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Background

e Accurate data on outcomes from most hospitals since 2008

* Beginning to see reductions in mortality from pneumonia, severe
malnutrition, overall

* Changing epidemiology, increased complexity, and new morbidity

 Single interventions not very effective — a new antibiotic, a new
micronutrient

* What is needed is a National Paediatric Quality Improvement Program
to improve overall standards and drive change in health care
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Effectiveness of strategies to improve health-care provider
practices in low-income and middle-income countries:

a systematic review

Alexander K Rowe, S5amanthaY Rowe, DavidH Peters, Kathleen A Holloway®, John Chalker, Dennis Ross-Degnan

670 reports of 337 studies of 118 interventions
X Single technology based single solutions — minimal effects
X Printed material for health workers — minimal effects
Training and supervision —moderate effects
Group problem solving — strong positive effects



What could a National Paediatric Ql program
look like?

1. A quality improvement team that makes improvements based on group problem solving

2. Regular mortality and morbidity audits

3. Training on WHO Hospital Care for Children, EENC

4. Intensive care areas in the paediatric wards for the care of the sickest children

5. Paediatric monitoring and response charts with early warning indicators and escalation

6. Infection control and antibiotic stewardship

7. Improved systems for managing children with chronic conditions (neurodevelopment, epilepsy,
chronic cardiac, respiratory, cancer, HIV, tuberculosis)

8. Improved diagnostics, especially diagnostics to guide antibiotic use, and HIV diagnostics

9. Continuing professional development for paediatricians and paediatric nurses



Why a quality improvement team?

* Implementing recommendations too much for one individual

 Team may be small in smaller hospitals (doctor and senior nurse), or
larger to include other disciplines

* Sometimes the actions require multi-sector approaches, where
actions will be at a public or community level, and require
involvement of officials who are responsible for roads, education,
social welfare, water and sanitation, health facility infrastructure



Mortality auditing

IMPROVING THE QUALITY OF PAEDIATRIC CARE

Operational guide for facility-based audit
and review of paediatric mortality

Step 1: Identify
cases

Step 6: Monitoring Step 2: Collect
and Evaluation Information

Step 3: Identify causes
of death.
Identify modifiable
factors

Step 5: Implement
action plans, make
changes

Step 4: Recommend
solutions and actions
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Hospital care

Updated Hospital Care for Children

* Oxygen concentrator and pulse oximetry Second edition
 Early Essential Newborn Care

* New diagnostics for tuberculosis and multi-drug resistant
(MDR) tuberculosis.

* HIV care and new antiretroviral therapy

* Chronic illnesses in children, including epilepsy, rheumatic
heart disease, chronic lung diseases, especially the long-
term management issues at home and in the community.

* Important quality of care interventions including mortality
auditing, infection prevention and control.
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Paediatric monitoring and response chart name fis“e
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Reducing hospital-acquired infections and improving
the rational use of antibiotics in a developing

country: an effectiveness study

Indah K Murni,"*® Trevor Duke,”? Sharon Kinney,* Andrew J Daley,>® Yati Soenarto’

Table 2 Effect of the multifaceted intervention on the incidence
of HAls according to the ward of ongin

Incidence of HAIls

Preintervention Postintervention Relative risk

(%) (%) (95% Cl)
PICU 103/228 (45.1) 48281 (17) 0.37 (0.28 to 0.51)
General infectious 93/466 (19.9) 44/450 (9.7) 0.49 (0.35 to 0.68)
ward
General 81/533 (15.2) 31/688 (4.5) 0.29 (0.19 to 0.44)
non-infectious ward
Overall 277N 227 (226) 1231419 (8.6) 0.38 (0.31 to 0.46) I

HAI, hospital-acquired infection; PICU, paediatric intensive care unit.
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Quality improvement for all?

It’s not for all unless it’s in district hospitals




Outcomes

Overall paediatric mortality rate to less than 5%

Pneumonia case fatality rate to less than 3%

Severe pneumonia case fatality rate to less than 7%

Severe malnutrition mortality to less than 10%

Mortality of very low birthweight babies to less than 25%

90% TB treatment completion rate

Extra-pulmonary TB case fatality rate to less than 10%

HIV PCR positivity rate among infants who are HIV-exposed <10%
90% of children who are HIV PCR positive on effective ART

10 Meningitis / encephalitis case fatality rate to less than 10%

11. Systems in place for the care and follow-up of children with chronic illnesses
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Challenges

Resources — Yes, always, but better quality of care saves money

2. How to embed quality into the health culture without creating an
administrative burden for hospitals

3. Training in quality improvement in under-graduate and post-grad
medicine



