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                                26th March, 2019
O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a representation from SHO, Police Station Saket, Delhi, seeking medical opinion on a complaint of Shri Naman Jindal, r/o, H. No. 2, VIP Colony, Rampur, Uttar Pradesh, alleging medical negligence on the part of Dr. Pradeep K. Chaubey, Dr. Vandana Soni and Max Super Speciality Hospital , Saket, New Delhi-110017, in the treatment administered to the complainant’s father late Navneet Jindal at Max Super SpeLality Hospital , resulting in his death on 22.1.2014.

The Order of the Disciplinary Committee 04th February, 2019 is reproduced herein-below:-

The Disciplinary Committee of the Delhi Medical Council examined a representation from SHO, Police Station Saket, Delhi, seeking medical opinion on a complaint of Shri Naman Jindal, r/o, H. No. 2, VIP Colony, Rampur, Uttar Pradesh (referred hereinafter as the complainant), alleging medical negligence on the part of Dr. Pradeep K. Chaubey, Dr. Vandana Soni and Max Super Speciality Hospital , Saket, New Delhi-110017, in the treatment administered to the complainant’s father late Navneet Jindal (referred hereafter as the patient) at Max Super SpeLality Hospital (referred hereinafter as the said Hospital), resulting in his death on 22.1.2014.

The Disciplinary Committee perused the representation from Police, copy of complaint of Shri. Naman Jindal, joint written statement of Dr. Pradeep Kumar Chowbey, Dr. Vandana Soni and Dr. Sahar Qureshi AGM, Medical Operation of Max Super Specialty Hospital, written statement of Dr. Ravi Prakash,   Dr.  Aparna  Sinha   and  Dr. Swapnil  Tayal , copy of  
medical records of Max Super Specialty Hospital and other documents on record.
The following were heard in person : -
1) Shri Naman Jindal
Complainant 
2) Dr. Pradeep K. Chaubey
Chairman, Minimal Access, Metabolic & 

Bariatric Surgery, Max Super Speciality 

Hospital 
3) Dr. Vandana Soni
Surgeon, Max Super Speciality    

Hospital
4) Dr. Aparna Sinha 
Director, Anaesthesia (MAMBS), Max 





Super Speciality Hospital
5) Dr. Swapnil Tayal
Consultant Critical Care, Max Super 





Speciality Hospital 
6) Dr. Ravi Prakash
Cardiologist, Max Super Speciality 





Hospital 
7) Dr. Dinesh Purnani
Asst. Director Anaesthesia, Max Super 





Speciality 
Hospital
8) Dr. Yogendra Tomar
D.M.S., Max Super Speciality Hospital
9) Shri Sanjay Kumar
Administrative, M.S. Office, Max Super 





Speciality
Hospital
The Disciplinary Committee noted that Dr. Santosh Kumar and Dr. Binay Kumar Shukla failed to appear before the Disciplinary Committee, inspite of notice.  

The complainant Shri Naman Jindal alleged that on 14th January, 2014, the patient his father Shri Navneet Jindal approached Max Super  Speciality Hospital, Saket, New Delhi and consulted the Dr. Pradeep K. Chaubey regarding his gall bladder problem since he used to experience frequent pains due to the same. It is pertinent to mention that on 14th January, 2014 when the patient consulted Dr. Pradeep K. Chaubey for the first time, Dr. Pradeep K. Chaubey, with malafide intentions, created unnecessary apprehension in the mind of the patient’ family about his medical condition and suggested them to get the said laparoscopy/operation done right away.  It is pertinent to mention that the complainant and his family was told that the said operation/laparoscopy was a normal and non-risky procedure and never leads to any complications and that the patient would be discharged in a day.  The patient and his family, showing complete faith in Dr. Pradeep K. Chaubey, proceeded as per the suggestion of Dr. Pradeep K. Chaubey and the patient got admitted to the hospital on 15th January 2014 for his operation/laparoscopy.  Accordingly, a series of tests were conducted on the patient on 15th January, 2004 and 16th January 2014.  The patient was diagnosed with cholecystitis for which he was suggested immediate operation/laparoscopy by Dr. Pradeep K. Chaubey.  The test reports were all within the normal parameters, as informed by the doctors.  On 16th Jaunuary, 2014, the patient was operated upon by Dr. Pradeep K. Chaubey for cholecystitis and the family of the patient was informed that said operation/laparoscopy has been conducted successfully and it was confirmed verbally that the patient would be discharged on the next day itself.  It is pertinent to mention that after the said operation, the patient gained conscious and appeared to be normal.  It is further pertinent to mention that post operation, a T tube was inserted from the side of the patient’s abdomen, causing him pain and from which some fluid with blood patches was constantly dripping. When Dr. Pradeep K. Chaubey on his routine visit on 17th January, 2014 was questioned about it, no satisfactory response was given to the patient or his family about the same and they were assured by Dr. Pradeep K. Chaubey that everything was fine with the patient and that he would be discharged on the next day itself since.  However, on the morning of 18th January, 2014, the patient started experiencing pain in his abdomen, for unknown reasons which was increasing with every passing minute and by afternoon; the patient was on the verge of collapsing due to the excruciating pain, meanwhile his blood pressure also dropped to 80/40, which is dangerously low. It is pertinent to mention that despite the worsening condition of the patient on 18th January, 2014, Dr. Pradeep K. Chaubey callously and negligently did not bother to check/follow up with the patient despite the severe pain that the patient was experiencing without any known reason. The family of the patient was clueless, as the attending doctors refused to reveal anything about the patient’s condition and kept them in dark.  Instead the patient was taken for another operation citing that the pain was due to the accumulation/clotting of blood in the abdomen and that the same needs to be cleaned immediately.  The second operation was conducted by Dr. Vandana Soni, a junior and inexperienced doctor in the team of Dr. Pradeep K. Chaubey, and thereafter the patient was shifted to the ICU.  It is pertinent to mention that no information was shared with the family of the patient regarding his deteriorating condition and they were kept in dark all alongwith malafide intentions. Moreover, the patient and his family were not given anything ever in writing regarding the second operation as to why it was conducted.  It is important to mention that despite knowing, the criticalness/graveness of the situation, Dr. Pradeep K. Chaubey deliberately and knowingly allowed a relatively inexperienced doctor to conduct an admittedly critical operation, which is nothing but gross criminal negligence.  After the second operation, when the patient was shifted to the ICU, the patient again remained unattended by the concerned doctor(s) including Dr. Pradeep K. Chaubey and Dr. Vandana Soni in the night of 18th January, 2014 and for the whole day on 19th January, 2014 despite the fact that the patient was still in pain and, moreover , his stomach had started bloating for unknown reasons.  By now the family of the patient was sure that complications had occurred during the first surgery/operation due to the gross negligence on the part of the treating doctors, causing injury to internal organ/colon, which had not been, disclosed to them deliberately.  Further no satisfactory reason was given to them as to why the condition of the patient was worsening despite apparently successful surgery/operations.  In the night 19th January, 2014, only Dr. Pradeep K. Chaubey alongwith a doctor who was on routine duty, came to check the vital statistics of the patient and got the patient shifted on ventilator, which clearly indicates that the Dr. Pradeep K. Chaubey was well aware that the condition of the patient was getting more critical/serious, but still Dr. Pradeep K. Chaubey kept giving false assurances to the patient’s family with ulterior motives. It would not be out of place to mention that the Dr. Pradeep K. Chaubey despite knowing that  the patient has not recuperated after the surgery conducted by him, and also being aware that the worsening condition of the ptient was due to certain surgical complications/injuries caused to internal organs during the said surgery, which are fatal in nature and may lead to death, did not care to review him and/or diagnose the reasons thereof and consequently failed to take appropriate measures for the same, setting an example of gross negligence. Had Dr. Pradeep K. Chaubey not been callous and not shown criminal negligence in diagnosing the reason behind fatally deteriorating condition of the patient after the laparoscopy conducted by Dr. Pradeep K. Chaubey, the patient’s life could have been saved.  Moreover, shifting of the patient to the ventilator clearly .suggests that the patient was critical and to the shock of the family of the patient, no satisfactory response was being given to them for the same, as to how a routine laparoscope for gall bladder stone has led the patient to being on ventilator? It is pertinent to mention that during the entire course of events, the conduct of the doctors was totally rude and apathetic, especially’s Dr. Pradeep K. Chaubey and Dr. Vandana Soni, who, in connivance with each other, refused to divulge any detail to the deceased's family with malafide intentions.  Thereafter on the night of 20th January, 2014, the patient’s family was randomly informed that a colonoscopy needs to be done on the patient, without giving any concrete reason for the same.  The patient’s family had no other choice then to comply with the same as they were clueless about the exact condition of the patient and thus bonafidely believing in the diagnosis kept hoping for the best.  However, again the details/findings of the said colonoscopy were withheld by the hospital and have not been given to the patient’s family, till date.  As per the case summary dated 20.01.2014, the patient had developed bowel ileus after the operation and further developed metabolic acidosis on the 19th January, 2014 which is a life threatening condition and the deceased was already in sepsis on the 20th January, 2014 which again, in all possibility, caused death. The above said case summary evidently shows that Dr. Pradeep K. Chaubey and Dr. Vandana Soni were all along clearly aware that after the said laparoscopy, the patient was developing the above said complications one after the other, which were life threatening, but still no substantial measure was taken by Dr. Pradeep K. Chaubey and Dr. Vandana Soni and they remained callous and negligent throughout, leading to the death of the patient.  Moreover, the said colonoscopy done on 20th January, 2014 night (post midnight) was a needless procedure/test since the doctors  already knew beforehand that the patient had developed a complication for which the said procedure will not help, but they still went ahead with the same which clearly led to further deterioration in the patient’s condition  Infact, just after the said colonoscopy was done, another operation was performed on the patient for which again no detail was given to the patient’s family. Further, no reports were provided to the patient’s family for the various CAT scans done during the entire hospitalization period.  Thereafter, on 21st January, 2014, the patient was put on dialysis on the pretext that there is a risk of kidney failure and to the shock of the patient’s family, the patient succumbed to the above stated various complications on the night of 22nd January 2014.  It is relevant to mention that after the said surgery for gallbladder stone was negligently performed by Dr. Pradeep K. Chaubey, despite of being aware of the fact that the condition of the patient was worsening with each passing day due to development of various post operative complications which were a result of injury caused during surgery, Dr. Pradeep K. Chaubey and Dr. Vandana Soni displayed utter negligence and callousness in diagnosing and further treating the patient for the same, which finally led to untimely  death  of  the  patient 

deceased.  The death certificate issued by the hospital clearly mentions the cause of death as refractory shock and refractory hypokalemia, abdominal compression and bowel gangrene, which makes it evident that the cause of death of the patient was gross negligence on part of Dr. Pradeep K. Chaubey, who overlooked the complications that arose after he (Dr. Pradeep K. Chaubey) operated upon the patient causing him internal injury, and subsequently failed to take appropriate and timely measures for the same, which resulted in above stated conditions causing the patient’s death, since no reason/explanation has been given till date as to how a laparoscopy for gall bladder stone led to kidney failure and bowel gangrene.  Further, after the death of the patient, the management of the hospital malafidely and deliberately withheld the death summary and other relevant documents from the family of the deceased which is in gross violation to the guidelines issued by the Medical Council of India.  When the complainant asked for the same, on more than one occasion, he was refused on some or the other pretext.  It is pertinent to mention that till date, the death summary and other related documents have been withheld by management of the hospital with ulterior motives.  The complainant has a strong apprehension that Dr. Pradeep K. Chaubey in connivance with Dr. Vandana Soni will tamper with the death summary and other relevant documents which have been malafidely withheld by the doctors and hospital till date to suppress facts that may reveal the criminal negligence on the part of the accused persons leading to the death of the deceased.  Further, withholding the death summary and other medical records of the patient tantamount to criminal offence on the part of the hospital also raises suspicion on the doctor/hospital of criminally manipulating the same in their favour. 
On enquiry by the Disciplinary Committee, the complainant Shri Naman Jindal stated that his late father who had undergone angioplasty in the past, was taking the medicine ecosprin and amlopres for blood-pressure.  He also stated that the patient had stopped taking ecosprin on 13th January, 2014 infact the patient did not take ecosprin  on  14th  January, 
2014 as well, but on the advice of the doctors of Max Super Speciality Hospital, the patient took ecosprin on 15th January, 2014.  His father was seen by Dr. Viveka, cardiologist at Max Super Speciality Hospital on 15th January, 2014 i.e. the date of admission. 

The complainant Shri Naman Jindal stated that he has not been able to produce the prescriptions pertaining to the patient having being prescribed ecosprin and amlopres in the past; as the same were not traceable.  

Dr. Pradeep K. Chaubey, Chairman, Minimal Access, Metabolic & Bariatric Surgery, Max Super Speciality Hospital stated that the patient Shri Navneet Jindal presented with complaint of acute abdominal pain with history of similar recurrent abdominal pain episodes in the past.  The previously abdominal ultrasound showed gallstones with evidence of infection in the gall-bladder.  Further, the patient was having history of hypertension for 15 years, diabetes for five years and early onset coronary artery disease requiring angioplasty at the age of 48 years in 2011.  The patient since then was a blood thinners and anti-platelet medication.  The patient was obese with a BMI of 30kg/m2 and was smoker and an alcoholic.  The patient was antipsychotic, anxiolytic and anti-depression medication.  It is clear from above; the patient was in requirement of immediate surgical intervention i.e. laparoscopic surgery.  The patient was admitted on 15th January, 2014 in Max Super Speciality Hospital.  The patient’s blood thinner was changed from tablet ecosprin gold to tablet ecosprin 75mg for the perioperative period after consultation with the cardiologist.  On investigation, the patient was found to have deranged liver function, this finding with the history of recurrent abdominal pain (biliary colic) suggested possibility of stones in the common bile duct system.  Hence, the patient underwent on MRCP (MRI of the bile duct system) on 16th January, 2014 to rule out the possibility of a stone in the common bile duct.  The patient’s common bile duct (CBD) was found to contain no stone on MRCP.  Further MRCP showed distended and mild wall thickening measure 3.7mm with mild fluid in sub-diaphragmatic region.  Gall bladder lumen shows small foci signal void, suggestive of calculi with reactionary fluid around it (suggesting severe infection).  The MRCP was suggestive of cholelithiasis with gall balder wall thickening suggestive of suggestive of cholecystitis.  The patient subsequently underwent an uneventful laparoscopic cholecystectomy on 16th January, 2014.  On laparoscopy, the distended gallbladder was thick walled and inflamed and had a mucocoele/empyema due obstruction of the cystic duct with a stone, there was also loss of plain between the gallbladder and liver, rest of the viscera was unremarkable.  A sub-hepatic negative pressure silicone drain was left at the operative site, keeping in view that the patient had to continue on anti-platelet medication and to ensure drainage of all infective material from the gallbladder region and liver bed.  The patient was advised discharge the following day, however, due to chronic constipation, the patient requested to stay on, till his bowel movement occurred.  The patient was planned to discharge on 18th January, 2018, however, the patient complained of bloating fullness in early afternoon and was reviewed by Dr. Vandana Soni, a Senior Consultant from his team.  On examination, the patient was found to have developed abdominal distension; there was no abdominal pain or fever.  No other sign of infection combined with the patient taking blood thinners, indicated the possibility, that the patient may have blood collected inside the abdominal cavity, which is a known complication and may happen.  The allegations that he refused to reveal anything and family kept in dark are wrong and denied.  The clinical condition of the patient was explained to the family members and the patient and his attendants were advised and counselled for diagnostic laparoscopy to drain any intra-abdominal collected blood and to look for and control and abnormal site of oozing or bleeding.  After due understanding of risk and benefit of diagnostic laparoscopy, the family gave informed consent.  The diagnostic laparoscopy was done with due informed consent from the family.  Post-operative, the patient was kept in the high dependency unit for close monitoring and consult taken from the intensive care team.  The patient’s abdominal distension increased grossly and because of the same, the patient developed difficulty in breathing.  Keeping in view of the same, the patient was shifted to the ICU for critical care management on 19th January, 2014 and given assistance for easing the patient breathing with a bipap machine.  This did not help for too long with and the patient was put on ventilator, as the gross abdominal distension prevented him from breathing on his own.  The family was briefed about the condition of the patient and requirement on ventilator support and consent for ventilator support given by the family.  The patient’s abdomen continued to distend although to surgical cause had been found on re-laparoscopy.  The patient underwent a CECT scan of the abdomen on 20th January, 2014, to determine cause of continued and worsening abdominal distension.  The CT scan showed a grossly dilated large bowel, and a diagnosis of abdominal compartment syndrome due to a grossly distended colon with possibility of acute colonic pseudo obstruction (ACPO) was discussed.  This is a rare post-operative condition seen in the patients with infection, cardiac disease and on anti-depressants and has 50 % mortality in patients requiring surgical intervention.  Conservative methods like nasogastric tube and flatus tube were tried for decompression initially, but failed to show any response.  These prognosis of the patient were discussed with the family/attendant and colonoscopy was done after due consent from the family attendant.  On 21st January, 2014, the patient was in refractory shock and progressing to multi-organ failure which requires CRRT was initiated, hymodylais required and consent was taken from family for CRRT and cathere insertion for hemodylasis.  As has already been explained that colonoscopic decompression of the distended colon was attempted by the gastroenterology team on 21st January, 2014, but was unsuccessful in relieving the distension completely.  The patient’s ventilator requirements remained high and it became increasingly difficult to maintain his blood oxygen levels.  A consult was  taken  from 
the GI surgery team and a targeted cecostomy was considered as the next step for decompressing the distended colon.  The attendants were counselled and consent taken.  A cecostomy was done on the same day for colonic decompression which resulted in some in some improvement in the patient’s condition and lowered   the ventilator settings.  However, a few hours later, the patient’s abdominal distension again increased and oxygen saturation fell despite a large volume of effluent draining from the cecostomy site.  The patient underwent a colonoscopy again on 20nd January, 2014 and was found to have extensive ulceration of the colonic mucosa(internal lining) which suggested that the patient’s colon was becoming gangrenous.  There was a prolonged counseling session with the patient’s attendants regarding the gravity of his condition.  The prognosis with high possibility of mortality was explained to them.  The attendants discussed in detail with Dr. Dinesh Sinoghal(Gastrointestinal Surgeon) the possibility of surgical removal of the gangrenous colon and were counselled regarding the grave risk and likely negative outcome of the procedure.  However, the patient’s condition deteriorated rapidly and the patient was deemed unfit for any further intervention.  The patient expired on 22nd January, 2014 despite best treatment available given under the conditions and circumstances of the patient as accepted clinical protocol in India as well as globally.  The condition of the patient did not worse due to any complication arise intra operative or post-operative but due to already existing condition of the patient.  The allegations of any injury cause during surgery are denied being wrong and incorrect.  However, the patient succumbed to the already existing medical conditions.  The treatment was administered to the patient while remaining admitted in Max Super Speciality Hospital was in line with set medical practice in India or globally under the facts and circumstances and condition of the patient.  There is no question of negligence attributed on his part and the hospital.  

On enquiry by the Disciplinary Committee, Dr. Pradeep K. Chaubey admitted that the pre-operative neither  the  PTNR  nor  the  coagulation 
profile was done.  The surgery was not an elective surgery rather an emergent surgery.  No opinion of gastroenterologist was sought in this matter.  Further, pre-CECT scan (done on 20.01.2014), the diagnosis was of abdominal compartmental syndrome and because of that, the CECT contrast was done on 24th January, 2014.  Dr. Pradeep K. Chaubey further clarified that the first surgery done on 16th January, 2014 as well on the re-laparoscopy done on 18th January, 2014 was done by him; Dr. Vandana Soni assisted him in these surgeries.  

Dr. Vandana Soni, Surgeon, Max Super Speciality Hospital stated that that the laparoscopic cholecystectomy done on the patient Shri Navneet Jindal on 16th January, 2014 was performed by Dr. Pradeep K. Chaubey and that the re- laparoscopic procedure done on 18th January, 2014 was done by her.  

She further stated that the patient Shri Navneet Jindal, 51 years old male a case of acute calculus cholecystitits, was seen by Dr. Pradeep Chowbey on 14th January, 2014 in the surgical OPD with complaints of acute abdominal pain with history of similar recurrent abdominal pain episodes in the past.  The patient had previously undergone an abdominal ultrasound, which showed gall stones with evidence of infection in the gall bladder.  Previous history of the patient was hypertension for 15 years, diabetes for 5 years and early onsent coronary artery disease requiring angioplasty at the age of 48 years in 2011.  The patient since then was a blood thinners and anti-platelet medication.  The patient was obese with a BMI of 30 kg/m2 and was a smoker and an alcoholic.  The patient was on antipsychotic, anxiolytic and anti-depression medication.  The patient was advised urgent admission in emergency for evaluation of his symptoms and further management in view of the patient being hypertensive, with early onset of coronary artery disease, having undergone PTCA in 2011 at the age of 48 years.  With cardiologists advising, perioperative continuation of anti-platelet medicine in view of coronary stents and diabetes for 5 years, (diabetics are known to rapidly progress of gangrene of an inflamed gall bladder resulting in generalized sepsis and high death rate).  The patient was admitted on 15th January, 2014 in Max Super Speciality Hospital.  The patient’s blood thinner was changed from tablet ecosprin gold to tablet ecosprin 75mg for the perioperative period after consultation with the cardiologist.  On investigation, the patient was found to have deranged liver function, this finding with the history of recurrent abdominal pain (biliary colic) suggested possibility of stones in the common bile duct system.  Hence, the patient underwent on MRCP (MRI of the bile duct system) on 16th January, 2014 to rule out the possibility of a stone in the common bile duct.  The patient’s common bile duct (CBD) was found to contain no stone on MRCP.  Further MRCP showed distended and mild wall thickening measure 3.7mm with mild fluid in sub-diaphragmatic region.  Gall bladder lumen shows small foci signal void, suggestive of calculi with reactionary fluid around it (suggesting severe infection).  The MRCP was suggestive of cholelithiasis with gall balder wall thickening suggestive of suggestive of cholecystitis.  The patient subsequently underwent an uneventful laparoscopic cholecystectomy on 16th January, 2014.  On laparoscopy, the distended gallbladder was thick walled and inflamed and had a mucocoele/empyema due obstruction of the cystic duct with a stone, there was also loss of plain between the gallbladder and liver, rest of the viscera was unremarkable.  A sub-hepatic negative pressure silicone drain was left at the operative site, keeping in view that the patient had to continue on anti-platelet medication and to ensure drainage of all infective material from the gallbladder region and liver bed.  The patient was advised discharge the following day, however, due to chronic constipation, the patient requested to stay on, till his bowel movement occurred.  Since, the patient was anti-platelet medication due to his coronary stent, the drain fluid remained serosanginous and higher in volume as expected, the patient also showed a gradual fall in his haemoglobin levels which happened post-surgery, however, the patient remained comfortable and stable.  The patient tolerated liquids on day of surgery and was started on a soft diet very next day.  The second post-operative day i.e. on 18th January, 2014, the patient was advised discharge in the morning and his documentary formalities were started.  However, the patient complained of bloating and abdominal fullness in early afternoon and was reviewed by her (a senior consultant from team of Dr. Pradeep Chowbey).  On examination, the patient was found to have developed abdominal distention; there was no abdominal pain or fever.  No other sign of infection combined with the patient taking blood thinners, indicated the possibility, that the patient may have blood collected inside the abdominal cavity.  These observations were discussed with Dr. Pradeep Chowbey and the patient and his attendants were counselled for a diagnostic laparoscopy to drain any intra-abdominal collected blood and to look for a control any abnormal site oozing or bleeding.  This is standard procedure in such case.  Accordingly, the patient was taken up for a re-laparoscopy, to drain any collected blood and control any obvious site of oozing/bleeding on 18th January, 2014.  Re-laparoscopy /diagnostic laparoscopy finding were blood clots found in the pelvis and a hematoma with periumbilical.  This was cleared and a fresh drain was placed after no site of active bleeding or oozing was ensured.  Post-diagnostic laparoscopy/re-laparoscopy, the patient was kept in the high dependency unit for close monitoring and consult taken from the critical care team.  On 19th January, 2014, the patient’s abdominal distension increased grossly and the patient developed difficulty in breathing because of increased in abdominal distension, the abdominal girth 111 cm > 114.  The patient was shifted to ICU for critical care management on 19th January, 2014 and given assistance for easing his breathing with a bipap machine.  This did not help for too long and the patient was put on ventilator, as the gross abdominal distension prevented him from breathing on his own.  The patient was provided full support to maintain his blood pressure, urine output and oxygen saturation of the blood.  This support was continued throughout his subsequent management and continuously calibrated to his requirements by the intensive care team.  The patient’s abdomen continued to distend, although no surgical cause had been found on re-laparoscopy.   The patient underwent a CECT scan of the abdomen on 20th January, 2014, to determine cause of continued worsening abdominal distension.   The CT scan showed a grossly dilated large bowel, and a diagnosis of abdominal compartment syndrome due to a grossly distended colon with possibility of acute colonic pseudo obstruction (ACPO) was discussed (this is a rare post-operative condition, seen in patients with infection, cardiac disease and an antidepressants and has a 50% mortality in patients requiring surgical intervention).  Conservative methods like nasogastric tube and flatus tube were tried for decompression initially, but failed to show any response.  Colonoscopic decompression of the distended colon was attempted by the gastroenterology team on 21st January, 2014, but was unsuccessful in relieving the distension completely.  The patient’s ventilator requirements remained high and it became increasingly difficult to maintain his blood oxygen levels.  A consult was taken from the GI surgery team and targeted cecostomy was considered as the next step for decompressing the distended colon.  The attendants were counselled and consent taken.  A cecostomy was done on the same day i.e. 21st January, 2014 for colonic decompression which resulted in some improvement in the patient’s condition and lowered the ventilator settings.  However, a few hours later his abdominal distension again increased and oxygen saturation fell despite a large volume of effluent draining from the cecostomy site.  The patient underwent colonoscopy again on 22nd January, 2014 and was found to have extensive ulceratin of the colonic mucosa (internal lining) which suggested that the patient’s colon was becoming gangrenous.  There was a prolonged counseling session with the patient’s attendants regarding the gravity of his condition.  The prognosis with high possibility of mortality was explained to them.  The attendants discussed in detail with Dr. Dinesh Singhal (Gastrointestinal Surgeon) the possibility of surgical removal of the gangrenous colon and were counselled regarding the grave risk and likely negative outcome of the procedure.  However, the patient’s condition deteriorated rapidly and he was deemed unfit for any further intervention.  The patient sustained cardiac arrest at around 10.55 p.m. on 22nd January, 2014.  The CPR was done as per ACL guidelines but the patient could not be revived back and was declared dead at 11.20 p.m. on 22nd January, 2014.  The patient was managed medically in the best possible evidence based practice and the family was duly informed and counselled at every step as mentioned in the hospital records.  

On enquiry by the Disciplinary Committee, Dr. Vandana Soni stated that on 18th January, 2014, the discharge of the patient was contemplated based on the assessment of Dr. Binay Kumar Shukla, which probably was an incorrect assessment, as on review by her, she found the patient to be complaining of bloating and abdominal fullness.  On examination, she found the patient to have deep abdominal distention.  Since there was no abdominal pain or fever and no other sign of infection combined with the patient taking blood thinner, there was a strong possibility that the patient may have blood collected inside the abdominal cavity.  Therefore, in view of the same, she undertook diagnostic laparoscopy (which started at 1.10 p.m. and completed at 2.00 p.m.) on 18th January, 2014 to drain any intra-abdominal collected blood and to look for and control any abdominal site or oozing or bleeding.  She further admitted that on 18th January, 2014, the vitals of the patient were not recorded in the case file, however, on 18th January, 2014, the haemoglobin was 10.3 (haemoglibin on 15th January, 2014 was 13.3).  She also stated that the anaethesia (anaesthesia was administered by Dr. Aparna) was uneventful.  The cystic artery as a standard practice was clipped and cut.  

Dr. Vandana Soni further admitted that it is possible that sometime the drain output may not give the correct reflection of the patient’s condition. 

On further enquiry by the Disciplinary Committee, Dr. Vandana Soni stated that a patient can be continued on ecosprin 75 mg , as was done in the present case, even though the patient had to be taken-up for gall-bladder surgery, because of the patient having had undergo PTCA procedure in the past and being on blood thinning medication.

On enquiry by the Disciplinary Committee, Dr. Vandana Soni stated that the on 19th January, 2014, cardiac consultation was taken.  Subsequently, cecostomy was done on 21st January, 2014 and repeat colonoscopy was done on 22nd January, 2014.  
On enquiry by the Disciplinary Committee, Dr. Vandana Soni stated that the drainage of serosanguineous blood on 17th January, 2014 was 535 ml and after eight hours, it was noted to be 485 ml.  She further stated that there was a gradually fall in the patient’s haemoglobin level, which happened post-surgery, however, the patient remained comfortable and stabled.  

Dr. Aparna Sinha, Director, Anaesthesia (MAMBS), Max Super Speciality Hospital in her written statement averred that the patient late Navneet Jindal underwent anaesthesia at three times during admission in Max Super Speciality Hospital.  Out of this twice, it was in the Institute of Minimal Acess Metabolic and Bariatric Surgery.  The patient underwent laparoscopic cholecystectomy on 16th January, 2014 and diagnostic laparoscopy on 18th January, 2014.  Dr. Lakshmi conducted the procedure on 16th January, 2014.  The anaesthesia on 18th January, 2014 was conducted by her alongwith Dr. Anup and Dr. Abhishek.  The patient’s vitals were recorded.  The patient got admitted on 15th January, 2014.  The patient’s heart rate was 80/minute; BP 120/70 mmHg.  During the preoperative day, the blood-pressure of the patient varied from 110/70 to 120/70 mmHg.  On the day of surgery i.e. 16th January, 2014, the blood-pressure of the patient varied from  120/70  to 
120/80 mm Hg ion the room.  The same day in the preoperative room, the blood-pressure of the patient was 142/84 mm Hg, pulse 73/minute and intra-operatively, it varied from 140/80 to 130/70 mm Hg.  Post-operatively in the recovery room, the patient was received with blood-pressure of 120/69 mm Hg, pulse 89/minute, SPO2 100%.  On 16th January, 2014, postoperatively, the blood-pressure of the patient 120/80-120/70 mm Hg.  On 17th January, 2014, the patient’s blood-pressure varied from 120/80-110/80.  Preoperatively on 18th January, 2014, while the patient was in the room the patient’s blood-pressure(pre-laparoscopic diagnostic) varied from 120/80 to 110/80.  On 18th January, 2014, following is the variation in pulse and the blood-pressure of the patient without any inotropic support.  Intra-operatively (as per anaesthesia chart), postoperatively as : 15.30 hours : 129/71 mmHg, pulse 74/min., 1630 hours : 99/61 mmHg, pulse: 89/min., 1730 hours: 99/63 mm Hg : pulse 92/min, 1800 hours : BP 104/63 mm Hg, pulse 94/minute, 1830 hours : BP 120/80 mm Hg, pulse 78/min. 1900 hours: BP 112/63 mm Hg, pulse 89/minute, 2000 hours : BP 106/72 mm Hg, pulse 100/minute, 2100 hours : BP 104/60 mm Hg, pulse 99/min., 22 hours : BP 112/72 mm Hg, pulse 94/minute and 2300 hours : BP 110/70 mm Hg, pulse 93/min.  On 19th January, 2014 (while the patient was in the HDU), the patient’s vitals were as 0000 hours BP 131/72 mm Hg: pulse 98/min, 0100 hours BP 103/68 MM Hg: pulse 99/min and 0200 hours BP 100/6 mm Hg4P pulse 97/min.  The pulse reached up-to 104/minute and the blood-pressure up-to 100/64, and complaints of increasing abdominal discomfort and breathing difficulty, the patient was shifted to ICU for further management under critical care team.  It is humbly submitted that during the course of stay of the patient in hospital in the perioperative period before being shifted to ICU, the patient remained haemodynamically stable.  

On enquiry by the Disciplinary Committee, Dr. Aparna Sinha stated that she  was   the    part  of   the   anaesthesia   team  which   administered 
anaesthesia during surgery done on 16th January, 2014, hence, she can make a statement on behalf of the anaesthesia team.  
On being asked by the Disciplinary Committee as to why the anaesthesia record of the surgery done on 16th January, 2014 gave two blood pressure reading (i) BP-142/84 mmhg and (ii) BP-90/51 mmhg, no plausible explanation was forthcoming regarding the same from Dr. Aparna Sinha.  On being enquired by the Disciplinary Committee, as to why no pre-operative coagulation profile was done despite abnormal LFT and on dual anti-platelet therapy, again no explanation was forthcoming. She further clarified that the anaesthesia during the surgery done on 18th January, 2014 was administered by her.  

Dr. Swapnil Tayal, Consultant Critical Care, Max Super Speciality Hospital in his written statement averred that he was the integral member of critical care team and was involved in the treatment of the patient late Navneet Jindal.  Regarding the use of NIV in abdominal surgery, NIV can be used in postoperative patients including abdominal and bariatric surgery, to avoid intubation and mechanical ventilation and its complications and reduce the length of ICU stay.  Considering that the patient had BMI of 30 with post-operative type 2 respiratory failoure and was haemodynamically stable, NIV was used to avoid intubation and mechanical ventilation and its complications under close monitoring and supervision.  The doctors/clinicians of the hospital have followed evidence based medical care and the family/relatives were informed at every stage of the treatment, and all procedures/investigations were done with informed consent of the patient and/or their attendants.  

On enquiry by the Disciplinary Committee, Dr. Swapnil Tayal stated that the ammonia levels on 19th January, 2014 were 300, normal level being 62-65.  The PCB on 17th January, 2014 was 58 and the PCB on 21st January, 2014 was 24.8, similarily,  the  CVP  was  18  on  21st  January, 
2014, FIO2was 100%, PEEP was 12 and the urine output was 10 ml/hr.  The patient was put on inotropes(vasopressors) on 20th January, 2014 early morning.  He further stated that the lactic levels also went up from 4 to 7.  

Dr. Ravi Prakash, Cardiologist, Max Super Specialty Hospital in his written statement averred that he was asked for review regarding the patient late Navneet Jindal on 19th January, 2014.  He reviewed the patient on behalf of the Dr. Viveka Kumar (Senior Consultant, Cardiology).  All issues were discussed with him (Dr. Viveka Kumar) and his (Dr. Viveka Kumar) advises incorporated.  The patient was a known case of hypertension, diabetes and coronary artery disease with PTCA done in 2011.  No details of PTCA were available.  The patient’s stress echo was negative with normal LV function.  The patient underwent lap cholecystectomy on 16th January, 2014.  The patient was re-operated on 18th January, 204 for suspicion of intra-abdominal bleed.  At the time of his first examination on 19th January, 2014, the vitals were stable without any cardiac symptom.  On 20th January, 2014, he reviewed the patient.  By that time, the patient was on ventilator and ionotropic support.  Review echo was advised, which was within normal limits.  There was no apparent primary cardiac issue at the time of examination.  The patient was again reviewed on 21st January, 2014.   The patient was still on ventilator and ionotropic support.  The BP and heart rate was stable on ionotropic support.  ECG and echo was within normal limits.  There was no apparent primary cardiac issue at the time of examination and thus no cardiac intervention was offered.  He was not called for any review thereafter.  All along his reviews from 19th January, 2014 to 21st January, 2014, the patient never had any primary cardiac issue.  ECG and echo did not show any new cardiac involvement.  Thus, no cardiac intervention was required or offered. 

On enquiry by the Disciplinary Committee, Dr. Ravi Prakash stated that the ecosprin gold  was  stopped  on  14th  Janaury,  2014  by  Dr. Viveka 
Kumar.  He further stated that clopridegrol should be stopped at-least three days prior to surgery.  He also stated that the patient can be operated on ecosprin.  From cardiac point of view, there was no cause/reason for the patient going into shock.  

On enquiry by the Disciplinary Committee Dr. Dinesh Purnani, Asst. Director Anaesthesia, Max Super Speciality Hospital stated that PCV was not available from 19th January, 2014 to 21st January, 2014.  

On enquiry by the Disciplinary Committee, Dr. Yogendra Tomar, D.M.S., Max Super Speciality Hospital stated that the D-dimerse and FDP were not done in this case.  
In view of the above, the Disciplinary Committee observes that the patient late Navneet Jindal was a diabetic smoker, alcoholic, aged 54 years old male on dual anti-platelet therapy who presented on 14th January, 2014 with occasional pain on the right abdominal (history suggestive of biliary colic).  The patient was appropriately advised laparoscopic cholecystectomy after a detailed evaluation by Dr. Pradeep K. Chaubey after highlighting that the patient had DM/HT/CAD/post angioplasty and was advised cardiologist consultation and laparoscopic cholecystectomy after evaluation.  The patient’s investigation revealed normal hemogram (TLC-5000, but a grossly deranged LFT (serum albumin-2.8, reversal of AG ratio, borderline raised T. Bilirubin) and abnormal GGT and Alkaline phosphate but no gastroenterologist evaluation was consulted, as on record.  No PT (INR) or coagulation profile was done.  MRCP was done to rule out CBD stones which showed evidence of left lobe hypertrophy and a normal CBD but this finding was overlooked.  The investigations did not show any evidence of acute cholecystitis such as pericholecystic fluid or raised counts.  Pre-operative assessment missed consideration of cirrhosis as a possibility.  The patient was taken-up for elective laparoscopic cholecystectomy on 16th January, 2014, as second case on OT after discontinuing ecosprin gold for 48 hours.  The urgency to post such a high risk patient is not supported by the records.   A high risk consent was not taken for such an operation even though the patient had multiple co-morbidities, as highlighted by the O.P.D. notes of Dr. Pradeep K. Chowbey.  Pre-operative, a cardiologist clearance was not found on record.  The operation notes of 16th January, 2014 do not mention nature of liver or presence of umbilical varices but mention leaving a drain in situ which is not usual after routine elective laparoscopic cholecystectomy.  Ligation of cystic artery was not mentioned separately in the operation notes.  No assessment of intra-operative blood loss was mentioned.  Port sizes and route of gall-bladder extension was also not mentioned. There is a discrepancy in the Blood Pressure recording (B.P.-142/84 mmhg and B.P.-90/51 mmhg) in the anaesthesia record of the first surgery which could not be explained by any doctor.   Post-operative stay on 17th January, 2014 in the ward does not mention any visit of consultants but notes are made by the residents.  Pulse/BP/urine output charting is not available on record.  The notes are made of high drain output (1000 ml) which is unusual on the first post-operative day nor does it mention its colour or consistency.  The notes mentioned that the patient was fit for discharge on morning of 18th January, 2014 at 10.30 a.m.; but he was taken-up for re-exploration by noon on the same day for intra-abdominal distension and suspected internal bleeding documented by CECT abdomen.  Second surgery (diagnostic laparoscopy) was done on 18th January, 2014 with an inadequate risk consent at ASA III (3 E). The operation notes mention about presence of clots in pelvis along with presence of umbilical varices but no volume assessment of blood loss is recorded.  Drain was placed after lavage.  Post-surgery, only serial HB reports are available without accompanying values of PCV which could be fallacious by itself.  Multiple PRBCs and FFP/platelets were advised from 18th January, 2014 to 19th January, 2014 with no documentation of HB and PCV up to 21st January, 2014.  On 19th January, 2014, the patient was seen by cardiologist at 11.30 a.m. and a note of  crepts  was 
made.  No notes are present thereafter in the case record till 22.02 p.m. (19.01.2014). when the patient was documented to have abdominal distension with tachycardia and tachypnea with SPO2 90% on O2 at 7L/mt and was then shifted to ICU.  Despite above, the patient was advised NIV by CPAP/BIPAP (with abdominal distension) which is a relative contraindication and the patient had to be intubated after 4.00 a.m. on 20th January, 2014 with documented type-I/type-II respiratory failure with metabolic acidosis (acidosis was not mentioned after first or second surgery).  The patient continued to worsen with increased abdominal distension for which a CECT was done with a provisional diagnosis of abdominal compartment syndrome, in which colon was found to be distended.  A gastroenterologist opinion was taken and colonoscopy was done on 21st January, 2014 and 22nd January, 2014 which showed evidence of colon ischemia.  This can be explained as part of abdominal compartment syndrome with resultant pressure occlusion of  bowel blood vessels and but exploratory laparotomy was not considered. Instead a diagnosis of Ogilivie syndrome was made for this condition, as explained by the doctors of Max Super Speciality Hospital team.  A caecostomy was done and the patient continued to worsen until he expired on 22nd January, 2014.

It is apparent from pre-operative investigations, that the patient may have had evidence of chronic liver disease.  A coagulation profile may have been carried before the surgery, more so with dual anti-platelet therapy that the patient had been receiving, as this is a high risk situation for bleeding.  A correction of coagulation profile may have substantially lowered the risk of bleeding that occurred after surgery and consequent developments that ultimately lead to the death of the patient. The pre-surgery abnormality in liver function tests was missed not only by the attending surgical unit but also by the team of anesthetists who conducted a pre-anesthetic fitness check on the patient. A pre-operative endoscopy could have detected varices and possible portal hypertension in the background of history of alcoholism, deranged liver functions, and upper abdominal symptoms. 

In view of the observations made hereinabove, the Disciplinary Committee feels that there were “lapses in care” and sequential “errors in judgment” at several stages in patient care on the part of the treating

team as a systematic team failure of junior and middle level doctors who are integral part of the treating team and treating surgeons depend heavily on them as a team, as follows :-

(a)   
Failure to identify a high risk patient and also thus not taking a high risk consent in first surgery despite clear noting on the OPD card by the senior surgeon.
(b) 
Undue haste in posting for surgery such a patient with abnormalities and suggestive of chronic liver disease besides additional co-morbidities.
(c)
Inadequate pre-operative consultation with cardiologist/ gastroenterologist.

(d) 
Conducting surgery without assessment of a basic coagulations profile.

(e) 
Inadequate gap after stopping of dual anti-platelet therapy and        re-checking of coagulation profile.

(f) 
Failure to diagnose portal hypertension/cirrhosis in such a patient which were documented in the operation notes in second surgery which were obviously present from earlier and had not developed between first and second surgery.

(g)  
Inexplicable record of vitals (B.P. and pulse) in the anaesthesia chart of the first surgery which is contradictory to the vitals in the postoperative ward.

(h) 
Inadequate post-operative assessment in the terms of vitals monitoring/ urine output/ drain output/colon/congestion/HMG/PCV /coagulation profile, etc.

(i) 
Undue delay in the management of respiratory failure by the ICU team, including problems due to use of non-invasive ventilation in a patient of abdominal surgery and postoperative intra-abdominal bleeding.
(j) 
Improper documentation and monitoring in the post-operative 
setting especially in a high dependency unit.

In light of the observations made herein-above, the Disciplinary Committee holds that the aforementioned sequence of events in the management of the case due to systematic system failure of the whole team of doctors of all levels had a cascading effect as one led to the other, resulting in the death of the patient. The Disciplinary Committee, therefore, mandates due diligence and careful management to be exercised by Dr. Pradeep Kumar Chowbey (Delhi Medical Council Registration No.11827), Dr Vandana Soni (Dr. Vandana Mann Soni, Delhi Medical Council Registration No.35334 and Dr. Aparna Sinha (Aparna Sinha Agarwal, Delhi Medical Council Registration No.3199) and to ensure that the team working under them is suitably trained in identifying high risk patients so that such failures are prevented in future. 
Matter stands disposed.
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Expert Member,

Expert Member
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The Order of the Disciplinary Committee dated 04th February, 2019 was taken up for confirmation before the Delhi Medical Council in its meeting held on 28th February, 2019 wherein “whilst confirming the Order the Disciplinary Committee, the Council observed that in the facts and circumstances of this case, the interests of justice will be served if a warning be issued to Dr. Pradeep Kumar Chowbey (Delhi Medical Council Registration No.11827), Dr. Vandana Soni(Dr. Vandana Mann Soni, Delhi Medical Council Registration No.35334) and Dr. Aparna Sinha (Dr. Aparna Sinha Agarwal, Delhi Medical Council Registration No.3199), hence, a warning is issued to Dr. Pradeep Kumar Chowbey (Delhi Medical Council Registration No.11827), Dr. Vandana Soni (Dr. Vandana Mann Soni, Delhi Medical Council Registration No.35334) and Dr. Aparna Sinha (Dr. Aparna Sinha Agarwal, Delhi Medical Council Registration No.3199).

This observation is to be incorporated in the final Order to be issued.  The Order of the Disciplinary Committee stands modified to this extent and the modified Order is confirmed.”
          By the Order & in the name      








                       of Delhi Medical Council 








                               (Dr. Girish Tyagi)







                                           Secretary

Copy to:-
1) Shri Naman Jindal, r/o, H. No. 2, VIP Colony, Rampur, Uttar Pradesh.

2) Dr. Vandana Soni, through Medical Superintendent, Max Super Specialty Hospital, 1, Press Enclave Road, Saket, New Delhi-110017.
3) Dr. Pradeep K. Chaubey, through Medical Superintendent, Max Super Specialty Hospital, 1, Press Enclave Road, Saket, New Delhi-110017.
4) Dr. Aparna Sinha, through Medical Superintendent, Max Super Specialty Hospital, 1, Press Enclave Road, Saket, New Delhi-110017.

5) Dr. Santosh Kumar, Janta Market, Purana Bazar, Dhanbad-826001, Jharkhand.
6) Dr. Binay Kumar Shukla, Village Mamukhor, PO Khakhaishkhor, Gorakhpur, Uttar Pradesh
7) Dr. Ravi Prakash, 303-B, Jagmano Shree Garden Apartment, Ved Nagar, Rukunpura, Patna, Bihar-800014.  
8) Medical Superintendent, Max Super Specialty Hospital, 1, Press Enclave Road, Saket, New Delhi-110017.
9) SHO, Police Station, Saket, South Distt., New Delhi-110017.(w.r.t. No.3344/R-SHO/Saket, Delhi, dated 14.11.2014)-for information.
10) Secretary, Medical Council of India, Dwarka Phase -1, Pocket 14, Sector 8 Dwarka, New Delhi, Delhi 110077 (Dr. Vandana Mann Soni and Dr. Aparna Sinha are also registered with the Delhi Medical Council under registration No.9087 dated 02.01.1991 and 8620 dated 31.01.1990, respectively-for information and necessary action.
11) Registrar, Madhya Pradesh Medical Council, F-7, Sanchi Complex, Opp. Board Office, Bhopal-462016, Madhya Pradesh (Dr. Pradeep Kumar Chowbey is also registered with the Madhya Pradesh Medical Council/Mahakoshal Medical Council under Registration No-5242 dated 11.06.1975)-for information & necessary action.

12) Secretary, Medical Council of India, Dwarka Phase -1, Pocket 14, Sector 8 Dwarka, New Delhi, Delhi 110077 -for information and necessary action. 

                                 (Dr. Girish Tyagi)



          Secretary 
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