
Journal of Infectious Diseases and Research	
JIDR, 5(2): 259-265 
www.scitcentral.com ISSN: 2688-6537

Original Research Article: Open Access 

SciTech Central Inc. 

J Infect Dis Res (JIDR) 259 

 

Clinical Presentation, Comorbidities and Outcomes among COVID-19 
Patients Admitted at The Isolation and Treatment Centre, Amachara, Abia 

State, Nigeria 

Ijeoma Nduka* 
*Abia State University, Uturu, Nigeria. 

Received January 27, 2022; Revised February 18, 2022; Accepted February 21, 2022 

ABSTRACT 

Introduction: Corona virus; the organism causing COVID-19 was discovered in Wuhan China in 2019. It was declared a 
pandemic by the World Health Organization on March 11, 2020. The spread, severity and mortality cut across countries of 
the world. Nigeria reported cases of COVID-19 in varying degrees with recorded mortalities. All 36 states in Nigeria have 
cases and deaths though the overall deaths in the country is low. The objectives of this study were to describe the patterns of 
clinical presentation, co-morbidities and outcomes of COVID-19 among patients that presented at the isolation and treatment 
center, Amachara- Abia state, Nigeria. 

Materials and Methods: This was a descriptive cross-sectional study using existing data of 337 patients admitted at the 
isolation and treatment center, Amachara in Abia state, Nigeria between May to December, 2020. Data was collected on age, 
sex, occupation, clinical signs and symptoms, co-morbidities and outcomes. Data was analyzed using SPSS version 23.0 and 
presented in tables. 

Results: Ninety-six (28.5%) patients were 21-30 years of age, 10 (3.0%) were between 1-10 years while 5 (1.5%) were more 
than 80 years of age. Two hundred and ten patients (62.3%) were males while 127 (37.7%) were females. One hundred and 
fifty-seven patients (46.6%) lived in the rural areas of the state. Out of the 337 patients, 150 (44.5%) presented with 
symptoms while 187 (55.5%) were asymptomatic. Clinical presentations of patients included; weakness (100%), loss of taste 
and smell, 20 (5.9%), fever 125 (37.1%), catarrh 48 (14.2%), cough 114 (33.8%), difficulty in breathing 66 (19.6%), 
headache 37 (11.0%). Patients with co-morbidities were 28 (8.3%) for hypertension and 7 (2.1%) diabetics. There were 3 
(0.9%) deaths of whom all had hypertension and diabetes. 

Conclusion: COVID-19 affected all age groups from this study. Symptoms of COVID-19 are non-specific presenting like 
malaise and respiratory infections. Two out of the three deaths were above 50 years, lived in rural areas. 
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INTRODUCTION 

COVID-19 infection caused by the virus- severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) was first 
discovered in Wuhan China in December 2019 [1]. The 
virus spread across regions and countries of the world [2] 
and within three months of discovery it spread to 113 
countries (WHO, 2020). It was declared a pandemic by the 
World Health Organization on March 11, 2020. Globally, as 
of 2021, the virus had spread to 216 countries with 
221,648,869 confirmed cases and 4,582,338 confirmed 
deaths [3]. The first confirmed case of coronavirus disease in 
Nigeria as declared by the Nigeria Centre for Disease 
Control (NCDC) was on 27 February 2020 [4]. Rapid 
urbanization and increase in international travel were 

attributed to be one of the causes of wide spread of SARS-
CoV-2 globally [5]. International travels into Nigeria were 
banned during the country’s lock down to reduce travelers 
into the Nigeria. This was eased after five weeks and  
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restrictions put in place to check flow of international 
travels. Symptoms of COVID-19 are not specific, presenting 
like symptoms of malaria and respiratory infections. SARS-
CoV-2 is similar to severe acute respiratory syndrome virus 
(SARS-CoV) by 80%, the Middle East respiratory syndrome 
virus (MERS-CoV) by 50% and 96% similar to bat 
coronavirus (RaTG13) [6]. Transmission is airborne from 
person to person. Spread of the virus was thought to be from 
only symptomatic carriers but asymptomatic carriers have 
shown possibility of transmission [7,8]. Time of spread from 
one person to another cannot be determined as the virus is 
known to be contained in droplets from nose and mouth 
even when a person is asymptomatic [9,10]. Severe 
symptoms are more with underlying comorbidities as 
hypertension, cardiovascular disease and diabetes mellitus 
[2,11]. The effect of the virus is seen in all systems of the 
body; the central nervous system, the circulatory system 
resulting in septic shock in some patients and the respiratory 
system most especially [12]. COVID-19 outcome is 
dependent on the severity of infection. Definitive diagnosis 
of COVID-19 by molecular method using RT-PCR is the 
most specific and sensitive. Other laboratory techniques 
such as protein testing, rapid antigen test, cell culture and 
computed tomography also exist for diagnosis of COVID-19 
[13,14]. The control of COVID-19 has been challenging to 
the global health system, individuals and the global 
economy. Health systems of countries have been crippled 
resulting in overwhelming burden to human, material and 
financial resources [15]. Strategies instituted by countries in 
the control of spread of COVID-19 such as lockdowns 
disrupted social, education and economic activities. This 
affected individuals and families [16] as well as placing 
huge economic costs on government and institutions [17]. 
Preventive measures in the spread of COVID-19 as 
recommended by the World Health Organization (WHO) [3] 
are intended to limit spread of the virus. Compliance to non-
pharmacological preventive measures such as limiting 
physical contact, maintaining a 1-2-meter distance, 
handwashing, wearing of facemasks depend on behavioral 
and cultural conditions [18]. Nigeria’s health system was not 
spared by the pandemic. The Federal Government 
constituted a Presidential Task Force on COVID 19 (PTF) 
which coordinated responses both at national and regional 
levels. There were regular updates through the Nigeria 
Centre for Disease Control (NCDC) on cases, deaths and 
rising issues including efforts made in sourcing for vaccines. 
As of September 5th, 2021 a total of 5,001,836 vaccine doses 
have been administered in Nigeria [19]. As part of efforts to 
suppress the spread of the virus, all suspected cases were 
tested, confirmed cases isolated in various isolation centers 
across the country and tracing contacts of confirmed cases. 
Each state established an Emergency Operations Centre 
from where activities were coordinated and reports 
submitted to the Federal Ministry of Health and the NCDC. 
Contrary to predictions, there has been low morbidity and 
mortality of COVID-19 compared to other regions of the 

world [19]. Factors associated with this low data have been 
posited to several hypotheses such as demographic age 
structure of sub-Saharan Africa, lack of long-term care 
facilities, prior exposure to Coronavirus infection, limited 
access to adequate testing, genetic risk factors and effective 
government public health response [20]. Studies conducted 
on clinical presentations of COVID-19 have been from other 
states in Nigeria with scarce reports from Abia state. This 
study therefore adds to the body of literature on clinical 
presentations, comorbidities and outcomes of COVID-19 
patients as documented in Abia state. 

MATERIALS AND METHODS 

Study site 

This study was conducted at the COVID-19 isolation and 
treatment center, Amachara, Umuahia- Abia state, Nigeria. 
Abia state has three isolation centers established during the 
pandemic. These are located in the two major cities of Abia 
state- Aba and Umuahia. Umuahia is Abia state’s capital. 
Abia is a state in the south eastern part of Nigeria. It is 
located along the rail road that lies between Port Harcourt to 
its south and Enugu to its north. Umuahia has a population 
of 359,230 according to 2006 census [21]. The language in 
Umuahia is predominantly Igbo. Residents of Umuahia are a 
mix of civil servants, traders, businesses and farmers. 
Umuahia has two major seasons in the year- raining and dry 
season. The raining season ushers in agricultural activities 
and at this time, there is usually increase in waste generation 
from various activities. The treatment and isolation center 
Amachara are managed by a team of medical and non-
medical personnel. The non-medical are technicians who 
managed the machines and equipment in the center. Patients’ 
admittance was strictly in compliance with the guidelines of 
the NCDC. Diagnosis and treatment were in accordance to 
international guidelines as published by the World Health 
Organization. 

Study design 

This was a descriptive cross-sectional study using 
retrospective data from the facility. 

Study population 

A total of three hundred and thirty-seven (337) case folders 
of patients admitted at the isolation and treatment center, 
Amachara between May and December, 2020 were retrieved 
and used for data collection. 

Inclusion criteria 

All cases tested and confirmed positive by the facility 
laboratory. 

Method of data collection 

Three research assistants were trained for data collection 
bearing in mind objectives of the study and parameters of 
interest. Variables of interest were socio-demographics; age, 
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sex, residence, marital status, occupation. Other variables of 
interest included; comorbidities, presenting complaints, drug 
regimen and treatment outcomes. 

Data Analysis 

Data was analyzed using SPSS version 23.0 software and 
presented in tables. 

Ethical Clearance 

Ethical clearance was obtained from the research and ethics 
committee of Abia state University Teaching Hospital and 

the Department of Community Medicine, Abia state 
University Teaching Hospital. 

RESULTS 

Table 1 shows the socio-demographic characteristics of 
patients. Majority of patients; 96 (28.5%) were between 21-
30 years, 10 (3.0%) were 1-10 years of age while the least 
age group were those above 80 years; 5(1.5%). Two hundred 
and ten patients (62.3%) were males. Out of the 337 patients, 
180 (53.4%) lived in the urban area while 157 (46.6%) lived 
in the rural area. Majority of the patients, 204 (60.5%) were 
married. 

Table 1. Socio-demographic characteristics of patients. 

Variables Frequency (n=337) Percentage (%) 

Age groups (years) 

1-10 10 3.0 

11-20 14 3.9 

21-30 96 28.5 

31-40 76 22.6 

41-50 49 14.6 

51-60 49 14.6 

61-70 23 6.9 

71-80 15 4.5 

>80 5 1.5 

Sex 

Male 210 62.3 

Female 127 37.7 

Residence 

Rural 157 46.6 

Urban 180 53.4 

Marital status 

Single 133 39.5 

Married 204 60.5 

Occupation 

Students 36 10.7 

Business 35 10.4 

Medics 24 7.3 

Lawyer 8 2.4 

Teaching 9 2.7 

Banking 39 11.6 

Farmer 10 3.0 

Public Servant 81 24.3 

Clergy 8 2.4 

Retiree 18 5.4 

Engineer 8 2.4 

Unemployed 58 17.4 



SciTech Central Inc. 

J Infect Dis Res (JIDR) 262 

J Infect Dis Res, 5(2): 259-265   Nduka I 

Table 2 shows the presenting signs and symptom of 
patients. One hundred and fifty patients (44.5%) had 
symptoms while 187 (55.5%) did not have symptoms. All 
patients presented with weakness at the point of admission, 
125 (37.1%) patients had fever while 20 (5.9%) patients had 
loss of taste and smell. Difficulty in breathing was recorded 
in 66 (19.6%) patients. 

Table 2. Presenting signs/symptoms of patients. 

Variable 
Frequency; 

N=337 

Percentage 

(%) 

Presence of 

symptoms 

Yes 150 44.5 

No 187 55.5 

*Presenting

signs/symptoms

Fever 125 37.1 

Catarrh 48 14.2 

Cough 114 33.8 

Weakness 150 100.0 

Loss of taste 20 5.9 

Loss of smell 20 5.9 

Difficulty in 

breathing 
66 19.6 

Headache 37 11.0 

*Multiple responses

Table 3 shows the associated co-morbidities of the patients. 
Twenty-eight (8.3%) patients were hypertensive, 7 (2.1%) 
had Diabetes mellitus, 15 (4.5%) had peptic ulcer. 

Table 3. Associated co-morbidities of patients. 

*Variables
Frequency; 

N=337 
Percentage (%) 

Hypertension 28 8.3 

Diabetes Mellitus 7 2.1 

Peptic ulcer 15 4.5 

Asthma 2 0.6 

Heart disease 9 2.6 

Epilepsy 1 0.3 

*Multiple responses

Table 4 shows oxygen saturation of the patients. More than 
half of the patients, 196 (58.2%) had 96-100% of oxygen 
saturation. Forty-seven (13.9%) patients presented with 66-
70% oxygen saturation capacity. 

Table 4. Oxygen saturation of patients at point of admission. 

Variable 
Frequency; 

N=337 
Percentage (%) 

Oxygen 

saturation (%) 

66-70 47 13.9 

71-75 5 1.5 

76-80 5 1.5 

81-85 2 0.6 

86-90 13 3.9 

91-95 69 20.5 

96-100 196 58.2 

Table 5 shows treatment outcomes of the patients. Only 3 
(0.9%) died while 334 (99.1%) recovered. 

Table 5. Treatment outcomes of patients. 

Variable 
Frequency; 

N=337 
Percentage (%) 

Outcome 

Recovered 334 99.1 

Died 3 0.9 

Table 6 shows socio-demographic characteristics of the 
deceased patients. There were two (2) males and one (1) 
female. They were all hypertensive and diabetic. 

Table 6. Sociodemographic characteristics of the deceased 
patients. 

Variable Deceased 1 Deceased 2 Deceased 3 

Age 59 65 43 

Sex Male Female Male 

Residence Urban Rural Rural 

Co-

morbidities 

Hypertension 

& Diabetes 

mellitus 

Hypertension 

& Diabetes 

mellitus 

Hypertension 

& Diabetes 

mellitus 

DISCUSSION 

This study reviewed the clinical presentation of COVID-19 
among patients in Abia state. Clinical presentations of 
COVID-19 range from asymptomatic to varying degrees of 
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mild, moderate and severe symptoms resulting in death of 
some patients [22,23]. Symptoms may develop within 2-14 
days of exposure to the virus. Symptoms such as fever, 
cough, sore throat, weakness, breathlessness are suggestive 
of COVID-19 infection [24]. In this study, slightly above 
half of the patients, 187 (55.7%) did not have symptoms on 
presentation to the isolation and treatment center. They were 
contacts of symptomatic patients. This result was different 
from a study conducted in Federal Medical Centre Asaba 
where 24% of patients didn’t have symptoms [25]. This 
could be attributed to the number of patients in the study and 
the fact that Amachara isolation center where this study was 
carried out received patients from all over Abia state. Also, 
the isolation center conducted its own laboratory tests 
attracting people from outside Abia state to access the 
facility. Symptoms of patients in this study were fever, 
cough, headache, breathlessness, weakness, loss of taste and 
smell. The commonest complaint was weakness while only 
5% complained of loss of taste and smell at some point in 
the course of the illness. These symptoms are similar 
complaints reported in previous studies as indicative of 
COVID-19 [24, 26-28]. Spread of COVID-19 is not 
dependent on age as seen in this study. From this study, all 
age groups; children, middle aged and the elderly were 
infected with the virus. This was similar to other studies 
reported elsewhere [25,29]. This study result showed a 
higher concentration of infection between ages 21-30 years. 
This finding could be attributed to the fact that this age 
group being youths are students or workers who travel from 
one place to the other. It can also be argued that they are less 
likely to adhere to preventive measures against COVID-19. 
In contrast, a study conducted in China [30] reported a 
higher age exposed to the virus. Severity and mortality of 
COVID-19 infection have previously been documented to be 
higher with increased age, in males than females and in 
patients with medical conditions such as hypertension and 
diabetes mellitus [31]. This study finding showed three 
deaths (0.9%) out of 337 patients. Out of these, two were 
males and a female. They all were both hypertensive and 
diabetic. Another finding from this study similar to other 
studies is increasing age documented to be significantly 
associated with higher mortality [32,33]. In this study, 
53.4% of patients reside in the urban area as against 46.6% 
residing in the rural communities. This is expected with the 
high density of activities in the urban cities resulting in 
movement in and out of the city. Movement of people makes 
it possible for rapid spread of infection. Association of 
population density with spread of COVID-19 was 
demonstrated by Bhadra A et al in their study [34]. They 
discovered a moderate association between increase 
infection and mortality of COVID-19 with population 
density. In contrast to Bhadra A et al, two out of the three 
patients that died lived in rural areas. This finding could be 
attributed to delay in arriving at the isolation centre located 
in the city. This study also showed the deceased were all 
hypertensive and diabetic as reported in earlier studies [31-

34]. Patients with both hypertension and diabetes mellitus 
have higher mortality rate than those with one or no 
underlying health condition [33]. Morgan et al in their study 
revealed poor diabetic control in patients with COVID-19 
resulting in reduced immunity and hence death in those 
patients [35]. As against high mortality predictions in Sub-
Saharan Africa, Nigeria has recorded 3124 deaths as of 
January 2022 since the start of the pandemic [36]. In Abia 
state, Nigeria, this isolation centre has the lowest mortality 
of patients. This finding could be attributed to government 
commitment to reducing effects of the virus in the state. The 
staff of the centre were also fully committed to ensuring 
patients received the best care during their stay at the centre. 
The government placed in check modalities for contact 
tracing with continuous public sensitization on early 
presentation to the isolation and treatment centre as a way to 
quick recovery. From observation, patients who presented 
early to the isolation centre recovered faster than late 
presenters. 

STUDY LIMITATIONS 

Data used was hospital-based which might not be a total 
representation of COVID-19 in Abia state considering 
patients who did not get to hospital and those not tested. 

CONCLUSION 

This study showed clinical presentation and distribution of 
COVID-19 in Abia. Results revealed, all age groups were 
affected by the virus. Recovery from the infection was 
observed to depend on early presentation to the isolation and 
treatment centre. Two of three patients that died were above 
50 years, lived in rural areas while all three had co-
morbidities. 
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