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and not being in the diagnostic and
referral pathway was associated
with in-patient mortality

« Patients with Meningitis and more
so Cryptococcal Meningitis had
highest risk of in-patient mortality

* Having a multi-drug resistance
organism was also associated with

This analysis contributed to:

686, 14%

m In-hospital death

686, 20%

Mortality risk stratification of
-P.os’gdischargedeath patlents by demographlcs
» In-hospital death 1805, 53% 482, 14% LU poutdischarae social, and clinical indicators

= Survived
m Survived .

Expansion of MSF care

4130, 86%

risk of in-patient mortality although package to include post-
nOt a” patlents were teSted for drug Adjusted Odds Ratio with 95% confidence intervals of in-patient mortality, 3 months post-discharge mortality n=2327, R = 10%, p <0.001, Jan 2022 — Oct diSCharge medical and
. n=3785, R2 = 11.1%, p <0.001, April 2019 — Oct 2024 2024
resistance social support to high-risk
» Patients being unemployed (prox Other Meningitis | ° = Veingitis  » o .
g . p y . (p y Cryptococca I meningitis L ® ! 9 and VUInerable patlentS
for poverty), suffering multiple co- Cver dicorder I Other EPTB  —@—
morbidities and malnourishment PCP Pneumonia —e—t Disseminated TB @ *
had higher risk of 3 month post Y I N o @ _ _
discharge mortality pacterreunonia || +—a—s Unemployed ° Advocacy for early diagnosis
° . , . . Outside referral pathway ' ° ' SAM -@— and treatment Of HIV, AHD
One thlrd Of treated patlents dled, Severe Acute Malnutrition e ARV>3m -@— . . . . .
either during hospitalization or Comorbidies > . in Bihar, inclusion of socio-
within 3 months of discharge Number ofnoephalzad deys | | ¢ T economically vulnerable
Year of Admission (2019-24) . Year of admission @ . .
0.00 0.50 1.00 1.50 2.00 2.50 3.00 3.50 4.00 4.50 5.00 5.50 6.00 0 1 2 3 4 5 6 7 8 9 10 11 pOIpUIatIO.r]S In HIV/AHD
LI M ITATIONS Beta coefficients are derived from logistic regression models. Factors are adjusted for age, gender, readmission, district category of residence, employment d Iag nOStIC and refe rral
1 | Re trOSpeCtive da ta: biaS riSk due tO and socioeconomic status, duration of HIV infection, ARV experience, CD4 count closest to admission, and other co-morbidities pathway
time related changes and missing CONCLUSION ABBREVIATIONS
values AHD Advanced HIV Disease
. - - . ART Anti-Retroviral Treatment
2.Data points limited to the provision of [ =1Vl Te i e patient-centric, EPTB Extra Pulmonary Tuberculosis
clinical care, rendering weaker risk comprehensive medical care can Ntk o T D s
models survive the majority of patients with life- QR Inter-Quartile Range
3.Association of antibiotic resistance i ' VA o Ao alnutit
: threatenmg, advanced HIV disease MAM Moderate Acute Malnutrition
: : . . . MSF Medecins S Fronti
with mortality may be over-stated as Continued medical care and social PLHIV People Living with HIV' ¢
resistance testing was done on support are required to avoid post- OR Odds Ratio )
: s . . ) ! _ _ SAM Severe Acute Malnutrition
patients failing first-line treatment, discharge death, particularly in patients T8 Tuberculosis us
although missing data was not with multiple comorbidities, T Frinary Tract Infection MEDECINS
associated with mortality malnourishment, and socio-economic ACKNOWLEDGEMENT SANS FRONTIERES
poverty' Patrick Keating, Epidemiology Advisor, MSF-UK,

English Charity Reg. No. 1026588

Saurab, Data Manager, DWBI-Patna
Patients and staff, MSF-Patna and GGSH - Patna





