A 5 month audit and outcomes at
Mt Hagen Provincial Hospital
Pediatric Department



AIMS

* This study aims to look at the outcomes
following the implementation of regular
systematic death reviews at Hagen Hospital
pediatric unit over a 5 month period.



Auditing

* The systematic and critical analysis of the
quality of medical care including the
procedures used for diagnosis and treatment,
the use of resources and the resulting
outcome|[1]

* Something that has been lacking
e Effective tool to improve quality



The Audit Cycle

|dentify cases

Monitor Collect
and evaluate information
: Implement |dentify causes of
action plans, make
death or adverse event.
changes

|dentify modifiable factors

Recommend
solutions and actions [5]



Mt Hagen Hospital

More than 3000 admissions last year
Clinical governance meetings started in 2016
Audits formally carried out monthly in 2018.

Audit carried out patients in COPD, SCN and
main Pediatric ward



Methods

Weekly death reviews-3 registrars and SMO

All deaths required to have been signed and WHO
death reporting form filled.

All avoidable deaths and special points of
mention compiled to be discussed

Selected perinatal deaths discussed with the O&G
team.



 Modifiable factors categorised Public Health
Factors, Home factors, Hospital Factors

* All points made during meets summarised
into action summary form.






V] [OOWHP20811]

Female, DOB 21/05/17. Died 08/05/19

Residing; Anglimp, Originally from Enga

Admitted; 02/5/19

Weight; 8.5Kg WFA; <-2

Cause of death; Hypoglycemia, Hypothermia. SAM

PC; >1/12 recurrent watery stools, appetite loss



Presented multiple times to COPD and local health centre for

diarrhea, symptoms persisted.

Dehydrated on exam, absent tears, slow capillary refill. Puffy,

bipedal oedema and swollen face.

Inx; FBE; WCC increased, Hb 7.3 g/d| (microcytic, hypochromic),

low platelets.

Rx; Initial; Amoxyl, Gentamycin, then Ceftriaxone. TB FDC started
after CXR showed patchy infiltrates.F75 milk feeds started on the

4/05 after diarrhea settled.



Population Health Factors
Mum not on any family planning.

Boiling water education with Hygiene and
sanitation measures.

Home Factors;

Neglected child (mother 4/12 pregnant, left
child with grandmother). Early weaning at
5/12 and started on solids 3/12.

Parents separated.

Exposed to PTB at home. Grandmother’s
sister diagnosed with PTB. Overcrowding.



Hospital Factors;

Early admission may have prevented death
UECs unavailable at the time, No BSL regular.
No heaters available in ward 6.



Results

Had 5 month unit audits, 12 weekly death
reviews, 1 peri-natal death audit

Total of 1856 admissions. (658 SCN)
Total of 84 deaths (50 SCN)
59 deemed Unavoidable (37 SCN)

Overall mortality rate 4.52%
— Ward 6-2.83%
— SCN- 7.59%



5 Month MR by months

March

Apriil 238 4 168 137 11 802 375 15 4
May 216 10 462 144 13 902 360 23 6.38
June 246 6 243 128 8 625 374 14 3.74

July 221 6 271 110 9 818 331 15 4.53

totaL 1198 34 2.83 658 50 7.591856 84 4.52
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CASE FATALITY RATES
- TotalDeaths  Total AdmissionsMR
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Modifiable factors identified

Delayed presentation 19
nsufficient diagnostic and therapeutic 18
Home delivery 14

nsufficient investigations 8
Water supply 7

Unbooked 6
Readmissions 5



Action plans-Ward Level

Improved antibiotic stewardship

More relevant information at admissions,
recording

Investigations only where appropriate
Acquire heaters, improved monitoring
Avoid overnight discharges

Cord care in Newborns



Action Plans
* RVI exposed children-Working to have
Virology done locally, less time waiting
* Running HIV clinics with Hilary Clinic

e Extension of Burnett institute chlorhexidine
research to include -Cord care



Discussion

Sometimes meetings not carried out weekly
Staff shortage
Peri-natal audits

Include other members; pharmacists, lab
scientists, records

Assessment and follow up outcomes of action
plans



Conclusion

* Auditing a vital tool to improve quality of
patient care

* Needs commitment, good available data.

* Provides credible grounds for which action can
be taken
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