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ABSTRACT
Objective: Knowledge of cause-specific morbidity and mortality is essential for understanding
the overall epidemiological profile of disease in a population. The aim of this study was to
audit the morbidity and mortality pattern of cases admitted into the children emergency ward
of the University of Port Harcourt Teaching (UPTH), Port Harcourt, Nigeria.
Methodology: This was a prospective cross sectional study of children from one month to 16
years who were admitted into the children emergency ward of the UPTH from 1st January 2008
to 31st December 2008. Information collected included age, gender, presenting features,
diagnosis, complications and outcome. Data collected was entered into a spread sheet using
SPSS 15.0 for Windows® statistical software which was also used for analysis.
Results: A total of 2,009 children comprising of 1,105(55%) males and 904(45%) females were
admitted to the Children emergency during the study period. Common diagnoses, were malaria
452(22.5%), diarrhoeal diseases 276(13.7%) and bronchopneumonia 261(12.9%). Fever, fast
breathing, anaemia and convulsions were the most frequently documented clinical features.
The overall mortality was 4.5%. More than 80% of the deaths occurred in children below the age
of five years. Malaria and HIV infections were responsible for more than one third of the deaths
in the emergency ward.
Conclusion: Malaria, Diarhoeal diseases and HIV are important causes of childhood morbidity
and mortality. There is need for effective control measures for prevention of these diseases.
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INTRODUCTION

Childhood morbidity and mortality in devel-
oping countries is still high and may reach up
to 100 deaths/1000 live births.1 Several studies,2,3

indicate that children in Nigeria and less de-
veloped countries may suffer from virulent at-
tacks of infectious and parasitic diseases and
die. Many such deaths are preventable with
available health technology. The most common
killers of children in these countries are identi-
fied to be diarrhoea and other vaccine prevent-
able diseases such as measles, tetanus, polio;
tuberculosis and diphtheria. Infant and child-
hood mortality in Nigeria is nearly ninety seven
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per thousand (97/1000) live births compared
with Botswana (85 per 1000), Mauritius (28 per
1000) and developed region (16 per 1000).4 This
clearly shows that Nigeria has a very high
infant and child mortality.

In most developing countries diseases are
under-reported and the data are usually based
on case reports. Also, the reporting system in
Nigeria is not satisfactory enough to produce
good quality information. It is in this respect
that an audit of hospital admissions was under-
taken to evaluate morbidity and mortality pat-
tern of diseases admitted into the children emer-
gency ward of the University of Port Harcourt
Teaching (UPTH), Port Harcourt, Nigeria.

METHODOLOGY

This was a prospective cross sectional study
of children from one month to 16 years who
were admitted into the children emergency
ward of the UPTH, Port Harcourt, Nigeria from
1st January 2008 to 31st December 2008. It is the
only tertiary hospital located in the metropolis
of Port Harcourt, catering a population of about
541,115.6 The hospital serves as a general and
referral centre for neighboring states. A struc-
tured questionnaire was used to collect data
which included age, gender, presenting fea-
tures, diagnosis, complications and outcome.
The reason for admission of the children is
regarded as the principal diagnosis. Data
collected was collected manually onto a
proforma and analysed with SPSS 15.0 for
Windows® statistical software. Descriptive
statistics was used.

RESULTS

There were a total of 2,009 admissions during
the study period. Of these 1,105(55%) were
males and 904(45%) females. The male to female
ratio was 1.2:1. The main reasons for admissions
were fever 1,365(67.9%), anaemia 506(25.2%),
fast breathing 281(14.0%), diarrhoea 276(13.7%)
and convulsions 123(6.1%). The principal diag-
noses were severe malaria 452(22.5%), diarrhoea
276(13.7%) , bronchopneumonia 261(12.9%) and
HIV/AIDS 85(4.2%) as shown in Table-I. The
main presenting features for HIV/AIDS were:

Failure to thrive76(89%), oral candidiasis 52
(61.2%), cough 50(58.8%) and diarrhoea
47(55.3%).

Most commonly associated complications of
malaria were hyperpyrexia 356(78.8%),
haemoglobinuria 176(38.9%), anaemia
121(26.8%), cerebral malaria 52(11.5%) and
jaundice 48(10.6%). There were 90(4.5%) deaths

Table-I: Principal diagnosis of children
admitted into Children emergency

ward (n = 2009)

Diagnosis No. %
Severe malaria 452 22.50
Diarhoea 276 13.74
Bronchopneumonia 261 12.99
Tonsilitis 168 8.36
Septicaemia 108 5.37
Meningitis 100 4.98
HIV/AIDS 85 4.23
Sickle cell crisis 83 4.13
Bronchiolitis 41 2.04
Acute asthma 34 1.69
AGN 27 1.34
CHD 24 1.20
Epilepsy 23 1.14
Intestinal obstruction 17 0.85
Abscess 17 0.85
UTI 14 0.70
Chronic renal failure 12 0.60
Cellulitis 12 0.60
Kerosine  poisoning 12 0.60
Disseminated TB 11 0.55
Wims tumour 9 0.45
Foreign body aspiration 8 0.40
Orbital cellutitis 7 0.35
Marasmus 7 0.35
Oncological emergencies 6 0.30
Acute renal failure 6 0.30
ALL 6 0.30
Typhoid 5 0.25
Appendicitis 5 0.25
Meningomyelocoele 5 0.25
Impetigo 5 0.25
Mastitis 4 0.20
Adenoid hypertrophy 4 0.20
Burkitt lymphoma 4 0.20
Tetanus 3 0.15
Septic arthritis 3 0.15
Measles 3 0.15
Intususception 3 0.15
Others 139 6.92

Key: AGN- Acute glomerulonephritis, CHD-Congeni-
tal heart disease, UTI- Urinary tract infection, TB-
Tuberculoss, ALL- Acute lymphoblastic leukaemia.
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comprising 62(68.9%) males and 28(37.1%) fe-
males (Figure 2). Malaria, HIV/AIDS and men-
ingitis were the commonest causes of death ac-
counting for 27.8%, 21.1% and 11.1% respec-
tively (Figure 2). Thirty nine (43.3%) of the
deaths occurred within 24 hours. Others were:
Between 24 hours to 48 hours 21(23.3%); b 48
hours to 72 hours 10(11.1%); 72 hours to 96 hours
13(14.4%) and more than 96 hours 7(7.8%). Fifty
eight (64.4%) of deaths in the emergency ward
were among infants. Twenty two (24.4%) of the
children between the ages of 1- 5 years died
while 11(12.2%) children whose ages were
above 5 died in the emergency ward.

DISCUSSION

There were   more males (1,105) than females
(904) admitted into the children emergency
ward of our hospital, which could be related to
the biological vulnerability of males to infec-
tions. The male preponderance of admission has
been documented in various studies.7,8

The overall mortality was 4.5%, that is lower
than 9.9% reported by Aihkionbare et al9 and
12.1% reported by Abdurrahman10 in Kaduna,
northern Nigeria. In this study, more than three
quarter of the deaths were seen in children un-
der five years. This is consistent with previous
reports in Nigeria.7-9

We observed that 43.3% of the deaths in the
emergency ward occurred within 24 hours of
admission. This could be attributed to delay in
care-seeking and referral to the hospital. Also
limited personnel and admission procedures
such as opening of folders, payment of admis-
sion deposit may increase mortality within 24
hours of admission. Our finding is similar to
the 43.7% reported by Chawla et al11 from
Zimbabwe but lower than the 57.6% reported
by Aikhionbare et al9 and 64.9% by Menge et al3

from Kenya.
HIV/AIDS was the commonest cause of death

in our study . We found pneumonia, diarrhoea
and TB co-infection as major contributory
causes of death in our patients. A number of
studies8,12,13 have pointed to increased child
mortality as a result of the AIDS epidemic. This
is a natural conclusion based on the evidence
that vertical transmission of HIV occurs in ap-
proximately 32 percent of births to HIV infected
mothers in countries where breastfeeding is
prevalent12 and 60 percent of children who are
infected with HIV will die before their fifth
birthday.13 It is evident that some of the increase
in child mortality is due to direct transmission
from mother to child, and some of it is caused
by indirect effects due to maternal illness or

Figure-1: Outcome of admission into CHEW.
Figure-2: Causes of death among the children

admitted into the emergency ward
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maternal death.14 The resurgence of malaria and
lower levels of vaccination coverage and health
care utilization are also contributing to the re-
versal in child survival trends.15 These negative
trends in high prevalence settings could be due
to an overload on health resources due to AIDS.
Malaria infection was one of the commonest
causes of morbidity and mortality in this series.
This has been documented by other investiga-
tors in African.10,16, The major causes of death
identified were late presentation to the hospi-
tal, anaemia and cerebral malaria. In a study
conducted by oruamabo17 many years ago in the
same centre; it was noted that malaria ranked
very low as the reason for childhood hospital
admissions which is at variance with our
finding. A possible explanation is the changing
pattern of malaria with increasing incidence of
resistance to various anti-malarial drugs in
recent years.18

Most of the rural areas do not have access to
good health care systems. Usually there are no
accessible roads to the health centers, which in
turn are poorly equipped and have inadequate
drugs for malaria treatment. Drug resistant
malaria is common and anti malarial drugs are
becoming less effective as the plasmodium para-
site develops resistance to affordable drugs. This
poses a serious threat to clinical management
and treatment of malaria. Children wear little
clothing during the day and at night due to heat
and humidity, thus leaving their bodies exposed
to mosquito bites. Rural dwellers cannot afford
to purchase bed nets.  Houses are poorly con-
structed and are surrounded by bushes. Water
is collected from streams and wells and left
standing in open clay pots since there are
usually no running taps.

In conclusion, the implication is that any
health intervention to reduce childhood mor-
tality rate must address the prevention and con-
trol of this two disease entities. Parents should
be informed of the importance of early treat-
ment seeking for any health problem seen in
their young children. Health professionals
should make timely case detection, appropri-
ate management and follow up of young
children.
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