DMC/DC/F.14/Comp.1928/2/2020/


                                   27th January, 2020
O R D E R 

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Smt. Monika Sharma, r/o- WZ-22, Golden Park, Main Rohtak Road, Near Ashoka Park Metro Station, New Delhi-110035, alleging medical negligence on the part of Dr. R.N. Saini and Dr. N.M. Aggarwal and B.L. Kapoor Super Specialty Hospital, Pusa Road, New Delhi-110005 in the treatment administered to the complainant’s mother late Smt Raj Sharma at B.L. Kapoor Super Specialty Hospital, resulting in her death on 06.06.2016. 
The Order of the Disciplinary Committee dated 25th November, 2019 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Smt. Monika Sharma, r/o- WZ-22, Golden Park, Main Rohtak Road, Near Ashoka Park Metro Station, New Delhi-110035(referred hereinafter as the complainant), alleging medical negligence on the part of Dr. R.N. Saini and Dr. N.M. Aggarwal and B.L. Kapoor Super Specialty Hospital, Pusa Road, New Delhi-110005, in the treatment administered to the complainant’s mother late Smt. Smt Raj Sharma (referred hereafter as the patient) at B.L. Kapoor Super Specialty Hospital (referred hereinafter as the said Hospital).  
The Disciplinary Committee perused the complaint, written statement of Dr. Sanjay Mehta, Head Medical Services enclosing therewith joint written statement of Dr. R.N. Saini, Dr. N.M. Aggarwal and Dr. Sunny Kalra, copy of medical records of BLK Super Speciality Hospital, and other documents on records.
The following were heard in person :-
1) Smt. Monika Sharma 
Complainant 
2) Smt. Preeti Hona
Cousin of the Complainant 

3) Dr. R.N. Saini
Senior Consultant Medicine, B.L. Kapoor 




Super Specialty Hospital

4) Dr. N.M. Aggarwal
Senior Consultant Medicine, B.L. Kapoor 





Super Specialty Hospital


5) Dr. Sunny Kalra 
Associate Consultant, B.L. Kapoor Super Specialty Hospital 

6) Dr. Neeraj Bhalla
Director & Senior Consultant Cardiology, B.L. Kapoor Super Specialty Hospital 

7) Dr. Prem Kumar Ganeshan
Director & HOD Radiology, B.L. Kapoor Super Specialty Hospital

8) Dr. Nikhil Tiwari
Addition Medical Superintendent, B.L. Kapoor Super Specialty Hospital

9) Dr. Sanjay Durani
Deputy Medical Superintendent, B.L. Kapoor Super Specialty Hospital
10) Shri Ashish Bisht
Company Secretariat, B.L. Kapoor Super Specialty Hospital

11) Dr. Sanjay Mehta
Head Medical Services, B.L. Kapoor Super Specialty Hospital

The complainant Smt. Monika Sharma alleged that she wants to attract the attention of Regulatory and Disciplinary Authorities established by law towards the declining standards of medical ethics to the extent that in the greed and lust for making easy money, the above named doctors of B.L. Kapoor Super Speciality Hospital at Rajinder Nagar, New Delhi, deliberately performed such medical tests which were neither suitable nor appropriate to be performed on an 82 years aged lady. By their callous attitude and greed they have killed her mother the patient Smt. Raj Sharma who at the time of admission to hospital was not in serious condition and walked to hospital on her but due to the negligent efforts as well as behaviour of attending doctors and available staff, the patient was converted into corpse.  The doctors are expected to be aware that heavy dose of antibiotics for a considerable period of time makes the human body less receptive, fragile and weak. However, realizing that their patient can cough up more money, they prescribed one test or another, to inflate their medical bills.  The irony was, all tests were performed in the garb of diagnosing the main problem and in reality they were exploring all the possibilities to make money by prescribing unnecessary tests which can never be suggested for an old lady of this age, who was just suffering from common old age ailments.  In order to understand her grievance better, she hereby narrates her grievances against the hospital and doctors as well as the circumstances which led to the death of her beloved mother.  Her mother, Smt. Raj Sharma, was 82 years old widow, as she has lost her father in 2007.  Her deceased mother was blessed with two daughters, the elder one Mrs. Latika Aghi is settled in Scotland, U.K and she is settled in Ireland.  Apart from common old age problems, her mother was not suffering from any serious health related problem. The patient was neither diabetic nor having any blood pressure problem and was so active that she frequently used to travel in India and abroad visiting her sister in U.K, and also attending her household chores at her residence in Ramesh Nagar, New Delhi flat owned by her.  However, as she generally preferred to stay in her home country, she came back to India with her elder daughter and in May 2016 due to diarhoea, the patient was taken to Kalra Hospital at Kirti Nagar, New Delhi where consulting doctor, Dr. Aryan Kalra admitted the patient and the patient was discharged after two days when the patient’s condition became stable.  After few days of the patient’s discharge from Kalra Hospital, the patient again complained of body pain, fever and cough.  The patient was, therefore, taken to B.L. Kapoor Hospital.  There also in OPD, the concerned doctor opined that it is age related problem and there is nothing serious to worry about.  However, as a matter of caution, the available doctor asked the complainant to consult the senior doctors in the hospital. Dr. N.M. Agarwal who attended the patient, enquired about their financial conditions and when he came to know that the patient, who is a retired principal of a government school and was CGHS beneficiary, he suggested her to get admitted in the hospital and to perform certain tests to properly diagnose the actual cause of recurring fever and cough. Therefore, the patient was admitted in BL Kapoor Hospital on 1st June 2016 and on the instructions of Dr. N.M. Agarwal and Dr. R.N. Saini, several tests were performed by taking samples from her body and also was put under the heavy dose of antibiotics and other medicines.  Under the supervision of Dr. N.M. Agarwal, they performed the test called bronchoscopy without her and the patient/s consent and knowledge. Fully knowing that by performing this test which involved insertion of a foreign object (bronchoscope) inside the human body to collect the tissue sample from lungs.  Being the doctors, it was within their complete knowledge that the procedure involves high risk, if performed, on a person who is very weak and having fragile body, as by inserting thread like optical instrument inside the body, there are high chances of damaging internal muscles, getting ruptured which lead to internal bleeding, which may cause death.  There are high chances of lung puncture while taking out the tissue sample from the lungs of an 82 years old lady, which may result in death due to internal infection, bleeding by injury caused and/or by choking of arteries/veins due to internal bleeding as well as cardiac arrest.  However, in a bid to make easy money, these two attending doctors just ignored all the bare minimum formalities required for such tests.  Even a man of common prudence knows that before performing such tests since some foreign object is to be inserted in the body through mouth or nose; therefore, before performing such test, a person needs to avoid eating or drinking anything for 6-12 hours before the bronchoscopy test and various drugs like painkillers etc. also needs to be discontinued.  Inspite of these prescribed precautions, these two doctors have not even bothered to ensure the pre-requisites same and her mother was allowed to take breakfast, lunch etc. It is pertinent to mention that even on the day when the test was to be performed, neither her mother nor she was informed anything about the test, the manner it was to be performed and its timings. The hospital staff did not even bother to take a consent from their present’s relatives, which is purely entirely against the directed norms set by the Medical Councils.  Thus, on 04th June, 2016 at around 2.30 pm, she asked the available sister is there any other test for the day and she said no.  Thereafter, at 3.30 PM, she had gone for lunch and leaving her maid named Seema to attend her mother, and left her phone number to the available staff.  At 4 PM, a nurse came to her mother’s room no.603 A in which his mother was admitted and said, since one of the doctor is going on leave, therefore, they will perform some test right now.  However, at 4 PM when, she was having her lunch, she was informed by her maid via phone call that the two doctors and hospital staff took her mother for performing some test in-spite of her refusal and without her consent by saying that Dr. N.M. Agarwal won’t be here for some days, so he wants to do the test right now.  That came as a shock, by the action of hospital and the doctors; she rushed to the hospital and found that the test had already been performed. Then, she asked the available sister that which test you performed and then she said it was bronchoscopy.  When her mother was shifted back to the room/ ward she was complaining of severe pain and breathlessness.  She immediately called the doctor but they did not come and informed through nurse that it is quite common to have pain and breathlessness after such test and the pain will get reduce after sometime. However, her pain and discomfort increased with every minute passing by.  At around 9.P.M, she was crying like anything and she called up one of the available hospital staff named Rinku and told him that she is still having severe pain and nausea feeling after around more than six hours, he immediately came and injected her for nausea.  Thereafter, on 5th June, 2016 at 3:00 AM same night, she again called up the staff, Rinku, and told him that she is still screaming and feeling very uncomfortable so please do something, he smiled and said that every person takes its own time to become normal after this test. Don’t worry doctor will come in morning.  At around 8:00 AM, she again went to helpdesk and told them that her mother is still screaming with pain, please do something to relieve her, and the sister started shouting at her that her mother is not eating anything that’s why she is feeling uncomfortable. Thereafter, around 10 to 11 AM, Dr. R.N. Saini visited her; she explained the whole situation about her mother condition but he simply smiled and said, don’t worry she will be perfectly alright by this evening and please do not force her to eat anything, as she was on fluids.  At 7:00 PM, the nurse checked her and called the doctors, who then discussed something in hushed voice.  Alarmed, she kept on asking doctors what’s going on and doctor said- don’t worry her pulse rate is on higher side, so they just want to give her one injection which they can give only in ICU so they werere shifting her to ICU and she will be shifted back to her room by next morning.  As, she was not satisfied by his response, she called up Dr. N.M. Aggrawal and asked what is happening, to that he said he will message her after few minutes.  After few minutes, he messaged her that the patient’s pulse rate is coming down and she will be alright.  However, at 2:00 AM when she went to the ICU, the attending doctor told her that her lungs has collapsed, but he will let her know more about the patient’s health later.  Thereafter at 4: 15 am, she received a call from ICU that her mother got a heart arrest but they revived the patient and they have kept her on ventilator and at 11:00 AM a cardiologist named Dr. Pratyush (not fully sure about exact name) called her up and asked, is she a heart patient? The entire scene created by the hospital staff was so dramatic and annoying because, she just brought her mother to hospital for treatment for minor cough and moreover her ECG was perfect according to her age when she was admitted and she told Dr. Pratyush that everything happened after the bronchoscopy was performed.  He said that it might have happened because of bronchoscopy but what can be done now, but they  have an option to increase the patient’s blood pressure by putting some wire through the patient’s leg and do some kind of ballooning and try to stabilize the patient’s blood pressure levels. Thereafter certain operation and surgery was performed and after few hours finally at 8.30 PM her mother was declared DEAD.  In their report, they have given the cause of death as cardiac arrest, which is one of the immediate effects if lungs get ruptured during bronchoscopy which they perform without her and her mother’s consent in her stable condition.  Thus, these doctors are directly liable for causing brutal and painful death of her mother and thereby causing irreparable loss to her and her sister. The entire narration clearly reflect that her mother was brutally murdered by these two above mentioned doctors who instead of treating her like a human being, experimented upon, her treating her as an object.  She has enclosed various prescriptions and her health history immediately before her death from various hospitals at Scotland and New Delhi which clearly reflect that she was not suffering from any major ailments. She has also enclosed the medical history/prescription etc. provided by the hospital for the perusal of the Delhi Medical Council and immediate action.  It is therefore, requested that a thorough enquiry needs to be conducted against these two doctors and all necessary actions should be taken against these two doctors as well as the concerned hospital, which may include a disciplinary action leading to cancellation of their registration.

On seeing the consent form for bronchoscopy, the complainant Smt. Monika Sharma stated that the consent for bronchoscopy does not bear her mother signature.  She further stated she did not give any consent for C.T. chest. 
Dr. N.M. Aggarwal, Senior Consultant Medicine, B.L. Kapoor Super Specialty Hospital stated that the patient Mrs. Raj Sharma, 82 years old female, mother of the complainant, was brought, on a wheelchair, to the emergency department of Dr. B. L. Kapur Memorial Hospital at 7pm on 01.06.2016, by her caretaker (Seema) and her brother-in-law.  The patient was promptly attended by emergency medical officer on duty and the senior resident, medicine in the emergency department.  She presented with history of intermittent fever for last two months, recurrent loose stools for last seven days, dry cough, loss of weight and appetite. She was not a known case of hypertension, NIDDM or CAD.  The patient had a significant past history of loose stools, fever with chills, pain abdomen and burning micturition for which the patient was admitted in Kalra Hospital from 10/5/2016 to 13/05/2016 and followed up in OPD twice with a discharge diagnosis of AGE with UTI in Kalra Hospital.  The patient was admitted in Dr. B.L. Kapur Memorial Hospital on 1st June 2016 at 20.14 hrs with MRD NO: 449347; IP NO: 16/150618.  At the time of admission, on clinical examination, she had a toxic and emaciated look.  At the time of examination in the emergency department, temperature was normal and blood pressure was 120/70mmHg while her pulse was 86/minute and her respiratory rate was around 20/minute.  Her random blood sugar done in the emergency was 132; respiratory examination revealed bilateral rhonchi and crepitatons in her chest.  Keeping the probability of lower respiratory tract infection, COPD and enteric fever in mind, investigations, namely complete blood count, ESR, PBF, liver and kidney function test, urine - routine and microscopic examination, blood and urine culture and sensitivity, ultrasonography whole abdomen and x-ray chest were sent for and the patient was empirically started on Antibiotic (Ceftriaxone (IV.Monocef -2gms x Twice Daily), Metronidazole (IV METROGYL -400mg x thrice daily) and other symptomatic treatment. It may be noted that Inj. Monocef is a usual antibiotic for empiric treatment of typhoid fever and is not a strong/ heavy antibiotic as alleged.  The patient’s blood investigations showed mild anemia (Hb 10.8gm/dl), TLC (10,000), Neutrophil (77%), ESR (75) Chest x-ray revealed prominent bronchio-alveolar markings. Her Typhi dot was positive, hence, Metrogyl was stopped and Azithromycin was added.  The patient had fever spike in the night.  In view of the fever, productive cough and chest x-ray findings, sputum for gram stain, culture and sensitivity and AFB were sent.  Simultaneously, contrast enhanced CT chest and abdomen was done to evaluate the chest findings.  CECT Chest and abdomen report revealed multiple tiny discrete and conglomerate centri -lobular nodules showing tree in the bud appearance in the bilateral lower and right middle lobes indicative of possible tubercular infection.  There were small hypodense nodules in the left lobe of thyroid.  Chest physician consultation was sought in view of the clinical findings.  On 03.06.2016, the chest physician advised and planned for bronchoscopy for 04.06.2016.  In view of CT scan finding of hypodense nodule in the left lobe of thyroid, hence, ultrasonography of thyroid was done by the interventional radiologist and she was planned for FNAC of thyroid nodules.  The patient refused for FNAC of thyroid, hence, procedure was deferred and patient was shifted to ward.  On 04.06.2016 at around 3.30 pm, after taking the consent from the patient (who was conscious), she was taken up for bronchoscopy.  Under local anesthesia bronchoscopy was done by chest physician. Bronchoscopy revealed trachea to be full of purulent secretions, right middle and lower lobes showed purulent secretions.  Aspiration and lavage was taken and sent for BAL panel, MGIT culture and sensitivity, Gene Xpert TB/  During bronchoscopy, only lavage was done and no tissue biopsy was taken as alleged.  Post procedure no bleeding was noted.  The patient tolerated the procedure well and she was shifted to her room.  At around 6 pm, after shifting to room, the patient complained of vomiting and chest pain.  The patient was reviewed by on - call senior resident promptly who found that her vitals were stable and saturation was 96% on room air.  She was given symptomatic treatment (Injection Emeset 8 mg and Injection Perfalgan).  It is pertinent to note that his going on leave was not a concern since the unit has two senior consultants, even if one is on leave, other takes charge of the patient care.  It is pertinent to mention that the patient was admitted under a medicine unit consisting of two consultants and both the consultants are equally responsible for treatment.  
Dr. Sunny Kalra, Associate Consultant, B.L. Kapoor Super Specialty Hospital that on 04.06.2016 at around 3.30 pm, after taking the consent from the patient (who was conscious), she was taken up for bronchoscopy.  Under local anesthesia bronchoscopy was done by him.  Bronchoscopy revealed trachea to be full of purulent secretions, right middle and lower lobes showed purulent secretions.  Aspiration and lavage was taken and sent for BAL panel, MGIT culture and sensitivity, Gene Xpert for TB.   During bronchoscopy, only lavage was done and no tissue biopsy was taken as alleged.  Post procedure no bleeding was noted.  The patient tolerated the procedure well and she was shifted to her room.

Dr. R.N. Saini, Senior Consultant Medicine, B.L. Kapoor Super Specialty Hospital stated that on 5th June 2016, at around 10 am, the patient had a spike of fever and injection parcetamol was given.  During morning rounds, the patient complained of throat pain, coughs and decreased oral intake. Clinically the patient was afebrile, BP was 120/80mm Hg, pulse was 80/minute regular, respiratory rate was 20/min, Spo2 96%.  The patient was continued on intravenous fluids and tablet lesuride 25mg was added.  During his evening rounds at around 8PM on 5th June, 2016, the patient complained of nausea and abdominal discomfort.  Her blood pressure, at that time, was 90/60 mmHg and pulse was 150/minute and irregular. On Chest auscultation bilateral coarse crepitation were noted.  Clinical diagnosis of new onset atrial fibrillation with fast ventricular rate was made.  Immediately ECG was advised which showed Atrial fibrillation with fast ventricular rate, associated ST-T changes. trop I, CPK, CK MB , 2D ECHO and BNP was advised.  Injection Clexane O.4ml sub-cutaneous stat followed by twice a day was started, injection Effcorlin 100mg I/V stat followed by 50 mg I.V 8 hourly was given, injection Cordarone 150mg IV slow bolus and 30 mg/hour infusion was advised.  The complainant was counselled about the patient’s condition.  Senior consultant cardiologist was consulted and the patient was immediately shifted to ICCU for further management. The treating physician revisited the patient in ICCU with cardiology team at around 10 pm on 5th of June 2016.  The patient was re-assessed and found to have a pulse of 110/minute and BP was 100/70mmHg.  Chest auscultation revealed bilateral equal air entry and basal crepitations.  From 10 pm onwards (Of 6th June 2016), the patient was stable with heart rate varying between 135/ min and 120/ minute; blood pressure varying from 130/60mmHg and 116/58mmHg on Cordarone infusion and other supportive measures.; her saturation varying from 98% on 41itresof oxygen and 94% on 31itres of oxygen.  The Troponin and BNP reports received around 2 am were high and were repeated for confirmation as these are also known to be elevated in multiple non- cardiac conditions especially on going infections /sepsis.  In view of the same ACS was also kept in mind and patient was managed as noted.  Oxygen and IV Cordarone was continued. At 3 am, repeat Troponin, were sent which showed a downward trend. Clinically, the patient was comfortable and did not complain of chest pain or breathlessness.  In view of advanced age, with no features of angina / acute LVF and control of AF rate and improvement in her clinical condition, ongoing co--morbid condition of LRTI, aggressive interventional management was not considered appropriate for her clinical condition.  As per the clinical charts, the patient continued to have stable hemodynamics and maintained oxygen saturation and did not require escalation of support.  The patient was conscious till 4am when she had a sudden cardiac arrest.  CPR was done immediately according to ACLS protocol, ROSC (return of spontaneous circulation) achieved.  The patient was intubated and put on mechanical ventilation. Post CPR her pulse was 110/min and BP was 100/60 mmHg with noradrenaline support.  ABG showed severe acidosis which was corrected promptly.  The patient relatives were informed again and updated about the condition of the patient in detail.  The likely causes of cardiac arrest were considered to be due to a) ACS b) massive CVA (due to AF/ anticoagulant) c) Aspiration.  On 6th June, 2016 at 11am, the patient was reassessed by him in ICCU.  The patient was on, mechanical ventilation with noradrenaline and adrenalines Support. BP was 75/54 mmHg, in deep coma.  Her treatment was revised accordingly and antibiotics were stepped up, electrolyte and blood pH were corrected.  Nephrology opinion was sought in view of anuria and acidosis corrected.  In view of continued low Blood pressure despite high dose Vasopressors.  IABP insertion was planned by the cardiologist. After informed written consent from the complainant, IABP was inserted and poor prognosis was explained in detail to the complainant.  On 6th June 2016 at 5.15 PM, he revisited the patient.  The patient continued to be very critical, her BP was 68/50 mmHg with high dose of Noradrenaline and Adrenaline and IABP support.  GCS was 3/15.  The patient continued to be in coma.  At 8.30 pm on 6th June 2016, the patient had cardiac arrest.  CPR initiated immediately according to ACLS protocol/ CPR was continued for full 30minutes.  Despite these prompt efforts pulse and BP were not recordable.  ECG showed asystole and echo showed stand still heart.  Hence, the patient was declared dead at 9 PM of 6th June2016.  He, therefore, humbly submits that all necessary steps were taken by him to ensure that the best treatment was extended to the patient and the allegation of medical negligence is not sustainable.
On enquiry from the Disciplinary Committee, Dr. R.N. Saini stated that post bronchoscopy, no ECG or x-ray was done, as there was no indication for the same.  Even in ICU, no chest x-ray was done. 

On enquiry by the Disciplinary Committee, Dr. Sanjay Durani, Deputy Medical Superintendent of B.L. Kapoor Super Specialty Hospital informed that bronchoscopy procedure done on the patient late Smt. Raj Sharma was carried out by Dr. Sunny Kalra.  

On enquiry by the Disciplinary Committee, Dr. Sanjay Durani, Deputy Medical Superintendent, B.L. Kapoor Super Specialty Hospital stated that there is no written consent for contrast C.T. available, as the same was outsourced.  He further stated that under normal circumstances, they do not take consent for plain C.T. 
Dr. Sanjay Mehta, Head Medical Services, B.L. Kapoor Super Speciality Hospital stated that the even though the x-ray dated 1st June, 2016 was billed to the patient; x-ray dated 6th June, 2016 was not billed.  He also stated that the form pertaining to the consent for C.T. chest dated 2nd June, 2016 is not traceable.
In view of the above, the Disciplinary Committee makes the following observations:-
1) It is observed that the patient Smt. Raj Sharma, an 82 years old female, was brought in the emergency of the said Hospital around 7.05 p.m. on 1st June, 2016.  As per the 7.20 p.m., ‘doctor’s progress note’, she was noted to have history of fever two months, recurrent loose stools for seven days, loss of weight/loss of appetite, toxic, emaciated, B/L Ronchi +, crepts +, conscious, oriented, GC-stable, pulse-86/min, BP-120/70 mmHg, RR-19/Min., SPO2-97%.  The patient was provisionally diagnosed as a case of COPD, LRTI and ? enteric.  Blood investigation, USG abdomen, and chest x-ray and ECG were ordered and the patient was admitted.  Her ESR was 75 mm/hr, TLC-10.0, S. Typhi IgM and IgG.  Antibody test was positive.  The chest x-ray report dated 1st June, 2016 gave findings of ‘lung fields reveal prominent bronchovascular markings, bilateral CP angles are clear, cardiac silhouette is normal.  As the patient had productive cough, sputum for gram stain, culture and sensitivity and AFB were sent.  The CECT chest and whole abdomen dated 2nd June, 2016 revealed ‘Multiple tiny discrete and conglomerate centrilobular nodules few showing tree-in-bud appearances in bilateral lower and right middle lobes-likely infective possible tubercular; small hypodense nodule in the left lobe of thyroid; hepatomegaly.  The 2 D-echo had earlier revealed LVEF 55% with no obvious RWMA.  On 3rd June, 2016 at 3.50 p.m., chest physician reference was taken, who advised bronchoscopy and lavage.  At 2.30 p.m. on 4th June, 2016, the patient was planned for FNAC of thyroid, but she refused to give her consent, as her daughter (complainant) was away and she wanted her daughter to give consent, hence, procedure was deferred.  However, as per the 4.40 p.m. (041-06-2016) bronchoscopy notes : ‘After taking informed consent from the patient (Raj Sharma) and telephonic consent from daughter and under strict asceptic precautions bronchoscopy was done under LA and lavage taken from RLL/LUL/LLL showed purulent secretions.  The fiberoptic laryngo-bronchoscopy report dated 4th July, 20136 timed 3:24:00 p.m. gave impression of infective pathology.   At 5.45 p.m. (04-06-2016), the patient was noted to be complaining of vomiting and chest pain.  Her vitals were found to be stable, SPO2-96% on room air.  She was given injection Emeset 8mg and injection Tramadol.  On 5th June, 2016 at 11.20 a.m., the patient was noted to be complaining of throat pain, cough and decreased oral intake.  Her pulse rate was 80/min, respiratory rate 20/min, SPO2 -96% on room air, B.P.-120/80 mmHg.

The patient was continued on intravenous fluids and tablet lesuride 25 mg was added.  At 8.00 p.m. (05-6-16), she had complaints of nausea and abdominal discomfort, pulse 150/mt. irregular, BP-90/60 mmHg, chest BL coarse crepts.  ECG, Trop I, CPK MB, echo were advised.  Injection clexane, Effcorlin and Cardarone were administered and the patient shifted to ICU.   At 9.00 p.m., the patient was seen by cardiac team, her ECG showed AF with FVR.  She was reassessed at 10.00 p.m., her PR-110 per minute, BP-110/70 mmHg, chest B/L equal air entry, basal crepts.  At 4.00(06-06-2016), the patient had sudden cardiac arrest, resuscitation measures were initiated, ROSC (return of spontaneous circulation) was achieved, the patient was intubated and put on mechanical ventilation.  The condition of the patient remained critical and she again had cardiac arrest around 8.30 p.m. (06-06-2016) but could not be revived inspite of resuscitative measures and declared dead at 9.00 p.m. on 6th June, 2016.  

2) It is pertinent to note that prior to the patient’s admission at the said hospital on 1st June, 2016, the patient had been hospitalized in Kalra Hospital from 10th May, 2016 to 13th May, 2016 where she was diagnosed with AGE and UTI, treated conservatively and discharged in stable condition.  

3) As per the available medical records page 10 of the Discharge summary and page 18, 22 patient Smt. Raj Sharma presented to BL Kapoor hospital with complaints of fever for two months, dry cough for 10 to 12 days and loss of apetite.  
4) On examination the patient was having a toxic, emaciated look and chest had bilateral ronchi and crepts.  Her BP was 127/70 and SPO2 was 97%.  TLC was 10,000 and ESR was 75 mm/hr.  X-ra y dated 1st June, 2016 was suggestive of prominent broncho vascular markings.  She was provisionally diagnosed to have LRTI/COPD/Enteric fever and was started on empirical antibiotics.  Later on positive report of typhidot azithromycin was added.  

5) Based on history of two months of fever, CECT chest was done which showed nodular opacities in bilateral lower lobes which raised a possibility of tuberculosis.  Sputum for AFB and Gene Expert was sent.  However, it would have been better to wait for some more time for the availability of above reports before doing bronchoscopy.

6) Chest x-ray dated 6th June, 2016 showed bilateral fluffy shadows involving both upper zone and lower zone bilaterally suggestive of consolidation on emergency basis in the evening.   
7) It is also not clear as to why an elderly lady, who was fully conscious refused for an FNAC of the thyroid but agreed to undergo a fiberoptic bronchoscopy, that is potentially more invasive.
Conclusion : The case seems to be a case of investigational over-reach by the pulmonary consultant who was referred to.  It would have been better if he would have waited for the sputum reports to come before doing bronchoscopy.  
In light of the observations made hereinabove, the Disciplinary Committee recommends that a warning be issued to Dr. Sunny Kalra (Delhi Medical Council Registration No.33060) with a direction to be more careful while doing bronchoscopy with special referred to : 
a) Selection of cases.
b) Timing of procedure. 

c) Proper explanation of the risks involved and 

d) Proper consent. 
Complaint stands disposed. 
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The Order of the Disciplinary Committee dated 25th November, 2019 was confirmed by the Delhi Medical Council in its meeting held on 9th January, 2020.   

The Council also confirmed the punishment of warning awarded by the Disciplinary Committee to Dr. Sunny Kalra (Delhi Medical Council Registration No.33060). 
      By the Order & in the name      








                  of Delhi Medical Council 








                                (Dr. Girish Tyagi)







                                             Secretary

Copy to:-

1) Smt. Monika Sharma, r/o- WZ-22, Golden Park, Main Rohtak Road, Near Ashoka Park Metro Station, New Delhi-110035.
2) Dr. N.M. Aggarwal, Through Medical Superintendent, B.L. Kapoor Super Speciality Hospital, Pusa Road, New Delhi-110005.

3) Dr. R.N. Saini, Through Medical Superintendent, B.L. Kapoor Super Speciality Hospital, Pusa Road, New Delhi-110005.

4) Dr. Sunny Kalra, Through Medical Superintendent, B.L. Kapoor Super Speciality Hospital, Pusa Road, New Delhi-110005. 

5) Medical Superintendent, B.L. Kapoor Super Speciality Hospital, Pusa Road, New Delhi-110005.

6) Registrar, Karnataka Medical Council, 16/6, Miller Tank Bund Road, Vasanth Nagar, Banglauru, Karnatak 560052 (Dr. Sunny Kalra is also registered with the Karnataka Medical Council under registration No.72221 dated 25.08.2005)- for information & necessary action.
7) Secretary, Medical Council of India, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077-for information & necessary action. 








          (Dr. Girish Tyagi)

                                 




                                  Secretary 
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