IMPROVING THE QUALITY OF PAEDIATRIC CARE

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

v@\’ World Health
W3 Organization






IMPROVING THE QUALITY OF PAEDIATRIC CARE

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

@\‘) World Health
WSy Organization



Improving the quality of paediatric care: an operational guide for facility-based audit and review of paediatric
mortality

ISBN 978-92-4-151518-4

© World Health Organization 2018

Some rights reserved. This work is available under the Creative Commons Attribution-NonCommercial-
ShareAlike 3.0 IGO licence (CC BY-NC-SA 3.0 IGO; https://creativecommons.org/licenses/by-nc-sa/3.0/igo).

Under the terms of this licence, you may copy, redistribute and adapt the work for non-commercial purposes,
provided the work is appropriately cited, as indicated below. In any use of this work, there should be no
suggestion that WHO endorses any specific organization, products or services. The use of the WHO logo is
not permitted. If you adapt the work, then you must license your work under the same or equivalent Creative
Commons licence. If you create a translation of this work, you should add the following disclaimer along with
the suggested citation: “This translation was not created by the World Health Organization (WHO). WHO
is not responsible for the content or accuracy of this translation. The original English edition shall be the
binding and authentic edition”.

Any mediation relating to disputes arising under the licence shall be conducted in accordance with the
mediation rules of the World Intellectual Property Organization.

Suggested citation. Improving the quality of paediatric care: an operational guide for facility-based audit
and review of paediatric mortality. Geneva: World Health Organization; 2018. Licence: CC BY-NC-SA 3.0
1GO.

Cataloguing-in-Publication (CIP) data. CIP data are available at http://apps.who.int/iris.

Sales, rights and licensing. To purchase WHO publications, see http://apps.who.int/bookorders. To submit
requests for commercial use and queries on rights and licensing, see http://www.who.int/about/licensing.

Third-party materials. If you wish to reuse material from this work that is attributed to a third party, such as
tables, figures or images, it is your responsibility to determine whether permission is needed for that reuse
and to obtain permission from the copyright holder. The risk of claims resulting from infringement of any third-
party-owned component in the work rests solely with the user.

General disclaimers. The designations employed and the presentation of the material in this publication do
not imply the expression of any opinion whatsoever on the part of WHO concerning the legal status of any
country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries.
Dotted and dashed lines on maps represent approximate border lines for which there may not yet be full
agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are
endorsed or recommended by WHO in preference to others of a similar nature that are not mentioned.
Errors and omissions excepted, the names of proprietary products are distinguished by initial capital letters.

All reasonable precautions have been taken by WHO to verify the information contained in this publication.
However, the published material is being distributed without warranty of any kind, either expressed or
implied. The responsibility for the interpretation and use of the material lies with the reader. In no event shall
WHO be liable for damages arising from its use.

Design by Inis Communication — www.iniscommunication.com

Printed in [add country in English or French — for customs purposes]



Contents

ACKNOWLEDGEMENTS ]

EXECUTIVE SUMMARY 1]

1. INTRODUCTION AND DEFINITIONS 4
1.1 Mortality and morbidity audit 7
1.2 Causes of death and coding 7
1.3 Documentation and record-keeping 8
1.4 Modifiable factors 9

2. ESTABLISHING A NATIONAL SYSTEM
FOR CHILD MORTALITY REVIEW 10

2.1 Support 11
2.2 National and local tools and guidance 11

2.3 National and sub-national child death
review committees 12

3. ESTABLISHING AUDITING IN A HEALTH

FACILITY 14
3.1 Team or committee for mortality audit

and quality improvement 15
3.2 Training staff to conduct audits and

lead meetings 15
3.3 Protocol for a child mortality and

morbidity audit 16
3.4 Roster for child mortality and

morbidity audit meetings 16

4. CONDUCTING AND MANAGING
MORTALITY AND MORBIDITY

MEETINGS 18
4.1 Participants 19
4.2 Chairing of meetings 19
4.3 Managing the meeting 20
4.4 Factors for successful meetings 20
4.5 Presentation of cases 21

Step 1: Identify cases 23
Step 2. Collect information 24
Step 3. Identify causes of death and

modifiable factors 25
Step 4. Identifying and recommending

solutions 27
Step 5. Implementing an action plan and

making changes 27
Step 6. Monitoring and evaluating the

process and outcome 28

6. MODIFIABLE FACTORS IN CHILD

DEATHS 30
6.1 In homes and communities 31
6.2 In primary care and referral systems 32
6.3 In hospitals 32
7. CREATING AN ENVIRONMENT FOR
CHANGE 38
7.1 Policy and guidelines 39
7.2 Legal and ethical issues 39
7.3 Training and supervision 40

8. SCALING-UP CHILD MORTALITY
AUDITING 42

REFERENCES 44

Annex 1. List of common diagnoses,
causes of death and International
Classification of Diseases codes 46

Annex 2. Child and neonatal death register 51

Annex 3. Child and neonatal death review
form 53

Annex 4. Action plan summary form 60



Acknowledgements

The WHO department of Maternal,
Newborn, Child and Adolescent Health
gratefully acknowledges the contributions
of the many individuals to this document,
with special thanks to the experts who
participated in the technical consultation
on paediatric death audits in health
facilities, in December 2016: James
Amini, Port Moresby General Hospital,
Papua New Guinea; Tatien Bucyana,
Ministry of Health, Rwanda; Ashok
Deorari, All India Institute of Medical
Sciences, India; Queen Dube, University
of Malawi College of Medicine, Malawi;
Trevor Duke, Centre for International
Child Health, University of Melbourne,
Australia; Juan Carlos de Jesus,

Ministry of Public Health, Dominican
Republic; Mike English, Kenya Medical
Research Institute, Kenya; Kim Harper,
Frere Hospital, South Africa; Grace

W. Irimu-Thinwa, University of Nairobi,
Kenya; Zainelabdin Karrar, University of
Khartoum, Sudan; Ajay Khera, Ministry of
Health and Family Welfare, India; Niranjan
“Tex” Kissoon, University of British
Columbia, Canada; Marzia Lazzerini,
Institute of Child Health, Institute Burlo
Garofolo, Trieste, Italy; Nigel Livesley,
University Research Co., India; Rintaro
Mori, National Centre for Child Health and
Development, Japan; Victoria Nakibuuka-
Kirabira, St Raphael of St Francis
Nsambya Hospital, Uganda; Leyla
Namzova-Baranova, National Centre

for Child Health, Russian Federation;
Ecaterina Stasii, Nicolae TestemiXanu
State University of Medicine, Republic

of Moldova; Gezahegn Nekatibeb
Techane, Jimma University, Ethiopia;

Laxman Shrestha, Institute of Medicine,
Maharajgunj, Nepal; Troy Jacobs, US
Agency for International Development,
USA; Miyako Otsuka, Ministry of Health,
Labour and Welfare, Japan; Michel
Pacque, Maternal and Child Survival
Program, USA; Mark Young, UNICEF; and
Merlin Willcox, University of Southampton,
United Kingdom.

We also thank the following people for
reviewing the document: Bernhard Frey,
Switzerland; Praveen Kumar, India;
Suvikrom Law, Thailand; Titus Nasi,
Mathew Sandakabatu, Carol Titiulu,
Solomon Islands; Shidan Tosif, Australia;
and the members of the Consultative
Council of Obstetric and Paediatric
Morbidity and Mortality, Victoria, Australia.

We acknowledge the following
consultants and others who contributed
to the work at various stages: Susanne
Carai, Senait Kebede and Khadija Khalif
Osman Warfa.

We also acknowledge and thank all
WHO staff members at headquarters,
regions and countries who reviewed the
document and provided comments.

Preparation of document was coordinated
by Wilson Were (WHO), with the support
of Trevor Duke (University of Melbourne)
and Grace W. Irimu-Thinwa (University of
Nairobi).

We acknowledge financial support for
preparation of this guidance from the US
Agency for International Development
under the WHO umbrella grant No:
GHA-G-00-09-00008.



Executive summary

Substantial global progress has been
made in reducing the number of child
deaths since 1990; however, many
preventable deaths still occur because
of poor quality of care, particularly in low-
resource settings. In order to reduce

the number further, the quality of child
health care and the factors that contribute
to the deaths should be examined.
Understanding the circumstances and
the spectrum of factors that lead to a
child’s death or disease can prevent
other deaths, poor health outcomes or
disability. Auditing and reviewing child
deaths and morbidity is important for
improving the quality of care in hospitals
and other health facilities that provide
care for children. Death auditing and
review are also essential for identifying
life-saving public health interventions and
reforms at local, state and national levels.

All health facilities that care for children,
especially hospitals, should have an
effective system for death reviews.
Review of and response to maternal

and perinatal deaths are functioning
successfully in many low- and middle-
income countries. This involves collecting
accurate information from routine clinical
data and recording and reporting
maternal and perinatal deaths, where
they occur, why and what could be done
differently to prevent similar deaths.
Child deaths are, however, rarely audited
and reviewed, and there has been no
guidance.

Audits and reviews provide an accurate
history that can indicate how a similar
death or adverse outcome could be

avoided in the future. Not all deaths

are preventable, but an audit fulfils

the obligation of health professions to
learn and improve the quality of care
continuously. Auditing also shows
bereaved families that their child’s life
was important, the death is being taken
seriously and health professionals are
committed to learning and improving their
practice.

This document provides guidance

for establishing and conducting child
death reviews as part of overall quality
improvement. The guidance describes
the key components of national,
subnational and facility mortality and
morbidity audit and review systems. It
outlines the principles for conducting
meetings on child death audits in
hospitals in such a way that staff are
engaged and supported. The six steps in
the audit cycle are: (i) identifying cases,
(ii) collecting information, (iii) identifying
the causes of death and potentially
modifiable factors, (iv) recommending
solutions or actions, (v) implementing an
action plan and making changes and (vi)
monitoring and evaluating the process
and the outcomes and refining practice
as necessary.

The annexes provide simplified
International Classification Disease (ICD)
11 codes for child death audits and
reviews and standard reporting forms,
which could be adapted to local and
national contexts.
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