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Death Be Not Proud

Recently, a 3 month old was referred to K G Patel Children Hospital for total 
parental nutrition. At the age of 2 months, he had intestinal obstruction and 
laparotomy revealed perforation with multiple necrotic patches on the 
ileum. Post-operatively, the incision wound gaped surfacing loops of small 
intestine. Re-suturing was not possible. Total parenteral nutrition was 
started through a central line and the child was handed over to us after a few 
days.

The bandage covering the abdominal gap was getting soaked with 
discharge. A dye study done after about 2 weeks showed leakage from the 
jejunum. Surgical intervention was not possible. Initially, the child was 
physical ly act ive and mental ly alert . As compl icat ions l ike 
dyselectrolytemia, candidiasis, and jaundice appeared, the clinical 
condition slowly deteriorated and the child became lethargic. It was obvious 
that his days were numbered and all that we could do was to prolong life.The 
parents were educated and continued to give loving care to their child with 
impending death. They expressed in writing that when the time comes, 
resuscitative and life support measures should not be started. The child 
was moved from the PICU to a private room and had a peaceful death when 
the parents were with him.

Whenever on my rounds I witnessed the mother caressing her child who 
was destined to die soon, I was reminded of a book I read some forty years 

1ago in the beginning of my career  – a father's memoir of a long (18 months) 
courageous struggle between his 17 year old son and Death. In 1944, 
Johnny was diagnosed to have brain tumor and the treatment at that time 
could be considered only primitive (surgery and nitrogen mustard). Johnny 
knew that sooner rather than later, he was to die. Some six months before 
his death he had written in his diary: 'Yesterday I discussed fear of death 
with mother. For years, I have had a lack of confidence in myself with fear 
about ultimate reality. Accept death with detachment. Take more pleasure in 
life for its own sake'.  He continued to be active, to study and appear for tests 
and examinations (his favorite subjects were chemistry and atomic 
physics).As his mother wrote in the book, together they read books, 
gardened, cooked, danced, sailed, fish, played non-sense games and what 
not. Yet, after his death she wished that they had loved Johnny more when 
he was alive. 



This was a 17 year old who accepted the reality of his impending death and 
could make his life enjoyable to himself and his parents. I am certain that 
younger children also have fear of death and are thinking about it. There is 
another memoir written by the mother of a 9 year old hemophiliac who in 

21985 contracted HIV through tainted transfusion . Faced with the likelihood 
that Ben would not live out the year, the parents vowed that they will help him 
to face death without pain, without fear and ultimately without them.

Ben was aware of the situation and asked his mother if he is going to die and 
the mother answered 'Yes Ben you are – we all are, but your time may be 
sooner than ours'. When Ben asked about what happens when one dies, his 
father explained by the spirit and body concept – that at birth the spirit enters 
the body and all activities start while at death it goes away leaving the body 
here. He even made a demonstration by putting a glove on his hand and 
then withdrawing his hand and throwing the glove away. When an 
experienced nurse was asked 'You have been around so many dying 
children. What is it like for them?' The nurse answered 'When they first 
begin the death experience—they go into a kind of trance. They are not 
unconscious but it is like they are only half here. They most always talk of 
seeing a light, usually it is at the end of a long tunnel, and they want to go 
towards it. But a lot of times they are torn between going and leaving the 
ones that they love behind. But they finally let go – a look of tremendous 
peace comes to them – like they are released.' Even the atheist may use 
such concepts and it is not lying or cheating but it is using a language which 
the child patient can understand. When the end was near, Ben spent his last 
days at home. His mother suggested to him to make a sort of will – to make a 
list of his toys, books etc. and write down what each of his friend should 
receive as a remembrance – and Ben did it!

We have known many adults who have accepted the reality of death and 
made the remaining days enjoyable to themselves and others. Lance 

3 4 Armstrong  and Randy Posch are the more recent celebrity examples. 
When a child is affected, it is the parents who are looking into the face of 
death. But, children certainly are observing and interpreting the events in 
their own way. Should they not be told in an appropriate way what is 
happening to them? The inspiring examples cited here are all from the 
West. In the West, the child is independent of the parents – even the small 
infant is made to sleep alone in a separate room! To get something done by 
the child by force is out of question. The parents can not even shout at the 
child for fear of being reported to 'Child Protection Agency'. What happens 
in our culture? In our culture, the child is dependent on the parents for every 
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major decision. I must confess that during my clinical practice of more than 
four decades, I have not talked to any child about 'death'. But the parents 
need to be involved and the stress should be on the joys of life and not on the 
fear of the inevitable death. 

How do the parents in our culture react to death? Usually there is fear, 
gloom, sometimes guilt and at times denial. When I told the parents of a 
child with Duchene Muscular Dystrophy, that there is no medical cure, that 
over the years the muscular weakness would increase and incapacitate him 
and that our aim is to keep the child as functional as possible, he said,” I 
can't believe that the modern science cannot cure this weakness”. 
Explaining the etio-pathology was of no use. He demanded that he be 
referred to a senior doctor. Praying, religious rituals, fasting, taking 
blessings and charms from the 'Godmen' and at times, treatment from other 
'pathies' and 'quacks' are common. The sooner the parents accept the 
situation the better because then they can really take good care of the child 
and try to make their moments with the child enjoyable to both. In the usual 
life of the common man, moments of happiness and enjoyment are 
uncommon because of lack of facilities and finances. But one can certainly 
spare some more time for the child and play games like cards or carom, see 
TV together, read stories, novels or poems if one is inclined towards 
literature. Being together is important. The least we can do as doctors is to 
spare some time for the parents and discuss the impending death of their 
child. The message could be: Do not cry because it is coming to an end
-smile because it is still there!
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Patient Safety : Part II

In spite of highest expectations medical errors do occur. Errors prove costly. 

In terms of individual suffering; longer hospitalization; tests required and 

increase in treatment cost. It also leads to loss of trust for the individual 

doctor; institution and medical science.

Mrs. Maniben has undergone routine tube ligature operation under short 

general anesthesia by minilap. She has come out of anesthesia completely 

in half an hour. When she reports of nausea to resident doctor, he orders 

injection  perinorm. After a short while of injection, patient complains of 

difficulty in breathing and nurse notices that patient is turning blue. Medical 

Officer luckily was present in surgical recovery ward who quickly intubates 

the patient and starts blowing air in lungs till ambu bag is connected.

No sooner tube was inserted and air was blown in color of nails changed 

from blue-violet to pink. Doctor noticed that blood pressure was recordable 

and almost normal. Tachycardia settled. Patient had no spontaneous 

breathing. Resident was quick to ask for the ampoule of the injection given 

and he noticed that injection given was not perinorm but pavulon; muscle 

relaxant a drug used by anesthetist. Patient was managed with help

of anesthetist and recovered completely.

This is gross error of staff nurse. An error is defined as the failure of planned 

action to be completed as intended or use of wrong plan to achieve aim. 

Thus there can be error in plan itself or there can be error in execution. In a 

U.S. study of 1074 patients admitted to two intensive care units and one 

surgical unit at a large teaching hospital 480 (45.8%) were identified as 

having had an adverse event, when adverse event was defined as 

"Situation in which inappropriate decision was made, when at the time an 

appropriate alternative could have been chosen. For 185 patients adverse 

event was serious producing disability or death. For each day of I.C.U.

stay likelihood of experiencing adverse event increased by six percent. 

Four toddlers were sitting outside operation theater with one of the parent 

waiting for their turn for surgery. Harsh was carried out in small trolley from 

O.T. and Harshal was called in. Referring papers of Harshal O.T. Nurse 

noticed that Harshal was for circumcision and doctor has just finished 

circumcision on Harsh. There was only one case for circumcision that 
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morning. She ran after the trolley and brought it back in O.T. She called 

surgeon and anesthetist to the trolley and said that Harsh was for congenital 

hernia repair and not circumcision. Caudal block had not warned off. Harsh 

was operated for congenital hernia and he received circumcision as a 

bonus. Parents believed in surgeon's explanation that besides hernia

he also needed circumcision. 

First I.C.U.  was started in Baltimore Hospital U.S.A. in 1958. It was manned 

by team of Anesthetists. From starting of first I.C.U. their number has 

increased world wide; faster than Pizza Parlours or MacDonalds.  Before 

twenty years when I.C.U's mushroomed in Bombay; Times of India wrote a 

scathing report: I.C.U's or Death Traps. After finding that some of the

I.C.U's had no more than pulse oxymeter and oxygen cylinder in equipment 

and Aya or untrained nurse to monitor the patient. In last twenty years

there has been major shift in quality of I.C.U.'s; equipment and personnel. 

However because of lack of any accreditation or enforceable minimum 

standards: guidelines of Critical Care Council are more often not followed. 

More errors occur in I.C.U's than in general wards.(Table)

Table

Types of Errors 

Diagnostic : Delay or wrong diagnosis

Failure to employ Tests

Use of outdated tests or therapy 

Failure to act on test result 

Treatment : Error in operation - Procedure or Test

Error in administration of treatment

Error in dose or drug 

Delay in treatment, delay in responding to test results

Preventive : Failure to provide prophylactic treatment

Inadequate monitoring 

Others : Failure of communication

Failure of equipment

Failure of System 
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Computerized drug order system can reduce frequency of mistakes but 

cannot totally eliminate them. Giving appropriate medication is a complex 

process. It involves multiple organizations and at each step mistake can 

occur. The optimal process of writing prescription involves  selection of 

correct drug and dosage, writing legible prescription  or giving a computer 

print out with a copy to pharmacy, correct dispensing and  monitoring for 

adverse drug  events. In a teaching hospital over one year 28941orders for 

medication were written and    there were about four errors per 1000 orders. 

Children are at greater risk because of incorrect dosages. Errors were

more in PICU then general ward. Some of the of the steps that will ensure 

safe and better care are :

(1) Evidence based medicine. Large and teaching hospitals are more 

likely to follow set protocols for investigations and treatment rather than 

treating patient on hunch and hearsay. Evidence based medicine has 

become gold standard for management of patients. Access to internet 

has made it easy to reach and follow latest developments in

health care.

(2) In fec t ion Cont ro l Commi t tees. Medica l Super in tendent ; 

Microbiologist; Pathologist; Clinician and Matron are important 

members of Infection Control Committee. They should meet at least 

once in a month. Prevention of infection in O.T.; I.C.U's; wards are 

priorities. All measures should be checked and reviewed so that 

avoidable infection does not occur. Cultures and antibiotic sensitivity 

should be done at regular intervals. 

(3) "Cockpit Check list". Cockpit check list must be followed in

operation theatres and I.C.U's. 

Remember that work which is not supervised is not done. 12th August 

2009,according to Daily News Paper, Divya Bhaskar five persons lost vision 

after eye operations at Civil Hospital Telod. Operations were performed on 

July 30th. According to Eye Surgeon they may have developed infection 

from eye drops used. Matter is under investigation.

Dr. Jagdish Patel

Hon. Secretary MCCT 
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Baby Walkers

Some time back, a 9 month old was admitted with head injury due to fal

 from the baby walker. This stimulated a little inventory into baby walkers. 

The following information is gathered mainly from the September 2001 

issue of Pediatrics and the 'Baby Walker Safety Awareness Training' of the 

Cardiff University, UK.Baby walker is a device used for infants who cannot 

walk on their own, to move from one place to another. They existed in UK 

during the Tudor period (1400 AD - 1650 AD - fig.1) and perhaps even 

earlier. Patents for baby walkers have been issued as early as 1851. They 

however became most popular during the post-World War II - when the 

family pattern shifted towards being unitary. 50% of parents in UK of 

children between 3 and 12 months use it - that is about 300,000 children. 

There are various reasons why parents put the baby in the walker.

Entertaining the child :-

When the lone caretaker has to attend some other work (e.g. cooking)

 the child is kept in the walker. Many walkers have a tray for keeping toys and 

the child can amuse himself by moving around (and accessing various other 

objects).

Helping the child to walk early :-

Scientific surveys have shown that walkers may indeed delay the 

development of walking by a few weeks. Development off any skill is a 

continuous sequential process and depends on acquisition of baseline 

skills. The child needs to acquire the skills of turning on to abdomen, 

crawling, sitting up and standing before walking.

Keeping the baby safe :-

Most people believe that a baby is safe in her 'wagon' - not so! More 

accidents and injuries occur in baby walkers than with any other form of 

baby equipment or toys. In USA during a period of 25 years (1973-1998),

34 infants died due to walker injury. In the year 1997, there were over 5,000 

baby walker related accidents in UK. There are various causes of injuries.

Collision :-

At times the walker generates a speed of one meter per second (i.e. more 

than 3.5 Km / hr). The young infant may be unable to check it in time and may 

dash against objects and walls.  
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Fall :-

Tripping occurs when the wheels of the fast moving walker suddenly get 

stuck up at some obstacle as the infant is top heavy. A number of accidents 

are due to fall down the stairs. More than 25% of the injuries due to fall are 

related to head and neck, 10% of which are skull fractures.

Other :-

Mobility makes many unsafe and injurious objects accessible to the child. 

He may pull things on the teapoy and get scalded by hot tea in the kettle or 

get hold of knife and such other dangerous objects. He may swallow 

medicines or other unwholesome liquids (e.g. scents) left on the table.

Prevention

Surveys have revealed that 78%-89% of the walker accidents have 

occurred even when the children were being supervised. Various 

preventive measures have been suggested. They include making the base 

wide so that it cannot pass through the door, guarding the stairs by 

appropriate doors and by safety awareness training of parents.Wider-

design walkers can prevent some stair falls (by preventing an infant leaving 

a room).However, tip-over injuries, contact burns and scalds, and 

poisonings are all still possible. 

Educating parents is effective. If supervision is the issue, the parents 

should be encouraged to use a crib or play pen. If entertainment is the issue, 

the parents should be recommended a stationary activity centre (fig.2). The 

benefits of floor-work, crawling, cruising (walking whilst holding on to 

furniture), which all include development of motor skills in preparatio

 for walking, should be emphasized. Canada has banned the sale of baby 

walkers from April 2007.

Reflections

Baby walkers have certainly been in use in India since long. They were with 

a horizontal H-shaped frame with two wheels each front and back and a 

vertical frame in the middle for the child to hold. They certainly were very 

risky and are now given up and it is difficult even to get a picture of it. In the 

low socio-economic families, the child grows on the floor (whatever be its 

nature) under the supervision of anybody around (even a 5-year old elder 

sister), and there are hardly any efforts for protection from injuries. Many of 

our patients with 'kerosene poisoning' occur in this situation - the infant 
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crawls towards the 'chula' and drinks the kerosene kept in an open cup or 

bottle. The middle class families use the modern baby walker mainly with a 

purpose of keeping the child safe when the mother is away. It is difficult to 

avoid the situation and a safe model and safe environment should be 

ensured. There is really no need for baby walkers in the high socio-

economic families. If the parents are not free they should get someone to 

mind the infant who should be allowed to grow on the carpet.

Dr. Arun Phatak 

Consultant Pediatrician

Fig 1

Fig 2
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Innocent Murmurs

Murmurs are sounds or noises made by blood as it flows through the heart 
and blood vessels of the body. Murmur occur due to  abnormal flow patterns 
if there are abnormalities of :(a) the heart valves, (b) holes within the heart, 
or (c) abnormal communications  between blood vessels, or  between 
blood vessels and the heart. Innocent means that there is no structural 
(anatomic) or functional (physiological) abnormality of the heart and that 
the murmur comes from normal flow within a normal heart. In infants and 
children, many a times a murmur may originate through normal flow 
patterns. So, it may be heard in virtually any child. To confirm whether there 
is a heart defect or not, referral to a pediatric cardiologist should be made 
either (1)If the doctor is concerned or unsure of the nature of the murmur or 
(2)If the parent requires or requests further assurance.  Ideally a through 
evaluation of the child should be done by treating doctor. It includes-
Birth history, Feeding patterns, Breathing difficulties, Color changes, 
Nutrition and Growth pattern, and Activity levels.

One should know if  there are  complaints of shortness of breath or extra 
beats, skipped beats, palpitations  fainting .Chest pain is a common 
complaint, but a cardiac cause is found in less than 1% of children. 
Secondly, family history of heart problems should always be elicited-e. 
g.sudden unexpected death, especially during or after vigorous exercise in 
young people-condition of hypertrophic cardiomyopathy. Lastly,
a Complete Physical Examination of the child must be made to assess the 
trowth of the child, general appearance, if any syndromic features, 
respiratory effort, and vital signs-(heart rate, saturation -SPO2 by pulse 
oxymeter, respiratory rate, and blood pressure).The pulses in the arms and 
legs MUST be checked. If the pulses are not equal, upper limb and lower 
limb blood pressure must also be checked and compared using
appropriate cuff sizes. The Principle aspect in the examination of the heart 
is a good Auscultation. One should always remember different properties
of a murmur which is used in identification- 

Timing-when is it heard (during systole/diastole/continuous) 
Location-where it is best heard (apex/sternal border/back) 
Quality -is it a high pitched or low pitched
Intensity or loudness-is it loud or soft 
Presence of an extra sound - "a click" 

Properly done cardiac auscultation remains a valuable and cost-
effective clinical tool that often establishes the diagnosis, etiology, and 
severity of heart disease.

PCKGP  Oct.  -  Dec.  2009 55



Innocent murmurs are murmurs produced by normal blood flow. Therefore, 
changing the flow should change the intensity (loudness) of the murmur. As 
for example, changing the child's position during the examination from 
supine (lying down) to sitting, standing, and squatting will change the flow 
and is very useful in helping to define innocent murmurs. Similarly Valsalva 
maneuver which reduces blood flow to the heart can also be tried.

Innocent murmurs (usually found with  fever, anemia, exercise, excitement, 
hyperthyroidism) are  faint (grade 1-2/6), early to mid-systolic, crescendo-
decrescendo murmurs. These often have  a musical, vibratory, or buzzing 
quality (Still's murmur). It occurs during early RV or LV ejection and is heard 
best over the pulmonic area or mid left sternal border but may be heard at 
the apex and aortic areas as well. It is characteristically accompanied by 
normal respiratory splitting of S2, a physiologic S3 at the cardiac apex, 
waxing and waning with respiration, and a jugular venous hum, in the 
absence of abnormal heart sounds (e.g., ejection sounds, clicks, gallops) or 
other systolic or diastolic murmurs. Innocent  murmurs are often heard  in 
an  asymptomatic individual without any clinical manifestations of heart 
disease and with a normal ECG and chest X-ray. Instead, If there is 
presence of symptoms suggestive of cardiovascular disease and/or 
associated abnormal physical findings, it may increase the likelihood that 
the murmur is significant. Thus, its only after complete evaluation, a label
as to organic or innocent murmur should  be made.

Dr. Mahesh Bhatt

Pediatric Cardiologist
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