DMC/DC/F.14/Comp.930/2013/


                               26th August, 2013
O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Inderjeet s/o. late Hari Singh r/o. B-35, New Moti Nagar, New Delhi– 110015 (referred hereinafter as the complainant), alleging medical negligence on the part of doctors of Acharyashree Bhikshu Govt. Hospital, Moti Nagar, Delhi-110018 (referred hereinafter as the said Hospital), in the treatment administered to complainant’s wife late Surinder Kaur (referred hereinafter as the patient).

The Order of the Disciplinary Committee dated 6th August, 2013 is reproduced herein-below :-

“The Disciplinary Committee of the Delhi Medial Council examined a complaint of Shri Inderjeet s/o. late Hari Singh r/o. B-35, New Moti Nagar, New Delhi– 110015 (referred hereinafter as the complainant), alleging medical negligence on the part of doctors of Acharyashree Bhikshu Govt. Hospital, Moti Nagar, Delhi-110018 (referred hereinafter as the said Hospital), in the treatment administered to complainant’s wife late Surinder Kaur (referred hereinafter as the patient).

The Disciplinary Committee perused the complaint, written statement of Dr. N.R. Agarwal, Medical Superintendent, Acharyashree Bhikhsu Govt. Hospital enclosing therewith written statement of Dr. Suhshma Sinha, Junior Specialist Obst. & Gynae, written statement of Dr. Renuka Gupta, Senior Resident, Acharyashree Bhikshu Govt. Hospital, Dr.  Mohuarani Ashok Kumar Adak, Junior Resident, Obst. &  Gynae, copy of medical records of Acharyashree Bhikshu Hospital and other documents on record. 

The following were heard in person. 

1) Shri Inderjeet
Complainant
Contd/:

(2)

2) Dr. Sushma Sinha        
Junior  Specialist,   Obst. &    Gynae., Acharyashree Bhikshu Govt. Hospital 

3) Dr. Kavita
Senior Resident, Obst. &    Gynae.,    Acharyashree  Bhikshu Govt. Hospital 

4) Dr. Raminder Kaur
Specialist  Anaesthesia,  Acharyashree  Bhikshu  Govt. Hospital
5)  
Dr. Renuka Gupta
Senior Resident, Gynae. & Obst.,    Acharyashree Bhikshu Govt. Hospital  
6) 
Dr. Kavita Manchanda
Senior  Resident,    Gynae.   &    Obst.,      Acharyashree Bhikshu Govt. Hospital
7) Dr. Mohua Rani Adak
Junior   Resident,  Gynae.   &   Obst.,    Acharyashree  Bhikshu  Govt.  Hospital
Bhikshu Govt.Hospital 

8) Dr. Bhaskar Varma
D.M.S. (A), Acharyashree Bhikshu Govt.Hospital 

9) Dr. Kalpana Uppal
D.M.S. (M), Acharyashree Bhikshu Govt. Hospital

10) N.R. Aggarwal
Medical Superintendent,  Acharyashree Bhikshu  Govt. Hospital
It is alleged in the complaint that the patient, who was registered with the said Hospital since 19th May, 2011, was under the medical supervision of the doctors of the said Hospital and was undergoing regular medical check-ups.  The patient was also admitted in the hospital for treatment of high blood-pressure in the first week of November.  Later, she was discharged and was under medication for the same till she was admitted for delivery.   It is further alleged that there has been criminal negligence on the part of the doctors and medical staff of the said Hospital, who were on duty on 18th November, 2011 and 19th November, 2011, for causing death of the patient, who was admitted for delivery.  
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Dr. Sushma Sinha, Junior Specialist, Obst. & Gynae. in her written statement averred that the patient was a booked patient of department of Obst. & Gynae.  of the said Hospital.  The patient was thirty six years old-G3 P1+0+1+1, whose last month of period was 25th February, 2011 and expected date of delivery was 2nd December, 2011.  The patient had first FTND thirteen years back.  The patient had regular antenatal visits.  The patient was having raised blood-pressure since 19th October, 2011 for which the patient was monitored very carefully with blood-pressure charting and urine albumin estimation.  On the patient’s visit on 4th November, 2011, the patient’s blood-pressure was 140/90 for which the patient was advised admission.  The patient was kept admitted in ward-IV under specialist care.  The patient was monitored by regular blood-pressure charting and blood investigations for pregnancy induced hypertension.  On admission, the patient’s blood-pressure was found to be 140/100 and urine albumin was in traces.  The patient was advised tablet labetalol 100mg BD.   Opinion of eye specialist was also taken on 5th November, 2011 showing normal findings.  The patient was monitored in ward by doing non-stress test, blood-pressure charting and urine albumin estimation.  The patient was discharged on 10th November, 2011 on request since the blood-pressure was under control with the advice of tablet labetalol 100mg, TDS and blood-pressure monitoring at home.  Then the patient presented in the casualty of the said Hospital on 18th November, 2011 at 5.45 p.m.  The patient was thirty eight weeks pregnant with PIH.  So, the patient was admitted and was induced with two doses of cervigel.  Tablet labetalol 100 mg was also continued.  The patent was regularly examined and medication was done accordingly.  The patient went into labour on 19th November, 2011 and had vaginal delivery on 19th November, 2011 at 6.20 p.m.  The first stage of labour was uneventful and the patient was delivered by on duty Junior Resident as the two on duty Senior Residents were busy in the operation theater with LSCS operation.  Vaginal delivery was followed by 
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atonic PPH which was refractory.   The Senior Resident examined the patient at 6.45 p.m. and started the medical management for controlling the bleeding with prostidine, misoprost and syntocinon but the patient did not respond to these medicines.  Two units of blood were cross-matched and blood transfusion was immediately started and bimanual uterine massage was given.  Uterine packing was done but bleeding PV was persistent.  High risk was explained to the attendants of the patient.  The hospital blood store had limited blood/replacements.  Surgical intervention too was required.  Anaesthetist’s opinion was also taken who advised for transfer to higher centre.  In view of the critical condition of the patient, non-availability of blood in the hospital, need for the ICU care for the patient, possible surgical intervention and the advice of the anaesthetist against laparatomy at the said Hospital, the attendants were told about the risk and poor prognosis of the patient.  Decision was taken to shift the patient to Deen Dayal Upadhyaya Hospital, Hari Nagar, New Delhi.  CATS ambulance was arranged and the patient was shifted to Deen Dayal Upadhyaya Hospital alongwith one gynae. Senior Resident and two Junior Residents with all resuscitation equipments and continuing blood transfusion.  Deen Dayal Upadhyaya Hospital’s casualty was tried to be contacted telephonically several times but the call could not be connected to the available number.  The patient was transferred to Deen Dayal Upadhyaya Hospital at 8.30 p.m.  On reaching Deen Dayal Upadhyaya Hospital at 9.10 p.m., the patient was shifted the casualty of Deen Dayal Upadhyaya Hospital but it was informed that ICU bed is not available.  Meanwhile the patient had cardiac arrest and the patient went into shock.   All resuscitation measures were taken by the Gynae. Senior Resident but the patient succumbed to death at 9.30 p.m.   The said Hospital made best efforts to save the patient within the available resources.  At every stage the attendants of the patient were informed and consent obtained even for shifting  to  higher  centre.    Gynae.  specialist  on  call  was   physically 
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present in the hospital for management of this patient in an attempt for better  patient  management.   The said Hospital is not having ICU facilities, moreover the said Hospital is having only blood storage centre facilities where availability of blood all the time is dependent on regional blood bank at Deen Dayal Upadhyaya Hospital.
Dr. Sushma Sinha in her additional written statement stated that the patient was admitted on 4th November, 2011 and kept under specialist care (Dr. P. Joon) till 10th November, 2011 on which the patient was discharged on request.  The patient then presented in labour room on 18th November, 2011 and admitted under Dr. S. Batra (HOD) who was on call on 18th November, 2011.  As the patient had mild PIH at thirty weeks, HOD advised for induction of labour with cervigel.  She was on call on from 9.00 a.m. on 19th November, 2011 for twenty fourty hours.  It was a saturday and after finishing Gynae. OPD and taking round of post-operative patient in ward IV, she left the hospital premises at 1.00 p.m.  As the patient’s condition was the same since last sixteen-twenty minutes, she was not informed about the patient by the Residents in labour room.  She was first informed about the patient at approximately 7.10 pm. when the patient was already in shock.  She advised for procurement of adequate blood, resuscitation and preparation for laparotomy.  The patient was shifted to emergency operation theater and Senior Resident anaesthesia there informed Specialist anaesthesia.  She tried to contact Specialist anaesthesia on call but she could not be contacted for twenty minutes.  Finally at 7.25 p.m. when she could be contracted specialist anaesthesia instructed for shifting the patient to higher centre “after stabilization”.  The patient was still in shock and one unit of cross matched blood was started but it was found to be clotted.  Second unit of blood was procured from Deen Daayal Upadhaya Hospital and B.T. started.  Dr. Sushma Sinha started for hospital immediately but there was heavy traffic enroute and she could only drive in first/second gear.  But meanwhile, she was constantly in touch will her Residents and 
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was advising telephonically.  When she reached hospital, the patient was already intubated.  As the patient was still bleeding per vaginum through the vaginal pack, exploration and packing was done again.  The attendants of the patient were at Deen Dayal Upadhayay Hospital’s blood bank ready to procure blood, but she was not allowed to proceed with laparotomy.  After discussing with Medical Superintendent of the said hospital and Head of the Department (Gynae.), the decision of referring the patient to Deen Dayal Upadhayay Hospital was taken (as it is the referral hospital).  Both she and her Residents doctors tried to contact Deen Dayal Upadhayay Hospital several times on phone.  Since she was in emergency operation theater for most of the procedure, she had limited chance of explaining the prognosis and seriousness of the condition of the patient for only about five minutes.  She verbally offered him both the option of shifting to private/Govt. Hospital, he appeared to be responsible and sensible and agreed for the referral to Govt. Hospital.  Even after the patient was transferred in an ambulance accompanied by Gynae. Senior Resident and Junior Resident and one casualty Junior  Resident, she continued to contact Deen Dayal Upadhayay Hospital’s casualty/LR but could not.   After about half an hour, the ambulance reached the Deen Dayal Upadhayay Hospital’s casualty.  The doctors at casualty refused to attend to the patient and precious time was wasted.  The patient continued to bleed per vaginum without proper medical care for half an hour.   At about 9.30 p.m., the patient had cardiac arrest and could not be resuscitated.  The patient was booked patients which specialist Dr. P. Joon.  The patient was admitted on 4th November, 2011 and managed.  The patient was admitted on 18th April, 2011 at 6.00 p.m. under HOD Gynae. Dr. S. Batra (as she was on call) till 9.00 a.m. (19.11.2012) i.e. approximately fifteen hours.  The delivery was conducted by an M.B.B.S doctor (Junior Resident).  She was first informed about the patient when the patient  was  already  in  shock.   It 
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took her more than usual time to reach the hospital due to the peak traffic time.  The patient was referred to Deen Dayal Upadhayay Hospital with information to HOD Gynae. and Medical Superintendent of the said Hospital.  Apart from the three residents, she had also personally verbally explained the seriousness of the condition and the reason for referral. The surgical intervention should have been done at the said Hospital to save the precious time since all the specialties were available.   The referral system is not clearly defined and lack of co-ordination and insensitivity on the part of Deen Dayal Upadhayay Hospital’s casualty is deplorable and needs urgent action so that smaller hospital may work fearlessly and with more confidence and precious lives may be saved.  Anaesthesia Senior Resident was asked to accompany the patient in the ambulance in case of any eventuality but she refused to go and instead arranged for casualty Junior Resident.  Further, Senior Gynae. Senior Resident on duty refused to accompany the patient citing personal reasons.   Therefore, relatively new Senior Resident on duty who was not very well versed with functioning of Deen Dayal Upadhayay Hospital had to accompany the patient.  
Dr. Raminder Kaur, Speclaist Anaesthesia in her written statement averred that the patient a booked case-G3P1L1 with PIH (on tab. labetalol 100mg bd, urine-albumin-trace) was admitted in the hospital on 18th November, 2011 at 5.45 p.m.  On 19th November, 2011 at 6.20 p.m.-normal vaginal delivery taken by Junior Resident (Gynae.) on duty.  Junior Resident noticed execessive bleeding.  Junior Resident informed Gynae. Senior Residents (who were busy in operation theater for LSCS).  At 7.05 p.m, Dr. Sushma (Gynae Specialist) informed.  Senior Resident Anaesthesia on duty informed.  O/E-P/R-170/min. (Radial Pulse-absent, Brachial pulse-feeble).  The blood-pressure-70 mm of Hg systolic.  On IV cannula of 20 ‘G’ was insitu with Ns+oxytocin on  flow.   M/m-2nd IV  line 
Contd/:

(8)

with 18‘G’ cannula started by anaestehsia Senior Resident-colloids + crystalloids.  Dopamine infusion started.  At 7.25 p.m., the patient shifted to emergency operation theater (post-operative ward) on request of Gynae Senior Resident, for better monitoring and visualization.  In post-operative ward, the patient suddenly became unconscious and had seizures (?? Hypoxic)  O/E-PR-not palpable.  The blood-pressure-not recordable.  No spontaneous respiratory effect present.  SPO2 falling, m/m-immediate intubation with COTT done by Senior Resident Anaesthesia.  Dopamine infusion + noradrenalin infusion.  The patient shifted in the operation theater for cervical exploration by Gynae. Senior Resident, to rule out traumatic PPH.  No tear found, uterine packing done and bleeding PV continued.  Pulse and blood-pressure still not recordable.  First unit of blood started-found clotted.  Second unit of blood-to be cross matched.  Four to five units of blood and FFP to be arranged immediately.  At 7.30 pm, she was informed (Anaesthesia Specialist on call).  Advised to shift the patient to higher centre immediately as the patient had already gone into severe h’gic shock after massive blood loss.  Had suffered hypoxic cerebral insult.  Blood bank facility not available in hospital to meet the requirement of blood needed for resuscitation of the patient.  The patient was already intubated-was in need of ventilator support (Ventilator in hospital out or order).  After giving instructions immediately, she stared for hospital.  At 8.00 p.m., Dr. Sushma (Gynae Specialist) did cervical exploration again to rule out traumatic PPH.  Again, no tear found, repacking done.  First unit of blood started.  No more blood available in the hospital, so again gynae. team advised to shift the patient to higher centre.  Decision for hysterectomy taken by surgeons.  On telephone (as on she was on her way), she advised to start surgery as soon as more blood is available.  Successful management of PPH requires both resuscitation of the patient and  management  obstetric  cause  and  both  components  should  be 
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treated simultaneously.  The patient should be adequately resuscitated with at least 2-4 units of blood before surgery (hysterectomy) to replace lost O2 carrying capacity and restore circulatory volume.  At 8.30 p.m., gynaecologist decided to shift the patient as more blood could not be arranged.  She has been following protocol of timely shifting of all critically ill patients to higher centre for better management of the patients keeping in mind that the said hospital does not have ICU/CCU facility and blood bank facility to treat such patients.  This was again emphasized in the Medical Audit Committee meeting of hospital held on 20th December, 2011.  Point (6) in the minutes of the meeting clearly states ‘in case of critically ill patients, early decision to shift the patient to the higher centre may be taken and executed by concerned doctor in-charge, keeping in view availability of facilities in this hospital’.  WHO strongly recommends that the health care facilities should adopt a formal protocol for the patients’ referral to a higher level of care in the patients diagnosed as having PPH.  The protocol of referral of critically ill patients and high risk cases to higher centre has been in practice since the start of indoor services in the said Hospital and the hospital has been able to save many such patients.  Since 7.30 p.m., she was insisting gynae. team to shift the patients to higher centre.  On previous occasions also the hospital has faced this problem of delayed availability of blood in the operation theater at the said Hospital in emergency situations.  In this case also from 6.20 p.m. (time when PPH was diagnosed) till 8.30 p./m. (time when the patient shifted) i.e. more than two hours except for one unit blood, no further blood could be made available to manage the patient.   In cases of > 40% of blood volume loss with no response to fluid resuscitation, emergency blood is needed within fifteen minutes.  The massive bleeding in the PPH can precipitate DIC.  Lack of anticipation of development of DIC is a recognized contributory factor in the deaths of women who die as  a  result  of  PPH.  
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She wanted to give the patient a fair chance of survival by shifting the patient to the higher centre (which was only at fifteen minutes distance) with blood bank facility where, the patient could have been resuscitated and operated without delay in waiting for blood.
Dr. Renuka Gupta, Senior Resident in her written statement averred that she was working as senior resident in the said Hospital in 2011.  The patient was admitted in labor room on 18th November, 2011 at 5.39 pm. in view of G3P1L1A1 with thirty eight weeks pregnancy and gestational hypertension for IOL.  At time of admission of the patient vitals were-PR-86 min, blood-pressure -138/80, albumin-trace, hemoglobin-11.7g%, blood group-O positive, the patient was on labetalol 100 mg BD.  On 19th November, 2011, Dr. Kavita was posted in labor room and she was posted for ward and caesarean section duty.  The patient was in labor room under observations of Dr. Kavita under Dr. Sushma (consultant on call).  She received a call of the patient Pinki at 5.40 p.m. for LSCS in view of primi breech.  The patient was shifted to operation theater at 5.45 p.m. and was operated by her, and Dr. Kavita was first assistant in that section.  Baby was out at 6.12 p.m.  At 6.35 p.m, Dr. Mahua, Junior Resident on duty in labor room, informed about the delivery of the patient.  The patient delivered a baby of 3.5 kg at 6.20 p.m. and after delivery of placenta, the patient was bleeding continuously.  Dr. Kavita was immediately dewashed and went to labor room to manage the patient.  She completed her C.S. with staff nurse name Vishalji.  LSCS was completed at 7.00 p.m. and the patient shifted post-operative room after checking her vitals.  After that, she reached labor room saw the patient, was having atonic postpartum hemorrhage.  Injection prostadin, methargine, syntocinone was already given and repeated.  Dr. Kavita explored vagina and cervix but no traumatic cause is evident.  She checked vitals and the patient’s pulse rate 108/min, blood-pressure-80 
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systolic.  Sample for blood grouping and cross matching was already sent to blood bank storage facility in the said Hospital.  Only one unit of whole blood was available.  Injection hestar and normal saline was started.  Dopamine drip was prepared.  Anaesthesia Senior Resident and Dr. Sushma (consultant on call) was informed immediately at 7.04 p.m.  She explained Dr. Suhma about the patient vitals, the patient’s atonic PPH condition and treatment detail were given to her.  Two doses of methargine and prostadin were already given.  Syntocinone was on flow.  Misoprost 800 microgram kept per rectally and uterine massage was continued.  Dr. Sushma advised us to repeat uterotonics, and arrange blood and continue uterine massage.  The complainant went to Deen Dayal Upadhayay Hospital for arrangement for more blood as only one unit of O positive blood available in blood bank storage of the said Hospital and the patient’s condition was informed to her mother in law.  The patient was seen by Senior Resident Anaesthesia.  Third dose of prostadin, methargine, synto was repeated and misoprost 800 microgram per rectally but the patient did not respond and sill bleeding.  Vaginal and cervical exploration was done by her no traumatic cause was evident, so uterine packing was done.  The patient’s vitals were still deteriorating even on dopamine.  The patient’s condition was again informed to Dr. Sushma at 7.27 p.m.  The patient’s vitals at that time blood-pressure-not recordable, pulse-feeble and 140/min.  Dr. Sushma advised to prepare the patient for laparotomy and arrange four units of blood.  One unit blood arrange from the said Hospital’s blood bank at 7.30 p.m. was found clotted so could not be transfused.  Uterine packing was done, massage continued and uterotonics repeated.   The patient was prepared for operation theater.  The patient’s mother-in-law was again informed about the condition of the patient and call the complainant.  At 7.41 p.m., Dr. Sushma was again informed and the patient shifted to operation theater.   In  operation  theater,  the  patient 
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had fits and anaesthesia Senior Resident decided to intubate the patient, noradrenaline was added to maintain the patient’s vitals.  Anaesthesia Senior Resident was informed about decision of laparotomy.  The patient’s consultant on call resfused to give anaesthesia for any procedure in view of lack of blood and ICU facilities in the said Hospital.  The patient’s vitals-blood-pressure, pulse, intubation and decision of anaesthesia consultant for referring the patient to higher centre was informed to Dr. Sushma on phone 8.00 p.m.  By time 8.10 p.m. Dr. Sushma reached hospital and examined the patient’s pulse-very feeble, blood-pressure-not recordable and the patient was intubated.  Dr. Sushma talked to Senior Resident Anaesthesia about the decision of laparotomy but she refused to proceed further anaestehsia as by order of their consultant on call.  She was instructed to make referral slip of the patient.  Meanwhile, Dr. Sushma explores uterus, vagina and cervix and uterine repacking.  Referral slip was made.  The complainant reached the hospital at 8.15 p.m. with one unit blood from Deen Dayal Upadhayay Hospital.  The patient’s condition was explained to the complainant with need of laparotomy and ICU facilities.  Ambulance was arranged with pulse oximeter, oxygen cylinder and the patient shifted to Deen Dayal Upadhayay Hospital unde  r supervision of Senior and Junior Gynae. Resident; Junior Resident casualty; operation theater technician, with dopamine, noradrenaline, blood, oxygen on ambubag ventilation.  Deen Dayal Upadhayay Hospital was tried to inform telephonically all 8.40, 8.42, 8.43 and 8.46 p.m. but call could not be connected.  The patient was shifted to Deen Dayal Upadhayay Hospital in view of severe atonic PPH and the patient’s detoriating condition which require ICU and blood facilities.
Dr. Mohuarani Ashok Kumar Adak, Junior Resident Obst. & Gynae. in her written statement averred that the  patient  was  booked  with  the  said 
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Hospital for her ANC checkups and was found to be hypertensive in one visit and, therefore, has been admitted in ward on 4th November, 2011  and discharged on 10th November, 2011 on medication tablet labetalol 100 mg. BD.  After that the patient visited on 18th November, 2011 in casualty and got admitted for IOL in view of term pregnancy with raised blood-pressure.  As per hospital protocol, one unit of blood was arranged from Deen Dayal Upadhayay Hospital.  Induction of labor was started on the same day with two doses of cervigel till next morning.  She was on night duty on 19th November, 2011 from 4.00 p.m. and has been asked to monitor the patient for her vitals.  Contractions and fetal heart rate were being records, ARM was done and the patient entered into active phase of labor, liquor was found to be clear.  In the evening, another patient admitted for having meconium stained liquor and got shifted directed to emergency operation theater for LSCS.  Both her Senior Residents were in operation theater for LSCS and as the patient has got her crowning and thereby got shifted to labor room after part reparation, vitals were stable at that time, the patient delivered a baby girl per vaginal delivery.  Baby cried immediately after birth and handed over to the paediatrician after clamping the cord.  Placenta was delivered with all membranes.  IV oxytocin drip started alongwith uterine massage vagina explored, second degree perineal tear was found.  Uterus was atonic.  Call has been sent to operation theater for Senior Resident as bleeding was uncontrolled even after oxytocin drip and uterus massage.  Her Senior Resident came as soon as she received the call and thereafter the patient has been taken care of by her and vitals have been recorded and call to another Senior Resident has been sent.  As the patient was shifted in emergency operation theater, she was in labor to monitor the patients in labor room.  When the patient was being shifted to Deen Dayal Upadhayay Hospita, she accompanied the patient alongwith Senior Resident and  Casualty  Junior  Resident.   On  reaching 
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Deen Dayal Upadhayay Hospital’s casualty, she approached the doctors on duty, but they refused to examine the patient and asked her to take the patient elsewhere.  The patient 
had cardiac arrest and she tried to resuscitate, but the patient could not be revived.
In light of the above, the Disciplinary Committee makes the following observations : -

1. The patient was booked with the said Hospital, admitted with diagnosis of P.E.T.  She died after thirty hours of admission.  The PPH can occur in any obstetric case.    This is first serious cause of maternal death in our country. 

2. Any maternity unit of a respectable hospital should have facilities of anaesthesia, enough blood facilities and totally equipped blood bank and immediate protocol for transfer. 
3. As per the minutes of 24th December, 2011 and after this mishap, the said hospital has admitted that :-

(i) Ventilator was out of order for last six months.

(ii) The blood units kept in hospital were markedly less in view of the total load of the Hospital.  
(iii) Blood substitutes were not available. 

(iv) Definite policy for referral to higher centre was not in place, which caused undue delay in this case. 

(v) Ambulance was not available for immediate shifting. 

(vi) Since the patient was critically ill, the medical team thought that instead of risking a death in Operation Theatre, it was better to transfer the case to a nearby better equipped hospital in time.
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4. Record keeping was found to be poor.  There was duplicacy/overwriting of serial numbers and monthly numbers at multiple places in the record keeping register of OBG emergency operation theater.    
5. The validity of the Blood Bank licence had expired on 18.2.2009.  At the time of the incident, the license of blood-bank  was not renewed due to shortcoming observed by drug control department for which blood storage centre was asked to carry-out the improvements as suggestive vide letter No. F.No.05/BSC/mfg/DC/13238 dated 18th January, 2010.  However, the hospital asked for renewal of license only on 27th February, 2013.  
6. The patient was managed as per standard protocols, however, the Obst. & Gynae. services should not be started or continued if ancillary support services are not available which are vital for critcal care.  It was further noted that inspite of OBG and anaesthesia specialists available, surgery could not be done as blood or other life saving facilities were lacking. 

A copy of this Order be sent to Directorate of Health Services for detailed and indepth assessment of life saving and critical care facilities in the Acharyashree Bhikshu Govt. Hospital, Delhi.

Complaint stands disposed.”  
     Sd/:
  

           Sd/:
       
                       Sd/:

(Dr. O.P. Kalra)             (Dr. Prem Aggarwal)        (Dr. Anil Agarwal)

Chairman,

         Eminent Publicman      Delhi Medical Association Disciplinary Committee   Member,                         Member,




         Disciplinary Committee 
Disciplinary Committee

        Sd/        
  
Sd/:


         Sd/:

(Ms. Avnish Ahlawat)
(Dr. Sharda Jain)
        
(Dr. A.K. Sethi)

Legal Expert,

Expert Member
         Expert Member

Member,


Disciplinary Committee 
Disciplinary Committee 

Disciplinary Committee 
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The Order of the Disciplinary Committee dated 6th August, 2013 was confirmed by the Delhi medical Council in its meeting held on 16th August, 2013.

                                



                      By the Order & in the name of 

                    




                      Delhi Medical Council 








          (Dr. Girish Tyagi)








          Secretary

Copy to :-


1) Shri Inderjeet, S/o, late Hari Singh, r/o, B-35, Moti Nagar, New Delhi-110015.
2) Dr. Sushma Sinha, Junior Specialist, Obst. & Gynae., Through Medical Superintendent, Acharyashree Bhikshu Govt. Hospital, Govt. of NCT of Delhi, Moti Nagar, Delhi-110015.
3) Dr. Raminder Kaur, Spl. Anaesthesia, Through Medical Superintendent, Acharyashree Bhikshu Govt. Hospital, Govt. of NCT of Delhi, Moti Nagar, Delhi-110015.
4) Dr. Renuka Gupta, r/o, C-20, Vishal Enclave, New Delhi-110017.

5) Dr. Kavita Manchanda, Senior Resident, Gynae & Obst., Through Medical Superintendent, Acharyashree Bhikshu Govt. Hospital, Govt. of NCT of Delhi, Moti Nagar, Delhi-110015.
6) Dr. Sumbul Naz, D/o, Mr. M.D. Ozair, Azad Road, Chanwara, Muzaffarpur, Bihar-842001.
7) Dr. Mohua Rani Adak, r/o, 10/1978, Annapurna Bhawan, Opp.  Middle School, Gopi Pura, Surat-395003, Gujarat. 
8) Medical Superintendent, Acharyashree Bhikshu Govt. Hospital, Govt. of NCT of Delhi, Moti Nagar, Delhi-110015.
9) S.H.O. Police Station Moti Nagar, Delhi-110015-w.r.t. DD No. 81B, dated 17-12-11, P.S. Moti Nagar, Delhi-for information. 

10) Section Officer, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi-110077-w.r.t. No.MCI-211(2)(593)/2011-Ethics./100416 dated 9.4.12-for information. 
11) Director Health Services, Directorate of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalaya Bhawan, F-17, Karkardooma, Delhi-110032-for information & necessary action. 









(Dr. Girish Tyagi)
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