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It is generally assumed that doctors do
thei r  best  for  thei r  Dat ients and that
occasional post-mortem examinations
will make doctors aware of their mistakes
so that  these wi l l  not  happen again.
However, the climate is changing, with
rates of litigation rising against doctors
and even regulatory bodies l ike the
General Medical Council in the United
Kingdom taking action against doctors
who fail to maintain certain standards.l

In an attempt to learn about the deaths
that were occurring in a District hospital

An open invitation is given to all relevant
hospi ta l  s taf f  to  at tend.  This inc ludes
doctors, nurses, laboratory technicians
and pharmacists .  The meet ings usual ly
take place every two weeks and always
finish at 09h00 and ideally start at 08h00.
Inevitably mistakes by doctors and nurses
are discussed, but the tone of the meeting

Examoles from the minutes include the

following case reports with the points of
discussion that were brought up during

the meeting:

Pat ient  was aged 32 years and was

The introduction of regular mortality
meetings in a district hospital in South
Africa is described. Some of the cases
discussed are outl ined with some of
the issues arising out of investigation
of the hospital records.Such meetings
have the potent ia l  for  improving
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hospital care and the suggestion is
made that mortality meetints should
fo rm the  bas i s  o f  a  qua l i t y
improvement init iative in all hospitals.

It is not common for hospitals to hold
regular meetings to formally review the
deaths of patients who die in hospital.
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of about 200 beds outside Pretoria it was
decided as part of a quality assurance
p rocedu re ,  t o  ho ld  regu la r  hosp i t a l
mortality meetings.The hospital has l8
full-time doctors, many of whom also staff
c l in ics in  the surrounding d is t r ic t .  The
hospi ta l  prov ides fu l l  secondary care
services and has atertiary referral hospital
within about lOKm. One of us (MJW), an
experienced family physician, runs the
meetings and writes up the minutes.This
paper describes some of the patients
discussed at these meetings and discusses
the value of such meetings.

The day before the meeting takes place
al l  deaths that  have occurred in  the
hospital during the previous week are
identified from the mortuary records.
Sometimes the medical records are not
yet available as the patients' relatives have
not  c la imed the body,  but  usual ly  the
records were available in the mortuary
for MJW to read through and list the
causes of death and details surrounding
the death.Several ofthe deaths are dealt
wi th in  deta i l  a t  the next  morning 's
meeting.

is carefully monitored so that all personal
cr i t ic ism is  min imised,  and emphasis is
placed on the staff 's responsibil i ty as a
team to improve future management of
patients with similar problems.

There are usually between 8 and 20
deaths to review.The meetings tend to

admitted in a severely i l l  state, having been
losing weight for several weeks. Good
medical records were kept throughout his
admission lasting just over a week. He was
found on admission to have renal failure r
and blood was taken for HIV status. A
chest X-ray was negative and sputa taken :
the next day were positive for AFB. He
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focus on particular age groups or on a
particular clinical topic l ike malnutrit ion.
Numbers of staff attending varied from
2 on one occasion to |  6 ;  ef fect ive
p u b l i c i t y  i s  n e c e s s a r y  t o  e n s u r e
attendance remains high.

w a s  s t a r t e d  o n  d o u b l e  d o s e
t r i m e t h o p r i m  +  s u l f a m e t h o x a z o l e
(Bactr im@),  and seemed in i t ia l ly  to
imorove  w i th  l owered  u rea .
Deterioration in his condition occurred
and his relatives wanted to take him
home, but he died before this could be
arranged.



Points of note:

.  T h e  r e s u l t s  o f  h i s  s p u t u m
examinat ion apparent ly  arr ived on
the ward at least a weel< after being
taken and anti TB treatment was
then commenced.

.  O n e  d o s e  o f  t r i m e t h o p r i m  +

su lfamethoxazole (Bactrim@), was
apparent ly  omi t ted dur ing h is  s tay
in hospi ta l .
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Boy aged 7 months. Admitted with a
cough, fever and vomiting for I week.

Looked oale and unwel l  and
d y s p n o e i c .  C h e s t  X - r a y
showed  b i l a te ra l  oneumon ia
a n d  t h e  c h i l d  d i e d  a f t e r  8
h o u r s  i n  t h e  h o s p i t a l .
Investigations showed WBC of
5 3 . l x  l 0  ' / L  w i t h  h i g h

ProPort ion of  monocytes and
n e u t r o p h i l s .  H b  7 . 3  g m / d l .
B lood  g lucose  14 .3  mmo l /L
(probably resul t  o f  lV g lucose
infus ion) .

T rea ted  w i th  oxygen ,  ,
f e n o t e r o l  h y d r o c h l o r i d e
(Berotec@), and ipratro-prium :

b r o m i d e  ( A t r o v e n t @ ) ,
nebul isat ion and cefotax ime
(Claforan@),  lV.  Clear ly  th is  chi ld  had
an  ove rwhe lm ing  pneumon ia  -  bu t
what  was the under ly ing cause of  the
i l l ness?

The fo l lowing points were d iscussed
dur ing the meet ing:

.  Had th is  chi ld  been los ing weight
over  the previous monthsl  There
was no ment ion of  a weight  in  the
medical record and no reference to
the Road to Health Chart indicating
whether  the baby has been fa i l ing
to thr ive.

.  Was th is  chi ld  HIV+l  l f  so,  should
the mother  have been tested a lso?
Have  we  a  du ty  as  doc to rs  t o
consider  the fami ly  impl icat ions? l f
s o ,  p e r h a p s  w e  s h o u l d  a l s o  b e
test ing the mothers of  s t i l lborn
babies for  syphi l is  or  checking on
their serology.

The pat ient  was 25 years o ld and was
a d m i t t e d  o n  a  S a t u r d a y .  H e  w a s
presumed to be HIV posi t ive and was
admit ted wi th d iarrhoea and vomit ing
that  had been oresent  for  3 weeks.
Th ree  days  a f t e r  adm iss ion  rou t i ne
bloods were taken and showed a blood
g lucose  o f  8 lmmo l /L  and  a  BUN o f
34mmol/L.The b lood g lucose level  was
c h e c k e d  a n d  w a s  6 8  m m o l / L .
Actrapid@, l0  uni ts  was star ted on a
s l i d i n g  s c a l e  a s  t h e  p a t i e n t  w a s
hypervent i la t ing and ketot ic .  l t  was
found  tha t  t he re  we re  no  g lucose
test ing st r ips in  the hospi ta l  to  moni tor

surg ical  emphysema on the chest  and
another  X-ray showed him to have a
l e f t  h a e m o t h o r a x  a n d  a  g r o s s l y
enlarged heart .The haemothorax was
drained and no ment ion of  the amount
of  b lood removed was recorded.The
p e r i c a r d i a l  t a m p o n a d e  w a s  n o t
recogn i sed  and  the  pa t i en t  d ied  a t
about  20h00.This pat ient  was c lear ly
managed very badly.

t r

A27-year-old man was admitted over
the weekend wi th acute dyspnoea and
cough. He had had a cough for 2 weeks
and yel low sputum. He was afebr i le

"We have found that
many deaths were

aPParently
preventable."

the b lood sugar and the b lood sugar
m a c h i n e  w a s  n o t  w o r k i n g  i n  t h e
hospi ta l  laboratory.  An at tempt was
made to transfer the patient to hospital
X but the transfer was refused - every
hospi ta l  has g lucose moni tor ing st r ips
-  was  the  commen t  o f  t he  doc to r !
Appa ren t l y  t he  pha rmac i s t  has  no t
been able to get  new test ing st r ips as
the  b i l l  has  no t  been  oa id  and  a l so
cu r ren t l y  t he re  a re  no  i n t ravenous
glucose f lu ids for  the same reason.
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T h e  p a t i e n t  ( a g e d  2 7  y e a r s )  w a s
admit ted wi th a stab wound to the
chest  on Saturday n ight  and a chest  X-
ray showed no abnormal i ty  though i t
was a poor f i lm.The pat ient  was drunk
and was admit ted for  observat ion.  At
06h30 he star ted h iccuping and was
given l0mg diazepam.At  15h00 he had

and a non-smoker and had
h a d  n o  p r e v i o u s  c h e s t
t roubles.  On examinat ion he
had b i la tera l  inspi ratory and
expiratory rhonchi ,  chest  X-
r a y  w a s  n o r m a l  a n d  a
d i a g n o s i s  o f  a c u t e
tracheobronchitis was made.
H e  w a s  t r e a t e d  w i t h
i n t r a v e n o u s  s t e r o i d s ,
nebu l i sa t i on  w i th  a  be ta2
a g o n r s t  a n d  r P r a t r o P r r u m
bromide (Atrovent@),  and

,  pu t  on  a  b road -spec t rum
, antibiotic.After having green

vomit  on one occasion,  he
,  d ied the next  day.This man
'  d id not  recover  in  spi te of

w h a t  a p p e a r e d  t o  b e
appropriate treatment. lt was not clear
why he had d ied.

A 7 month chi ld  who had been gain ing
weight  through the cent i les on the
Road to Health chart. Admitted from
c l i n i c  h a v i n g  h a d  d i a r r h o e a  a n d
vomi t i ng  f o r  5  days .  Dehyd ra t i on
noted before and during admission. On
admiss ion  no ted  to  be  feb r i l e  and
star ted on penic i l l in  G and gentamic in.
Three days la ter  noted to be grunt ing
and having respi ratory d is t ress.WBC
on that  occasion 21 .9 x  |  0  '  /L ,  Hb 9.9
gm/d l ,  b l ood  u rea  16 .6  mmo l /L .We
wondered whether  th is  chi ld  had been
rehydrated appropriately and certainly
h e  h a d  n o t  b e e n  i n v e s t i g a t e d
appropr iate ly  for  s i te  of  in fect ion.  A
lumbar puncture was p lanned for  the
day  be fo re  he  d ied  (7  days  a f t e r
admiss ion ) .
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Hosp i ta l  mor ta l i t y  ra tes  have
i n c r e a s i n g l y  b e e n  e x a m i n e d  t o
determine whether they can be used
to ident i fy  hospi ta ls  that  are not
performing well.2'3 There are two main
determinants of high or low hospital
mortality rates:the numbers of severely
ill patients who are admitted and the
standards of care of the staff. Because
of the diff iculties in apportioning blame,
some authors suggest that mortality
rates should not be used to determine
quality of care.a However, there are
published examples of the value of using
meetings where hospital mortality rates
a re  rev iewed  and  i nd i v i dua l  cases
discussed.s'6

We decided to start mortality meetings
in our local district hospital as part of a

qual ity i mprovement programme.The
purpose of  the meet ings was to
review deaths that were occurring in
the hospital and to use the meetings
to educate hospital staff about the
f r e q u e n c y  o f  i n e v i t a b l e  a n d
preventable deaths.

We have found that many deaths were
apparent ly  preventable.  We have
uncovered instances of poor medical
and nursing standards and these have
been documented.  Managing such
meet ings is  not  easy.  Cr i t ic ism of
individuals is easily made, but often
decisions are made in less than perfect
conditions; sometimes doctors and
nurses find themselves having to make
decisions with little, if any, professional
support; sometimes the resources are

grossly inadequate and sometimes the
professional's training is clearly poor.
For  morta l i ty  meet ings to achieve
quality improvement, the hospital staff
as  a  co l l ec t i ve  un i t  mus t  make  a
concerted effort to improve standards
and not to scapegoat individuals.

Whe the r  s imp ly  d i scuss ing  these
instances of poor management will lead
to better standards of care will remain
to be seen.We are, though, convinced
of the value of this relatively simple
procedure as a way of improving the
knowledge of hospital staff about their
collective deficiencies.We believe that
this type of meeting should be held in
all hospitals as part of routine quality
improvement methodology.
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