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Introduction: The term traumatic injury refers to physical injuries that present quickly and with a great deal 

of severity. These injuries can result from blunt, penetrating, and other causes. The best patients’ outcomes are 

achieved when all parts of a trauma care system are in place. In low-resource settings, these facilities are scarce 

and their requirements high. Identifying patient profiles and evaluating these in relation to patient outcomes will 

help to guide interventions and monitor progress. 

Methods: This study aimed to examine the clinical profile and outcomes of trauma patients at ALERT Hospital, 

Ethiopia’s busiest national trauma center. A retrospective cross-sectional chart review of 362 patients admitted 

from January 2019 to December 2019 at Alert Hospital trauma and emergency department was conducted. 

Results: The male-to-female ratio was 2.5:1, with trauma more prevalent among those in the age group of 24–33. 

Comparatively more injuries 98 (27.1%) occur between 8 and 6 a.m. and 90 (24.9%) of patients were transported 

by ambulance to the hospital. Among patients referred to the hospital, 247 (68.2%) patients received pre-hospital 

treatment. Interpersonal Violence (IPV) accounts for 31.8% of all accidents, followed by Road Traffic Accidents 

(RTA), which account for 30.7%. The Kampala Trauma Severity score (KTS) II showed mild trauma (82.3%), 

moderate trauma (11%), and severe trauma account (6.6%). A total of 44.2% of the victims suffered soft tissue 

injuries and 24% suffered extremity fractures, with 11.3% sustaining polytrauma. The mortality rate was 3.6%, 

with RTA, head injury, polytrauma, the severity of the injury, and patients with CPR were statistically associated 

factors. 

Discussion: IPV and RTA were the two most frequent causes of injuries, with most trauma victims being young. 

A great deal of emphasis needs to be given to preventing injury and improving prehospital emergency services. 
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The term traumatic injury is used to describe an injury requiring

rompt medical attention and intervention to save the patient’s life or

he injured body part or limb. Globally, trauma is the number one cause

f death and disability: affecting people of all ages, races, sexes, income

evels, and geographical locations ( 1 ). Injuries due to blunt, penetrat-

ng, and other insults may lead to trauma. In order for trauma patients

o have good outcomes, all aspects of trauma care must be in place,

ncluding a robust prehospital care system, competent human workers,

uildings, equipment, and a continuous supply of resources ( 1–3 ). 
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Worldwide, injuries cause an average of over 5 million deaths per

ear, or 16,000 deaths per day ( 2 ). Global injuries deaths are higher

han deaths due to Human immunodeficiency virus /acquired immun-

deficiency syndrome (HIV/AIDS), malaria, and tuberculosis combined,

ore than 5 million deaths per year and are expected to be the seventh

eading cause of death worldwide by 2030. Trauma is seen as a substan-

ial economic burden in many countries worldwide. It is the third-largest

ause of mortality in the United States among people aged 1 to 44, ac-

ounting for 59 % of deaths in this age group and 20 % of all deaths.

rauma causes 37.7 million emergency hospital visits per year, costing

671 billion yearly ( 4 ). 
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Table 1 

Sociodemographic characteristics of patients visiting 

ALERT trauma center emergency department. 

Variables Frequency Percent 

Sex Male 259 71.5 

Female 103 28.5 

Total 362 100.0 

Age 14 – 23 120 33.1 

24 – 33 129 35.6 

34 – 43 58 16.0 

44 – 53 24 6.6 

54 – 64 21 5.8 

≥ 65 10 2.8 

Total 362 100.0 

Place of residence Urban 306 84.5 

Rural 56 15.5 

Total 362 100.0 
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There is also little evidence to assess the outcomes of traumatic in-

uries in these regions, making the quality of emergency and trauma

are in Low-Middle Income Countries (LMICs) understudied ( 5 ). Plus,

atients’ outcomes after trauma are directly related to a nation’s eco-

omic status, and developing countries suffer a lot as a result. As an

xample, if we look at the mortality rate, which includes both prehos-

ital and in-hospital deaths, it is 35% in high-income countries, 55%

n middle-income countries, and 63% in low-income countries ( 6 ). Ac-

ording to data from a hospital-based injury surveillance registry in Sub-

aharan Africa, one of the poorest regions in the world, the mortality

ate is higher in younger people compared to developed nations. The

ost common causes of injury that resulted in in-hospital admission

ere road traffic accidents, falls, and assaults ( 7 ). 

The most frequently witnessed trauma in Ethiopia and the leading

ause of death and disability from accidents is a Road Traffic Accident

RTA). In Addis Ababa, Ethiopia’s capital city, injury-related death af-

ects most of the productive groups of the society. It is attributed to 7%

f all deaths, mostly male ( 8 ). According to statistics, Ethiopia is one of

he countries with the most road traffic accidents each year. Over 2000

ersons are killed in road traffic collisions every year, with pedestrians

ccounting for 48%, passengers for 45%, and drivers for 7% ( 9 ). 

An evaluation of the patterns and outcomes of injury-related illnesses

s crucial for improving trauma management in the country. There may

e differences in the approximate figures of traumatic injury profiles

nd outcomes, findings between regional and other tertiary hospitals

n Addis Ababa due to weather patterns, industrial aggregation, mas-

ive construction activities, geographical features, cultural differences,

eavy traffic, etc. As a result, a comprehensive national study is needed

etter to understand these characteristics and the outcomes of patients.

owever, this study will describe the patient characteristics and injury

utcomes at a national trauma center (ALERT Hospital) to answer the

ollowing research questions: What factors influence the outcomes of an

njury? What types of organ/system injuries are common in emergen-

ies? How do these injuries occur? We hope the outcomes from these

tudies will help develop further research and improve patients’ out-

omes. 

ethods 

tudy design and setting 

After receiving ethical approval from ALERT hospital, Department

f Emergency Medicine Ethics Committee (Ref No: EM/SM/107/2021

ated 17/07/2021), an institution-based retrospective chart and elec-

ronic medical records review was conducted in the ALERT hospital

rauma center emergency department from January 2019 to December

019. 

ampling method 

A single proportion formula was used to calculate the sample size

o estimate injury prevalence. The Prevalence of injury was obtained

rom the previous study conducted in the Gedeo region, P = 0.466 ( 28 ),

onfidence interval = 95%, the margin of error = 5%, and non-response

ate 5 %. Thus, the required sample size was 382 injury patients visiting

he trauma center emergency department. Systematic random sampling

echnique was used, using a computer list of patient registries, by sam-

ling fraction (k) = N/nf = 7,500/382 = 20 the first chart review was

elected using the lottery method, then the subsequent patient’s chart

eview was obtained by adding the sample fraction. 

ata collection tools and procedure 

Information was collected using a pre-tested data collection form

hich was adapted from the World Health Organization (WHO) injury

urveillance guideline and necessary modifications were made to the
479 
uestionary tool ( 10 ), which included the following details: 1) sociode-

ographic profile, 2) clinical profile, 3) injury grading scoring, and 4)

utcome from the emergency department, in the demographic profile,

ge, sex, place of residence, and in the clinical profile, type, and mech-

nism of injury, anatomical site of injury, a surgical procedure done

ithin the Emergency Room, types of vehicle used to arrive at the hos-

ital, time to reach the hospital and all others were noted in the review

ime. Also, information on prehospital care was included. Prehospital

are in this study was defined as the care given at the health facilities or

ites where the patients were referred, not the scene where the trauma

ccurred. 

The Kampala trauma Severity scoring (KTS II) method was used to

easure trauma severities and predict their outcome ( 11 ). To quantify

njury severity, patient age, systolic blood pressure on admission, the

espiratory rate on admission, and the neurological status of the patients

ere examined using AVPU, which classified them as Alert, respond to

oice, respond to Pain or Unresponsive, and score for serious injuries

as collected and calculated to scale the severity of trauma. 

Data were first checked manually for completeness, then coded and

ntered into Epi-Data version 4.6. The entered data were transferred to

tatistical Package for the Social Sciences (SPSS) version 25. The data

ere cleaned by visualizing, calculating frequencies, and sorting. The

ssociation between the dependent and independent variable were in-

estigated by Fisher’s exact test estimating association. We stated the

xact P-value of significance ≤ 0.05 to recognize highly relevant asso-

iations. Data were summarized using tables and figures and statistical

ummary measures used for presentation. 

esults 

Over one year, a total of 7500 trauma patients were treated at the

rauma center emergency department of ALERT Hospital from January

019 - to December 2019. In this study, 380 patients’ cards were sys-

ematically selected for further analysis, and of 380 only 362 trauma

atient cards were discovered to have complete records, resulting in a

5.3% completeness rate. The age range is 14 to 90, with a median age

f 33. The majority 259 (71.5%) of trauma patients in this study were

ale, and 129 (35.6%) of patients were aged between 24-33 years, with

 mean age of 35. Regarding their residence, the majority, 306 (84.5%),

f trauma patients were urban dwellers . (See Table 1 ) 

Most trauma patients, 261 (72.1%), arrived at the hospital after one

our of injury. The majority of the accidents, 98 (27.1 percent), oc-

urred during the daytime, between 08:00. a.m. and 11:59 a.m. Out of

62 patients, 251 (69.3%) live in Addis Ababa, and Oromia 85 (23.5%),

hich surrounds Addis Ababa, is the second most prevalent place of pa-

ient residency. Mode of arrival at the hospital showed that 90 (24.9%)

f patients were transported by ambulance, 216 (59.7%) by taxi, and

15 (31.8 %) by walking. Patients’ triage category showed that: red
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Fig. 1. Bar diagram showing types of injury sustained at ALERT hospital trauma 

center emergency department. 
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Table 2 

baseline clinical information of patients visiting ALERT trauma center 

emergency department. 

Variables Frequency (%) 

Duration of trauma 

Less than 1 hours 53 (14.6) 

Greater than 1 hour 261 (72.1) 

1 day 34 (9.4) 

Greater than 1 day 14 (3.9) 

Total 362 (100) 

Time of injury 

00:00 – 03:59 am 38 (10.5) 

04:00 am – 07:59 am 72 (19.9) 

08:00 am – 11:59 am 98 (27.1) 

12:00 pm – 15:59 pm 73 (20.2) 

16:00 pm – 19:59 pm 47 (13.0) 

20:00 pm – 23:59 pm 34 (9.4) 

Total 362 (100) 

Region of referral 

Addis Ababa 251 (69.3) 

Amhara 12 (3.3) 

Benishangul Gumuz 1 (0.3) 

Diredawa 1 (0.3) 

Oromia 85 (23.5) 

SNNPE 12 (3.3) 

Total 362 (100) 

Mode of arrival to the hospital 

Ambulance 90 (24.9) 

Bajaj 2 (0.6) 

Taxi 216 (59.7) 

Private car 31 (8.6) 

Walking 22 (6.1) 

Others 1 (0.3) 

Total 362 (100) 

Triage 

Categories Red 21 (5.8) 

Orange 37 (10.2) 

Yellow 267 (73.8) 

Green 37 (10.2) 

Total 362 (100) 

Intent of trauma 

Unintentional (accidental) 233 (64.4) 

Intentional self-harm (suicide) 5 (1.4) 

Assault (interpersonal violence) 121 (33.4) 

Undetermined (awaiting result of investigation) 2 (0.6) 

Unknown 1 (0.3) 

Total 362 (100) 

Distance of patient’s injury site and hospital in kilometer 

Less than 5 km 157 (43.4) 

5–15km 153 (42.3) 

16–25km 6 (1.7) 

26–35km 2 (0.6) 

36–45km 1 (0.3) 

Greater than 45km 43 (11.9) 

Total 362 (100) 

The interval between injury and arrival 

Immediate ( < 1hr) 52 (14.4) 

Within hrs. (1-24hrs) 260 (71.8) 

Within days ( > 24hrs) 50 (13.8) 

Total 362 (100) 

Referral source 

Self 115 (31.8) 

Health center 187 (51.7) 

Private clinic 36 (9.9) 

Government 24 (6.6) 

Total 362 (100) 

Treatment given before arrival 

Yes 247 (68.2) 

No 115 (31.8) 

Total 362 (100) 

Is the patient used alcohol? 

Yes 53 (14.6) 

No 309 (85.4) 

Total 362 (100) 
1 (5.8%), orange 37 (10.2%), yellow 267 (73.8%), green 37, (10.2%).

87 (51.7%), were referred to a hospital from a primary health center,

hile the rest were either private 36 (9.9%) or recommended by an-

ther regional hospital 24 (6.6 %). 115 (32.8%) of patients admitted to

he hospital did not receive prehospital emergency care. The majority of

atients, 157 (43.4%), live within less than a 5-kilometer radius of the

ospital. About 53 (14.6%) patients drank alcohol and were intoxicated

t the time of trauma. (See Table 2 ) 

The total Prevalence of mortality in this study was 3.6 %. Interper-

onal violence was the most common mechanism of injury, account-

ng for 115 (31.8%), followed by RTA, 111 (30.7%), and falls 85

23.5%). Gunshot and burn injury were the least common mechanisms

f trauma, accounting for 2 (0.6%) and 4 (1.1%), respectively. Pedestri-

ns 69 (62.1%) were affected mainly by RTA, followed by passengers 29

26.2%), and commonly vehicles involved in RTA were Bajaj,50 (45%),

nd Minibus 36 (32.5%). The most prevalent anatomical site of injury

as the head 107 (29.6%) followed by upper extremity, 75 (20.7%),

nd polytrauma, 41 (11.3%), while spine trauma was the least preva-

ent form of injury 3 (0.8 %) (See Table 3 ). 

Soft tissue injury is the most common injury type, accounting for

60 (44.2%), and extremities fracture is the second most common in-

ury type in Emergency Room (ER) during the research period, account-

ng for 87 (24%), followed by Traumatic Brain injury/Depressed Skull

racture (TBI/DSF) and Polytrauma, which account for 42 (11.6%) and

3 (9.1%), respectively. (See Figure 1 ) 

The surgical procedures were the reduction of fracture and applica-

ion of cast 91 (25.1%), suturing and dressing 172 (47.5%), and chest

ube insertion in 11 (3%). Reduction of dislocation in 4 (1.1%), Cran-

otomy 19 (52%), Bur hole2 (0.6%), Limb amputation 3 (0.8%), Laparo-

omy 11 (3%), Cardio Pulmonary Resuscitation (CPR) and resuscitation

 (2.5%), and Others surgical procedure with joint management were

4 (9.4%). (See Figure 2 ) 

The majority of injured patients, 183 (50.6%), were treated and dis-

harged, while 128 (35.4%) were admitted to trauma wards. About 27

7.5%) patients were needed to be admitted to an intensive care unit.

he remaining 11 (3%) patients were assessed in the emergency room

nd referred to other hospitals. Thirteen (3.6%) of injured patients died

fter arriving at the emergency department and receiving CPR . 

The Pearson chi-square and Fisher’s exact test were calculated to

ssess the relationship between patient clinical profile and ER mortality.

he resulting numbers show that mechanism of injury, Anatomical site

f injury, injury type, trauma severity, and type of surgical treatment

iven is statistically highly associated factor for mortality than others,

ith (p-value = 0.002, 0.000, 0.000, 0.000, 0.000) respectively. 

iscussion 

In this study, retrospective data from patients’ cards were used to

rovide an in-depth picture of the immediate outcome of injuries treated
480 
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Table 3 

Clinical profile of patients visiting ALERT trauma center emergency department. 

Variables Frequency Percent 

Mechanism of injury RTA 111 30.7 

Fall down 85 23.5 

Stab injury 11 3.0 

Gunshot 2 .6 

Industrial (machine injury) 34 9.4 

Burn 4 1.1 

Fighting 115 31.8 

Total 362 100.0 

If trauma is due to RTA Pedestrian 69 62.1 

Motorcyclist 9 8.1 

Passenger 29 26.2 

Driver 4 3.6 

Total 111 100.0 

Types of vehicles for RTA Minibus 36 32.5 

Heavy good vehicle 8 7.2 

Taxi 5 4.5 

Bajaj 50 45 

Motorcycle 12 10.8 

Total 111 100.0 

Anatomical site of injury Head 107 29.6 

Chest 31 8.6 

Abdomen 8 2.2 

Upper extremities 75 20.7 

Lower extremities 64 17.7 

Spine 3 .8 

Pelvic 13 3.6 

Polytrauma 41 11.3 

Maxillofacial 20 5.5 

Total 362 100.0 

Kampala trauma severity score Milled 298 82.3 

Moderate 40 11.0 

Sever 24 6.6 

Total 362 100.0 

Duration of hospitalization Less than 24hr 183 50.6 

Greater than 24hrs 178 49.2 

Unknown 1 0.3 

Total 362 100.0 

Fig. 2. Bar diagram showing surgical procedure done at ALERT hospital trauma 

center emergency department. 
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t ALERT hospital in Addis Ababa, Ethiopia. The findings of this study

evealed that the most common injury result was a minor injury, which

equired mild medical care (82.3%), followed by mild injury (11%),

nd severe injury, which required intense medical/surgical management

6.6%). 

However, a study conducted at Tikur Anbessa specialized hospital

howed moderate (71%) and severe (14.6%) injuries. A similar study

onducted at Jimma hospital reported that 2.7% presented as severe,

1.3% moderate, and 26% as minor injuries) ( 13 ). The difference be-
481 
ween these three hospitals could be explained by possible differences

sed to define moderate or severe injury in the respective studies. 

This study found that among the total 24 (6.6 %) severely injured

alf patients, 12 (50%) were transported by taxi and private vehicle,

hile the remaining 12 (50%) were transported and arrived at the hos-

ital by ambulance. The findings from this study also support the state-

ent that Addis Ababa Ethiopia, like other poor African nations, has

 poor, unplanned, and fragmented pre-hospital care system ( 14 ). And

ower and has greater variation than a study done at Menelik Memo-

ial hospital 72.7% ( 12 ) The difference can be explained by the fact

hat Menelik II memorial hospital is close to the Addis Ababa fire and

mergency center, which means that more patients are referred to the

ospital by the dispatch center than ALERT hospital, which is located

n the city’s point. 

The analysis of the possible causes of severe injuries showed that

2.5% were due to RTAs and 20.8% were due to falls accidents. A similar

nding was noted by Kifle et al. ( 13 ) which was 49.7% was caused by

TAs, 12.5% by stab injury, and 11.4 % by cut by a sharp tool, whereas

. Tadesse et al. reports RTA (38.3%) followed by interpersonal violence

31.5%) and fall (21.2%) are the possible cause for severe trauma in

ikur Anbessa Specialized Hospital ( 13 ). 

In this study the mortality rate was 3.6%, this implies that a

igher proportion of death is reported at the emergency department

hich is not comparable with the study that was reported from Tikur

nbessa specialized hospital (1.47%), Menelik hospital (1.5%), India

1%), Canada (1.2%), and Korea (0.6%) ( 15–18 ). However, the result

s within the expected worldwide range (0.5%-6%) and much lower

han the study conducted in Dilla hospital (6%), and sub-Saharan Africa

4.2%) ( 7 , 19 ). This inconsistency may be due to variation in the study
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ample, study settings, lack of prehospital care, availability of different

pecialties for trauma care, and lack of Advanced Trauma Life Support

ATLS) and emergency care training among health care workers in this

tudy setting. 

When we looked at the success rates of CPR for patients exclusively

rrested in the ER, we found Return of spontaneous circulation (ROSC)

ates of 23.1%, which is close to the 30.2 % ROSC rate of cardiac ar-

est cases in the ER published by Malaysia University Hospital ( 20 ), but

ower than a prospective observational study of CPR outcomes in the

mergency Department of the Aga Khan University Hospital, Karachi,

akistan that found ROSC rate of 59% ( 21 ). The difference could be due

o sampling size, study design, or setting, and countries are reporting

uccessful cardiac arrest resuscitation to have effective systems in place

o assist and transport patients, including effective point to point com-

unication centers, well-equipped ambulances, and highly skilled and

xperienced prehospital care teams ( 22 ). In Ethiopia, such systems are

ot available ( 13 , 22 , 23 ), which has a significant negative influence on

atient outcomes and, as a result, leads to a low success rate on overall

atient outcomes. 

In this study, the average duration from accident to hospital admis-

ion for total trauma patients was 3 hours, with 11 (84.6%) of arrived

ead at the hospital after 1 hour and the golden hour had gone. which

s lower than the study done in Lusaka, Zambia, where a large percent-

ge of patients arrived within 6 hours of injury (62.2%) ( 25 ), and much

igher than the meantime from accident to hospital admission in the

nited States of America (USA) (64.6 min) ( 26 ), Germany 68 min ( 27 ).

Also, this study revealed that 24% of trauma patients arrived in

he ALERT hospital ER by ambulance. However, almost all trauma pa-

ients arriving at the hospital ER by ambulance were transported from

he health center, private hospital, and other regional hospital settings,

here they may have received resuscitation, not directly from the injury

cene. This is significantly higher than the 20.3% found in a previous

tudy of emergency medical care utilization in Addis Ababa hospitals, in

usaka, Zambia (5.8%) and much lower than in the USA, which reported

82.5%) ( 23–25 ) These differences might be influenced by various vari-

bles, including distance to health-care facilities, the idea that private

ar and taxi is faster, or a lack of awareness of the Emergency Med-

cal Service (EMS) contact number. More work is needed to promote

wareness about using emergency medical services to transport trauma

atients to hospitals. 

As a result of the Fisher’s exact test model, this study found that

TA, Head injury, polytrauma, severely injured and those patient with

PR is statistically highly associated factor for mortality than other vari-

bles (p-value = 0.002, < 0.001, < 0.001, < 0.001, < 0.001) respectively.

n the United Kingdom (UK), using the chi-square test model trauma

atient’s mortality or improvement is significantly associated with the

lasgow coma scale (GCS), age, and respiratory rate ( 28 ). A study done

n Germany due to the logistic regression model found that shock and

leeding variables and age were strongly predictive of mortality ( 27 ).

he difference might be attributable to the association model they uti-

ized, the number of trauma patients, data availability, and the analytic

pproach. 

In this study interpersonal violence is the most common accident

hat brings people to the emergency department, accounting for 31.8

 of all emergency room visits, most violence occurred towards males

87%) who were younger aged between 24-33 and 34.8% of those who

re alcoholics and intoxicated at the time of trauma, which is compara-

le with a study done in Ethiopia, Mekelle public hospital (31.1%), in

thiopian, Gedeo Dilla hospital (30.1%), Lusaka, Zambia (38.2%) and

ave a greater variation to a study done at Tikur Anbessa specialized

ospital (20%), and South Africa (20.9%), ( 9 , 29 , 25 , 30 , 31 ). The differ-

nces might be related to referrals from health centers, where most low-

cuity triage referrals are sent to hospitals for medico-legal paperwork

nd certification purposes rather than therapeutic care, which physi-

ians can only provide. 
482 
Road traffic injuries accounted for 30.7% of all injuries, which is

reater than the 14.1% reported by Mekelle Public Hospital and, but

ar lower than the 36.5% reported by Menelik II Specialized Hospi-

al, 49.1% Tikur Anbessa and Yekatit 12 hospital, 47.3% reported by

edio Dilla Hospital and India 75% ( 9 , 16 , 32 , 29 , 17 ). RTA was the pri-

ary cause of mortality in this study (92.3%), which is greater than

he study published in Ethiopian University Hospitals (52.2%) ( 19 ), and

audi Arabia (60%) of patients died in road traffic accidents ( 33 ). Vari-

tion in RTA prevalence might be attributable to research sample size,

eographical location of the research setting, and death from RTA is

uch higher related to multi-factorial, which might be explained by

atients presenting with traffic-related injuries being more severe than

ther mechanisms of trauma. 

onclusion 

The two most frequent causes of injuries were IPV and road traf-

c accidents, with most trauma victims being young and greater than

0 % not receiving emergency care. There is a need to have urgent in-

ury prevention and management strategies and establish a Prehospital

mergency Medical Service System. The findings of this study are antic-

pated to contribute to providing clear and convincing support for the

inistry of Health to enhance prehospital care service as well as alarm

he road safety authority and traffic management to act on road safety

nd the use of safety measures in the three-wheeler/Bajaj transportation

ystem. Future studies can be directed to pre-hospital access and long-

erm follow-up outcomes of injury victims to account for exact mortality

nd morbidity due to such unfortunate events. 

imitations 

The findings of this study rely on secondary data, as most retrospec-

ive studies are, for this reason incomplete or missed patient information

n the chart might not accurately reflect trauma patients’ mortality. The

ther limitation was that the design we employed was limited to in-

estigate prehospital factors more reliably hence, most fatalities which

ight have occurred at the scene of the accident might be underrep-

esented, necessitating further collaborative prospective researches and

urveillance-based approaches. 

issemination of results 

The findings of this study were presented to Addis Ababa University

ollege of Health Science as partial fulfillment of the requirements for

 Master’s degree by the corresponding author in his thesis research.

he comments from internal and external evaluators during the thesis

resentation were critically appraised and reviewed. The results of this

tudy were also shared with the staff members of the ALERT comprehen-

ive specialized hospital and the Emergency Directorate of the Ministry

f Health. 
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