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ABSTRACT

COVID-19 Pandemic has got down the world to its feet. The First wave came up with its own challenges, Doctors all across the world were dealing
with them, with no prior experience, succumbing to illness themselves. The world all over was progressing in their effort to fight against the
Pandemic, including India. Sooner or later, the second wave was to hit our country. The medical infrastructure of our country was on the verge of
collapse and it was decided by the government authorities to augment the same by creation of extra beds for managing COVID patients. This study
brings about the actual reality as to how the opening of a new hospital in the Peak of the Pandemic helped in saving lives of the patients. The Medical
Audit done at this hospital is for research purpose only.
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INTRODUCTION

The hospital under study was established and started functioning from
10May 2021. The resurgence of Covid 19 cases in the whole world and
in India necessitated the creation of ICU beds to augment the existing
healthcare infrastructure. This hospital was the part of Government of
India’s initiative where in a government Organization was tasked to
create infrastructure for health care facilities in the various covid 19
viral hotspots. The infrastructure and staffing was done by two
Government agencies in collaboration with each other. The hospital
was designated as a level 3 hospital and and staffed to provide
intensive ICU care to patients being referred from level 1 and level 2
Covid care centres.The study was conducted to assess the procedures
of setting up the hospital and the parameters of patients who had
adverse outcome.

MATERIALSAND METHODS

It was an observational study in which hospital records were studied
for the procedures of setting up of ICU and patient documents were
studied for the characteristics of patients who succumbed to Covid in
the ICU. The data studied was patient load of the hosp for first 10 days
of opening, staffing pattern and patient info regarding age, gender,
presence of co-morbidities, place of residence and duration of disease
before admission.

The consent of the patients was not required as the data was collected
from hospital records and identity of any of the patients is not being
revealed.

RESULTS

In first 10 days of establishment of the hospital, 444 cases were
registered which were all referred cases from level 2 and level 3
hospitals. Total number of deaths noted in the period were 210 which
comes outtobe 47.2%. (Fig1 &2)
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Figure 2: Cumulative Admissions & Deaths

The data was analysed pertaining to the place of residence of the
patients and it was found that 136 patients were from the district where
the hospital was set-up, 276 were from other districts of the same state
and 32 were from other state (Fig 3 & Table 1). The data signifies that
the transfer in of patients was also from other districts as well as states,
which implies that this increased the time lag between onset of
symptoms and admission of patients to this facility.

Table 1: Place of residence of Patients
S.No|Description  |Same district| Other districts| Other states | Total
1 Total admitted| 136 (30.6%)]276 (62.1%) |32 (7.2%) [444

2 In Patients 42 111 11 164
3 Discharge 38 34 4 76
4 Deaths 49 145 10 204
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Figure 3:Place of Residence of Patients

Of the 210 fatal outcomes, 104 had one co-morbidity, 51 had two co-
morbidities and 19 had three or more co-morbidities. (Table 2 & Fig 4
&5)

Table 2: Co-Morbidities

Co-morbidity Total number of fatal Percentage
cases

Diabetes mellitus 77 37.7
Hypertension 81 39.7
Heart disease 35 17.2
Hypertension + diabetes 43 21.1
Diabetes + heart disease 25 12.2
Hypertension + heart disease |30 14.7
Mucor 03 1.4
At least one comorbidity 104 50.9
02 or more comorbidities 51 25
03 or more comorbidities 19 9.3
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Total number of fatal cases and co-morbidities
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igure 4: Fatal Cases and Co-morbidities
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Figure S: No of Co-morbidities

(e) The deaths in the hospitals were analysed and correlated with the
number of days of illness duration. It is observed that majority of the
patients were transferred to the hospital after 10 days of onset of illness
(Figure 6).

Continuing symptoms post 09 days of onset of disease is a
recognised risk factor for death in case of COVID patients [1].
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Figure 6: Duration of Disease prior to Admission

(f) The gender distribution in our cases (Figure 7) is as under:
(i) Males298(67.1%)
(ii) Females 146 (32.8%)
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Figure 7: Gender wise Distribution

(g) Thedistribution of cases as per their final disposal is as follows

Discharged Still admitted Deaths

76 164 204

(h) The mode of oxygenation was high flow oxygenation (10-15 L)

through NRBM (Non re-breather mask) for nearly all the patients
admitted. When these patients were unable to maintain SPO2 of above
90% they were preferably shifted to High flow nasal cannula (30 —
60L/min) as per the availability of HFNC units. The others were
shifted to NIV and a few were subsequently intubated and ventilated.

DISCUSSION

The Hospital being a makeshift facility to augment the existing
medical infrastructure of the area was constructed in a short duration of
less than 360 hours with 250 ICU beds and 500 oxygen beds. This
hospital being a referral hospital received critical patients only from
various level 3 hospitals. The team working in the hospital was a
amalgamation of doctors, nurses and paramedics congregated from
across the nation who have no previous experience of working
together. With a humongous inflow of approx 250 critical patients
received within 03 days of opening, procedures were laid down and
staffing was done accordingly with special emphasis on
documentation.

The mortality rate at the end of 10 days was 47.2%, with 85% of the
fatal cases having co-morbidities, 59% of fatal cases had already
received treatment at other level 2 or 3 hospitals for more than 10 days.
A systematic review and meta-analysis of deaths in the ICUs published
during the first wave revealed a combined ICU mortality of41.6% (34-
49.7%) [2]. As per the studies, mortality rates in patients on mechanical
ventilation are in the range of 50-97% [3]. A study in North India
evaluated deaths in patients admitted to ICU. They reported overall
mortality was 51% with 90%, 40%, and 25% among the patients with
critical, severe, and mild disease, respectively [4]. This hospital, being
alevel 3 centre received a large number of critically ill in a short span of
time. Moderate and mild cases were singularly absent probably
because of this being a referral centre. The mortality observed in our
ICU isin line with that reported from national and international ICUs.

Recommendations:

Following the analysis done after 10 days of running of the hospital,
the procedures and protocols were re-assessed and following steps
were taken:

(a) Admission Criteria: Based on the re-assessment, the admission
criteria was re-visited and it was communicated to the administrative
authorities allotting beds to the patients in this hospital that patients
with following conditions should not be transferred to this hosp as
these sub-specialities were not available with the hosp:-

(I) CKD patients on dialysis

(ii) Acute Surgical Cases

(iii) CVA cases

(iv) Covid positive trauma cases

(v) Pregnancy

(vi) Infectious diseases like TB, Chicken Pox, measles.

(b) Emotional Well-being of Patients and Attendants: For
emotional well being of the patients and their attendants following
measures were instituted:

(I) Psychiatric Counselling: Many patients in ICU on ventilation
were confused and some in frank delirium and pulling their masks and
IV lines. 02 Psychiatrists were incorporated to give treatment to them.
Also psychiatric counselling was started for the patients in ICU to
relieve them of anxiety, prevent depression and allay their fears and
prevent ICU Psychosis.

(ii) Face to face counselling of attendants: Face to face counselling
by Doctors was started to brief attendants about the condition of patient
and their prognosis. This helped in minimizing the worries of relatives
and mentally prepared them better in case of adverse outcome in case
of critical patients.

(c) Tagging of Patients: For better identification of patients, tags with
patient identification details were placed on wrists and ankles of the
patients.

(d) Nursing Care : Additional manpower was deployed for specific
duties such as adjusting the face-mask, providing drinking water to
patients on oxygen every two hours. Earmarked Nursing staff carried
these tasks on rotation basis.

(e) Documentation: Earmarked persons both at triage area and ICU
were detailed for carrying out documentation.
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