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A Birth Crids

Margaret R.H. Nusbaum, DO, MPH; Margaret R. Helton, MD

Peering over the shoulder of my
resdent, | supervise her delivery of
a baby. Sheisconfident and com-
petent and deftly cuts the tight
nuchal cord and relieves a mild
shoulder dystocia. We have been
observing this labor for severa
hours, perhapswith abit more con-
cernthanusual sincethefetal moni-
toring shows a baseline heart rate
with little variability and no accel-
erations. But, the mother’s | abor
progress has been steady, and we
look forwardtodelivering the baby
into the expectant handsof the pa-
ents. However, after damping the
cord, the baby showsnorespiratory
effort, and no pulse isfelt, despite
the fact that fetal heart toneswere
heard moments before delivery. |
swiftly hand the lifelesslittle body
over to the helping hands of the
neonatal team. My first update to
thefamily iswhat | have said many
times before often with my back
tothefamily, resuscitating the baby
myself, “We’re just trying to get

(Fam Med 2002;34(6).423-5.)

From the Department of Family Medicine,
University of North Carolina, Chapel Hill.

your baby tocry.”But the baby does
not cry anddoesnot even establish
a heart bea, despite valiant efforts
on the part of the neonatal team.
Likeamother bird, | carry updates,
piece by piece, back to the family,
building a nest of information
meant to cradle the final fragile
words, “l am sorry. We did every-
thing we could.” Her ary of anguish
cutsthroughthe palpably fear-filled
room, signaling the onset of grief,
for her, her family, and he health
care team.

Degpite having delivered babies
for nearly 20years, | didnot seethis
coming. Still, I maintain my pro-
fessionalism and shift to triage
mode for a birth crigs, prioritizing
firg the family, then the resident,
andfinally the health careteam. As
attending physician, | remain low-
ed priority. Thechaplain arrivesas
| bundle the perfect-looking little
body. Carryingthe child back to his
mother, | cradle him carefully, pe-
ceiving him as more delicate and
requiring more caution than a
healthy, screaming newborn. | gen-
tly hand him to her.

| am well schooled to never hide
my own tearsfrom familiesin such
circumstances, but feeling that |
needed to hande the situation for

the family and the resident, | ini-
tiateabirth crissreview andfocus
onthe paperwork. My resdent col-
leagueisshedding thetearsfor me,
our team, and for the family. This
is her first experience with such
tragedy, and | take some consola-
tionin knowing that it is better for
her to have her first suchexperience
under the umbrella of residency
training rather than alone in her
pradice. Later, as| hug her, | fed
her wrap her arms around herself
asif protecting her own gravid ab-
domen from some unknown danger.
Healing begins as the family
holdsthelittle body, inspectinghis
face, finge's, and toes, and saying
hisnamealoud. The mother thanks
me for all we did, asking that we
join in for the blessing, a moment
of beauty nestled insde a tragedy.
| began the usual course of re-
view. |s there anything we could
have done differently? Having seen
the end of life initiated at cord
clamping before, | suspect anoma-
liesincompatible with life, anidea
further supported by a relatively
acceptable cord pH. Reviewing the
entire prenatal, labor, and delivery
process, | findnothing! would have
donedifferently. | sharethe fad that
| do not know wha happened with
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thefamily and theteam. | meet with
the nursing gtaff and speak briefly
with the neonatologi<. In an effort
to becollegial, | update the obste-
trician gaffingthelabor and deliv-
ery unit and find him squirming in
hischair andavoiding eye contact.
| have nodoubt that he believesthis
would not have happened had the
baby been managed by him or one
of his obgtetric colleagues. | hold
my head high and explain to him
that | suspect some sort of anomaly,
incompatible with life. He senses
safer ground hereand turnstoward
me andrecitesneonatal conditions
that might make resusitationimpos-
sible. We part with an understand-
ing that we need to wait on further
data from the autopsy.

When | reachhome, my husband
knows exactly what to do as the
words leave my lips, “1 had ababy
die today.” He has been there be-
foreandisskilledinhissupport but
gtill wonderswhy | continueto de-
liver babies as part of my practice.

Thenext day, | awakeearly, un-
aware of theday’sperils. | wasun-
prepared for the assault that was
about to take place. For the next 48
hours, | experiencedfeelingssmi-
lar tothose reported by womenwho
have been raped. There is the
trauma from the event itself but
then the system assaults further,
leaving deep emotional scars.

Perhapsitismy clothesthat have
set me up. Therape victimtakesher
usual route, wears her usual clothes,
and is often raped by someone she
knowsand trusts. Asafamily phy-
scian, the clothes | wear and the
road | walk involves a choice to
deliver babies. | deliver babiesin a
system | have known for nealy 7
years, and | am confident of my
skills (there is nothing unusual
about thiswalk for me). The obstet-
ricd nurseshave assured me of their
confidence in my management (|
am in a familiar neighborhood).
Thus, | did not recognize thefirst
perpetrators. Without my know-
ledge, severd nursesbrought thefe-
tal monitor grip (my clothes) tothe
obstetrician. They want assurance,

whichthey receive, that had he been
managing the case, he would have
performed a cesarean section, and
thiswould not have happened. Fuel-
ed by such words, other nursesjoin
the process, and what feels to me
like agang rape unfolds. A nursing
adminidrator interrogates me and
guestions my understanding of fe-
tal monitoring, labor management,
and the conaultative process. The
rapevictimhears, “Youareayoung,
attractivewoman. Why would you
walk alone?”’ | amhearing, “Youare
afamily physician.Why didn’'t you
consult an obgtetrician?” | explain
that besidesdecreased variability on
thefetal monitoring gtrip, therewas
nothing in the course of labor and
delivery to suggest such a bad out-
come. Still, she persgstswith an ac-
cusatory tone, and thewords pum-
mel me. | am shocked tha a nurse
adminigrator seesthisinterrogation
aspart of herjob. Just asan interro-
gator asksarape victim, “Why did
you walk alone?” the repeated ques-
tion “Why didn’t you ask for anob-
getrical consult?” implies that the
baby’s death could have been pre-
vented and that | am to blame.

A nurse mentions to me that she
feels uncomfortable working out-
sde of her areaof labor and deliv-
ery, suggesting tha ddivering ba-
biesisnot an areafor family phys-
cians, agtatement calling into ques-
tion the competency of the entire
specialty of family practice. An-
other nurse explainsthat she should
have spoken more forcefully about
her concernsat the time that the lack
of fetal heart variability was dis-
cussed, asif it was obviousto ev-
eryone else that this was going to
happen. My resident colleague and
| feel that peopleturn and stare as
we keep working on labor and de-
livery, now managing another pa-
tient in labor. We are not even sure
whoto tdk to, aseyes arediverted
and whispers occur.

Nurses who | had previously
trusted (friends who the rape vic-
tim turns to), say that they do not
want towork with family physicians
anymore. If | had not walked alone,
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not worntheclothes! did, not been
as friendly as | am, this rape, this
preventabl e tragedy, would not have
occurred. | am now dirty and dis-
gusting. If they associate with me,
they might get raped themselves.

The assault continues. They say
they don’t want to work with me
because they believe that because
of the way | look (young), act
(nice), walk (by myself as a corfi-
dent, competent family physician)
that this will surely happen again
andagain. | try hardto reframethis
behavior asa need to place blame
and shame o the tragedy can be
accepted. Perhapsthisevent threat-
ened their sense of competency or
job security. Perhgps this behavior
is just immature coping kills and
means of self-protection. My res-
dent colleague halds close to her
heart the words of an obgetrical
resdent who takes her asde and
advises her, “Don’t lisen to wha
people are saying,” kind words of
support, whispered by someone
who cannot share thispublicly with-
out ridicule.

Asateacher in aresdency pro-
gram, | include my resident col-
league in this experience, even
thoughiit is painful and abusive. |
know she needs to be strong and
confident and hope sheis develop-
ing redlience. | have seen phys-
ciansquit some aspect of their clini-
cal practice because of this treat-
ment, most notably arounddelive-
ing babies. | hate to think that the
women in therural town where she
isgoing to practice, where no ob-
getrician will venture, might losea
skilled physician because of such
abuse.

Through thisall, my resident col-
league and | maintain our relation-
shipwith the most important people
in this stuation—the mother and
the family. We tell each other tha
no matter what is happening to us,
we must bethere for the family.

My family physician colleagues
are saddened and upset when they
seethe datafrom the case withtheir
own eyes, having heard gross ex-
aggerations of the fects. As their
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eyesfill with tears, hearing what |
have beenthrough, itisthefirst time
inmorethan48hoursthat | amable
toseewhomy real friendsare. | fed
support and encouragement in
grieving the two tragedies. a neo-
natal death and a rape by the sys-
tem.

What if | had made an error in
judgment? | amin ahigh-risk pro-
fesson with long hours, chronic
deep deprivation, and evea-chang-
ing madical information. Thereare
many degreesof erro—from mak-
ing a minor migake in writing a
prescription to making a judgment
that contributes to paient injury or
death. In 1999, the Inditute of
M edicine created the Committee on
the Quality of Health Care in
America, whichreleasedthereport
To Err IsHuman: Building a Safer
Health System.* This report re-
ceivedalot of pressattention snce
it highlighted concemns about pa-
tient safety. The same committee
has recently rdeased a second re-
port, Crossing the Quality Chasm:
A New Health System for the 21
Century,? which offerssuggestions
forredesigning the health caresys-
tem sothat it better meetsthe needs
of the peopleit serves. I nthe report,
they list 10 rulesfor the 21-cen-
tury health care system. One of the
rules suggests that one of the big-
gest challengestomoving towarda
saf er healthsystem ischanging the
culture from one of blaming indi-
viduals for errors to one in which
errors are treated not as persond
failures but as opportunitiesto im-
prove the system and prevent harm.
In other words, the “blame and
shame” culture under which most
of our doctors and nurses trained
has no role in the modern health
care system. It ravages the people
working in the sysem and does
little to improve pdient care.

| report thisrapenot for retribu-
tion but as a case from which to
learn. | hope we, the health care
system, can step back and look a
our behavior toward each other and
work to improve the climate in
which we work.

As time has passed, | find my-
self ableto step back from the emo-
tiond drama of being accused of a
wrongful death. Interactionson la-
bor and ddivery have reverted to
usual.Aspart of my learning from
thiscase, | have consideredthewis-
dom advised in abook on persond
growth:®

(1) Be impeccable with your
words. Despite the emotional drama
andtherushto persecutionthat oc-
curred the day after this birth cri-
gs, | remained confident that there
was nothing | could have done to
alter this outcome, and | did not
seek to find someone else who |
could blame. | felt | had been hon-
est with what had occurred.

(2) Don'’t take anything person-
ally. I did not do well with this. |
didtakethe accusationsof awrong-
ful death personally, and | was
shocked to hear from the nursing
adminigrator that the nurses’ re-
count of the events prior to deliv-
ery wascontradictory tomine Per-
haps the nurses were acting out of
self-preservation, as wasthe nurs-
ing adminigtrator, but clearly the
blame was placed squarely on me.
| took the words pesonally, as an
insult to my integrity and compe-
tency.

(3) Don’'t make assumptions. |
made assumptions that the accusa-
tions the nurse administrator was
confronting mewith were directly
from the mouths of the nurses in-
volvedin the case. I nspeakingwith
the nurses later, | discovered this
wasnot completely accurate. W hen
emoations are high, and rumors are
flying, it is not uncommon to hear
something that is once or twicere-
moved from the original source.

(4) Always do your begst. Thisis
al | can everdo, but I’ll try to do
even beter nexttime.

The epilogueto my gory isthat
at autopsy thislittle boy wasfound
to have Pompe’s disease, a glyco-
gen dorage disease that had left
depositions inhisheart, liver, lungs,
and other tissues. Thefindingswere
incompatible with life, confirming
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that no course of action during the
labor and delivery process would
have led to a different outcome. |
cannot hidethefact that | feel some
relief, but | know there may be fu-
ture outcomes without such vindi-
cation. | understand that we cannot
completely eliminate bad out-
comes, but | harbor hope that pa-
haps we can avoid assaulting the
peoplewhoworkin the health care
system. A supportive environment
will help us create the system tha
will serve our patients best as we
seek toimprove health care systems
in the 214t century.

Addendum

Our department began address-
ing this case as asentinel eventfor
beginning a Continuous Quality I m-
provement (CQI) discussion on
how we could all have handled the
process better. The family, phys-
cians, nurses, and daff are appro-
priately grieving.The physcians,
nurses, and saff have gone on to
handle subsequent perinatal losses:
wanted early gestationsgone awry,
neonatal complications, malforma-
tions, tillbirths. Our residency pro-
gram graduate continues to provide
prenatal careanddeliver babiesfor
women inarural, underserved area.
Sheisanexcellent family physician
and a wonderful parent.
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