DMC/DC/F.14/Comp.1389/2/2015/
                            

        8th July, 2015

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri.Naveen Malhotra, r/o-G-2, Ratan Park, New Delhi-110015, alleging medical negligence on the part of Dr. Monika Thapar of New Medical Centre, in the treatment administered to the complainant’s sister in law Smt. Aruna at New Medical Centre, B-39, Moti Nagar, New Delhi-110015, resulting in her death on 30.07.2014 at Maharaja Agrasen Hospital, where she subsequently received treatment.
The Order of the Disciplinary Committee dated 16th June, 2015 is reproduced herewin-below :-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri.Naveen Malhotra, r/o-G-2, Ratan Park, New Delhi-110015 (referred hereinafter as the complainant), alleging medical negligence on the part of Dr. Monika Thapar of New Medical Centre, in the treatment administered to the complainant’s sister in law Smt. Aruna (referred hereinafter as the patient) at New Medical Centre, B-39, Moti Nagar, New Delhi-110015 (referred hereinafter as the said Hospital), resulting in her death on 30.07.2014 at Maharaja Agrasen Hospital, where she subsequently received treatment.

The Disciplinary Committee perused the complaint, joint written statement of Dr. Monika Thapar and Maj. P.K. Thapar, copy of medical records of Maharaja Agrasen Hospital and New Medical Centre and other documents on record.
The following were heard in person:-

1) Dr. Monica Thapar

Consultant  Gynaecology, New  Medical 






Centre

2) Maj. P.K. Thapar

Medical  Superintendent, New   Medical 






Centre 

Contd/:

(2)

The complainant Shri Navin Malhotra failed to appear before the Disciplinary Committee inspite of notice.
It is alleged in the complaint that the patient had been consulting Dr. Monica Thapar for her pregnancy.  On 28th July, 2014 at 7.22 p.m. in the evening after routine check-up which was normal; the patient was advised to get admitted.  At 10.30 p.m. in the night, the patient was admitted.  She was hale and hearty.  From 1.30 a.m. in the night, the patient was administered glucose and other vaccines beside some injections.  It seems because of heavy dose of injection, the patient had some reaction.  She had bleeding from her nose, the jaw closed, breathing became labored.  The complainant’s wife who was there asked the nurse to call Dr. Monica Thapar.  Dr. Monica Thapar did not come immediately.  When Dr. Monica Thapar came, she administered numbers of injections to the patient but the patient’s breathing remained labored.  There was no arrangement for oxygen, doctor or ambulance, even though it claims itself to ‘twenty four hours emergency’ centre.  Dr. Monica Thapar advised the patient to be shifted.  The patient had become critical.  The ambulance which came from Kalra Hospital was not-equipped with oxygen.  Then ambulance from Maharaja Agrasen Hospital arrived.  It is because of complete medical negligence that the patient became critical, a dead baby was delivered and inspite of administration of number of bottles of blood, the patient could not survive.  It is prayed that the illegal nursing home be closed and Dr. Monica Thapar’s registration be cancelled.  
Dr. Monica Thapar and Maj. P.K. Sharma, Proprietor, New Medical Centre in their joint written statement averred that the patient Ms. Aruna Malhora, aged thirty two  years/female  was  a  booked  patient 
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second gravid.  The patient’s expected date of deliver (EDD) was 5th August, 2014.  The patient’s ante-natal period was uneventful and the patient was immunized with tetanus toxoid 2 injections.  The patient had her first delivery which was full term normal delivery eight years back.  No significant past history of any major illness.  The patient was admitted in the New Medical Centre on 28th July, 2014 at 10.30 p.m. as a case of second gravid with full terms pregnancy with mild labour pains.  On the patient’s admission, the patient’s pulse was 94/Min., the patient’s blood-pressure-106/64, FHR 148/M, mild uterine contractions.  The blood group of the patient was O+ve.  The patient was given 2.5 units syntocinon drip started in five percent dextrose drip at rate of 16-20 drops/min.  Injection monocef 1gm I/v were given after test dose.  The labour pains were progressively increasing and everything was uneventful.  At 3.20 a.m., the patient went to the toilet and had vomiting inside and came back gasping.  On examination, peripheral pulses were not recordable.  Immediately, one hundred percent oxygen was given by mask through central line of the room.  The CPR was given, injection atropine, injection adrenaline, injection efcorlin, injection mephenhne, injection sodabicarb were given and the patient was revived.  On pulse oxymeter monitor the pulse was 130/min., the blood-pressure-130/70 mm of Hg and SPO2-97%, chest clear, foetal heart-not localized even with doppler.  Membranes had ruptured spontaneously.  The critical condition of the patient was duly explained to the attendants of the patient and advised to shift the patient to higher centre with ICU.  The nearest higher centre was Kalra Hospital and physician Dr. Anil Manchanda was contacted and the ambulance was arranged, which arrived immediately, but the attendants of the patient refused to get the patient shifted to Kalra Hospital, and the ambulance was sent back, which had waited for thirty minutes.  On the persistence of the attendants, another ambulance was called and the patient was shifted 
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(4)

to Maharaja Agrasen Hospital and she accompanied the patient in the ambulance to the Maharaja Agrasen Hospital.  At the time of handing over the patient at about 4.30 a.m. to Maharja Agrasen Hospital, the pulse was 130/min., the blood-pressure-130/70 (without inotropic drugs).  She had treated the patient strictly as per standard medical protocol and did not lose time in referring the patient her to a higher centre for further management, when the situation so demanded.  However, some delay did occur when the attendants of the patient did not send the patient to the nearest higher centre, i.e., Kalra Hospital and insisted to take their patient to Maharaja Aggrasen Hospital.  The patient was shifted in well equipped ambulance and she alongwith the nursing staff, accompanied the patient in the ambulance up-to hospital.  It is specifically and vehemently denied that any overdose of any injection, as alleged in the complaint, was given to the patient.  It is further denied that case of the patient was spoiled by her or that any carelessness or negligence, as alleged in the complaint under reply, was there in managing/treating the patient in her center on the part of the treating doctor or the nursing staff.  It is wrong and denied that there was any delay in attending the patient when emergency arose.  Prompt steps were taken to control the situation and the same is evident from the fact that at the time of handing over the patient to Maharaja Agrasen Hospital, the pulse was 130/Min, the blood-pressure-130/70(without inotropic support).  Thus, all the allegations leveled in the complaint are imaginary and far from truth.  The exact cause of death of the patient in this case could have been ascertained by getting the postmortem of the dead body, but perhaps, the same was not conducted.  The cause can be?  Amniotic fluid embolism due to spontaneous rupture of membranes.  Her experience of about thirty years makes her to belief that the patient had suffered cardiac arrest in her medical centre and all possible measures were promptly taken 
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to save the patient by doing whatever was required to be done under the prevailing circumstances and in view of condition of the patient.  
In view of the above, the Disciplinary Committee makes the following observations :-

1) The patient with second gravida, full term normal pregnancy was admitted in early labour.  The labour was augmented with injection synticinon drip.  The patient was progressing in labour without any problem.  While passing urine in the toilet, she collapsed and had cardiac arrest.  She was resuscitated with injection adrenaline, injection atropine, injection efcorlin, injection sodabicarb and injection mephertine.  The patient started responding-the pulse recordable 130 per minute, the blood-pressure 130/70, SPO2 97%.  While all these events happen, fetal heart sound disappear which was confirmed by the doppler.  Provisional diagnosis of amniotic fluid embolism was made and the patient was shifted to Maharja Agrasen Hospital.  Dr. Monica Thapar accompanied the patient to Maharja Agrasen Hospital.  The patient after delivery at 6.15 a.m. (29-07-2014) was shifted to ICU and all resuscitative measures were continued.  The patient’s blood gas analysis showed severe metabolic acidosis which was also corrected.  Despite all these measures, the patient deteriorated and was declared dead at 10.29 a.m. on 30th July, 2014.
2) It is observed that the cause of death in this case seems to be due to amniotic fluid embolism which led to cardiac arrest, DIC and subsequently multi organ failure.   The amniotic fluid embolism cannot be predicted and can occur in any laboring patient with high maternal morbidity and mortality. 
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In light of the observations, made herein-above, it is, therefore, the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of Dr. Monika Thapar of New Medical Centre, in the treatment administered to the complainant’s sister in law Smt. Aruna at New Medical Centre.
Complainant stands disposed. 
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The Order of the Disciplinary Committee dated 16th June, 2015 was confirmed by the Delhi Medical Council in its meeting held on 3rd July, 2015.
      






      By the Order & in the name of 








                 Delhi Medical Council 







          

      (Dr. Girish Tyagi)







                       

      Secretary



Copy to :-
1) Shri Naveen Malhotra, R/o, G-2, Ratan Park, New Delhi-110015.

2) Dr. Monika Thapar, Through Medical Superintendent, New Medical Centre, B-39, Moti Nagar, New Delhi-110015.
3) TMedical Superintendent, New Medical Centre, B-39, Moti Nagar, New Delhi-110015.
4) Dy. Secretary (H&FW), Health & Family Welfare Department, Govt. of NCT of Delhi, 9th Level, A-Wing, Delhi Secretariat, I.P. Estate, New Delhi-110002-w.r.t. letter F.No.-14/39/NHRC/H&FW/2014/3582-83 dated 22-4-2015-for information.
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5) Medical Superintendent, Nursing Homes, Directorate of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalaya Bhawan, F-17, Karkardooma, Delhi-110032-w.r.t. letter F.23/431/CZ/COMP./NH/DHS/ HQ/14/64470 dated 10.2.2015-for information. 
6) Superintendent (H&FW), Health & Family Welfare Department, Govt. of NCT of Delhi, 9th Level, A-Wing, Delhi Secretariat, I.P. Estate, New Delhi-110002-w.r.t. letter No.F.342/MB-140/2014/H&FW/12847-49 dated 20-11-2014-for information.
         





           

(Dr. Girish Tyagi)   






               

Secretary

