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Validity of referral hospitals for the toxicovigilance of acute

poisoning in Sri Lanka

L Senarathna,? NA Buckley,” SF Jayamanna,® PJ Kelly,? MJ Dibley* & AH Dawson®

Objective To identify the hospital admission data set that best captures the incidence of acute poisoning in rural Sri Lanka.

Methods Data were collected on all acute poisoning cases admitted to 34 primary and 1 referral hospital in Anuradhapura district from
September 2008 to January 2010. Three admission data sets were compared with the “true”incidence of acute poisoning to determine the
systematic bias inherent to each data set."True"incidence was calculated by adding all direct admissions (not transfers) to primary hospitals
and to the referral hospital. The three data sets were: (i) all admissions to primary hospitals only; (i) all admissions to the referral hospital only
(direct and referrals), and iii) all admissions to both primary hospitals and the referral hospital (“all admissions”). The third is the government’s
routine statistical method but counts transfers twice, so for the study transferred patients were counted only once through data linkage.
Findings Of 3813 patients admitted for poisoning, 3111 first presented to a primary hospital and 2287 (73.5%) were later transferred to
the referral hospital, where most deaths (161/177) occurred. All data sets were representative demographically and in poisoning type, but
referral hospital data yielded a more accurate case-fatality rate than primary hospital data or “all admissions” data. Admissions to primary
hospitals only or to the referral hospital only underestimated the incidence of acute poisoning by about 20%, and data on “all admissions”

overestimated it by 60%.

Conclusion Admission data from referral hospitals are easily obtainable and accurately reflect the true poisoning incidence.

Abstracts in G 13, Francais, Pycckuii and Espaiiol at the end of each article.

Introduction

Death from acute poisoning is a major public health issue in
many countries. Most deaths are from self-poisoning with
highly toxic pesticides, which globally account for the over-
whelming majority of poisoning deaths and around one third
of all suicides.’ The problem is most widespread in rural areas
of developing countries.”’ This is true of Sri Lanka, where
poisoning is among the top five causes of in-hospital deaths
in rural areas.”” Although acute poisoning can be either inten-
tional or accidental, Sri Lankan hospitals see few accidental
poisonings and almost all admissions are due to deliberate
self-poisoning.®”’

Continuous surveillance of cases of acute poisoning is
important for planning and evaluating public health interven-
tions. However, the methods required for such surveillance
are potentially complicated, since the majority of poisoned
patients present to small primary hospitals for initial assess-
ment and care and are later transferred to secondary (referral)
hospitals.® To date, most epidemiological studies in Sri Lanka
have been performed in these larger referral hospitals,” as have
nearly all hospital studies used to estimate pesticide poisoning
rates elsewhere in the world.! Such studies may be subject to
various forms of selection bias. On the other hand, official
government statistics are usually a sum of the admission sta-
tistics from all hospitals. Since existing surveillance systems
rarely allow data linkage to track patients transferred from
primary to referral hospitals, transferred patients end up be-
ing counted twice. This obviously creates a bias that can result,
for example, in an underestimation of the case-fatality rate.®
Hence, it is important, especially in the developing world, to

identify a good but uncomplicated strategy for accurately col-
lecting data on acute poisonings and to estimate the magnitude
and direction of the systematic bias inherent in various data
collection methods. The objective of our study was to explore
which of three different data collection methods could deliver
the most accurate estimates of the incidence of acute poisoning
in a rural district of Sri Lanka.

Methods

For 17 consecutive months we collected data on all admissions
of acutely poisoned patients to all hospitals with inpatient beds
in Anuradhapura, a large rural district in Sri Lanka’s North
Central Province. This included 34 primary hospitals and one
referral hospital.

The data were collected as part of a cluster-randomized
controlled trial (ISRCTN73983810) that was designed to as-
sess the effect of a brief educational intervention about the
management of poisoned patients in primary hospitals. The
study established data linkage between the primary and refer-
ral hospitals to enable the follow-up of all transferred patients
and validate the primary hospital medical record by means of
direct interviews with transferred patients.

Anuradhapura district had a total of 820000 inhabit-
ants, 631715 of which were above the age of 12 years in mid
2009. The district’s land area represents about 11% of the
national territory."” Demographically and socioeconomically
its population is representative of rural Sri Lanka, and so are
its health-care services.'*"

All public hospitals with inpatient facilities in the district
were included in the study. The 34 primary hospitals are the
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first point of health system contact for
the majority of poisoned patients, many
of whom are then transferred to the
referral hospital, which has an intensive
care unit with specialized staff and bet-
ter stocks of antidotes and medication.
The region has four small private hos-
pitals, all of which were excluded from
the study because they indicated that
they never provided care for poisoned
patients.

We collected data on all patients
who were 12 years of age or older and
who were admitted into study hospitals
for acute poisoning from 1 September
2008 to 30 January 2010. During admis-
sion, staff examined any traces of the
poison ingested or the product label or
bottle and obtained a history from the
patient or the patient’s family. They also
made note of the clinical symptoms to
support the diagnosis, and all details
concerning exposure, clinical assess-
ment, case management and clinical
outcome were recorded for each patient
by the treating medical staff. In primary
hospitals these records were kept aside
for several weeks for later retrospective
extraction of data by trained research
assistants using a structured data col-
lection form. All data were entered
into an Access (Microsoft, Redmond,
United States of America) computer
database. Admission log books were
checked in each hospital to ensure that
all cases were identified and traced.
Data entry quality was also validated
by comparing the data collected for
patients transferred to the referral
hospital with the data appearing in the
records.

At the referral hospital, all patients
who were admitted (either directly or
as a transfer from a primary hospital)
were examined and interviewed by
study physicians during admission.
Data on the patients’ demographic pro-
file, poison exposure details, history,
clinical assessment, management and
outcome were prospectively collected
and entered into a study database.

The Sri Lankan health system has
no unique patient identifier. We iden-
tified patients who were transferred
from primary hospitals to the referral
hospital by using a data-linkage com-
puter algorithm to search the primary
and referral hospitals’ study databases,
supplemented by occasional manual
checking when the algorithm failed to
produce a unique match. Only adult
patients are treated in medical wards in

referral hospitals; patients less than 12
years of age are referred as paediatric
admissions. Since we had no access to
paediatric wards and records, we could
only identify and link adult patients for
this study.

Statistical analysis

We obtained data for each unique
patient through the labour-intensive
process earlier described, as it was
considered to reflect the true incidence
of acute poisoning in the study district
over the study period. The census popu-
lation above 12 years of age in 2009 was
the denominator used to calculate the
incidence of acute poisoning and the
population rate of death from acute
poisoning. We then compared the inci-
dence “observed” using three different
possible admission data sets against the
patient admission data set considered to
be the most accurate, namely, the sum
of all admissions to primary hospitals
and to the referral hospital, minus all
inter-hospital transfers. The three data
sets were:

i) all admissions to primary hospitals
only;

ii) all admissions to the referral hos-
pital only, both direct and referred
from a primary hospital;

iii) the sum of all recorded admissions
to primary hospitals and to the re-
ferral hospital (“all admissions”,
routine method used for govern-
ment statistics, which counts refer-
rals twice).

For each data set we calculated the
incidence of poisonings and case-fatality
rates, both overall and for selected sub-
groups based on demographics and
poison type. We calculated exact 95%
confidence intervals (CIs) for estimated
proportions. We compared the “true”
data with each of the three admission
data sets by examining the difference in
patient numbers and the ratio of esti-
mated proportions and by determining
if the “true” value was included in the
ClIs. All analyses were conducted in Stata
version 11.0 (StataCorp. LP, College
Station, United States of America) and
graphs were produced using GraphPad
Prism version 5.0 software (GraphPad
Software, La Jolla, USA).

Ethical clearance

This study protocol was approved by the
Human Research Ethics Committee of
the University of Sydney, Australia (Ref
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Number: 12083) and the Ethics Review
Committee of the University of Perad-
eniya, Sri Lanka.

Results
Incidence of poisoning

In total, 3813 poisoned patients (above
12 years of age) were admitted to the
hospitals in Anuradhapura district
during the 17-month data collection
period. The overall annual popula-
tion incidence among people above
12 years of age was 426 per 100000,
while the annual population incidence
in females was slightly higher than in
males (450 versus 408 per 100 000,
respectively). In-hospital deaths to-
talled 177, and the annual population
mortality rate for acute poisoning was
19.8 per 100000 for the population
above 12 years of age.

Most poisoning admissions (97%)
were deliberate self-poisonings; only
3% (119/3813) were accidental poi-
sonings. These occurred mainly while
spraying or preparing pesticides, as
accidental ingestions, or as a result
of medication dosing errors or food
poisoning. No deaths were recorded
in this group.

Of the 3813 patients admitted for
acute poisoning, 3111 (81.6%) were ini-
tially admitted to primary hospitals, and
2287 (73.5%) were subsequently trans-
ferred to the referral hospital. Direct ad-
missions to the referral hospital totalled
702 (18.4%). Thus, a data set composed
of all hospital admissions resulted in the
double counting of more than half the
patients, whereas each of the two other
admission data sets underestimated the
incidence by about 20% (Table 1).

Poisoned patients ranged in age
from 12 to 86 years (median age: 24
years; inter-quartile range [IQR]: 19-
35), and 1952 (51.1%) were female. No
age was recorded for 21 patients - 8 fe-
males and 13 males. These patients were
not included in age-group comparisons.

Observed age, sex and poison

Despite the double-counting or under-
counting of admissions, all admission
data sets were approximately similar in
sex and age distribution (Table 2, avail-
able at: http://www.who.int/bulletin/
volumes/90/6/11-092114). Minor errors
were noted (all less than 20%) in the
estimated proportion of different types
of poisoning (Table 2).
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Table 1. “True” acute poisoning admissions, by age and sex, and systematic bias observed in estimates obtained through three possible
hospital admission data sets, Anuradhapura district, Sri Lanka, September 2008 to January 2010

Group No. of All admissions to primary All admissions to referral All admissions*
“true” total hospitals only® hospital only
admissions* No. Absolute Per cent No. Absolute Per cent No. Absolute Per cent
difference  difference difference  difference difference  difference

(bias) (bias) (bias)

Age (years)®

12—-14 120 97 23 19.2 94 26 21.7 191 71 59.2

15-19 980 811 169 17.2 739 241 24.6 1550 570 583

20-29 1364 1081 283 20.7 1098 266 19.5 2179 815 59.8

30-39 607 489 118 194 496 11 183 985 378 62.3

40—-49 416 351 65 15.6 325 91 21.9 676 260 62.5

50-59 210 182 28 133 152 58 27.6 334 124 59.0

>60 95 79 16 16.8 71 24 253 150 55 58.0

Total 3792 3090 702 18.5 2976 816 21.7 6066 2274 60.0

Sex

Females 1952 1578 374 19.2 1512 440 22.5 3090 1138 583

Males 1861 1533 328 17.6 1477 384 20.6 3010 1149 61.7

Poisoning type

All pesticides 1573 1352 221 14.0 1293 280 17.8 2989 1416 90.0

Medicine 789 561 228 289 627 162 20.5 1188 399 50.6

overdose

Other poison 1451 1198 253 174 1060 391 269 2258 807 556

Total 3813 3111 702 185 2974 817 216 6063 2272 59.9

@ Sum of all direct acute poisoning admissions to the district’s primary hospitals and its referral hospital (i.e. all admissions minus transfers).
® All admissions to primary hospitals only (all are direct admissions, not referrals).
¢ All admissions (both direct and transfers) to the referral hospital.

9 Raw total of all admissions to all hospitals in the district (routine method used for government statistics, which double counts patients transferred to referral

hospitals).
¢ No age was recorded for 21 patients.

Variation in mortality and case-
fatality

The case-fatality rate among patients
admitted to primary hospitals and not
transferred was low (1.9%); the case-
fatality rate among transferred patients
was comparable to the rate observed in
patients directly admitted to the refer-
ral hospital. This suggests that primary
hospitals correctly identify nearly all
high-risk patients and transferred them
appropriately (Table 3). The best esti-
mate of the actual number of deaths was
provided by the “all admissions” data set,
but most deaths (161/177) were found in
the data set of admissions to the referral
hospital exclusively (Table 3). Only two
patients died during the transfer to the
referral hospital.

Admission data sets for the primary
hospital only and the “all admissions”
data set substantially underestimated
overall case-fatality. The best case-
fatality estimate was provided by re-
ferral hospital admissions data (Fig. 1
and Table 3). This was also true for the
case-fatality rates pertaining to specific
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types of poisoning (Fig. 1). The “true”
case-fatality rate falls within the CI of
the case-fatality rate derived from refer-
ral hospital data (Table 3).

Discussion

The developing world bears a dispropor-
tionate share of the global burden of sui-
cide by poisoning. This is largely because
the agents commonly ingested in cases
of self-poisoning in these countries,
such as pesticides, tend to have higher
toxicity.! However, the types of poisons
used in deliberate self-poisoning and
their lethality vary substantially in the
developing world. Epidemiological data
are important because they provide
information used to plan and evaluate
public health responses. In this paper,
we have demonstrated that in a rural
district in Sri Lanka the simplest ap-
proach is to use data on admissions to
the referral hospital, which is not only
reasonably representative of poisonings
in the entire district but also more ac-
curate than any other hospital admission

data set that does not track transferred
patients. The public health structure
and referral patterns in most of rural Sri
Lanka are similar. Thus, we believe that
our findings apply to all rural districts in
Sri Lanka. The use of referral hospitals
for toxicovigilance is more convenient,
less expensive and better suited to de-
tailed prospective data collection than
other methods. Our findings also help
to validate the results of previous stud-
ies in rural Sri Lanka based on the use
of data for acute poisoning admissions
to referral hospitals.®

The potential limitations of the sug-
gested method of toxicovigilance need
to be considered. In this study primary
hospital data were collected retrospec-
tively from patient records by research
assistants within 3 weeks of admission
using a structured form. We verified
the completeness of case-finding by
comparing the data thus collected with
the data in each hospital’s admissions
book. We also validated the quality of
data entry by comparing the data col-
lected for the 75% of patients who were
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Fig. 1. “True” case-fatality rate (CFR) in patients admitted to hospital for acute
poisoning and CFRs based on three possible hospital admission data sets,
Anuradhapura district, Sri Lanka, September 2008 to January 2010
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government statistics: 14.1 per 100 000
(113 deaths per year on average)'” from
government statistics versus 15.2 per
100000 (125 deaths per year on average)
in our study.

Our “gold standard” study, intended
to identify the most accurate hospital
admission data set required to calcu-
late the incidence of acute poisoning,
required a large team of research assis-
tants and auditors and labour-intensive
data linkage to avoid undercounting
or double counting cases. Such com-
plicated surveillance is unlikely to be
practical in a broader, non-research
public health setting. This study suggests
that referral hospital admissions data
can yield incidence and case-fatality
estimates very close to the “true” or “gold
standard” figures in many respects and
are therefore the best hospital data set
for this purpose. Collecting data from
larger referral hospitals only, has other
advantages over collecting it from doz-
ens of small primary hospitals. The large
number of patients justifies prospective
data collection by a small team, which
makes it much easier to ensure good
data quality and to collect the data more
quickly and efficiently. Data can easily
be expanded to include more details
on exposure or on the circumstances
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surrounding the poisoning, the specific
chemical used and the clinical manage-
ment required. Such data can facilitate
public health education, research and
interventions.

In Sri Lanka, most hospital admis-
sions for acute poisoning are deliber-
ate self-poisonings. Surprisingly, the
small, primary hospitals provided little
data regarding the less serious occupa-
tional and other accidental exposures.
Although our study showed minor dif-
ferences in the type of acute poisoning
cases presenting to primary hospitals,
referral hospital data captured most of
these patients and was generally a better
source of data for calculating incidence
and case-fatality than primary hospital
admissions data. Current government
statistics have the additional problem
of being based largely on coded data
from all hospitals, and as a result they
only contain data for the poison’s
chemical class (four broad categories)
and for patient age and sex. The lack
of details on specific types of poison
limits the use of government statistics
for targeting regulatory responses and
assessing interventional studies. In our
study relatively few deaths occurred
in primary hospitals, and this further
confirms that such hospitals correctly
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identify and transfer nearly all high-risk
patients.">'® However, transferred cases
rarely died of medication poisoning,
which suggests that few such patients
need to be transferred for more intensive
treatment. Reducing these transfers may
save health resources.

Our results may be applicable to
rural districts in developing countries at
large, particularly if their health systems
and referral patterns are comparable to
those of Sri Lanka. In this country’s rural
provinces, most patients live within 30
minutes (by motorized vehicle trans-
port) of a primary hospital, and primary
hospitals are typically at a distance of
1 to 4 hours from the referral hospital
by vehicle transport. Public health care
is free; the private sector is relatively un-
derdeveloped and poisonings very rarely
present to private hospitals. The toxicity
of the poisons ingested in Sri Lanka
is such that poisoned patients usually
reach the hospital alive and seldom die
during transfer or have a worse outcome
than patients who present directly to
referral hospitals.” However, poisons
with very rapid onset of toxicity and
death may be subject to a different sam-
pling bias. For example, in Sri Lanka’s
Southern Province we have reported
on the high toxicity of a cleaning agent
that quickly causes death.'” When using
any sentinel data source, it is important
to know the time-course of common
poisonings to understand whether
the representativeness of the data is
threatened by the inclusion of cases of
poisoning with certain compounds. Our
method of conducting toxicovigilance
requires an understanding of both pa-
tient transfer patterns and the degree
of toxicity of common poisons to know
what adjustments should be made in
interpreting the data.

Conclusion

In Sri Lanka, acute poisoning cases ad-
mitted to primary and referral hospitals
differ in terms of the poisons ingested,
case severity and case-fatality. However,
because most patients are subsequently
transferred to referral hospitals, admis-
sion data from referral hospitals only
can be used with reasonable accuracy
to represent the true incidence of acute
poisoning within an entire province.
Studies in other countries should be
conducted to try to validate this ap-
proach.”
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Résumé

Validité des hopitaux de référence concernant la toxicovigilance des intoxications aigués au Sri Lanka

Objectif Identifier les données d'admission hospitaliére qui identifient
au mieux l'incidence des intoxications aigués dans les régions rurales
du Sri Lanka.

Méthodes Les données ont été recueillies pour tous les cas
d'intoxication aigué admis dans 34 hopitaux de premiere ligne et 1
hopital de référence dans le district dAnuradhapura de septembre 2008
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ajanvier 2010. Trois groupes de données d'admission ont été comparés
avec lincidence "réelle” des intoxications aigués afin de déterminer le
biais systématique inhérent a chaque ensemble de données. l'incidence
“réelle”a été calculée en cumulant toutes les admissions directes (non-
redirigées) dans les hopitaux de premiere ligne et dans I'hopital de
référence. Les trois ensembles de données sont les suivants: (i) toutes
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les admissions dans les hopitaux de premiere ligne uniquement,
(ii) toutes les admissions a I'hdpital de référence uniquement (directes
etredirigées) et (jii) toutes les admissions dans des hopitaux de premiere
ligne ainsi qu'a I'nopital de référence (“toutes les admissions”). Le
troisieme groupe constitue la méthode statistique gouvernementale
usuelle mais comptabilise deux fois les cas transférés alors que, dans
le cadre de cette étude, les patients référés nont été comptés qu'une
seule fois par recoupement de données.

Résultats Sur 3 813 patients admis pour une intoxication, 3 111 se sont
initialement présentés a I'hopital de premiére ligne et 2 287 (73,5%) ont
été ultérieurement transférés vers I'hdpital de référence, ot la plupart des
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déceés (161/177) se sont produits. Tous les groupes de données étaient
représentatifs tant sur le plan démographique que concernant le type
dintoxication, mais les données de I'hdpital de référence ont aboutia une
mesure plus précise du taux de mortalité que les données des hopitaux de
premiere ligne ou que les données“toutes les admissions” Les admissions
dansles hopitaux de premiére ligne seuls ou a I'hopital de référence seul
ont sous-estimé l'incidence des intoxications aigués d'environ 20% et les
données sur“toutes les admissions”l'ont surestimée de 60%.
Conclusion Les données d'admission des hopitaux de référence
sont faciles a obtenir et refletent fidelement l'incidence véritable des
intoxications.

Peslome

an/II'OHHOCTb neyebGHO-AMATHOCTNYECKNX LEeHTPOB ANA oCyLwecTB/IeHNA TOKCMKOJIOrM4YeCKOro KOHTponA

OCTpbIX oTpaBsieHui Ha LLpu-JlaHke.

Lienb Onpenennts Habop AaHHbIX rOCnUTanm13aLUmi, Havbonee ABHO
OTPAXKaOLMX YaCTOTY OCTPbIX OTPABNEHWUI B CENBCKOW MECTHOCTM
Wpw-TaHkn.

MeTtogbi B nepuviof ¢ ceHtabpsa 2008 no AxHsapb 2010 rr. Gbinm
cobpaHbl laHHble 060 BCeX CryYasx rocnmTanv3aumnm npyu oCTPOM
OTpaBneHun B 34 LeHTpax NepBUYHON MeULUMHCKOM MOMOLN
n 1 neyebHO-AMATHOCTUYECKOM LIeHTpe B parioHe ropoja
AHypaaxanypa. [lna ycTaHOBNeHMA CTeneHn HeyCTPaHMmMomn
CMCTEMATNYECKOM MOrPeLIHOCTY Kaxaoro Habopa AaHHbIX Obino
NPOBELEHO CPaBHEHME MEXIY 3aPEernmCTPUPOBAHHOM YacTOTOM
CnyyaeB OCTPbIX OTPaBfieHWn cornacHo 3 Habopam AaHHbIX
rocnutanMsaumm, n GakTMyeckomn 4acToToM TakUx Cy4yaes.
(DakTyeckan yacToTa bbina paccumTaHa nyTem NoAcUeTa BCeX ClyyaeB
rocnutanvsaumn (He NepeBOOB 13 APYrX MEAVLIMHCKIX LIEHTPOB)
HenocpeACTBEHHO B LIEHTPbI MEPBUYHON MEAVLMHCKOM MOMOLLM 1
neyebHO-AMArHOCTUYECKMI LIEHTP. D1 3 Habopa AaHHbIX BKMOYANN
B ceba cnenytoLyio HGopmaumio: (i) BCce cryyaun rocnmtanv3aumnm
TOSIbKO B LIEHTPbI NEPBUYHON MeAMLIMHCKOM NoMOLLY; (i) BCe Cyyau
roCnuTanu3aLmnm ToNbKo B NeYebHO-ANATHOCTUYECKUI LIEHTP
(HenocpenCTBeHHaA rocnMTanu3aLma 1 HanpaeneHus); 1 (iii) Bce
cyyaun rocnuTanmsaumm B LEHTPbl NePBUYHON MeLULMHCKOM
MOMOLLV 1 NleYebHO-AMArHOCTUYECKII LieHTp (0bLLee KONMYECTBO).
TpeTb cnyyaes nofcuyMTaHa ¢ NOMOLbIO FOCYAapCTBEHHOro

CTaHOAPTHOrO CTaTUCTMYECKOrO METOAd, HO MOACUMTaHa ABaXKAbl.
[No3ToMy B paMKax MCCNeAoBaHNA Cllydan Nepesoa NaLneHToB 6biin
MOACUMTAHbI OfINH Pa3, MyTem CONOCTaBNEHNA AaHHDIX.
PesynbtaTtbl /13 3813 nayneHTOB, roCnMTan3npoBaHHbIX
C oTpaBneHuamn, 3111 naumeHTOB CHavyana 6bwU
roCnuTanM3npoBaHbl B LEHTPbl MEePBUYHON MefULUMUHCKON
nomolLuu, n 2287 (73,5%) naumeHToB no3xe Obinv nepeBeaeHsl B
NeyebHO-AMArHOCTUYECKUIA LIeHTP, rae ObiNo 3aperncTprpoBaHoO
6ONBLMHCTBO CAlyyaes neTanbHoro ncxoda (161/177). Bce Habopebl
[aHHbIX OTPaXKaa YMCIO NaLMEHTOB W TUM OTPaBAEHNA, OAHAKO
JlaHHble NeYedHO-AMArHOCTNYECKOrO LEeHTPa OTpaxanu Havbonee
TOYHOE YNCIIO CITYYAEB MOCMUTANN3ALMM C IETANbHBIM CXOAO0M, YEM
[aHHble LIeHTPOB NePBMYHOM MeAMLMHCKOM MOMOLWM U AaHHbIE O
rOCMUTaNM3aLmm BCeX LIEHTPOB B 0bLLeM. B iaHHbIX rocnnTanv3awmnm
TONBbKO B LIEHTPbI MEPBUYHOM MeANLIMHCKON MOMOLLM MV TONbKO B
nevyebHO-AMArHOCTUYECKINIA LEHTP YNCIO CIyYaeB rocnmTan3aLmm
npu OCTPOM OTPaBneHur BbiNo 3aHWkeHo Ha 20%, a obulee
KONMYeCTBO C/lyYaeB rocnuntanm3aumnm npm OCTPOM OTPaBAEHWI BO
BCEX LieHTpax Obino 3aBbilleHo Ha 60%.

BbiBoA [laHHble O rocnutanmu3aumn, nonyyeHHsle ot nevebHo-
AMArHOCTUYECKMX LIEHTPOB, ABNAIOTCA NErKOAOCTYMHBIMU 1 TOUHO
OTPaXKatoT YMCO CIlyYaeB OTPaBIeHNA.

Resumen

Validez de los hospitales de derivacion para la toxicovigilancia de intoxicaciones agudas en Sri Lanka

Objetivo Identificar el conjunto de datos de ingresos hospitalarios que
mejor recoja la incidencia de la intoxicacion aguda en la Sri Lanka rural.
Métodos Se recopilaron datos de todos los ingresos por intoxicacion
aguda en 34 hospitales primarios y un hospital de derivacion en el
distrito de Anuradhapura, entre septiembre de 2008y enero de 2010. Se
compararon tres conjuntos de datos de ingresos con la incidencia «real»
deintoxicacién aguda para determinar el sesgo sistemédtico inherente a
cada conjunto de datos. La incidencia «real» se calculd sumando todos
los ingresos directos (no remisiones) de los hospitales primarios y del
hospital de derivacién. Los tres conjuntos de datos fueron: (i) Unicamente
todos los ingresos en hospitales primarios; (ii) Unicamente todos los
ingresos en el hospital de derivacion (directos y remisiones) y (iii) todos
los ingresos tanto en hospitales primarios como en el hospital de
derivacién («todos los ingresos»). El tercero es el método estadistico
rutinario del gobierno, pero en éste las remisiones se cuentan dos veces,
asi que para el estudio solo se tuvieron en cuenta una vez los pacientes
remitidos a través de la interrelacion de datos.
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Resultados De los 3813 pacientes ingresados por intoxicacion, 3111
acudieron en primer lugar a un hospital primario y 2287 (73,5%) fueron
remitidos posteriormente al hospital de derivacién, donde se registraron
lamayorfa de los fallecimientos (161/177). Todos los conjuntos de datos
eran representativos demogrdficamente y por tipo de intoxicacion, si
bien los datos del hospital de derivacion arrojaron unatasa de mortalidad
mads precisa que los del hospital primario o los de «todos los ingresos».
Los conjuntos de datos que contemplaban Unicamente los ingresos
en los hospitales primarios o Unicamente los ingresos en el hospital
de derivacion subestimaron la incidencia de la intoxicacion aguda
en aproximadamente un 20% y los datos de «todos los ingresos» la
sobreestimaron en un 60%.

Conclusion Los datos de ingreso de los hospitales de derivacién se
pueden obtener facilmente y reflejan de forma precisa la incidencia
de intoxicacion real.
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