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DISEASE FATALITY RATES Meningitis | 20/1160 0 17.24%

2018

Total Pneumonia = 1202
Total death = 14

Overall Pneumonia CFR =
1.2%
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So what were the possible reasons for this
decline in mortality?

e Regular clinical governance meetings since 2016 and death reviews in
2018

e Staff training particularly SAM and pneumonia
* Acute care bay with adequate oxygen piping
* Changing epidemiology of pneumonia

* Having adequate registrar cover with consistent ward rounds every
day.



Unit Clinical Governance activities

e Commenced 2016.

* regular quarterly reviews of the 7 elements;

* clinical auditing,

* information management,
* Training and education,

* research and development,

* openness and risk management and clinical effectiveness.



Unit activities

* AIP activities,
* hospital trainings was based on skills gap and

* priority areas like IMCI, IYCF,ENNC, SAM, Hospital Care for children,

* identify focal persons to task certain priority activities and with
feedback



Clinical Governance within PHA

* Clinical Governance Committee (2018)
* Change of management structure

e Director Curative - Director Clinical Excellence, Education and
Research
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Standard Agenda

* Sentinel event / adverse event reports (RCA)
* Clinical Audit by Service
e Standard M&M reporting by Service

* Unique service reports e.g. unplanned admission from operating
theatre to ICU

* All deaths
* Clinical Indicator development
* Other Issues



Sentinel events/Critical incidents (Root cause analysis)

e Strong management support for critical incident reporting

Systems approach rather than “blame approach”

Several pathways to reporting

Full and open discussion with aim to support staff

Outcomes lead to improvements in systems, staff training, equipment orders

Reporting pathways —to CEO /Board of PHA and to NDoH

Must involve all facilities within the PHA



Clinical audits

e All clinical units —

* Unit champions

* Monthly audits including M&M
audits

* |ssues
* Clinician apathy
e Audits without action

Audit cycle

Monitor
and evaluate

Implement
action plans, make
changes

Identify cases

Recommend
solutions and actions

Collect
information

Identify causes of
death or adverse event.
Identify modifiable factors



Clinical indicator development

* Electronic dashboard (Hospital records/eNIHS, M Supply)

* |dentification of clinical indicators e.g.
* Unplanned admission to ICU from general care
* Unplanned readmission after discharge
* Hospital acquired injuries
* Nosocomial infections



Other issues

* Antibiotic stewardship

Adherence to standard treatment guidelines

Regular review of clinical practice

Development of Standard Operating Procedures

Effective use of complaints

Review of waiting times for patients etc



Conclusion

* Primary role is to improve patient care

* Must be PHA wide
* M&M data — hospital/rural facilities/ community

* OQutcomes must be monitored for trends/improvement in these
trends

* Must have strong Management and Board support



