffortsbeforeitoccursand
providingpromptinterventiononceithappen.
Publichealthinterventionsaretraditionallycharacterizedintermsofthreelevelsofprevention:
Thesethreelevelsofpreventionaredefinedbytheirtemporalaspect–whetherpreventiontakes
placebeforeviolenceoccurs,immediatelyafterwardsoroverthelongerterm.[6]
.
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Injuryseverityscoringandoutcome

Thisistopredictoutcomefollowingtrauma.Theoutcomeinterestcanbeofsurvival,hospitalorICU

stayorperformanceorproceduredeliverywhichtakesinaccounttheanatomicInjuryscore,

physiologicderangementscoreandcomorbidityscores.TheTraumaandinjuryseverityscore

(TRISS)incorporatesalltheabovecomponents.Similarlyanoutcomepredictordevelopedin1965in

Uganda,theKampalaTraumaScorewhichcombinesdifferentparameters.[4,7]Mainlytheuseof

thisseverityscoringsystemspredictsthepossibleoutcomeoftraumapatientsbutcannotexactly

tellwhatisgoingtohappenandhelpsfortriageandpatienttransfertothebasecare.

Outcomesaretheresultofcarefromtheperspectiveofthepatient,Provider,Payerandsociety.It

alsoincludeslengthofstay,cost,qualityoflife,patientsatisfactionandcompliancewiththe

guidelines.[4]

1.2.STATEMENTOFTHEPROBLEM

Traumaisthemajorcauseofmortalitiesandmorbiditiesworldwidedespitethesocioeconomic

backgroundofthesocieties.Theonlydifferenceismechanismofinjuryandlevelofcare.Whatever

thecause,inonethirdofthevictims,itcoststheirlifeanddisablestherest.Indevelopedcountries

thereisasystematicapproachtothistraumapatientsstartingfromtheincidentoftraumatothe

leveloftertiaryhospitalcarewithdifferentmanagementprotocols.Despitethiseffortonethirdof

traumapatientdieatthesceneofinjurywhichmakesitsmanagementchallenging.[4]

Thereforedifferentpreventionmethodsfordifferentmechanismsoftraumahasbeendevisedand

yetneedsmoremodificationsandeffortstostoplikeinterpersonalviolence,suicides,andother

homicidalactsworldwide.Forinstances,safetydrivingprecaution,improvinginfrastructure

conditionslikeroadandestablishingbettertransportationfacilitiesindevelopingcountries,tight

criminallaws,etc.canlessentheeverincreasingprevalenceofinjuryassociatedmorbiditiesand

mortalities.[6,8,9]

WHOestimatesthat16000peopledieeverydayfromtraumainjuries,andforeverypersonwhodies,

severalthousandsmoreareinjured,manyofthemwithpermanentdisability.Injuryaccountsfor16%

oftheglobalburdenofdisease.AccordingtoWHO,roadtrafficinjuryisrankedninthamongthe

leadingcausesoflossofdisabilityadjustedlifeyears(DALYs)worldwide,andisanticipatedtorise

tobecomethethirdleadingcauseby2020[4,10]butInsub-SaharanAfrica,alreadyitranksthirdas

amajorcauseofdeathandpermanentdisabilityamongtheadultpopulationaftertuberculosisand

HIV/AIDS.[11]
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CHAPTERTWO LITERATUREREVIEW

2.1LITERATURES

AccordingtoresearchdoneincentralIndia,Annualincidenceoftraumawas22.78%.RTAwasthe

commonestcauseofinjury(46.85%).Mostcommonagegroupaffectedwas11-40yearagegroup

(64.06%),withpredominanceofMale(79.4%)andruralpopulation(72%)[1]Ontheotherhandstudy

conductedinCanadashowedthatElderlypatientsage>65yearsmakeuponly30%oftotal

admissionsbutaccountsformorethan50%ofthedeathsthatresultfromtrauma.Fallswerethe

mostfrequentinjuriesandaccountedfor64%ofalltraumaadmissionsinthisagegroup.RTAswere

thenextmostcommonandaccountedfor27%ofadmissions.[12]Similarly,researchdoneindistrict

ofDoha/Qatarshows,thesexproportionswere80%malesand20%females.Concerningthe

mechanismsoftrauma,Roadtrafficcollisionswerethemostfrequentcausesofinjuriesand

constituted56.25%ofallcasesandpredominantamongthe11-40agegroup.Fallswerethesecond

mostcommoncauseofinjuries;theywereresponsiblefor15.61%ofallcasesfollowedbyfallfroma

heightrepresenting15.52%ofallcases.[13]

TheresearchdonebyKiryaF.M.inMulagoHospital,UgandashowsRoadtrafficinjuriesaccounted

for75%ofthecasesandthesewerefollowedbyassaultsin21%ofthecases.[14]

Inroadtrafficinjurycases,frontalimpactwasthecommonestmode(51.47%)mostcaseswere

unintentionalinjury(68%)andAlcoholintoxicationwaspresentin11.07%ofcases.[15]

StudybyOgendiJOK.fromwesternKenyashowedRTAwasleadingcauseofhospitalization,and

accountedformostinjury-associatedin-hospitalstayanddeaths,andmajorityoftheseRTA(39.1%)

involvedpublictransportoccupants.[11]

StudyconductedinTikurAnbessaHospitalforonemonth,RTAfatalityratewas2.6%andadmission

tothefacilitywas3.8%while17.6%patientstransferredtootherhospitalsforadmission.Another

studyfromAddisAbabaHospitalsshowedemergencytraumapatientswhovisitedOPDaccount

26.7%withadmissionrateof4.5%.[2,16]

AscommunitybasedresearchinJimmazoneshowed,thethreemostcommoncausesofinjury

were,sharpinstrumentscut122(33.5%),fallingaccident76(20.9%)andviolence64(17.6%).[17]And

anotherstudydoneInJimmauniversityspecializedHospitalbyKifleandNegalignshowedtrauma

accounts1102(8.2%)ofsurgicaloutpatientdepartment.Thecommonestmechanismofinjurywas

bluntassault,341(30.9%),followedbyroadtrafficaccident,334(30.3).Fracturewastheleading
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outcomeofinjury,454(41.2%),followedbybruiseorskinlaceration,404(36.7%).[18]

Astothesiteoftrauma,themusculoskeletalsystemismostcommonlyaffected(31.4%)followedby

thecranial(21.8%),intra-abdominalincludinggenitor-urinary(12.5%)andcardiothoracic(12.5%)

systemsrespectively.Multisysteminjurieswererepresentingonly21.8%fromthewholenumberof

casesinvolvedinthisstudy.[13]ReviewofRoadTrafficAccidentAdmissionsinaNigerianTertiary

HospitalbyO.V.Akinpelu,showedHeadinjuriesoccurredin132(37.3%)patients,femoralfractures

in47(14.1%),Spinalinjuriesin33(9.3%),legfracturesin33(9.3%).Isolatedinjuriesoccurredin

79.4%while20.6%hadmultipleinjuries.(32.6%)ofallcasesinvolvedmotorcycles,pedestrian

accidentsoccurredin84(23.7%).[19]

Intheyear1998/1999,therewere3.8millionacuteadmissionsinhospitalsthroughouttheUnited

Kingdomandacuteadmissionsfororthopedicsandtraumapatientsconstituted8%.Astudyfrom

Irrau,Nigeriashowed,thetotalorthopedicsandtraumaadmissionwas2129patients.Adult

admissionswere1822(85.58%)patientswhilepediatricadmissionswere307(14.42%).Ofthe1446

(67.92%)maleadmissions,201wereinthepediatricagegroupwhereasofthe683(32.08%)female

admissions,106wereinthepediatricagegroup.Themaletofemaleratiowas2.1:1.[20]

Traumacausesaglobalmortalityrateof10%andleftmanyinlifelongdisabilityasresearchdonein

SaudiArabiabyEmadHokkametaldepicted.[21]

ResearchdonebyNikHisamuddinNikAbRahmanetalfromMalaysiashowedthat,Timehas

alwaysbeenacrucialfactorindeterminingtheoutcomeofpatientsaftertrauma.58.7%ofdeaths

occurredwithin48hoursofpresentation;oftheremaining22.7%patientsdiedwithin3-7days,

18.7%laterthan7days.[10]

SimilarlyresearchdonebyKiryaF.M.inMulagoHospital,UgandaTherewere39deaths(26%

mortalityrate),25(64.1%)ofwhichwereunexpectedusingtheTRISSmethodology.Theleading

causesofdeathwereintracranialhematoma(46%)andhemorrhagicshock(41%).

Twenty-three(59%)ofthedeathswereoccurredonthefirstdayofinjury.Missedinjuriescontributed

13(54%)ofthepreventabledeaths.[14]AlsoTraumareviewInEthiopiashowedtheratesofdeath

fromMVIsandhomicidearegenerallyhigherwithanaverageweightedpoolpercentageof37.5%

and24.1%respectively[3]

Therewassignificantdelaybetweenthetimeofthecrashandarrivalathospital(averageof9.2

hours,range1-17hours)indevelopingcountrylikeSouthAfricawhichhasimpactontheoutcome.
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[22]OnthecontrarytheaveragetimefortransferinSaudiArabiais45min.[21]andthedurationof

hospitalstayvariedfrom1to308dayswithameandurationof29days.[19]Theaveragenumberof

totalICUadmissionswasabout350patientsperyearandabout20%ofthemweretraumapatients.

[11]

AccordingtoTraumasystematicReviewon36articlesdoneinEthiopiabyA.Azajetal,Hospital

admissionrateamongthosepresentedwithinjuryattheOPDwasassessedbysevenarticles.The

admissionraterangebetween5.2%and37.7%andthoseadmittedpatientshavestayedforan

averageof10-14days(range1-283days).[3]

Assessmentoftheutilityofspecializedservicesamongtheadmittedcasesshowedthatnearlythree

quarters(72%)requiredX-rays/imagingservices,43.3%requiredtheuseoftheatreforsurgical

procedures,20.0%requiredbloodtransfusion,while1.0%wasadmittedtotheIntensiveCareUnit

(ICU).Ofthe10patientsadmittedtoICU,7(70%)wereduetoRTC.[11]

2.2SIGNIFICANCEOFTHESTUDY

ThisstudywillpointouttheincidenceoftraumaadmissioninJUSHwhichisnotknownbyformal

studybeforeandalsotheoutcomeofpatientsoffereddifferenttreatmentoptionsaccordingtothe

scientificrecommendationswithminimalavailableresources.Specificallyitwillalsoidentifythe

commonestcausesoftraumaandtraumaassociateddeathswhichwillalertconcernedbodylike

policymakerstodesignpreventionmethods.Alsothisresearchwillcomparetheobtainedresult

withotherscountriesresultprovidingrecommendationsforbettercare.
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CHAPTERTHREE OBJECTIVE

3.1GENERALOBJECTIVE

 ToidentifythepatternoftraumaadmissionsandtreatmentoutcomeinJUSH.

3.2SPECIFICOBJECTIVE

 TodescribecharacteristicsofadmittedpatientsinJUSH.

 TodeterminethepatternoftraumaadmissionsinJUSH.

 Toidentifytreatmentgiveninaccordancetoguidelines.

 Toassesstheassociationbetweendifferentmechanismsoftraumaandtheiroutcome

.
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CHAPTERFOUR METHODSANDMATERIALS

4.1STUDYAREA

ThestudywasconductedinJimmaUniversitySpecializedHospitalwhichislocatedinOromiya

region,southwesternEthiopiaabout341kmfromthecapitalcity.Thestudyarea,JUSHgives

serviceforcatchmentareasfromthreeregionsnamelySNNP,GambelaandOromiyaRegionwith

thetotalpopulationofaround15million.Majorityofthepatientscomefromthelaterregion

mainlyJimmazoneasawhole,IlluAbaborzoneandpartsWollegaZone.

4.2STUDYPERIOD

Thestudywasconductedfromaugust1,2015 toNovember30,2015.

4.3STUDYDESIGN

Prospectivedescriptivestudywasused.

4.4SOURCEPOPULATION

ThesourcepopulationwasPatientsadmittedasemergencytosurgicalwardsduringthestudy

period.

4.5STUDYPOPULATION

AlltraumapatientswhoadmittedtowardsorICUduringthestudyperiodwereincorporatedinthe

study.

4.6SAMPLINGMETHODANDSAMPLESIZE

Consecutivesamplingmethodwasusedtoincorporateallstudypopulationofinterestduringthe

studyperiod.

Todetermineacceptableminimumsamplesizewiththeformula

n=Z2(P)(1-P)/e2,whereZ=1.96at95%C.I.,p=proportionsingeneralpopulatione=marginoferror

Takingthevaluesfor

p=38%,whichistheprevalenceoftrauma/admission.[23,24]

e=+0.05,

n=1.962p(1-p)/e2

n=1.962x0.38x0.62/0.052=362.Consideringsmallpopulationsizereduction/correctioncanbedone

withformula
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n1=n/(1+(n-1/N)whereN=thenumberofstudypopulationexpected.LetbeN=500,

n1=362/1+(362-1/500)=362/1.722=210

4.7DATACOLLECTIONPROCEDURES

Datawascollectedwithpretestedstructuredquestionnaireswhichhasbothopenandclosedended

questionsbytrainedsurgicalresidentsfromsecondarysourcewhichisthepatientscardwhilethey

wereinthefacilityandanyincompleteinformationwascollectedfromthepatientsthemselves

4.7.1Measurements

Instruments

Thedatawasfilledwithtrainedresidentsontostructuredquestionnaires

Inclusioncriteria-

 alltraumaadmissionstosurgicalwards/ICUofJimmaUniversitySpecializedHospital

Exclusioncriteria-

 Patientswhosustainburnandpoisoned

 Patientswhowillnotconsent

 Patientswhowillcomeunconsciousandthetraumaconditionisunknown

4.7.2 Variables

IndependentVariables

 Age,
 Sex
 Address

DependentVariables

o Traumaseverity

o Vitalsignsofpatient

o Outcomeofpatient

o Primarysurvey

o Secondarysurvey
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o Durationofhospitalstay

4.8DATAANALYSISANDINTERPRETATION

Datawascleared,coded,checkedforcompletenessandinterredtoSPSSversion20andanalysis

wasmade.Theresultwasreportedinsentences,shownintables,graphsanddiscussedwiththe

literaturesfromdifferentsimilarresearches.

4.9ETHICALCLEARANCE

FormalletterwaswrittenfromtheIRBofJimmaUniversity.Theimportanceofthestudywasproperly

explainedtothepatientsorattendantsandConsentwastaken.TheResultofthestudywasonlydisclosedto

concernedbodiesandresearcherswhowanttodofurtherresearchinrelatedareas.

4.10OPERATIONALDEFINITIONS

Primarysurvey-AClinicalapproachtoapatientwheninitiallypresenttoemergencydepartment

withfastassessment,diagnosisandmanagementinthefirstthirtyminuteofstay.[5]

Secondarysurvey-Furtherdiagnosisandmanagementgiventothepatientfollowingprimary

survey.[5]

Disability-Lossoffunctionalityofspecificorganorsystemasaresultoftrauma.[6]

Roadtrafficaccident–injuryassociatedwithmotorvehicleaccident.[6,]

Intentionalinjury–injurycausedduetotheconsciousactoftheassailantorself-e.g.Interpersonal

violence,suicideandhomicides.[6,9]

Polytrauma–whenapatientsustainedtraumatotwoormorethantwosystems.[25]

Primaryprevention–approachesthataimtopreventviolencebeforeitoccurs.[5]

Secondaryprevention–approachesthatfocusonthemoreimmediateresponsestoviolence,such

aspre- hospitalcare,emergencyservicesortreatmentforsexuallytransmitted

diseasesfollowingarape.[5]

Tertiaryprevention–approachesthatfocusonlong-termcareinthewakeofviolence,suchas

rehabilitationandreintegration,andattemptstolessentraumaorreducethelong-termdisability

associatedwithviolence.[5].

Extraseatoccupant-is/arepassengerwhowas/wereoverloadedbeyondthecapacityoftheseatof

agivenvehicle.
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4.11DISSEMINATIONPLAN

TheresultoftheresearchwassubmittedtoJimmaUniversity,CollegeofPublicHealthandMedical

Sciences,DepartmentofSurgery;Thereitcanbemadeopenaccessfortheonewhowillfindit

importantforhealthplanningthroughthepermissionofcollegeofpublichealthandmedical

sciences,JimmaUniversityandalsoforfurtherresearchersasareferenceinaccordancewiththe

termsandregulationsofJimmaUniversity.
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CHAPTERFIVE RESULT

Atotalof211admittedtraumapatientstosurgicalwardsandICUwereincludedduringthestudy

periodwiththeproportionof160(75.8%)malesand51(24.2%)females.Theagedistributionshows

majorityofthepatients,67(31.8%)wereintheagerangeof21-30yearsold,53(25.1%)wereinthe

agerangeof31-40years,33(15.6%)intheirfirstdecadeoflife.Onehundredfortyseven(69.7%)of

patientscomefromJimmazonefollowedbyfromSouthernnationsnationalitiesandpeople(SNNP)

whichaccounts30(14.2%),18(8.5%)fromIllubaborZone,6(2.8%)fromGambelaregionand10(4.7%)

fromdifferentareasotherthanstatedabove.

Table1AgeandSexdistributionofTraumaadmissionstoJimmaUniversitySpecializedHospital

fromAugust2015–November2015.

Concerningthemechanismoftrauma;84(39.8%)fromroadtrafficaccidents(RTA),39(14.7%)from

fallingaccidents,26(12.3%)sustainedstickinjury,23(10.9%)sustainedstabinjuryand6patients

sustainedbulletinjury.(seetable2)Whenthesemechanismsoftraumadifferentiatedtospecificage

groupsRTAcaused29.8%intheagerangeof11-20years,26.2%in21-30years,17.9%inthose

agedbelowtenyears;Majorityofthestabinjuries,56.5%happenedintheagerangeof21-30years

old;fallingaccidentmorecommoninchildrenandadolescentsagebelow20yearsaccounting

51.3%.(Seetable3)

Age Sex

Male Female Total

0-10 20(60.6%) 13(39.4%) 33(100%)

11-20 41(77.4%) 12(22.6%) 53(100%)

21-30 56(83.6%) 11(16.4%) 67(100%)

31-40 18(72.0%) 7(28.0%) 25(100%)

41-50 14(87.5%) 2(12.5%) 16(100%)

51-60 6(60.0%) 4(40.0%) 10(100%)

61-70 5(71.4%) 2(28.6%) 7(100%)

Total 160(75.8%) 51(24.2%) 211(100%)
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Table2.MechanismoftraumaaccordingtogenderdifferenceinadmittedtraumapatientstoJUSH
fromAugust–November2015

Mechanismof

Injury

Sex Total

Male Female

RTA 61 23 84(39.8%)

Stab 21 2 23(10.9%)

Bullet 5 1 6(2.8%)

Fall 28 11 39(18.5%)

Stick 20 6 26(12.3%)

Others 25 8 33(15.6%)

Total 160 51 211(100%)

Table3MechanismoftraumaindifferentagegroupofadmittedtraumapatientstoJUSHfrom
August–November2015

Age Mechanismoftrauma Total

RTA Stab Fall Stick Others

0-10 15(17.9%) 2(8.7%) 6(15.4%) 3(11.5%) 7(17.9%) 33(15.6%)

11-20 25(29.8%) 4(17.4%) 14(35.9%

)

3(11.5%) 7(17.9%)
53(25.1%)

21-30 22(26.2%) 13(56.5%

)

4(10.3%) 12(46.2%

)

16(41.0%

)
67(31.8%)

31-40 11(13.1%) 2(8.7%) 5(12.8%) 3(11.5%) 4(10.3%) 25(11.8%)

41-50 4(4.8%) 1(4.3%) 4(10.3%) 5(19.2%) 2(5.1%) 16(7.6%)

51-60 4(4.8%) 1(4.3%) 4(10.3%) 0(0%) 1(2.6%) 10(4.7%)

61-70 3(3.6%) 0(0%) 2(5.1%) 0(0%) 2(5.1%) 7(3.3%)

T0tal 84(100%) 23(100%) 39(100%) 26(100%) 39(100%) 211(100%)
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Accordingtosysteminvolvedinthetrauma;111(52.6%)weremusculoskeletalinjuries,32(15.2%)

headinjury,17(8.1%)abdominalinjury,14(6.6%)chestinjuryand37(17.5%)ofpatientshad

polytrauma.Fromsceneofinjurytohospitalarrivalittook86(40.8%)ofpatientsabout4hours,

51(24.2%)ofthem4-12hours,31(14.7%)12-24hours,18(8.5%)arrivedwithin1-3daysofinjury

and25(12.3%)ofthemcomeafter4daysoftrauma.

Majorityofthetraumas,159(75.4%),werehappenedunintentionally.whereas47(22.3%)ofthem

wereintentionalandfivewereunknown.Fromtheintentionalinjuries,32(68.1%)wereinterpersonal

violenceand15(31.9%)werehomicidalact.

SimilarlythewholeRoadTrafficAccidentswerecausedunintentionallyandthetypeofthemotor

vehiclewhichcausedthetraumawereasfollows;minibus38(45.2%),motorbicycle30(35.5%)and

10(11.9%)causedbyBajajaccident.Morethanhalf;45(53.6%)ofpatientswerepedestrian,18(21.4%)

ofthemweredriversand6(7.1%)wereextraseatoccupants.Ofthepedestrianvictims15(33.3%)

wereundertheageof10yearsfollowedby12(20.6%)ofthemintheagerangeof11-20years.

Figure1.Graphshowingthetypeofmotorvehicleandthepositionofthepatientduringthetraumain

patientsadmittedtoJUSHfromAugust20115–November2015.
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Fromtheradiographicinvestigationsdoneforpatientsaftertheirpresentationsxrayofdifferent

bonesaccounts103(58.9%),skullxray33(18.9%),chestxray18(10.3%),morethantwotypesofx

ray20(11.4%)andonlyonepatient(0.6%)hadCTscanofthebrainoutsidethefacility.

Concerningthetreatmentgivenonarrivaltoemergencydepartment,alladmittedpatientsgivenIV

fluids,andIVantibioticsgivenfor149indicatedpatients;73(49.0%)ofthemgivenampicillinand

chloramphenicol,36(24.2%)givenceftriaxoneand27(12.8%)ofthemgivencombinationof

ceftriaxoneandmetronidazole.Fromthedefinitivemanagementopted,133(63.0%)undergone

emergencyoperations,47(22.3%)givensupportivecareandplannedforelectivesurgeryallofthem

wereorthopedicpatientsthosewhoneedORIFfordifferentfractureswhile31(14.7%)managed

conservativelyofwhich19(61.3%)weresuccessfullymanagedandtherestconvertedtooperative

management;sevenofthemonElectivesurgerybasisand5asanemergencyprocedure.

Outoftheemergencyoperationsdone34(24.6%)ofthemhadexternalfixationforcompound

fractures/multiplefractures,20(14.6%)laparotomiesforbothbluntandpenetratingabdominal

injuries,15(10.9%)hadtubethoracostomy,23(16.8%)operatedforTraumaticbrainInjury(TBI)and

depressedskullfractureswithelevationandburrhole.Ninepatientshadbothlaparotomyandchest

tubeinsertionsimultaneously.Fromthe29laparotomies7(24.1%)hasnointra-abdominalinjuries,

10(34.5%)hadviscusperforations,5(17.2%)hadcombinationofholloworganandsolidorganinjury,

Twohadisolatedsolidorgansinjury,Another2patientshadintraperitonealbladderinjuryandThree

haddiaphragmaticinjury.

Table4.EmergencyoperationsdonefortraumapatientsinpatientspresentedtoJUSHfromaugust

2005-November2015.

Typeofoperationdone Frequency Percent(%)

Laparotomy 20 14.5%

Tubethoracotomy 15 10.9%

Ex-Fix 34 24.6%

Repair 9 6.5%

Debridement 17 12.3%

EDSFand/orBurrhole 23 16.7%

BothLaparotomyandchest

tube
9 6.5%

Others 11 7.9%

Total 138 100%
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Followingsurgery,duringimmediatepostoperativeperiodsinbothemergencyandelectivetrauma

patients,157(88.2%)ofthemtransferredsafelytosurgicalwards,16(9%)admittedtoICUand5(2.8%)

diedontheoperationtableorinthePACU.

Theoutcomeofadmittedtraumapatientsduringthestudyperiodwasassessedandfoundtobe,

81%dischargedimproved,14(6.6%)ofthemdischargedthesamewithoutimprovement,9(4.3%)of

themgetcomplicatedand16(7.6%)ofpatientsdiedinthefacility.Nineofthedeadpatientsarrived
hospitalwithin4hoursoftraumaandgivenpossibleavailabletreatmentsthoughtheycouldn’tget

salvaged.Malesaccount15(93.75%)ofthedeathsandmajorityofthemwereintheagerangeof21

-40years11(68.75%).Themechanismoftraumahassignificantassociationwiththeoutcomeofthe

patientwithap-valueof0.001.

Figure2.TreatmentoutcomeinpatientspresentedtoJUSHfromAugust–November2015.

AstothelengthofhospitalstayafterpresentationincludingthetimetheywerekeptatOPDwas

assessedandfoundtobe73(34.6%)stayed7-14days,68(32.2%)ofthemstayed1-7days,38(18%)

stayed15-21days,15(7.1%)stayedmorethan4weeks,9(4.3%)stayedlessthan24hoursinthe

hospitaland8(3.8%)stayed22-28days.
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Table5LengthofhospitalstayintraumapatientsadmittedtoJUSH,surgicalwardsandICUfrom

August–November2015.

Thefacilitymortalitywithrespecttothelengthofhospitalstaywasanalyzedandshowed,nine

patientsdiedinlessthan24hrsaftertraumaandhospitaladmission,5ofthemduringthefirstweek

ofinjuryandtwopatientsdiedafteraweekofpresentation.

Figure3.LengthofhospitalstayfordiedtraumapatientsinJUSHfromAugust2015-november2015.

Lengthofstay Frequency Percentage(%)

Lessthan24hours 9 4.3%

1-7days 68 32.2%

7-14days 73 34.6%

14-21days 38 18%

21-28days 8 3.8%

Morethan4weeks 15 7.1%

Total 211 100%
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CHAPTERSIX DISCUSSION

FromDemographicstudyoftraumaworldwide,itcommonlyoccursinyoungproductiveforcewith

moreprevalenceinmalesthanfemales.Thisstudyalsoshowssimilarfindingwithmaletofemale

ratioof3.14:1thisresultissimilartotheresearchdoneinotherdevelopingcountries.[1,10,13]in

whichmorethanthreefourthareintheagerangeof11-40yearsold.

Probablythiscouldbeduetothemajorityofoutdooractivitiesperformedbyadultsandchildrenin

developingcountrieslikeEthiopia.[10]Andasweconsidergender,malesaremoreaffectedwith

traumas.Interpersonalviolenceandspecificaccidentsthathappen,forexampledriverswereentirely

malesinwhichtheythemselvesgetinjured.Onanotherhandmalesarepronetorageandaccidents

thanfemalesofthesameagerange.[3]

ThepatternofInjuryRTAwastheleadingcauseoftraumaadmissionsnearlythesamewiththe

resultoftheresearch[26]doneTikurAnbessaHospital.Alsoresearchdoneby[14]showsRTAwas

theleadingcauseoftraumaadmissionsaccounted75%followedbyassaultsin21%.Theresultwas

higherthanthisstudy’swhichcanbeattributedtothegeographicdifferencei.e.thestudywhich

wasconductedinUganda’scapital,teachingHospitalandJimmatownwhichisasemiurbanarea

unlikeKampalaandAddisAbabawhicharehighlypopulatedcities;forinstance77%ofthe

Ethiopia’sregisteredvehiclesconcentratedinAddisAbaba.[2]

Roadtrafficaccidentisanevergrowingproblemworldwideanditwasforecastedas3rdcommon

causeofdisabilityadjustedlifeyearDALYsby2020.[10,14]AccordingtothisstudyRTAisa

leadingcauseoftraumaassociatedhospitaladmissionandalsotraumarelateddeathaccounting

56.25%.Thereforegivingdueconsiderationtothisglobalpandemicproblemaconcernedbodyhas

toplantoreduceit.Astheresultofthisstudyshowedmajorityofthevictimsofdeathwere

pedestriansanddriversofmotorcyclewhichcanbereducedbyteachingpedestriansaboutroad

trafficsafetyprecautionsandalsoforthedriversespeciallyMinibusdrivers.Greatemphasishasto

begiventomotorcycledriversasitcaused72%ofRTAhappenedtodriversand35.7%ofgeneral

RTAfollowingaccidentscausedbyMinibuswithagreatdisparitycomparedtotheresearchdoneby

[2]inwhichmotorbicyclecausedonly2.9%oftheRTAs.Thisstudycangiveclueaboutthe

magnitudeoftraumaadmissionsanditsimpactontheserviceaswellitpointstothepossible

solutionsforthepreventablecauses.

Astothesysteminjuredconcernedthestudyshowed,musculoskeletalsystemwasaffectedin

111(52.6%),inasimilarwaystudy[2]showed113(53.8%).ThestudyfromdistrictofDoha/Qatar

showedrelativelylowerfindingswithmusculoskeletalinjuries31.4%,followedby21.8%headinjury,

12.5%intra-abdominalinjuriesandcardiothoracicinjurieseach,21.8%hadmulti-systemicinjuries.

[13]

Thepatternofsystemicinjurywassimilarwiththemechanismofinjury;aspedestriansgethitbythe

movingcarormostofthetimetheycausetraumatotheextremitiesunlikeincaseofstabinjuries

whichoccuraroundthetorso.Sothisresultshowedthattheburdenoforthopedicadmissionwas

higherwithrelativelylongerhospitalstayinthesepatients.
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Whenthetraumatriageandtransferconcerned,thisstudy’sresultwasalmostsimilarwithresearch

[2]butbetterthanthetimeofhospitalarrivalof[22].Onthecontrarytheaveragetimefortransferin

SaudiArabiais45minute.[21]

Theresearcher[2]identifiedthatvictimswerebroughtwithin4hourswhichwasacceptablefor

developingcountrieswithnon-existenttriageandaccidentresponsesystembutdemandsa

strongerefforttomakethesedurationsasshortas15-20minutestosavelivesandreducelotsof

disabilities.Thistimeisthesecondpeakofmortalityatwhichseverelyinjuredpatientsdie,so

makingasshortas15-30minutesmaysavethelifeofthispatientsbeforetheygointoirreversible

stage.

Thestudyrevealedinhospitalmortalityrateduringthestudyperiodof7.6%.Inthesamewayitwas

statedinthestudydoneinSaudiArabiabyEmadHokkametal.Traumacausesaglobalmortality

rateof10%.[21]Thecurrentresultwaslowerthantheglobalwhichcouldbeattributedtotheshort

periodofstudyandpossiblyimprovinghealthcaresystem.ResearchdonebyNikHisamuddin,

showedthat58.7%ofdeathsoccurredwithin48hoursand18.7%laterthan7days.Andanother

researchbyKiryaF.,Mulagohospital,Ugandashowed59%ofthedeathshappenedduringthefirst

dayofhospitaladmissions.[10]

Thiscanbeimprovedbyimprovementintriagesystemandincreasinghospitalfacilityaswellas

qualityofstaffsinhospitalsetting.Atthesametimeup-to-dateinvestigationmodalitieslikeCTscan

whichwasnoneatthistimecanimprovetheoutcomeofheadinjurypatientsspecificallywithearly

diagnosisandintervention.
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CHAPTERSEVENCONCLUSIONANDRECOMMENDATIONS

Thisstudyfoundoutthatsignificantnumberofyoungpeopleinvolvedinthetraumawithmale

predominanceandalsothedeathratewasalsobyfargreaterinmalepatients.Roadtrafficaccident

wastheleadingcauseofmortalityandmorbidity.Orthopedicadmissionsfromdifferent

musculoskeletalinjuriesaccountmorethanhalf.MajorityofthevictimsofRTAwerepedestrianhit

byminibusfollowedbyMotorbicycleaccidentsinwhichthedriversthemselvesgetinjuredandthe

ageofthemotorcycledriverpatientswas11-20years.PedestrianswerethemajorvictimsofRTA

andonethirdofthemwereundertheageof10years.

ThisresearchingeneralshowedthemagnitudeoftraumainJimmaUniversitySpecializedHospital

whichwasnonedonebefore.Italsoidentifiedthepatternoftraumaadmission,agegroupswhich

werepronefortraumaandtraumaassociateddeaths.Overall,itshowedthedelayedpresentationto

Hospitalfordifferentreasons.Eithertheknowledgeofpedestriansaboutroadtrafficsafetyordrivers

abilityhastobeassessedbyfurtherresearch.Tillthen,thecareoffamiliesespeciallyforchildren

hastogetmuchemphasis.

Theotherlimitationsofthisresearchmightbe;ashortstudyperiodandinonepartofthecounty

whichmightnotbegeneralizedforthenationalstatusbutcanbetakenasagoodstartforfurther

study.

Itwillbebetterifaconcernedbodyhastoworkoninfrastructureslikeroadsandtransportation

facilities,roadtrafficsafetyeducationsforthegeneralpopulationandparticularlyyoungschool

childrenastheywerethemajorvictimsfromthepopulationstratainthisresearch.Andthehospital

itselfhastohaveup-to-dateinvestigationfacilitiesandtreatment.Therehastobestrongcontrol

overmotorbicycletransportationandlicensing.

Lastly,astraumaisaneverevolvingproblemtheGovernmenthastoestablishtraumacentersand

inparticularJUSHhastoworkonthispreventableneglectedglobalepidemic.
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ANNEX

QuestionnairesforTraumaAdmissionstoWard/ICU

Youarekindlyrequestedtofillaccordingly!Betterifyoufillatthetimeofdischargefromcare.

SOCIODEMOGRAPHY
Name………………………………………Cardno.………………………………………Age………………sex-----------address……………………………….

Dateandtimeofpresentation……………………..

PATIENTCLINICALCONDITION,HISTORY
2.1.PatientC/C.……………………………………………………………2.2.Durationoftrauma…………
2.3.Mechanismoftrauma
RTA Stab BulletfallingfromHtorfallingdownaccidentcrushinjurysticksharpinstruments
Other,Specifyandwritethecircumstanceofthetrauma----------------------------

2.4Intentoftheinjury. Unintentional intentional undetermined

2.4.1Ifintentionalspecify.Suicideinterpersonalviolencehomicide

2.5IfRTA,Typeofmotorvehicle,motorbicycleCar/minibusLorry/truckTractor/GraderBus
others

2.6.IfRTA,wherewasthepatientduringtheaccident?

PedestrianDriverbackseatoccupantfrontseatoccupantmiddleseatoccupantextraseatoccupant

2.6.1Wasthepatientintoxicated?  Yes No

2.7.Ifbulletspecifytypeofthegun.pistolAK–47.OtherheavyfirearmBlasteffect

2.7.1Ifpistol,Distanceoftheshot,<3m 3-7m >7m

2.8.Iffallingfromheightaccident,writetheapproximateHt………………………

2.9Anychronicmedicalproblem/surgicalproblem?Yesno.Ifyesspecify----------------------------------------

-

IIIPHYSICALEXAMINATION

3.1Wasprimarysurveyused?Yesno.

3.2Usetheprimarysurveyprotocol(ifindicatedotherwisegotosecondarysurvey)

A.Airway---------------------------------------------------------------------

B.BreathingRR--------------------------------------------------------------

Chestexamination----------------------------------------------------------

C.Circulation

Externalbleeding--------------------------------------------------------

CVSBP---------------------PR-----------------------

Abdomen(positivefinding)

Pelvicbonesstabilityandlongbonesexam.

D.Disabilityandneurologicexam.AVPU/GCS--------------------

E.exposureandtemperaturecontrol.Writedownwhatyouobserved--------------------------
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3.3Secondarysurvey(ifpatientimproveswithmanagementproceedwithsecondarysurvey.)

Generalcondition
A.ASL B.AcuteOnCSL C.inCRD.D.ComatoseE.welllooking
V/S BP--------- PR-------- RR-----------T----------

HEENT------------------------------------------------------------------------------------------------------
----------------------------

CHEST------------------------------------------------------------------------------------------------------
------------------------------

CVS--------------------------------------------------------------------------------------------------------
-
Abdomen………………………………………………………………………………………………………………………………

Gus…………………………………………………………………………………………………………………..

MSandIntegumentarysystem…………………………………………………………………………………………………….

------------------------------------------------------------------------------------------------------------
-------
NS(neurologicexam)

IV.INVESTIGATIONDONE

4.1laboratoryInvestigations
Hct/Hb……………… bloodgrandRh……………WBC…………….N%………………..L%…………… PLT……………
RBS……………..

4.2Imagingtypeanditsfindings
………………………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………….
4.3FAST
Findings……………………………………………………………………………………………………………………………………………..
4.4DPL
Result…………………………………………………………………………………………………………………………………………………
4.5U/A.
RESULT…………………………………………………………………………………………………………………………………………………………………
…..

4.6U/S

4.8Otherinvestigations,ifany……………………………………………………………………………………
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V.TentativeDx.(Asst.)----------------------------------------------------------------------------

VI.TreatmentGiven

6.1GeneralManagement

IVfluidsBloodtransfusion(………unit)O2collarapplied

Antibiotics(write)--------------------------------------------------------------

Analgesics(write)---------------------------------------------------------------

Othermedications--------------------------------------------------------

 Forfractures,Splinted notsplintedputonskintractionelevated

6.2Managementopted.A.ConservativeB.EmergencySurgery Electivesurgeryplanned

6.2.1.Ifmanagedconservativelysuccessfulfailed

6.2.2Ifconservativemxfailedafterhowmanyhoursordays?--------------

6.2.3Thenwhatwasdone?------------------------------------------------------------------------
---

6.3Ifemergencysurgeryplanned,afterhowmanyhoursfrompresentationtoOPD?………………

6.3.1Whatwastheproceduredone?Laparotomytubethoracotomyopenthoracotomyburr
holeandevacuationofhematomaEDSFCraniotomyEx-fixwiring/pinning
debridement repair
ORIFother(write)…………….

6.3.1a.Iflaparotomydonewhatweretheinjured/rupturedorgan/s?LiverspleenPancreas

Kidney(Rt/Lt)SBLBDiaphragm(Rt/Lt)sideDuodenumMajorbloodvessels

Bladder

Nothingwasinjured

6.3.1b.whatwasdonefortheabovefindings?Pleasewrite----------------------

6.3.2Ifanyotherproceduresdonepleasespecify--------------------------------------------------

-

6.4.FinalOutcomeinconservativelymanagedpt.improvedremaininsameconditiondied

6.5.Fororthopedicpatients,ifelectivesurgeryplannedwritethetypeofsurgery…………………………………….
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VII.FinalAssessment-----------------------------------------------------------

----------

VIII.POSTPROCEDURECOURSE

8.1Immediatepost-operativeTransferredtowardadmittedtoICUdiedintraoperativelyorjustin

PACU

TransferredtoOPD

8.2AfteradmissiontowardorICU stayedsmoothcourseanddischargedimprovedComplicated.Pleasespecify

thecomplicationandwhatwasdone?---------------------------------------------------------------------------------

------------------------

Onhowmanypostproceduredayithappened?------------------------------

Remainwiththesamecondition

Diedpleasewritepossiblecauseofdeath--------------------------

Transferredtootherunit-----------------------------

8.3Dateofdischarge……………………………………………….

Collectedby………………………………………..Checkedby……………………………………..
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KampalaTraumaScore(KTS)

ValueCoded
Age
<51
6-552
>551a._____
NumberofSeriousInjuries
None3
One2
Twoormore1b._____
SystolicBloodPressure(mmHg)
>89 4
50-893
1-492
Undetectable1c._____
RespiratoryRate(breaths/min)

10-293
>302
<91d.______
NeurologicalStatus
Alert4
RespondstoVerbalStimuli3
RespondstoPainfulStimuli2
Unresponsive1e._____
KTSTOTAL:a+b+c+d+e=_________
Possiblerangeis5-16.
5-Mostsevere
16-Leastsevereisaperfectscoreonall
variables.


