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ABSTRACT

Background: Emergency department provides timely intervention for patients with
life-threatening emergency medical and surgical conditions. This is possible through
the support and involvement of families or caregivers during clinical evaluation and
management. However, in some cases, patients present to the emergency depart-
ment alone or with other agents, such as police or passersby, making their presence
during the patient's emergency stay impractical. Understanding the clinical charac-
teristics and outcomes of patients managed without attendants is important for
optimizing emergency care delivery and informing health care planning. This study
assesses the prevalence, clinical profile, and outcomes of patients without attend-
ants in selected governmental hospitals of Addis Ababa.

Methods: A prospective cross-sectional study was conducted from August 1 to No-
vember 1, 2025, in selected governmental hospitals of Addis Ababa. After obtaining
ethical clearance, data were collected by trained personnel from patients using a
data extraction tool and a questionnaire from patient documents/EMR. Data were
cleaned and exported to SPSS version 26.

Descriptive statistics, including frequencies and percentages, were generated for the
prevalence, clinical profile, and outcomes of patients without an attendant at emer-
gency department admissions. Considering a p-value <0.05 with a 95% confidence
interval, a logistic regression model was conducted to assess the strength of associ-
ation between major outcomes and the clinical profile of patients without attend-
ants.

Results: One hundred thirty-seven (79.2%) participants were male. The median age
was 35 years (IQR: 25-46). The prevalence of patients without attendants was
2.57%. The median length of stay was 11.2 days (IQR: 5.6-19.7). Thirty-four (19.6%)
patients died. Male sex, high-acuity triage category (red and orange), and patients
with ventilatory and vasopressor support were significantly associated with patient
mortality.

Conclusion: Length of stay and mortality among patients without attendants are
higher than standard ED benchmarks. Mortality is significantly associated with male
sex, high-acuity triage category,and patients with ventilatory and vasopressor sup-
port.
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1. Introduction

The Emergency Department (ED) is where lifesav-
ing and critical interventions are provided to criti-
cally ill patients who depend on coordinated ef-
forts involving health care providers, family
members, or attendants, along with a well-
prepared emergency setup. Y Emergency care
can be overwhelmed if any of these components
are missing. @

In most cases, patients arrive at the ED with rela-
tives or caregivers who support care by sharing
important clinical information, obtaining medica-
tions and supplies, assisting with payments, facili-
tating transfers, and helping during discharge
processes. 3> Their involvement plays an im-
portant role in ensuring smooth patient manage-
ment and workflow in the ED.

Patients without attendants (PWOA), defined in
this study as patients who remain alone in the ED
without support from family members or caregiv-
ers until their outcome is determined, represent
an increasingly recognized public health concern
in many countries. 7 Globally, although no com-
prehensive data exist on the prevalence of adults
without caregivers or family who are admitted
and treated in the ED alone, estimates vary wide-
ly by region, health care system, and de-
mographics; most studies have focused on pedi-
atric and elderly cohorts, where unaccompanied
rates may reach as high as 68% (8—10). In con-
trast, some single-center studies have shown
much lower prevalence of 0.0007% in Turkey and
0.4% in Nepal and the USA. (%1112

Studies have shown that such patients experience
impacts on patient flow and morbidity, including
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prolonged length of stay (LOS) and death, in both
busy emergency and non-emergency settings.
(17.13) \iyInerable groups including the elderly, in-
dividuals with disabilities, and those from distant
or marginalized communities are disproportion-
ately affected. ! This burden is greater in

countries lacking strong social security services.
(16)

In our setting, little is known about the burden,
clinical profile, and outcomes of PWOA. There-
fore, this study aims to determine the prevalence,
clinical characteristics, outcomes, and predictors
of adverse outcomes among these patients. The
findings would provide local estimates of the
problem and help identify high-risk groups that
may benefit from targeted interventions and im-
proved support systems.

The primary beneficiaries of this study are PWOA
themselves, who will receive faster, safer, and
more organized care as a result of the evidence
generated. This study also helps health care pro-
viders by identifying gaps in assessment, decision-
making, and patient flow, allowing ED teams to
design clearer protocols for managing unaccom-
panied patients. Hospital administrators may use
these findings to improve resource planning, in-
cluding the need for stronger social work support,
patient navigation services, or a dedicated sup-
port system. In addition, the results can inform
regional and national policies aimed at improving
the safety, equity, and quality of care for this vul-
nerable patient group.

2. Materials and methods

Study setting and period
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This study was conducted at Tikur Anbesa Special-
ized Hospital (TASH) and Zewditu Memorial Hos-
pital (ZMH) from August 1 to November 1, 2025.
Both hospitals are located in Addis Ababa, the
capital city of Ethiopia, in the central part of the
country (17).

Study design

A prospective cross-sectional study was conduct-
ed within the specified data collection period.

Population

Source population: All patients who visited the ED
of governmental hospitals in Addis Ababa during
the study period.

Study population: All patients who presented to
the TASH and ZMH ED without an attendant dur-
ing the data collection period and who fulfilled
the inclusion criteria.

Sampling/study unit: Individuals who presented
at the TASH and ZMH ED during the data collec-
tion period, fulfilled the inclusion criteria, and
volunteered to participate in the study.

Eligibility criteria
Inclusion criteria: All patients aged 213 years who
visited the ED without an attendant, or who came

with an attendant but left unattended before the
patient outcome, were included.

Exclusion criteria:

Patients who acquired a family member or care-
giver after ED admission or during ED stay

Repeated visits by the same patient during the
study period

Sample size determination and sampling tech-
nique

A consecutive sampling method was used; pa-
tients were enrolled based on arrival within the
study period until the calculated sample size was
reached.
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The sample size was calculated using the single
population proportion formula, based on a mor-
tality rate of 10.9% among PWOA reported in a
Nepali hospital-based study (5), estimating an
initial sample size of 150. After adjusting for a
10% non-response rate, the final sample size was
167.

The sample size was also designed to ensure suf-
ficient statistical power for multivariate logistic
regression analysis of predictors of mortality
among PWOA in the ED. Using an expected mor-
tality of 47% among unattended patients report-
ed in a previous study (18) and the events-per-
variable (EPV) rule, the required sample size was
calculated as 213. During the study period, 205
PWOA visited the two EDs, of whom 32 were ex-
cluded, leaving 173 eligible patients enrolled in
the study. Full details are provided in the supple-
mentary information.

Study variables

Independent variables: Socio-demographic char-
acteristics, baseline characteristics, and initial
clinical characteristics.

Dependent variables: Length of stay (LOS) and
mortality.

Operational definitions

PWOA: any patient visiting the ED by self, re-
ferred from a nearby health institution without a
significant other, or brought by non-attendants
such as police or passersby, who has no caretaker
until a final clinical outcome is reached; or any
patient brought by family or friends but left unat-
tended until the outcome is determined.

Adult population: any patient aged 213 years, as
our setting accepts and treats patients aged 13
years and above.

LOS: total time a patient stayed in the ED and/or,
if admitted to wards or the ICU, the total time the
patient stayed in the hospital.
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High-acuity patients: patients triaged as red or
orange under the ED triage system.

Low-acuity patients: patients triaged as yellow or
green under the ED triage system.

Conscious patients: those with a Glasgow Coma
Scale (GCS) of 15 at initial clinical assessment.

Impaired level of consciousness (LOC): patients
with a GCS <14 at initial clinical assessment.

Data collection tools and procedures

A data collection tool (questionnaire and check-
list) was developed after reviewing multiple stud-
ies and a standardized emergency care assess-
ment tool (19-21). Key variables, definitions, and
measurement items were adapted from previous-
ly published literature and modified to fit the
study context (see supplementary Annex 2: Data
collection tool).

Data quality management

Data were collected by trained nurses, and the
investigator closely supervised the data collection
process. Collected data were checked for com-
pleteness before entry. Records were excluded if
the primary outcome or a key predictor variable
was missing; records with more than 20% missing
data for other variables were discarded.

Data processing and analysis

Data were collected using Google Forms and ex-
ported to SPSS version 26 for analysis. Descriptive
statistics were used to determine the prevalence,
clinical characteristics, and outcomes of PWOA.
Death and LOS were also compared with the gen-
eral ED population during the same period.

Regression analyses were performed for key out-
comes. Variables with a univariate p<0.2, based
on clinical relevance, were entered into the mul-
tivariable model. Collinearity was assessed using
tolerance and variance inflation factor (VIF) val-
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ues. Model fit was assessed using the Hosmer—
Lemeshow goodness-of-fit test (p>0.05 consid-
ered a good fit). Associations are expressed as
odds ratios (OR). Some independent variables
were regrouped, recoded, and dichotomized for
sample adequacy and ease of analysis, with cutoff
points selected based on clinical relevance, prior
literature, or data distribution (11,12,22). Hospi-
tal-level effects were assessed separately for
TASH and ZMH using sensitivity analysis. Variables
with more than 10% missing or unknown values
were excluded. Results are presented in tables,
charts, and graphs.

Ethical statement

Data collection commenced after obtaining ap-
proval from the Department of Emergency and
Critical Care Medicine (Ref. No. 487/17) and the
Addis Ababa Health Bureau Research Institutional
Review Board (IRB) (Ref. No. A.A/Gov/21959). An
official letter was submitted to each participating
institution prior to data collection. Given the
emergency nature of the presentation, informed
consent procedures followed the approved IRB
protocol; full ethical declarations are available in
the supplementary information.

3. Results

Socio-demographic characteristics of partici-
pants

A total of 173 eligible patients participated in the
study, with an 86% response rate. Of these, 137
(79.2%) were male. The median age was 35 years
(IQR: 14-56). Forty-seven (27.2%) participants
were unemployed, and 102 (59%) were single. A
total of 97 (56%) participants had a monthly in-
come below 1,500 birr or an unknown income
(Table 1).

Table 1. Sociodemographic characteristics of patients without an attendant (PWOA) in the selected health institu-

tions of Addis Ababa, Ethiopia (N=173)
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Variable Category Frequency (N=173) Percentage
Hospital TASH 90 52.0%
ZMH 83 48.0%
Gender Female 36 20.8%
Male 137 79.2%
Age (years) 13-17 13 7.5%
18-39 90 52.0%
40-59 51 29.5%
60-79 19 11.0%
Place of living Addis Ababa 152 87.9%
Out of Addis Ababa 19 11.0%
Unknown 2 1.2%
Married 43 24.9%
Marital status Divorced 3 1.7%
Single 102 59.0%
Unknown 17 9.8%
Widowed 8 4.6%
Educational status Basic literacy (read/write) 29 16.8%
llliterate 38 17.9%
Primary education 66 38.1%
Secondary education 16 26.6%
Higher education 1 0.57%
Unknown 23 13.3%
Monthly earnings (birr) <1500 30 17.3%
1501-3000 41 23.7%
3001-9000 35 20.2%
Unknown 67 38.7%

rived by ambulance. Treatment had been given at
the referring institution for 144 (83.2%) patients.
On arrival, 63 (36.4%) patients were triaged as
red and 52 (30.1%) as orange (Table 2).

Baseline clinical characteristics of patients

A total of 146 (84.3%) patients were referred
from a nearby health center, and 147 (84.9%) ar-

Table 2. Distribution of PWOA by baseline clinical information, Addis Ababa, Ethiopia, 2025 (N=173)

Variable Category Frequency (N=173) Percentage
Chief complaint CNS 35 20.8%
Fever and headache 68 38.8%
Gl 17 9.8%
Skin/MSS 6 3.5%
Non-specific 7 4.1%
Respiratory 24 13.9%
Sexual assault 2 1.2%
Trauma 12 6.9%
Mode of arrival Ambulance 147 84.9%
On foot/people's shoulder 21 12.1%
Private car/taxi 3 1.76%
Unknown 2 1.2%
Source of referral Public health center 146 84.3%
Other public hospitals 7 7.14%
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Private health facility
Self/other

Family member
Friends/neighbor

Health professional
Passerby

Police

Self

Prevalence and nature of Emergency Depart-

ment admissions

Patient brought by

During the 3-month data collection period, 6,715
patients visited the ED of both institutions; 173
PWOA were identified and included in the study,
giving a prevalence of 2.57%. Seventy-two

(41.6%) patients were transported to the hospital

1

19
19
25
72
6

26
25

0.6%

10.98%

11%

14.5%

41.6%

3.5%

15.0%

14.5%
by health professionals alone, while 26 (15%)
were brought by police. The top three causes of
ED admission were febrile illness (relapsing fever)
and related complications, 99 (54.3%); trauma
and related conditions, 33 (19%); and respiratory
tract infection and related conditions, 10 (5.8%)

(Figure 1).

Disease Frequency for ED admission

Febrile illness with complications
Trauma/burn related complications
RVI and complication

Respiratory (Asthma/Pneumonia)

Dis
ea Cardiovascular
$€ Toxic ingestion and related complications
:,‘; Gl (AGE, UGIB..)
s Endocrine (DKA/Hypo)
Neurology/seizure
Psychiatry
Sexual assault
Skin/Wound
Hematology

R, 5/, 30,
I 15,10 %
. ;509

4.00%
— 3.50%

2.90%
85309
8,705
1.70%
B 170%
0 120%
1.20%

0.60 %

20 40 60 100

Disease frequency

80

Figure 1. Disease frequency of PWOA admitted in the selected health institution of Addis Ababa, Ethi-
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Table 3. Patient disease characteristics, emergency care, and outcomes for PWOA after admission, Addis Ababa,

Ethiopia
Variable Category Frequency
Treatment at referring hospital Yes 130
No 43
Intervention post-referral Medical 132
Surgical 7
Both 34
Needs ventilatory support Yes 33
No 136
Needs vasopressor support Yes 56
No 117
Patient outcome Discharged from ED 71
Died at ED/ICU 34
Remained in ED 9
Admitted and discharged (ward/ICU) 40
Transferred elsewhere 12
Discharged AMA 7
Length of stay <24 hours 10
224 hours 163

Patient outcome

Percentage
75.14%
24.86%
76.3%
4.0%
19.7%
19%
81%
32.36%
67.64%
41.0%
19.6%
5.2%
23.1%
6.9%
4.0%
5.8%
94.2%

Among all PWOA seen over the 3 months, 34 (19.6%) died, including 26 (15%) who died in the ED. Seven-
ty-one (41%) were discharged from the ED; 32 (18.5%) and 18 (9.2%) were admitted to the ward and ICU,
respectively, and 8 (4.6%) were admitted to and died in the ICU (Table 3). Regarding LOS, only 10 (5.8%)
patients stayed less than 24 hours, while 23 (13.3%) stayed longer than one month. LOS was right-skewed

and is presented as median (IQR): 11.2 days (IQR: 5.6—19.7) (Figure 2).

Figure 2: Showing LOS of PWOA in the selected health institution of Addis Ababa Addis Ababa, Ethiopia.

Factors affecting outcomes of patients without Table 4 shows the association between predictor

attendants variables and mortality. All predictors had ac-
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ceptable tolerance (0.4-0.9) and VIF (1.2-2.5)
values, indicating no multicollinearity. The logistic
regression model showed good fit (Hosmer—
Lemeshow x2 = 5.8, df = 8, p = 0.66) and ex-

plained 54.4% of the outcome variance. Variables

with p<0.2 in binary regression were entered into
the multivariate model.
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Table 4. Association of socio-demographic and clinical characteristics with patient outcome (death) among PWOA,

Addis Ababa, Ethiopia

Variable Category Alive n(%) Deathn(%) COR (95%Cl) AOR (95% Cl)
Age <35 76 (54.7%) 10(29.4%) 1 1

235 63 (45.3%) 24 (70.6%) 2.90 (1.29-6.50) 1.44 (0.54-3.85)
Gender Female 34 (24.5%) 1(2.9%) 1 1

Male 105 (75.5%) 33(97.1%) 10.69 (1.4— 10.2 (1.1-100)

81.09)

Living condition With someone else 113 (81.3%) 25(73.5%) 1 1

Alone 26 (18.7%) 9(26.5%)  0.86(0.75-0.99) 3.28 (0.96-11.9)
Triage category Low acuity 57 (41%) 1(2.9%) 1 1

High acuity 82 (59%) 33(97.1%) 25.0(3.0-167) 6.25(1.7-14.3)
Chronic medical illness Yes 41 (29.5%) 14 (41.2%) 1 1

No 73(70.5%)  20(58.5%) 1.52(1.02-2.26) 1.74 (0.99-3.04)
Level of consciousness on arri- Conscious 42 (30.2%) 17 (50%) 1 1
val Impaired LOC 97 (69.8%) 17 (50%) 0.43 (0.20-0.93) 0.94 (0.36-2.50)
Time to start of treatment Immediate (<10 27 (19.4%) 15(44.1%) 1 1

min)
Late (210 min)

112 (80.6%) 19 (55.9%) 0.305 (0.14—

0.56 (0.18-1.70)

0.68)
Ventilator support given Yes 9(6.5%) 24(70.6%) 0.001 34.67(12.75-
94.26)
No 130(93.5%) 10(29.4%) 1 1
Vasopressor support given Yes 27(19.4%) 29(85.3%) 0.001 24.06(8.52-67.93)
No 112(80.6%) 5(14.7%) 1 1

Of the total deaths, 33 (97.1%) were male, and 1
(2.9%) was female; males had 10.2 times higher
odds of death compared with females (AOR: 10.2,
95% Cl: 1.1-100, p<0.02). Similarly, 33 (97.1%)
deaths occurred in the high-acuity group, who
were 6.25 times more likely to die than the low-
acuity group (AOR: 6.25, 95% ClI: 1.7-14.3,
p<0.014).

Even though they are mediator variables, the two
variables; patients who were given invasive venti-
latory support (AOR: 0.036, 95% Cl: 0.006- 0.219,
P<0.001) and vasopressor support (AOR: 0.05,
95% Cl: 0.10- 0.266, P<0.001), were significantly
associated with patient outcomes.

Patients without chronic illness had higher odds
of death (AOR: 1.74, 95% Cl: 0.99-3.04, p<0.053),

approaching statistical significance. Living alone
was similarly associated with an increased likeli-
hood of death (AOR: 3.28, 95% Cl: 0.96-11.9,
p<0.057), also approaching significance.

Sensitivity analysis

Site-specific sensitivity analysis did not reveal ma-
jor hospital-level variation overall. In TASH, high
acuity triage category, not significant in the
pooled model, became near significant predictor
of mortality (AOR: 1.32, 95% Cl: 0.02-01.02,
p<0.054). No significant associations were ob-
served at ZMH. Other pooled predictors were not
significant in the separate hospital-level analyses

(see  supplementary material) Table 5).
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Table 5. Sensitivity analysis of socio-demographic and clinical predictors of mortality among
PWOA patients, Addis Ababa, Ethiopia

Sensitivity variables
Analysis

TASH

Patients Patient tri-

age

Chronic
medical
illness

Intervention
patient re-
ceived

LOC on arri-
val

Time be-
tween arri-
val and start
of treat-
ment

Gender

Chronic
medical
condition

ZMH
Patients

Patient Ar-
rival to
treatment
initiation

Category

Low acuity
High acuity

Yes

No

Medical

Medical and
surgical

Conscious

Impaired
LOC

Late

(>=10
minutes)
Immediate
(<10
minutes)
Female

Male

Yes

No

Immediate
(<10
minutes)
Late

(>=10
minutes)

Out come

Alive

32(45.1%)

39(54.9%)

30(42.3%)

41(57.7%)

51(71.8%)

15(21,1%)

20(28.2%)

51(71.8%)

60(84.5%)

11(15.5%)

15(22.1%)

53(77.9%)

11(16.2%)

57(83.8%)

16(23.5%)

52(76.5%)

Death

1(5.3%)
18(94.7%)

10(52.6%)

9(47.4%)

17(89.5%)

2(10.5%)

11(57.9%)

8(42.1%)

11(57.9%)

8(42.1%)

1(6.7%)

14(93.3%)

4(26.7%)

11(73,3%)

7(46.7%)

8(53.3%)

Crude Odds Ratio
Sig. COR
(95% Cl)

1 1

0.01 0.07(0.09-
0.54)

1 1
1.69(0.96-

0.07 2.97)

1 1
2.5(0.52-

0.20 12.06)

1 1
0.29(0.1-

0.01 0.83)

1 1
0.25(0.08-

0.01 0.77)

1 1
3.96(0.48-

0.20 32.62)

1 1
0.12(0.03-

0.02 0.46)

1 1
0.35(0.11-

0.08 12)

10Solomon Tegene; PAJEC. Vol. 4; No. 2; September 2026

Adjusted Odds Ratio
Sig. AOR
(95% ClI)
1 1
0.054 1.32(0.02-
1 1
1.36(0.60-
0.45
3.07)
1
3.16(0.49-
0.23
20.38)
1 1
0.13(0.02-
0.07
1.20)
1
1
0.44(0.08-
0.34
2.38)
1 1
3.88(0.45-
0.22
33.54)
1 1
1.53(0.77-
0.23
3.02)
1
1
0.38(0.09-
0.18
1.55)
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Discussion

Over the 3-month study period, we identified 173
PWOA cases, accounting for 2.57% of 6,715 ED
visits. This figure is similar to rates reported in
pediatric and youth populations (2-3%) 9, but
higher than findings from Nepal, Turkey, and the
USA. 1823 This variation likely reflects differ-
ences in population characteristics, socioeconom-
ic conditions, disease burden, and access to social
support systems. It may also highlight how local
health system structure, institutional policies, and
emergency response systems can influence who is
classified as PWOA. ?¥ In addition, comparisons
across studies are challenging because the defini-
tion of PWOA is not uniform and may encompass
different groups, including unidentified and un-
conscious patients, unrepresented adults, socially
isolated individuals, patients isolated from family

during the COVID-19 era, and similar terms.
(5,6,11,16)

Most PWOA in our study presented with febrile
iliness, mainly relapsing fever (54.3%), followed
by trauma-related conditions (19.1%). This pat-
tern differs from reports in India, Brazil, Japan,
and Canada, where trauma, substance use, psy-
chiatric conditions, and chronic disease complica-
tions are more common. “!318 This difference
may reflect local epidemiology and the seasonal,
recurrent nature of relapsing fever in our setting
compared with other regions.

Regarding outcomes, the main measures assessed
were mortality and LOS. Overall mortality among
PWOA was 19.6%, accounting for 11.7% of all ED
deaths during the study period. This rate is higher
than reported in some studies, 18232 but similar
to others. ) The variation may relate to differ-
ences in social vulnerability, prehospital care, dis-
ease severity at presentation, and study design.

PAJEC

Compared with unpublished monthly audit data,
the overall ED mortality rate within 24 hours at
the respective institutions was approximately
0.6%, while the overall ED mortality rate during
the data collection period was 3.85%. This un-
published finding is comparable to some studies;
(23.26) however, our study found significantly high-
er mortality among PWOA, consistent with other

reports. 2728

As shown in the results, death was significantly
associated with male gender, high-acuity triage
category, patients with ventilatory and vasopres-
sor support which is consistent with several other
studies. ?7?°3Y |n contrast, our findings differ
from studies where older age, rural residence,
non-communicable disease status, and language
barriers among foreign patients were strongly
associated with mortality. 3233

Although living alone was not statistically signifi-
cant, the effect size was large, suggesting a clini-
cally meaningful increase in risk. Similarly, chronic

medical illness showed a borderline association
with outcome, with the result falling slightly
above the conventional significance threshold
(p=0.053). The direction and magnitude of this
effect are consistent with existing literature
showing worse outcomes among patients with

chronic illness. (6:2834-36)

Although the pooled model identified four signifi-
cant predictors of mortality, hospital-level sensi-
tivity analysis revealed heterogeneity across sites;
neither hospital individually reproduced a signifi-
cant association with the outcome variable,
though TASH patients showed a near-significant
association with LOC. This variation may reflect
smaller hospital-level sample sizes reducing sta-
tistical power, differences in patient case mix,
severity, and referral patterns, variability in clini-
cal practice, and differences in resource availabil-
ity.

The other key outcome examined was LOS, de-
fined as total ED boarding and inpatient stay,
which was markedly prolonged among PWOA
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relative to ED standards. Nearly 94.2% of patients
stayed longer than 24 hours, and 28.5% remained
hospitalized for more than two weeks. The medi-
an LOS was 11.2 days (IQR: 5.6—19.7), substantial-
ly higher than standard ED expectations. While
this contrasts with some studies, ?>3”) it is con-
sistent with reports from Ethiopia and South Afri-
ca. ®83) prolonged stays in our setting may relate
to bed shortages, limited isolation capacity, se-
vere illness requiring ICU care, and social chal-
lenges that delay discharge or transfer to support-
ive facilities.

Strengths and limitations

This study may be one of the few in our setting to
evaluate the prevalence, clinical profile, and out-
comes of this patient group and provides a base-
line for future research. The participating institu-
tions are major referral centers for this popula-
tion, so the findings may reflect one estimate of
burden, although broader multicenter studies are
still needed.

This study has several limitations, including a rela-
tively small sample size and lower-than-expected
mortality, which reduced statistical power and
precision and widened confidence intervals. Data
collection was constrained by time and resources,
limiting the number of sites included. The ab-
sence of a matched comparison group may intro-
duce confounding from unmeasured factors, such
as staff workload and institutional care processes,
which may have influenced patient outcomes.

4. Conclusion and recommendations

This study reported the prevalence of patients
without attendants in emergency departments at
major specialized hospitals in Addis Ababa. Mor-
tality in this group is significant compared with
the overall ED population, and length of stay is
markedly prolonged. Mortality was significantly
associated with male sex and high-acuity triage
category, in patients with ventilatory support and
patients with vasopressor support.

PAJEC

These findings support targeted protocols,
stronger social work and patient identification
support, and improved resource planning for un-
accompanied patients in emergency care settings.
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