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	Abstract
Background: The patient group exhibited a nearly equal gender distribution, with a predominance of middle-aged individuals. Tuberculosis and other infectious diseases accounted for 25% of admissions, reflecting the continued relevance of communicable diseases in a shifting health landscape. Conversely, non-communicable diseases (NCDs), more particularly cardiovascular diseases, diabetes mellitus, and chronic kidney disease, were gaining pace, which demonstrates a trendline that highlights the two-sided burden of communicable and non-communicable diseases. These findings underscore the need for integrated healthcare approaches to manage both disease categories effectively.
Methods: A hospital-based descriptive cross-sectional study was performed over 12 months, between January and December 2024. The research comprised a sample of 1,118 patients of 15 years and above, and data were extracted from complete medical records. They used the International Classification of Diseases (ICD) criteria for classifying the diseases. Data were collected by trained nurses using ICD classification and analyzed using SPSS to identify patterns.
Results: CDs accounted for 25% of hospital admissions, with tuberculosis comprising 7.2% of all admissions. NCDs represented 75% of admissions, with cardiovascular diseases accounting for 18.2%. Significant gender associations were found for tuberculosis of other specified sites (p = 0.036), chronic liver disease (p = 0.011), intracerebral hemorrhage (p = 0.001), and tuberculosis meningitis (p = 0.013). Length of hospital stay was significantly associated with patient outcomes (p < 0.001), with the highest mortality rate observed among patients admitted for 1-3 days. Hospital mortality rate was 6.0%, lower than other Ethiopian hospitals, while high rates of discharge against medical advice (8.3%) and referrals (7.2%) highlighted systemic challenges.
Conclusion: The study reveals that infectious diseases continue to be the leading cause of hospital admissions. Concurrently, NCDs, particularly those affecting the cardiovascular and genitourinary systems, are rising in line with the ongoing epidemiological transition in Ethiopia. The findings also highlight marked gender differences in disease patterns, with tuberculosis and chronic liver disease showing particularly uneven distributions between men and women. Collectively, these findings emphasize the importance of integrated approaches that address both persisting infectious diseases and the emerging challenge of chronic illnesses in Ethiopia.
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Introduction

[bookmark: _Toc80086749]The pattern of hospital admissions is an indicator of the overall burden of disease within a health system and thus instrumental in the determination of resource allocation, health policy, and clinical priorities. The epidemiological shift towards non-communicable diseases (NCDs) has become a real trend in most low- and middle-income countries, and Ethiopia is no exception in line with its urban and peri-urban areas (1). Historically, communicable diseases (CDs) like malaria, tuberculosis, and acute respiratory infections were the most prevalent causes of admissions and deaths in Ethiopian hospitals (2). The latest reports, however, show an increasing pattern of admissions that have been attributed to NCDs encompassing cardiovascular diseases, diabetes mellitus, chronic kidney disease, and malignancies (3). This has been due to the changing pattern attributed to fast urbanisation, change of lifestyle, better control of infectious diseases, and increased life expectancy (4). 
CDs are the leading cause of hospitalisation in low-and middle-income countries, yet in high-income countries, the cause of hospitalisation more often includes NCDs (4,5). The burden of the disease in sub-Saharan Africa in adults is not well captured; the projections of the World Health Organization, however, suggest that there is a significant shift in patterns of disease and causes of death in this region, where most NCDs are likely to be the number one cause of morbidity and mortality by the year 2025 (6,7). This tendency is greatly explained by high urbanisation and lifestyle changes that are related to westernisation. The NCD burden has increased due to urbanisation and westernisation, which have resulted in decreased physical activity, a change in diet, and prevalence of obesity and hypertension (3). Still, CDs have a prominent presence as a cause of morbidity and mortality, especially in terms of rural and underserved patients (8). 
Knowledge of the existing diversity of diseases that cause admissions to hospitals is necessary in order to make informed health planning and prioritization. In Ethiopia, the studies conducted earlier reveal the admission pattern inconsistency between different regions and hospitals, depending on demographic, socioeconomic, and environmental factors (9). Nevertheless, up-to-date statistics concerning the comparison between CD and NCDs concerning their contribution to the number of hospitalised individuals are scarce, particularly due to the occurrence of the epidemiological transition. Consequently, the objective of this study is to determine the pattern of hospital admissions due to CDs compared to NCDs during the study period and to investigate how demographic factors are associated with these disease categories. Additionally, the study aims to identify the most common individual communicable and non-communicable diseases among patients admitted to the medical ward of the Hawassa University Comprehensive Hospital. The study results will be of great utility to clinicians, hospital managers, and policymakers in the ongoing Ethiopian health sector to ensure the best care for patients and the efficient use of their resources.
[bookmark: _Toc45394904]Methods and materials
Study Area      
[bookmark: _Toc45394905][bookmark: _Toc114552803]The study was conducted in Hawassa University Comprehensive Specialized Hospital, located in Hawassa town, Sidama regional state, Southern Ethiopia. The town is 275 km south of the capital city, Addis Ababa. The study period was from January 2024 to December 2024.

Study Design and Period
[bookmark: _Toc17057557]A hospital-based descriptive cross-sectional study design was employed among patients admitted to the medical ward. 
Source and Study population
[bookmark: _Toc472081850][bookmark: _Toc472111177][bookmark: _Toc517104397]The study included all adult patients aged 15 years and above who were admitted to the medical ward during the study period and had complete medical records, including demographics, diagnosis, and discharge status. Patients with incomplete records or those transferred to other departments (e.g., surgical or obstetric wards) were excluded to maintain data consistency.
Variable and Outcome Measurement
The independent variables included demographic, clinical, and admission-related predictors (age, sex, residency, referral status, and diagnosis). The dependent variables concentrated on two main sets of outcomes: (a) the primary diagnosis coded ICD-10 codes (like the CDs and the NCDs); and (b) the clinical outcomes, that is, discharge, in-hospital mortality, or referral to a higher level of care. The stratification of diagnosis also occurred based on etiology (CD or NCD) and severity (such as stroke subtypes or acute infections). Outcomes were defined as ordinal (e.g., number of days a patient spent in hospital) or binary (e.g., dead or alive at the time of discharge), and mortality was determined as death before discharge.

[bookmark: _Ref150118601]Definition of operational terms
Admission to the medical ward: it is the patient’s entry for diagnosis, treatment, or strict follow-up by healthcare providers. 
Discharge against medical advice (DAMA): The patient decides to voluntarily depart before completing recommended care. 
Discharge: is the formal release of a patient from the hospital after treatment completion or stabilisation. 
Outcomes: the patient’s health status post-admission, including recovery, complications, or mortality.
 
Data collection tools and procedures

A structured checklist was developed based on WHO and Ethiopian Federal Ministry of Health guidelines, and data were retrospectively collected based on a structured checklist using Microsoft Excel 2019 to record variables. Physical and electronic medical records were reviewed by two trained nurses who were recording the main variables such as admission dates, diagnostic test results, and discharge summaries. Diseases were categorized according to the International Classification of Diseases (ICD). The categorization of diseases into communicable and NCD types was based on guidelines from the Centers for Disease Control and Prevention (CDC) and the World Health Organization (WHO).

[bookmark: _Toc517104403][bookmark: _Toc45394922][bookmark: _Toc17057564]Data Quality Control

The checklist was refined, and the abstraction procedures became standardized with the help of a pilot test on 5 % records. A comprehensive review of the medical records of all patients admitted to the ward was conducted during the study period. Two MSc nurses, trained in data collection techniques, collected the data. The validity of the collected data was confirmed by two experts in public health. To maintain the quality of data, supervisors did daily cross-checks of the data to settle inconsistencies through consensus.

[bookmark: _Toc517104404][bookmark: _Toc45394923]Data entry and Analysis 

The data obtained were entered into SPSS software version 27 for statistical analysis. Descriptive statistics, including frequency and percentage, were used to describe the characteristics of the study participants. Finally, a chi-square test was done to check the distribution of diseases by gender at a significance level of 0.05. The results are presented in text, tables, and graphs.

Results
Sociodemographic Characteristics 
The sample size consisted of 1118 patients, who were admitted to the medical ward. The distribution of genders was almost fifty-fifty, with the males being 49.7% (n=556) and females being 50.3% (n=562). The age of the patients ranged from 15 to 91. The mean age of the patients was 36 years (SD + 15.74). Age was predominated by middle-aged patients as patients within 36 years and up to 45 years counted 21.9% (n=245), 26 years to 35 years 17.4% (n=194), and 46 years to 55 years 17.5% (n=196). There were also younger and older adults; 15.4% (n=173) of the adults were younger (15-25 years), whereas older adults (>75 years) comprised 4.4% (n=49). Most of the participants were 75.8% (847) in urban areas, and 24.2% (n=271) were in rural settings.

In total, one can observe an almost equal number of men and women included in the patient population, and most of them are in the middle-aged group. Smaller is the representation of the younger adults, with few older adults. The majority of the urban dwellers would mean that the study population tends to sing more to people who have access to the urban healthcare facilities (Table 1).

Table 1: Sociodemographic profile of adult medical ward patients at HUCSH, 2024 (N = 1118)
	Characteristic
	N (%)

	Gender
	

		Male
	556 (49.7%)

		Female
	562 (50.3%)

	Age group (years)
	

		15–25
	172 (15.4%)

		26–35
	194 (17.4%)

		36–45
	245 (21.9%)

		46–55
	196 (17.5%)

		56–65
	158 (14.1%)

		66–75
	104 (9.3%)

		>75
	49 (4.4%)

	Residence
	

		Urban
	847 (75.8%)

		Rural
	271 (24.2% )



Reasons for Admission by WHO-Disease Category-ICD

Most in this study were admitted because of infectious and parasitic diseases (ICD-A/B), which amounts to 25% (n=280) of cases. The disease of the circulatory system (ICD-I) was the second most frequent category, and it constituted 18.2% (n=204) of admissions. Increased risk of cardiovascular diseases in Ethiopia and other similar environments has been extensively noted, and hypertension and its resultant heart failure are among the most frequent cases that can lead to hospitalisation. The proportion of admissions due to genitourinary diseases (ICD-N) was 12.4% (n=139).  Disorders of the nervous system (ICD-G) represented 11.7% of (n=131) the admissions and were disproportionately represented by females (64.9%). The male 
gender prevailed in diseases of the endocrine, nutritional, and metabolic system (ICD-E, 62.7%). Non-gastrointestinal malignant neoplasms (ICD-C) accounted for 3.8 % (n=43) of admissions, with low gender differences (Table 2).




Table 2: Reasons for Admission by WHO-Disease Category (ICD) to Medical Ward (N =1118)
	ICD Category
	Reason for Admission
	Male
N (%)
	Female
N (%)

	A/B
	Infectious or parasitic diseases
	137 (24.6%)
	143(25.4%)

	C
	Malignant neoplasms
	25 (4.5%)
	18 (3.2%)

	D
	Diseases of the blood
	29 (5.2%)
	24 (4.3%)

	E
	Endocrine, nutrition, and metabolic diseases
	37 (6.7%)
	22 (3.9%)

	G
	Diseases of the nervous system
	46 (8.3%)
	85 (15.1%)

	I
	Diseases of the circulatory system
	98 (17.6%)
	106 18.9%)

	J
	Diseases of the respiratory system
	39 (7.0%)
	40 (7.1%)

	K
	Diseases of the digestive system
	46 (8.3%)
	44 (7.8%)

	M
	Spondylopathies and musculoskeletal disorders
	35 (6.3%)
	5 (0.9%)

	N
	Diseases of the genitourinary system
	64 (11.5%)
	75 (13.3%)

	
	Total
	556 (100%)
	562 (100%)



ICD=International Classification of Diseases

Diseases Causing Admissions to the Medical Ward

The most frequently diagnosed specific condition was congestive heart failure (CHF), which comprised 7.8% of all admissions and was somewhat female predominant (Table 3). 

Table 3: Common diagnoses among adult medical admissions, stratified by sex (N = 1118).
	Disease
	Male n (%)
	Female n (%)
	Total n (%)
	P-value

	Congestive heart failure
	40 (45.9%)
	47(54%)
	87(7.8%)
	0.180

	Acute kidney failure
	45(56.3%)
	35(45.9%)
	80 (7.2%)
	0.328

	Tuberculosis of another specified organ or site
	34(42.5%)
	46(57.5%)
	80 (7.2%)
	0.036*

	Transient ischaemic attack
	44(55.7%)
	35(44.3%)
	79(7.1%)
	0.355

	Deep vein thrombosis
	24(42.1%)
	33(57.9%)
	57(5.1%)
	0.066

	Intracranial haemorrhage, unspecified
	30(53.6%)
	26(46.4%)
	56(5%)
	0.674

	Other specified diseases of the nervous system
	22(44%)
	28(56%)
	50(4.4%)
	0.346

	Chronic liver disease
	30(65.2%)
	16(34.8%)
	46(4.1%)
	0.011*

	Intracerebral haemorrhage
	31(73.8%)
	11(26.2%)
	42(3.8%)
	0.001*

	Bacterial meningitis
	23(60.3%)
	15(39.5%)
	38(2.9%)
	0.228

	Tuberculous meningitis
	23(69.7%)
	10(30.3%)
	33(2.9%)
	0.013*

	Respiratory tuberculosis, confirmed
	16(66.7%)
	8(33.3%)
	24(2.1%)
	0.118

	Bell palsy
	14(63.6%)
	8(36.3%)
	22(1.9%)
	0.222

	Subarachnoid haemorrhage
	8(40%)
	12(60%)
	20(1.8%)
	0.325

	Chronic kidney disease
	14(70%)
	6(30%)
	20(1.8%)
	0.064

	Other
	208(54.2%)
	176(45.8%)
	384(34.3%)
	0.704



Note: X2 15= 30.84, P<0.009


The second predominant disease conditions are acute kidney failure and tuberculosis, with 7.2% each, and this affects the other specified organs, contributing to the current burden of NCDs and CDs at the study hospital. Neurological conditions were also predominant, as cases of transient ischemic attack (7.1%), intracranial hemorrhage (5.0%), and tuberculous meningitis (2.9%) were the most common. 
Other significant causes included deep vein thrombosis (5.1%), intracerebral hemorrhage (3.8%), as well as chronic kidney disease (1.8%). Among the top 4 leading causes of patient admissions to the medical ward, males outnumbered females in the three categories except for the first ICD group, which includes infectious and parasitic diseases. 

Generally, the pattern in the admission cases indicates a significant existence of overlap between the communicable and NCD conditions, pointing to the necessity of integrated care practices. The chi-square test of independence that is estimated with a significance level of 0.05 determined that the overall association between disease-causing admissions and gender was statistically significant (X2 15= 30.84, P<0.009). Particularly, there were substantial gender differences in various conditions, such as Tuberculosis of Other Specified Organ or Site had a higher admission proportion in females (57.5 %) than males (42.5 %) (p = 0.036).
Chronic Liver Disease had higher admissions among males, with a higher proportion of 65.2% (p = 0.011) as compared to females. Intracerebral hemorrhage recorded a remarkably higher proportion of 73.8% admissions (p = 0.001). The gender proportion of patients admitted with tuberculous meningitis showed a higher admission rate for males (69.7%) than females (30.3%). The difference in admissions of tuberculous meningitis between genders was also statistically significant (p = 0.013). These findings indicate that gender distinctions do exist in as far of enhancing or lowering the chances of contracting some of the diseases that lead to admission and exposure to additional treatment and investigation in clinical and epidemiological studies.

Duration and Outcome of Hospital Admission
While the highest absolute number of improved/discharged patients (877 out of 1118, or approximately 78%) was observed among those who stayed 4–7 and >7 days, a higher proportion of deaths occurred among those with shorter hospital stays (1–3 days), possibly reflecting critical conditions on arrival. It is worth noting that deaths were most evident in the shortest stay group (1-3 days: 11.4 %), and least evident in the 4-7 days (3.4 %) and >7 days (4.9 %) groups. Conversely, the shortest hospital stays (1-3 days) yielded the highest mortality rate (i.e., 11.4%), presumably because these patients were very ill at admission or had delayed presentation. A Chi-square test of independence showed that hospital stay duration was significantly associated with admission outcomes (X26= 26.43, p<0.001). Particularly, the outcomes of patients admitted to the medical ward varied greatly across hospital stay durations, with a notably higher proportion of deaths occurring within the shortest hospital stays (1-3 days) (Table 4). On the whole, these findings signify that early management and intervention are significant in mitigating early in-hospital mortality and enhancing patient outcomes.
Causes of Mortality
As indicated in Figure 1 below, the most frequent cause of death among the 67 deaths that occurred during the study period was tuberculosis, with 16.4% (11) of all deaths being extrapulmonary (7 deaths) and meningeal (4 deaths). A significant percentage of 7.5% (5 deaths) was caused by chronic liver disease, which indicates that the disease continues to exert pressure on hepatic complications in various regions of Ethiopia. 

Table 4: Association between hospital length of stay and patient outcomes (N = 1118)
	Admission Outcome
	Hospital stays
	P-value

	
	1-3 days n (%)
	4-7 days n (%)
	>7 days n (%)
	Total n (%)
	



0.000


	Improved/discharged
	206 (23.4%)
	359 (40.9%)
	312 (35.5%)
	877 (78.4%)
	

	Referred
	19 (23.4%)
	35 (43.2%)
	27 (33.3%)
	81 (7.2%)
	

	DAMA
	32 (34.4%)
	34 (36.5%)
	27 (29%)
	93 (8.3%)
	

	Died
	33 (49.2%)
	15 (22.3%)
	19 (28.3%)
	67 (6.0%)
	

	DAMA: Discharged against medical advice. Note: X26= 26.43, P<0.001



Neurological conditions, such as intracranial hemorrhage, contributed to the death rate of 4.5 % (3 deaths), and HIV-related complications contributed to 10.4 % (7 deaths). And this resulted in the refusal of CD in modern times despite treatment access. The proportion of deaths due to congestive heart failure and acute kidney failure was 7.5 % (5 deaths), indicating the growing deaths in relation to NCDS in Ethiopian hospitals. 

 Overall, the findings (Figure 1) indicate that CDs remain one of the greatest causes of mortality, and amongst disorders categorized as TB-related difficulty (diseases including pulmonary tuberculosis, tuberculous meningitis, and tuberculosis of other organs or sites), they make major contributions to death rates. HIV/AIDS, both with and without TB complications, contribute a lot to the death rate. All these CDS have a considerable rate of mortality on their own, which shows the disease has continued to have an impact in clinical settings. On the other hand, NCDs encompassing chronic liver disease, congestive heart failure, acute renal failure, intracerebral and subarachnoid hemorrhage, megaloblastic anemia because of vitamin B12 deficiency, and other neural complications contribute a major proportion of deaths.
Discussion
This study provides a detailed analysis of medical admission patterns, etiological factors, and patient outcomes at HUCSH, reflecting the complex interaction between CDs and NCDs among Ethiopia's ongoing epidemiological transition. The sociodemographic profile of the admitted patients revealed almost a balanced gender distribution (49.7% male, 50.3% female), with a predominance of middle-aged adults (36-45 years). A significant proportion of patients (75.8%) were urban residents, aligning with findings that urban areas generally have better healthcare access (1). This contrasts with studies in rural sub-Saharan Africa, where access to healthcare facilities is significantly lower, with a considerable percentage of the population residing more than three hours away from a health post (1).
Infectious and parasitic diseases (ICD A/B) remained the leading cause of admissions (25.0%), consistent with the high burden of CDs in sub-Saharan Africa (10,11). The WHO reports that TB was the second leading infectious disease killer worldwide in 2022, after COVID-19  (11).

[image: ]
Figure 1: Leading causes of in-hospital mortality among adult medical patients (N = 67 deaths).

Increased risk of cardiovascular diseases in Ethiopia and other similar environments has been extensively noted, and hypertension and its resultant heart failure are among the most frequent cases that can lead to hospitalisation (12). In addition to this, the substantial proportion of admissions due to circulatory system diseases (18.2%) and genitourinary conditions (12.4%) highlights the increasing impact of NCDs (13,14). This epidemiological shift, driven by urbanisation, lifestyle changes, and ageing populations, mirrors patterns observed across the African continent (15, 16). NCDs are projected to overtake communicable, maternal, neonatal, and nutritional diseases as the leading cause of mortality in Africa by 2030 (17,18). 
Disease-specific analysis revealed that congestive heart failure (7.8%), acute kidney failure (7.2%), and tuberculosis of other specified organs (7.2%) were the most common diagnoses. This pattern aligns with findings from other Ethiopian hospitals and reflects the broader challenges in managing both infectious diseases and the rising prevalence of NCDs (13,19,20). In the present study, statistically significant associations were observed between patient gender and the causes of medical ward admissions for some major diseases, specifically tuberculosis of other specified organ or site, CLD, intracerebral haemorrhage, and tuberculous meningitis (Table:3). Gender related disparities in disease admissions have also been documented in other comparable studies (21, 22, 23). 
Admissions for tuberculosis of other specified organ or site showed a significant gender difference, with females representing 57.5% compared to 42.5% among males (p = 0.036), suggesting a higher burden of extrapulmonary tuberculosis in female patients. Similar findings were observed in a systematic review, with women significantly associated with extrapulmonary TB in middle age (24). Conversely, CLD admissions were predominantly male, comprising 65.2% versus 34.8% in females (p = 0.011), reflecting potential gender-related risk factors. Gender disparity and higher rates of chronic liver disease (CLD) admissions and mortality in males than in females were also observed in another study (25).
Neurological conditions, including intracerebral haemorrhage and tuberculous meningitis, also featured prominently, particularly among male patients. This is comparable to existing trends at Ethiopian hospitals since it is estimated that approximately one-fourth of all cases involving neurological issues are a result of stroke and infections of the central nervous system (26). Intracerebral haemorrhage demonstrated a marked male predominance with 73.8% of admissions being male compared to 26.2% female admissions (p = 0.001), indicating greater vulnerability or severity among men. A recent systematic and multicentre study demonstrates that male patients have a higher incidence and admission rate for intracerebral haemorrhage than females (27). These results suggest that gender differences are present with respect to increasing or decreasing risks of having certain diseases, which result in medical admissions, and the subject to further clinical and epidemiological research. Similarly, tuberculous meningitis was more frequently observed in males, accounting for 69.7% against 30.3% in females (p = 0.013). The Epidemiological evidence that shows the existence of gender variations in the incidence of tuberculosis (TB) is consistent. In line with this, a study revealed that male individuals are at greater risk of developing TB infection compared to females (22). Moreover, modelling studies have reported higher incidences of tuberculous meningitis in males when compared to females, hence further emphasising the persistent and cross-cutting nature of sex-related disparities across different forms of tuberculosis (28).
Hospital outcomes were generally favourable, with 78.4% of patients improving and being discharged. The median length of stay (7 days) raises questions about the adequacy of treatment for complex cases, given resource constraints and the increasing burden of chronic conditions. Patients with the shortest hospital stay (1-3 days) had the highest mortality rate (11.4%), likely due to being critically ill upon admission or presenting late for care (29). The mortality rate of 6.0% is comparable to other Ethiopian medical wards (1). The leading causes of death are tuberculosis (16.4%), HIV-related complications (10.4%), chronic liver disease (7.5%), congestive heart failure (7.5%), and acute kidney failure (7.5%)-underscore the persistent impact of CDs alongside the growing contribution of NCDs to inpatient mortality (30, 31). A meta-analysis of 43 cohort studies in sub-Saharan Africa found a pooled incidence of mortality of 17% among persons receiving second-line tuberculosis treatment (32).
The dual burden of disease observed in this study reflects national and regional patterns, where CDs remain prevalent but NCDs are rapidly increasing (6, 7). The relatively high rates of discharge against medical advice (8.3%) and referrals (7.2%) may indicate gaps in health system capacity, financial barriers, or patient preferences for alternative care (33, 34). These issues are compounded by inadequate human resources, insufficient budgetary allocation, and management challenges within the healthcare system (35). In this study, the observed hospital mortality rate among medical ward admissions was 6.0%. This rate is notably lower than previously reported rates from other Ethiopian hospitals, where mortality rates have ranged from 12.6% at Jimma University Specialised Hospital (36), 14.9% at Ayder Hospital (19), to as high as 24.2% at Saint Paul Hospital (3).
Overall, these findings emphasise the need for a health system response that balances infectious disease control with the growing demands of chronic disease management (37, 38). Strengthening early detection and integrated care for both CDs and NCDs is essential (39, 40). Investments in health information systems, community-based prevention, and capacity building for chronic disease care are warranted to reduce preventable morbidity and mortality (4, 41). Moreover, addressing gender and urban-rural disparities in access and outcomes should be a priority for policymakers and hospital administrators (42). Continued surveillance and multicentre research are needed to monitor trends and inform evidence-based interventions in Ethiopian hospitals (43). As sub-Saharan Africa undergoes a double burden of diseases, a multidisciplinary, multi-sectoral approach is crucial to address the evolving disease burden and improve overall health outcomes (4). The limitation of this study is a retrospective cross-sectional design that is based on the quality and information completeness of the current medical records, admissions log books, and HMIS databases. There were possibilities of errors in classification and missing data that could have happened, and this would have influenced the accuracy of the diagnosis and results. Moreover, being a kind of single-centre study, the results cannot be applied to other facilities or areas. There is also no follow-up data that would make an evaluation of the long-term patient outcomes possible.
Conclusion 
In conclusion, this study highlights the complex and evolving landscape of medical admissions and outcomes at Hawassa University Comprehensive Specialized Hospital, showing the co-existence, as well as interaction of CDs with NCDs that constitute the current shift in patterns of disease and causes of death in Ethiopia. Though infectious and parasitic diseases remain the number one cause of admissions, there is still a heavy and increasing burden of NCDs, especially those of the circulatory and genitourinary origins, as the epidemiological transition currently underway in Ethiopia. The outcomes of the study also disclose the extensive gender disparities in the disease patterns, especially in the cases of tuberculosis and chronic liver disease admissions, as demonstrated in the present analysis. 
Although the discharge rate is favorable, the medical ward admission mortality rate is lower than in some other Ethiopian hospitals, and the dual burden of disease, with the associated challenges of high rates of discharges against medical advice or systemic resource shortage, illustrates an eminent issue that requires improvement in an integrated healthcare response. Improving the outcomes will require efforts to improve early detection and encourage chronic disease management, and address gender and geographic disparities. 
Finally, there is a need to further invest in building health system capacity, research, and multi-sectoral approaches to be able to effectively respond to the evolving burden of illness and the resulting morbidity and mortality levels that are avoidable in Ethiopia and other contexts.
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Abstract


 


Background: 


The patient group exhibited a nearly equal gender distribution, with a predominance of 


middle


-


aged individuals. Tuberculosis and other infectious diseases accounted for 25% of admissions, 


reflecting the continued relevance of communicable disea


ses in a shifting health landscape. Conversely, 


non


-


communicable diseases (NCDs), more particularly cardiovascular diseases, diabetes mellitus, and 


chronic kidney disease, were gaining pace, which demonstrates a trendline that highlights the two


-


sided 


burd


en of communicable and non


-


communicable diseases. These findings underscore the need for 


integrated healthcare approaches to manage both disease categories effectively.


 


Methods


: 


A hospital


-


based descriptive cross


-


sectional study was performed over 12 month


s, between 


January and December 2024. The research comprised a sample of 1,118 patients of 15 years and above, 


and data were extracted from complete medical records. They used the International Classification of 


Diseases (ICD) criteria for classifying the 


diseases. Data were collected by trained nurses using ICD 


classification and 


analyzed


 


using SPSS to identify patterns.


 


Results


: 


CDs accounted for 25% of hospital admissions, with tuberculosis comprising 7.2% of all 


admissions. NCDs represented 75% of 


admissions, with cardiovascular diseases accounting for 18.2%. 


Significant gender associations were found for tuberculosis of other specified sites (p = 0.036), chronic 


liver disease (p = 0.011), intracerebral hemorrhage (p = 0.001), and tuberculosis menin


gitis (p = 0.013). 


Length of hospital stay was significantly associated with patient outcomes (p < 0.001), with the highest 


mortality rate observed among patients admitted for 1


-


3 days. Hospital mortality rate was 6.0%, lower 


than other Ethiopian hospitals


,


 


while high rates of discharge against medical advice (8.3%) and referrals 


(7.2%) highlighted systemic challenges.


 


Conclusion


:


 


The study reveals that infectious diseases continue to be the leading cause of hospital 


admissions. Concurrently, NCDs, particularly those affecting the cardiovascular and genitourinary 
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