DMC/DC/F.14/Comp.1145/2/2017/

               

        9th May, 2017

O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Ishwar Pal Singh r/o. C-32, Shiv Vihar, Nilothi Extn, Nangloi, Delhi – 110041, alleging medical negligence on the part of doctors of Sunderlal Jain Hospital, in the treatment administered to complainant’s daughter baby Pahal at Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052 (referred hereinafter as the said Hospital), resulting in her death on 22.4.2013.  
The Order of the Disciplinary Committee dated 20th March, 2017 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Ishwar Pal Singh r/o. C-32, Shiv Vihar, Nilothi Extn, Nangloi, Delhi – 110041 (referred hereinafter as the complainant), alleging medical negligence on the part of doctors of Sunderlal Jain Hospital, in the treatment administered to complainant’s daughter baby Pahal (referred hereinafter as the patient) at Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052 (referred hereinafter as the complainant), resulting in her death on 22.4.2013.  
The Disciplinary Committee pursued the complaint, written statement of Dr. Tarun Gera, Dr. Abhishek Singhal and medical records of Sunderlal Jain Hospital.
The following were heard in person -:

1) Shri Ishwar Pal Singh
Complainant
2) Smt. Subodh 


Wife of the complainant
3) Dr. Abhishek Singhal

Consultant, Sunderlal Jain Hospital
4) Dr. Tarun Gera

Consultant, Sunderlal Jain Hospital
5) Dr. Sudarshan Kumari
Consultant, Sunderlal Jain Hospital
6) Dr. Sunny Kaushik

CMO, Sunderlal Jain Hospital
7) Dr. Pravesh Vyas

Senior Resident, Sunderlal Jain Hospital

8) 
Dr. Vani Aggarwal 

DNB Resident, Sunderlal Jain Hospital 
9)  Dr. Yogita Ahuja

AMS, Sunderlal Jain Hospital.

The complainant Shri Ishwar Pal Singh alleged that he had a daughter namely Pahal born on 03/05/2012. Although, she was premature but recovered fast and attained a good health in duration of 5 to 6 months. In case of even very small problems, he always immediately used to bring her to reputed hospitals such as Bala Ji Hospital, Paschim Vihar, Lok Nayak Jai Prakash Hospital, Kalawati Hospital and Sunder Lal Jain Hospital, Ashok Vihar.  On 21/04/2013, his daughter got mild cough and so immediately, he carried her to Sunder Lal Jain Hospital. There the doctors examined her and they nebulized her. They also suggested him to take the child at home as there is no complication so no need to admit the child. But for better care and treatment, he requested the doctors to keep the child in hospital.   He admitted his child and allotted her alongwith her mother in the semi-private ward. They took x-ray of the child and cleared them that there was very mild infection which could be a result of handling the child with dirty hands or so but there was nothing serious and so not to worry. They also confirmed that they would discharge the child next morning.  After admission, child was given glucose through Saline. His wife questioned the nurse that was it right to give the child Glucose even when she had cough/cold. But the nurses told her that don't worry, it is ok, they (nurses) are experts. After about 1 hour, the child started getting weakness and laziness.  His wife immediately told the situation to the support staff but nothing was done. About 2 hours after that the child started to take long breathes, his wife immediately told the nurse and the doctor was called but again nothing was done. This happened 2 times and both the times nothing was done. On the third occasion, at around 11-12 at night(21/04/2013), the junior doctor called his senior Dr. Abhishek on his mobile. Dr. Abhishek advised the junior doctor to give the child an injection, so that she could sleep well. This advice of Dr. Abhlshek was followed. She slept well till 6:30 in the morning (22/04/2013). After that they noticed that the colour of the lips of the child became blue. They tried to call the doctor but it was told to them by the Nurse and other staff that the doctor will be available only after 9:00 am (22/04/2013).  At around 9:00 am (22/04/2013), Dr. Abhishek came. They described him the whole situation about the colour of the lips and heavy breathing. He (Dr. Abhishek) observed the child and found out that there may be some complication. So he (Dr. Abhishek) immediately shifted the child to intensive care unit at bed No. 3 and started to give Oxygen to the child. Oxygen pressure was only 60-65 and only one time it was 90.  At around 1:00 p.m. (22/04/2013), a fresh x-ray was taken which showed that the child had developed very heavy infection. His wife questioned him that how was it possible because the child was under your observation and that the previous x-ray showed only very mild infection. So then Dr. Abhishek suggested that the ventilator may be required. His wife immediately gave nod for Ventilator. Dr. Abhishek told the support staff to arrange for ventilator.  At around 2:00 p.m. (22/04/2013), there was blood in the latrine of the child which was showed to the nurse and told to call doctor but she denied it and said that it was not blood so you please throw it in the dustbin. After changing the child's diaper, his wife again called for the doctor but a lady junior doctor came after several requests. His wife showed her the previous diaper from the dustbin which she approved that yes, it was blood. She told the nurse, angrily that “are you fool, it is blood”? Lady doctor called Dr. Ashwani and sent that latrine and blood sample to the lab for the report. When they pursued Dr. Ashwani, he disclosed that ‘pasliyon mein chhed ho gaye hain’.  Then they began to push the staff to bring the ventilator, immediately and in this Dr. Ashwani supported them.  Even after repeated calls, the hospital could not provide ventilator till 7:00 p.m. (22/04/2013). Only they gave various medications to the child but nothing concrete was done. Every staff member was just saying that the hospital has ventilator and it will reach the child very soon. They got this answer for continuous 5 hours.  At around 7:00 pm (22/04/2013), the ventilator was arranged but the staff was so much untrained that they could not put the child on ventilator. They even did not know how to connect/use the same with the patient. Dr. Abhishek gave the excuse that this ventilator is of child nursery so they don't know how to use it and thus, they are arranging for someone to use it.  Dr. Ashwani and the support staff sent them outside the room.  After around half an hour, they declared that the child was on ventilator.  They saw the child was on ventilator.  The child was frothing from mouth.  Just after 1 or 2 minutes, the nurse put a cap on one of the tube which was coming out from the nose of the child, before them. Immediately after that, the stomach of the child became very large and ballooned. Then after around 5 minutes, when Dr. Ashwani came, he shouted that who put this cap on the tube.  His wife immediately told that this nepali nurse has done this. He (Dr. Ashwani) shouted on that nurse, very angrily saying that when you don't know, how dare you did this. When Dr. Ashwani removed the cap, immediately a large amount of blood came out of the child's nose. Immediately Dr. Ashwani pushed the child's stomach which was already ballooned. After pushing the stomach, a large amount of air was released and his wife immediately said that Dr. Ashwani, you have killed his daughter as the child became unconscious and her eyes closed. Dr. Ashwani told the nurses to push his wife out of the door. His wife came to him and told that the daughter has expired. Behind the closed doors, what the Hospital Staff did, they don't know. After about half an hour, they opened the door and declared that the child has expired.  They hereby believe from all the above incidents that her daughter has been a victim of gross negligence of the hospital staff.  Neither there is expert staff nor do they have proper facilities. During the stay, he himself had observed that the nurses there we not competent/trained enough to even find out the veins of a patient or administer or the glucose.  The support staff is absolutely unaware of the nursing terms.  The hospital and their staff was so greedy that even when it was decided that the child should get ventilator and they don't have any extra ventilator, they didn't bother to allow them to take the child to any other hospital. That is why they wasted 5-6 precious hours.  Even all the hospital staff knew it that his daughter expired due to their negligence /wrong treatment and this was the reason why final reports were given to them after 4-5 days of the incident. This shows that they would have manipulated the reports to protect themselves. He requests the Delhi Medical Council to properly investigate the whole incident and put the responsible persons behind bar, as they have killed his daughter bytheir gross negligence and greed. 
Dr. Abhishek Singhal, Consultant, Sunderlal Jain Hospital in his written statement averred that the patient baby Pahal was born preterm (30-32 weeks), extremely low birth weight (840 grams) and required prolonged ventilatory support of 45 days and a NICU stay of 73 days (as can be confirmed from the complainant).  The patient used to have frequent episodes of wheezing that were relieved by nebulization and required frequent visits to various hospitals (as documented in the history and admitted by the complainant in the complaint). During the first year itself, the patient was hospitalized 3-4 times for respiratory ailments.(as documented in the history taken from the parents).  The child was severely malnourished. At one year of age the weight of the child was 5.7 kg. The child was not breast fed and was given diluted (1:1) top milk.  The child was first seen by the Casualty Medical Officer, as is the hospital protocol; who has recorded a history of breathing difficulty for 3 to 4 days and decreased oral intake for 3 days. A similar history has also been recorded by the pediatric resident medical officer that the child presented on 21st April with complaints of fever for 3 to 4 days along with cough and cold, and breathing difficulty for 2 days (refer to Case record). The child had apparently not received any treatment for the same or was being self medicated at home, the nature of which is not known to them. It is evident from the casualty slip that the child has clearly been advised admission by the treating doctors, for a valid indication for hospitalization and was not admitted at the request of the father, as alleged.  The casualty slip clearly mentions that the patient is to be admitted in the desired category. The semiprivate ward was chosen by the complainant. It is unlikely that any qualified doctor or nurse would explain the likely etiology of respiratory pathology in terms of 'dirty hands' as alleged by the complainant.  On initial assessment, the child was irritable, with a pulse rate of 130/minute/respiratory rate of 58/minute/ saturations of 96% in room air and chest having bilateral wheeze and crepts (CMO and admission notes). Since the patient had past history of bronchial hyper-reactivity with recurrent need for nebulization in the past/ the child was initially started on inhalational beta agonist (Ievosalbutamol) as per the standard guidelines for such illness (Annexure 1). IV access was established; samples for CBC and CRP were taken and a Chest X-Ray was done to look for evidence of bacterial infection.  After nebulization the tachypnea of the patient settled (Respiratory rate 28/minute.) as documented on the nurses vitals sheet. The subsequent medical notes also corroborate the same with settling down of respiratory rate to 30/min. The child was continued on nebulization with Beta agonists. The child had a past history of wheezing episodes which used to get relieved by nebulization as told by the parents at the time of admission and documented in the history sheet. Most cases of recurrent wheezing at this age require supportive therapy (maintenance of hydration/ nebullzation, and supplemental oxygen if required).  The CBC of the child/ the chest x-ray at the time of admission and negative CRP also seemed to suggest the same. Despite this/ in view of the coexistent malnutrition injection ceftriaxone was started to cover for secondary bacterial infection as well as per standard treatment guidelines. The child was also started on maintenance IV fluids in view of decreased oral intake. There was resistance on part of the parents but it was explained to them that this is a required part of the treatment and will not aggravate the respiratory pathology of the child. After the initiation of the treatment/the respiratory distress of the patient settled and the hydration improved.  The child/who was irritable earlier/calmed down. On re-examination at 9:00 pm, the patient had bilateral wheeze; with her previous history of recurrent wheezing episodes responding to nebulization and steroids and with a negative CRP, injection hyrocortisone was added and nebulization with levosalbutamol was changed to salbutamol (documented in the notes). No medicine was advised by him to put the child to sleep. After which the patient was comfortable and slept overnight (as admitted by the complainant). The complainant has alleged that the child developed bluish discoloration at 6:30 am in the morning; however, the documents clearly shows that the vitals were assessed by the nurse at 7:00 am and at that time the patient had respiratory rate of 26/minute and heart rate of 122/minute; both of which are normal for a child of this age. Further, there was no personal information to him either from the patient or the staff nurse, duty doctor of any change in the condition of the child. It may be noted that his personal mobile number is provided to all admitted patients as a routine.  The child was assessed by him at 9:00 a.m. and was noted to have increased respiratory rate and retractions. The child was pink on room air. But in view of increasing respiratory efforts the child was shifted to the high' dependency unit immediately (admitted by the complainants and documented). To decrease the work of breathing, oxygen was started, frequency of nebulization was increased and anticholinergic (ipratropium bromide) nebulization was added. Continuous cardio-respiratory monitoring was started in HDU. The child remained normoximic on the above treatment. This is substantiated by the vitals recording in HDU.  In view of persistence of respiratory distress a repeat Chest X ray was ordered.  The repeat Chest X ray showed right lower zone haziness with a pneumatocele. To cover for the possibility of MRSA, injection vancomycin was added to the ongoing treatment. The parents at this time were counseled about the deteriorating condition of the child and were also informed that such rapidly progressive infection may sometimes lead to requirement of ventilatory support. A pediatric ventilator was immediately arranged and kept on standby (documented in case record). However, since the patient was maintaining her saturations with supplemental oxygen and had normal perfusion, there was no immediate need for ventilation. This is substantiated by the vitals recording in HDU.  At 4:30 p.m., he received the information that the child had passed maroon colored stools. In view of the rapidly progressive infection, a possibility of disseminated intravascular coagulation was kept. He immediately asked for a complete blood count, coagulation profile (PT/APTT) and stool routine and microscopy. Injection vitamin K was given promptly and FFP transfusion was ordered.  The stool examination report showed dark brownish stool with no evidence of blood, as alleged by the complainant.  As, the child showed further increase in the respiratory distress a decision was taken to electively intubate and ventilate the child at 6:00 pm. There was absolutely no delay in providing the ventilator. On the ventilator, the saturations of the child improved. However, the pressure requirements were high with a peak inspiratory pressure of 23, PEEP of 4 and Fi02 of 100%. Though the blood pressure was 90/40 (normal for patient's age) there was tachycardia and prolonged Capillary refill time; inotropes were therefore added. The allegation that he did not know the use of pediatric/neonatal ventilators was totally unjust. He has been routinely managing very sick babies on ventilators in NICU and HDU. Even the nursing and the support staff in HDU routinely manage the patients on ventilatory support and are well versed with its handling. Unfortunately, the patient continued to deteriorate with circulatory failure (septicemic shock) for which inotropes were progressively increased.  The patient had massive gastrointestina, hemorrhage and soon after that, developed bradycardia for which Cardiopulmonary Resuscitation was immediately initiated. However, despite the best of their efforts the patient went into cardiac arrest and was declared dead at 9: 30 p.m. It is unfortunate, that a child in their care expired, it may be noted, however; that the treatment of the child was not wrong as alleged by the complainant. The management of the child during the course of the hospital stay has been totally, in accordance with the standard protocols and guidelines and as per the standard textbooks.  The course of the disease process, however; was such that it led to this tragedy.  It may also be noted that the patient was a preterm, extremely low birth weight baby, requiring prolonged ventilatory support and neonatal care. It is a known fact that such babies have hyperreactive airways. It may also be noted that the child had a weight of 5.7 kg at the time of admission, which would categorize this child as being severely malnourished.  It is well documented that such children have decreased immunity & increased morbidity and mortality, a large chunk of which is contributed by respiratory infections. The severity and progression of any infection and resulting morbidity/ mortality is determined by host factors and the pathogen. It seems that both the factors contributed to the rapid deterioration of this patient despite providing standard medical treatment. Note should also be made that the same patient was admitted with them in September 2012 for 7 days, with similar respiratory complaints (IPD No. SIP59019). The child at that time was treated successfully and the parents were satisfied with the competence of the same team of doctors and hospital staff. Moreover, they continued to follow up in' the OPD of the same hospital.  The death of the patient was not caused by any negligence or any act of omission or commission, or any lack in continuity of care by him, but was due to a fulminant respiratory infection in a predisposed child.  All through the treatment standard textbooks and guidelines were followed and the parents were prognosticated at every step.  He, therefore, request the Delhi Medical Council to quash the complaint of medical negligence leveled against him, by the complainant.  
On enquiry by the Disciplinary Committee from Dr. Abhishek Singhal as to whether a patient with recurrent chest infection, LBW, 54 respiratory rate, rhonchi and bilateral crept with her condition should have been admitted in semi-private ward, Dr. Abhishek Singhal stated that initially he did not think that he patient required admission in ICU/HDU, as the patient improved on nebulization.   

Dr. Tarun Gera, 
Consultant, Sunderlal Jain Hospital in his written statement averred that he was officially on leave from the hospital from 19th April to 22nd April, 2013.   He was not in India and not available for telephonic consultation. The date of departure and arrival can be corroborated from his passport.  During the same period the relievings consultants who were taking care of the patients admitted in the unit, of which he was a part, were Dr Abhishek Singhal, DNB (Pediatrics) and Professor (Dr.) Sudershan Kumari, MD. The same was notified by the Medical Superintendent of Sunder Lal Jain Hospital vide Circular No. SUH/2013/Cir No. 93 notified on April 19, 2013. The said patient had been regularly seen by him for respiratory ailment both in the hospital and at his clinic and had access to his clinic number, residence telephone number, and the number of the receptionist. It was his belief that the complainant was aware of the fact that he was not available to treat the patient during the said period before admission. In his absence the patient was treated by Dr Abhishek Singhal, who was a consultant in the department of pediatrics, Sunder Lal Jain Hospital.  
Dr. Yogita Aahuja, AMS, Sunderlal Jain Hospital stated that they did not have x-films of Baby Pahal, as they were handed over to the attendants of the deceased.  She further produced the original medical records pertaining to this matter; the same was seen and returned.

The complainant stated that they did not have x-films of late Baby Pahal.

Dr. Sunny Kaushik stated that he was CMO on duty on 21st April, 2013.  The child reported to emergency with history of breathing difficulty of 3-4 days loss of appetite.  There was no history of fever, vomiting or abdomen distention.  On examination, the patient was found to be irritable, chests having bilateral wheeze and crefts.  Pulse was 130/min. and SPO2 96%.  He discussed the case with Dr. Ashish Vaidya, Senior Resident paediatrics who advised nebulization with levolin stat and the patient was thereafter admitted in the hospital.  
Dr. Vani Aggarwal, DNB Resident, Sunderlal Jain Hospital stated that on 22nd  April, 2013 at 4.50 p.m., the patient was reported to have passed maroon coloured stools, which she discussed with Dr. Abhishek Singhal.  The complete blood count, PT/APT, stool routine and microscopy investigations were ordered.  Injection vitamin K was given I/V and FFP transfusion were asked to be arranged.

Dr. Sudarshan Kumari, Consultant, Sunderlal Jain Hospital stated that she examined the patient around 12 or 1;00 p.m. on 22nd April, 2013.  The patient at that time was haemedynomically stable with mild respiratory distress.  

Dr. Pravesh Vyas, Senior Resident, Sunderlal Jain Hospital stated that he saw the patient for first the time on 7.00 p.m. 21st April, 2013.  On examination, he found the patient to have respiratory rate of 30/min. and heart rate of 120/min.  Thereafter at 9 p.m., he examined the patient with Dr. Abhishek Singhal.  
The complainant categorically stated on 21st April, 2013 at 9.00 pm, the patient was examined only by Dr. Pravesh Vyas.  
In view of the above, the Disciplinary Committee makes the following observations :-
1) The patient Pahal 11 months female was admitted in the Sunderal Jain Hospital on 21st April, 2013 at 3.20 p.m. with the complaints of fever for four days and respiratory distress for two days.  On admission, respiratory rate was 58/min., blood-pressure 90/64 mm/Hg, pulse rate 148/min., afebrile and SPO2 96% in room air. The child was admitted with the provisional diagnosis of WLRTI with anaemia with rickets by the Senior Resident on duty.  She was given nebulization with the beta agonist and steroids, antibiotics (injection monocef) and IV fluids (maintenance).  The child was examined by Dr. Abhishek Singhal at 9.00 p.m. on 21st April, 2013 and was found to be having stable vital parameters and mild respiratory distress, continued on the same treatment.  
According to the complainant, the child had bluish discoloration of the lips between 11.00 p.m. (21.4.2013) to 6.00 a.m. (22.4.2013) for short duration which was not noted in the case sheet by the Resident on duty.   
The patient was examined again at 9.10 a.m. on 22nd April, 2013 by Dr. Abhishek Singhal and was diagnosed to have deteriorated since admission.  Nebulization and antibiotics continued.  Resident consulted Dr. Abhishek Singhal at 4.50 p.m. on 22nd April, 2013 when the child passed blood per rectum.  The patient was shifted to HDU and antibiotics and nebulization continued, oxygen was started and DIC workup was done, the mechanical ventilator was kept on standby. The patient was examined at 6.00 p.m. on 22nd April, 2013 by Dr. Abhishek Singhal and was put on ventilator at 6.00 p.m. on 22nd April, 2013.  The patient had cardiac arrest at 8.00 p.m. on 22nd April, 2013, was revived with CPR, injection adrenaline and fluid.  The patient could not survive and declared dead at 9.30 p.m. on 22nd April, 2013.  
2) It is observed that the patient had stable vitals sign on admission including BP of 90/64 and SPO2 96%, however, there was no record of blood pressure recording till the child was put under mechanical ventilator.  A continuous non invasive monitoring of heart rate, respiratory rate, SPO2 and blood pressure with intake-output charting was not available.  This prevented us to understand the time of deterioration in the condition of the patient.  The treatment given in the casualty was also not signed by the nurse on duty.  The report of x-ray chest was also not available.  
3) It is observed that the record keeping in this case left much to be desired. The Medical Superintendent of Sunderlal Jain Hospital is directed to ensure better record keeping for future.

4) It  seems that “the patient was suffering from pneumonia with septic shock and DIC”, for which according to the records, appropriate treatment was administered.  
5) The Disciplinary Committee recommends that the hospital authorities of Sunderlal Jain Hospital should take note of the following recommendations and implement them as part of good medical practice.  
(1) As regards the treatment in casualty of the hospital. 

(a) Brief history, vitals and relevant examinations should be recorded by the CMO and legibly signed with date and time.
(b) All investigations should be mentioned on the case sheet and reports if received, should be recorded by the CMO with date and time.
(c) The details of the treatment advised in the casualty should be mentioned under signature by all the doctors who are looking after the patient.
(d) Administration of drugs, fluids, oxygen and other inventions should be vetted by the nurse on duty with date, time and signature.  

(2) With reference to Indoor patient’s treatment.  
(a) Detail history, examination and provisional diagnosis should be mentioned in the case sheet under signature of the doctor with date and time.  
(b) All planned investigations and interventions should be recorded in the case sheet with the date and time under signature of the doctor.
(c) All the reports of the investigations should e recorded in the case sheet with the date and time under signature of the doctor.
(d) All the modifications in the treatment plan should be mentioned in the case sheet with the date and time of the doctors.  It is also to be mentioned that the modification in the treatment has been advised by the consultant or not.
(e) Whenever the patient/attendant complains of any symptom or sign, it must be documented and addressed in the case sheet by the doctor on the duty.  
In light of the observations made herein-above, the Disciplinary Committee, therefore, feels that the patient Pahal died of pneumonia with sepsis with septic shock & DIC and  recommends that a warning be issued to Dr. Abhishek Singhal (Delhi Medical Council Registration No.28886) that the patient Pahal, who was born very preterm, received mechanical ventilation for six weeks after birth, remained in the NICU for 73 days, treated in the past for hyperactive airway disease and weighed 5.7 kg at eleven months of age, and complaining of fever for three days and respiratory distress should have been admitted in the HDU/ICU for continuous monitoring of vital signs and intake-out charting.  An initial arterial blood gas analysis should have been done.  Such cases do not manifest many signs of severe bacterial infection and deteriorate fast to go into septic shock and DIC.  Close clinical and non-invasive monitoring can pick up early deterioration in the condition of the patient.  It was possible that deterioration in the clinical condition of the patient would have been picked early and appropriate treatment would have been administered.  
Complaint stands disposed.  
Sd/:



   

  Sd/:




(Dr. Subodh Kumar)


(Dr. Rakesh Kumar Gupta)
Chairman,




Delhi Medical Association, 

Disciplinary Committee 


Member,







Disciplinary Committee 

          Sd/:




       Sd/:

(Shri Bharat Gupta)


(Dr. M.M.A. Faridi)

Legal Expert,



Expert Member,

Member,




Disciplinary Committee 
Disciplinary Committee




The Order of the Disciplinary Committee dated 20th March, 2017 was confirmed by the Delhi Medical Council in its meeting held on 27th April, 2017.  

The Council also confirmed the punishment of warning awarded to Dr. Abhishek Singhal (Delhi Medical Council Registration No.28886) by the Disciplinary Committee.







      By the Order & in the name of 








     Delhi Medical Council 








                (Dr. Girish Tyagi)







                           Secretary
Copy to :- 
1) Shri Ishwar Pal Singh r/o. C-32, Shiv Vihar, Nilothi Extn, Nangloi, Delhi – 110041.
2) Dr. Abhishek Singhal, Through Medical Superintendent, Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052.

3) Dr. Tarun Gera, Through Medical Superintendent, Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052.

4) Dr. Sudarshan Kumar, Through Medical Superintendent, Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052.
5) Dr. Parvesh, Through Medical Superintendent, Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052.
6) Medical Superintendent, Sunderlal Jain Hospital, Ashok Vihar Phase–3, Delhi – 110052.
7) Secretary, Medical Council of India, Pocket-14, Phase-1, Sector-8 Dwarka, New Delhi-110077-(Dr. Abhishek Singhal is also registered with the Medical Council of India under registration No. No.24419-07/04/2003)-for information & necessary action. 










 (Dr. Girish Tyagi)







                                             Secretary
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