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On February 8, 2010, Representative John Murtha died at the Virginia Medical Center.  His cause of death was 
complications from gallbladder surgery.  He received laparoscopic gallbladder surgery at the National Naval 
Medical Center in Bethesda, Maryland on January 28, 2010.  It is believed that his intestine was nicked during that 
surgery, causing an infection which would eventually kill him.

We begin by recording relevant basic problem 
information in the outline, or problem 
definition.  We record the "what, when and 
where" of the incident.  Because more than 
one date and facility is involved, it may be 
helpful to create a timeline of events to aid in 
the investigation.  

Once we've completed our outline, we begin with our Cause Map.  We begin with the impacts to the 
goals on the left, then ask "why" questions and fill in causes to the right.  The patient death was 
caused by an infection believed to be caused by a nicked intestine from laparoscopic gallbladder 
surgery.  Because not all laparoscopic gallbladder surgeries result in nicked intestines, there has to 
be an additional cause, but we don't know what it is.  We'll just put "Surgical error ?" as a cause, and 
we can add more detail as more information is released.   

The National Naval Medical Center has released its basic process for a quality assurance review, 
which is performed in the event of a patient death or adverse event during patient care.  Because 
this process is going to be part of the solution to this issue, we can record the information we know 
about this process in a Process Map.  Unlike a Cause Map, the Process Map flows from left to right 
in the direction of time to show the order of steps that should be taken.  We can add this Process 
Map to the investigation sheet as well, for reference.

Once we've recorded this information, we can define the 
problem with respect to the organization's goals.  A patient 
death is our primary concern, and is an impact to the patient 
safety goal.  An adverse event that occurs during patient care 
can be considered an impact to the compliance, organization, 
and patient services goal.  Additionally, there were certainly 
additional costs incurred due to the additional care required, 
which are impacts to the materials and labor goals.      


