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   30th August, 2017 
O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a reference from Assistant Commissioner of Police, Civil Lines, Delhi forwarded by the office of Dy. Commissioner of Police (North District), seeking medical opinion in respect of death of 5 patients at Sushrut Trauma Centre in regard to FIR No.201/12 dated 4.12.2012.

The Order of the Disciplinary Committee dated 24th July, 2017 is reproduced herein-below :-

The Disciplinary Committee of the Delhi Medical Council examined a reference from Assistant Commissioner of Police, Civil Lines, Delhi forwarded by the office of Dy. Commissioner of Police (North District), seeking medical opinion in respect of death of 5 patients at Sushrut Trauma Centre in regard to FIR No.201/12 dated 4.12.2012.  
The Disciplinary Committee perused the reference from Police, written statement Dr. Anshuman Kumar, Dr. U.C. Verma, Dr. Ajeet, Dr. Bhawana Singh, Dr. Richa Gupta, Dr. S. Ramji, Medical Superintendent, additional written of Dr. Bhawna Singh and Dr. Richa Gupta, copy of MLCs, Post Mortem reports, copy of medical records of all the 5 patients who expired in Sushrut Trauma Centre and other documents on record.

The following were heard in person :
1) 
Dr. Anshuman Kumar
M OI/C, Sushrut Trauma Centre
2) Dr. U.C. Verma 

Director Professor & Head, Department 






of Anaesthesia, Lok Nayak Hospital & 






Maulana Azad Medical College
3) Dr. Ajeet



Ex-Junior Resident, Sushrut Trauma 



Centre
4) 
Dr. Bhawna Singh

Senior Resident Anaesthesia, Lok Nayak 







Hospital

5) 
Dr. Richa Gupta 

Ex-Junior Specialist Sushrut Trauma 







Centre 

6) 
Dr. Tina Khurana

Ex-Junior Specialist Sushrut Trauma 







Centre 
7)  Ms. Bimla Devi
         
Nursing Sister, Sushrut Trauma Centre

8) 
Ms. Geeta Goyal

Nursing Sister, Sushrut Trauma Centre

9) 
Ms. Neelam Dogra

Nursing Sister, Sushrut Trauma Centre

10) Dr. Satyendra Kumar
C.M.O., Lok Nayak Hospital

11) Dr. S.K. Bansal 

Additional Medical Superintendent 








(Admn.), Lok Nayak Hospital

12)  Dr. Ajay Bahl
         
Additional Medical Superintendent 









Sushrut Trauma Centre 

The police in its representation has averred that case FIR was  registered on the complaint of Dr. Vikas Rampal, Addl. Medical Superintendent, Sushrut Trauma Centre, Civil Lines, Delhi for negligence act of management and employees of gas supplying company M/S PES installation Pvt Ltd, which resulted in the death of five patients. The patients namely (1) Rehana 45 years, female w/o Israil, r/o House No.354, Mohalla Pathankot, Teh. Baraut Distt. Bagpat, U.P. MLC No. 157657 (2) Rajkumari 35 years, female w/o Rambabu, r/o- Amar Vihar, kadipur, Delhi MLC No. 157703 (3) unknown male age 20 years MLC No. 157819 (4) unknown male age 30 years MLC No.157710 expired on 04th December, 2012 and another patient namely (5) Vikram s/o Karan Singh MLC No. 157283 expired on 05th December, 2012. During the course of investigation, the enquiry  report of the Committee headed by Sh. S.B. Shashank, Spl. Secretary, Health and Family Welfare, GNCT of Delhi, Dr. Deepak Tempe, HOD (Anaesthesia), GB Pant Hospital and Dr.  A.K. Sethi, HOD (Anaesthesia) GTB Hospital was obtained. Findings of the enquiry report comprising technical persons are as:-

(i) In three of the ICU ventilators, the air compressors were not working and they have been out of order since long and were not repaired. There appears callousness in upkeep and maintenance of the ICU equipments.
(ii) The contract for running and operation of centralised medical gas pipeline systems with the company M/s PES Installations Pvt. Ltd. ended on 31st October, 2011 and the maintenance contract ended on 01st November, 2012.  There was delay on the part of the hospital administration in pursuing the case for renewal of the contract which is the responsibility of the Medical Officer in Charge for the repair and maintenance.
(iii) There has been considerable delay in taking actions by the hospital management for repair of the compressors of the ICU ventilator and central air compressor of the Gas manifold room.

The Enquiry Committee finds the prima facie the Medical Officer in-charge for equipment repair and maintenance has failed to fulfil his responsibility. During the course of investigation, it has been found that:-

(a) The service engineer of the company, who conducted the inspection of CGPL system and suggested to change the defective items on 12th May, 2012, 10th October, 2012 and 20th November, 2012. But same were not replaced by the Hospital. The MOIC Dr. Anshuman Kumar and Dr. UC Verma, HOD/Anaesthesia Department did not take any action for replacement of defected parts.
(b) On 26th November, 2012, the company has also offered for replacement of equipments installed sixteen years back, which have been outlived their life, for smooth and proper functioning of CGPL system. But MOIC and HOD/Anaesthesia did not pay any heed to get replacement of defected and outlived parts.
(c) During inspection of the ICU and CGPL system at Sushrut Trauma Centre, the Oxygen display panel installed at ICU, Casualty and OT were found non-functional, which were reportedly non functional for last several years, which is essential for the monitoring of the gas supply in the CGPL systems in different units of the hospital. Being MOIC, Dr. Anshuman Kumar and Dr. UC Verma HOD/Anaesthesia department did not take any prompt action in this regard.
(d) The service engineer of Maquet Medical India Pvt. Ltd, who has contract for maintenance of ICU and its equipments, reported after inspection of the equipments of the ICU including ventilators that “compressor unit not working from last three months. Estimate already submitted but there is no response from hospital” and gave remark that “delivery only 100% O2/compressor not working so it cannot deliver any air’’.  Despite submission of the estimate by the company, the hospital administration did not take any action in this regard.
(e) As per perusal of the service engineers inspection reports and physical inspection of the equipments of ICU and centralised medical gas pipe line system, the air compressor and control panel of the gas manifold were not working. The air compressors, O2 sensor, patient circuit and temp probe of the ventilators were defective. As an its effect the pure oxygen was being supplied to the patients. Due to unserviceablity of the O2 sensor, alarm could not be rang in case of oxygen supply failure.
(f) Being an MOIC, Dr. Anshuman Kumar and HOD/Anaesthesia Dr. UC Verma, HOD/Anaesthesia, Department failed to pursue or fulfil the responsibility of maintenance and repair of the CGPL system and ICU to ensure smooth and uninterrupted supply of medical gas from the CGPL system in Sushrut Trauma Centre.
(g) On the day of incident, the Forensic Science Laboratory visited the hospital and after inspection gave a crime scene inspection report, therein they reported that the Gas supply unit was not functioning properly and automatic regulation system of manifold is not working.

Apart from that doctors namely Dr. Bhawana Singh, Senior Resident(Anaesthesia), Dr. Ajeet, Junior Resident (Anaesthesia), who were present on duty in ICU on the day of incident i.e. on 04th December, 2012 in night duty. They also failed to perform their duty for reviving the patients by using the backup oxygen cylinder. They can use the backup cylinder in emergency for reviving the patients in the situation of failure of the Oxygen supply as per the SOP. But they did not use the same.

It is further averred that Dr. Anshuman Kumar was the Medical Officer In Charge (MOIC) for repair and maintenance and Dr. UC Verma, HOD/Anaesthesia department is the head of anaesthesia department in Sushrut Trauma Centre who explained that file for outsourcing of personnel to manage the manifold room was moved by the hospital management during October-November 2011. The file did not get approval for want of certain observations and clarifications. Since then, the file could not be sent back to the competent authority for its approval the Committee’s observation is that there was considerable delay in processing the contract for operation that had expired in the month of October, 2011. Similarly, air compressors of three ICU ventilators were also out of order for considerable period of time. 
It is also averred that Dr. Anshuman Kumar, Dr. UC Verma, HOD/Anaesthesia, Lok Nayak Hospital, Delhi is the main responsible person for ensuring proper maintenance and repair and replacement of defective parts of equipments pertaining to anaesthesia department, to ensure proper functioning of the ICU and uninterrupted supply of oxygen gas from Centralised gas pipe line system. He failed to expedite the proceeding of approval for change of defective parts in time as per advice of service engineers. Being an HOD of Anaesthesia department, Dr. U C Verma did not take any prompt action to change the defective parts, to ensure proper functioning of the ICU and uninterrupted supply of the medical gas from centralised gas pipe line system, even after the several reminders of the companies having annual maintenance contract for ICU and Gas pipe line system.

In view of above facts and circumstances and available evidence on file, it is evident that the negligent, callousness  and knowingly act  of the Dr. U C Verma as HOD/Anaesthesia and Dr. Anshuman Kumar as MOIC contributed in the failure of oxygen supply in ICU, which resulted in the death of five  ICU patients. Dr. Bhawana Singh and Dr. Ajeet also failed to do their duty on the day of incident, as per SOP by their negligent act, which resulted in death of five critically ill ICU patients. 
Dr. Bhawna Singh in her written statement averred that she was the Senior Resident doctor in the department of anesthesia and Dr. Ajeet,, Junior Resident doctor in the department of anesthesia, on CU duty.  At 6:45am, while she was attending patient of bed no.6 and reviewing the patient's medications, the monitor alarm of bed no.3 started beeping. As soon as she heard the alarm, she immediately rushed to bed no.3, analyzed the situation and realized that the oxygen pipeline supply was disrupted.  The condition of patient of bed no.3 started deteriorating and therefore, she started giving CPR (artificial breaths) to the patient and her both hands were engaged in pumping manual AMBU bag which is required for giving artificial breaths.  While performing CPR at bed no.3, she asked the on duty staff nurse to call the gas plant person to restore the disrupted oxygen supply immediately. Meanwhile, within 10 seconds, all the other monitor alarms also started beeping and the condition of other patients also started deteriorating simultaneously.  While performing CPR at bed no.3, she asked the staff nurse to call her colleague from the post-operative area(situated adjacent to ICU) and another senior resident of anesthesia, Dr. Thungbeni from the operation theatre.  She immediately directed the on duty 2 staff nurses and the junior resident Dr. Ajeet to immediately start giving artificial breaths to the other patients. As soon as Dr. Thungbeni arrived from the operation theatre, she also started giving manual breaths to the fifth patient.  Thus, all 5 of them were engaged in giving artificial breathing to all the 5 patients.  They were giving artificial breaths to the patients but it was composed of room air only (having 21% oxygen), which was the best option available at that time.  She thought of bringing the oxygen cylinder to provide oxygen in the artificial breaths but all the five of them (medical and the paramedical personnel) present at that time in ICU were engaged in giving artificial breaths to all the 5 patients and nobody else was available to bring the Oxygen cylinder. The only technician present was busy in the operation theatre and was not available for help in ICU.  After 7-8 minutes, the oxygen pipeline supply was restored.  In response to the CPR (artificial breaths) given by them, all 5 patients were revived from this situation.  Thus, by deciding for the best available option at the right time, she was able to keep all the 5 patients alive till the oxygen supply was restored and thus revive all the patients. And, hence, there was not at all any element of negligence on her part in managing/handling this critical situation.  It may also be noted that only 1 patient died under her duty and all other 4 patients died after her duty hours were over.  The compressor system of the ventilators was out of order. Her immediate Boss, Dr. Tina Khurana and Dr. Richa Gupta (Anesthesia in-charge) were fully aware that the compressor system of the ventilators were malfunctioning since last few months and they had not taken any steps to arrange for their repairs to arrange for their repairs.  The function of the compressor system of ventilator is very important, when the oxygen pipeline supply gets disrupted.  The ventilator is designed in such a way that in case of any oxygen supply disruption/cut off, the compressor system of the ventilator automatically utilizes the room air to give breath to the patient and if compressor is also not working then no breath will be delivered to the patient and the patient will die.  In the present case since the oxygen supply got cut off and the compressor system was also malfunctioning, the ventilator stopped giving breath to the patients. The patients would have died if they did not start CPR immediately. So in a way, the   act   they did manually with their hands to save the patients was the same which would have done by the compressor system, had it been functioning normally.  Hence, there is no negligence on my part at any point of time under the situation.  The direct responsibility of maintenance and repair of these ventilators/compressor is with Dr. Anshuman, Medical Officer In-charge of Maintenance & Repair' and for ensuring oxygen supply to the patients in ICU, the gas plant personnel and the technicians are responsible.  Therefore, she does not have any direct or indirect responsibility with maintenance of ventilators/compressor and supply of oxygen in pipelines.  She would again like to state that, whatever she did was the best which could have been done by any other doctor in this critical situation by applying the best of her knowledge and clinical experience to save the life of the ICU patients, to which she succeeded also since she was able to revive all the patients back to life.  
Dr. Ajeet in his written statement averred that he was posted in Sushrut Trauma Centre on the post of junior resident in ICU.  He was posted on 4th December, 2012 in night duty.  He and Dr. Bhawana Singh (senior resident) were on duty in ICU.  At 6.45 a.m., the monitor alarm ringing of bed No.3.  The monitor was showing bradycardia alongwith de-saturation (SPO2 low).  After seconds, the bed No.3 patient went into cardiac arrest.  Dr. Bhawna Singh started CPR and he was attending with Dr. Bhawna Singh.  After few seconds, all other four patients went to bradycardia and de-saturation.  He and two staff nurses also started the CPR of other patients.  Other senior resident came from the O.R. to do the CPR for fifth patient.  Thus, the five of them were giving CPR, artificial breathing, continues to the five patients in ICU till the time oxygen pipe line supply.  There was no extra helping hand available in ICU who could have brought oxygen cylinder and open with opening key and attach to the oxygen pipe line of the patient.  If any of them had gone to bring the oxygen cylinder, they had to stop CPR (artificial breathing) to the patient and that patient could have died immediately.  In that situation giving CPR (artificial breathing) was the immediate life saving for the patient rather than leaving the patient and arranging of oxygen cylinder.  They revived the patient with CPR (artificial breathing at that time).  
Dr. Tina Khurana in her written statement averred that she was appointed on contractual basis, to the post of Jr. Specialist Anesthesia at Lok Nayak Hospital (LNH) under Govt. of NCT Delhi with effect from 8.9.10 and further, with effect from 27.08.12, she was posted in the Sushruta Trauma Centre (STC) as part of rotation posting program of anesthesia department, Lok Nayak Hospital.  She was not present at the site during the time of incidence, but was on call duty. The moment she came to know on 4th December, 2012 morning, she asked senior residents to urgently follow SOP, informed Dr. U.C. Verma and Dr. Rampal and immediately rushed to Sushruta Trauma center.   She attended to this with top most priority and to the best of her ability.  The running, operation, maintenance of the gas plant, deployment of manpower were outsourced to company M/S PES Installations Pvt. Ltd., a matter which was dealt by the Medical Superintendent, Lok Nayak Hospital, and Sushrut Trauma Centre, Addl. Medical Superintendent, Sushrut Trauma Centre, HOD,  Anesthesia Lok Nayak Hospital & Sushrut Trauma Centre and MO I/C repair & maintenance Sushrut Trauma Centre. She had neither any authority nor financial powers to deal with the same, as she was carrying out clinical duties.  She had always discharged her duties with utmost sincerity, absolutely in accordance with the instructions given by her seniors. She had  never received any memo or suspension or complaint from any authority. Her humble and honest submission is that she did all the best to her ability, alongwith others, whatever she could do. Police has investigated the matter in detail and has not implicated her in any manner. Since there is no finding in the police report attached with the Delhi Medical Council letter, it may be evident that she has no role in the case under reference. Therefore she prays that her name may please be dropped.  
Dr. U.C. Verma in his written statement averred that the death caused in the Sushruta Trauma Centre was reported due to criminal negligence of the M/S PES Installation Pvt. Ltd, as at the time of incident, the availability of the oxygen gas was there in the gas cylinders kept in the gas manifold room but it was disrupted, as all the 10 cylinders were not kept open by the only one untrained person on duty, in strict violation of the condition of the agreement done with the company namely Mr. Amit Katoch. As per company instruction, he was keeping only one cylinder on, one by one. One semi-literate and untrained person was kept on the job, instead of two trained persons as per agreement condition.  Dr. U. C. Verma further stated that Dr. Bhawana Singh and Dr. Ajeet were on duty at the time of incident. Dr. Tina Khurana and Dr. Richa Gupta were posted at Sushruta Trauma Centre, whose services were terminated due to the incident. As the non-supply of the oxygen resulted in the cardiac arrest of all five patients, the doctors on duty made all efforts and revived all the five patients.  The criminal negligence can be attributed primarily/mainly to the company staff on duty and its supervisor, who failed to continue the oxygen supply to the patients resulting in the cardiac arrest of the all five patients. Had the oxygen supply not disconnected, the cardiac arrest could have been averted.  As regards, the other points raised in the enquiry report conducted by Sp. Sec. (H&FW) and the finding during the course of investigation are concerned with the repair and maintenance of compressors etc., which did not play any part specifically in the present incident, as the gas supply and other conditions were being maintained properly with the available equipments before and after the incident.  As per records, the equipments installed at Sushruta Trauma Centre were giving satisfactory services and no casualty was reported before 04.12.12 and even if there were cases of repair and maintenance, those were attended without any adverse report. It suggests that the alleged incidence has no relation with the pending repair work.  As per the post mortem reports, the cause of death and time of death of all four patients admitted in ICU on 04.12.12 were different.  In none of the cases, changes into brain did not occur due to disruption of oxygen supply. The post mortem reports do not suggest that the casualty has taken place due to failure of oxygen supply.  Post mortem opinion of all four patients is quoted here "the histo-pathological examination did not reveal the classic changes associated with hypoxic brain injury”; as such the theory that death was caused/precipitated by lack of oxygen supply has not been irrevocably (irrefutably) substantiated.  He is to submit that Sushruta Trauma Centre became part of Lok Nayak Hospital again on 10.04.2012 and he joined as Head of Department of Anaesthesiology, Maulana Azad Medical College on 17.07.12. Incident happened on 04.12.12, within the short span of 4/2months, no doctor had ever reported about the non-functioning of 02 display panel of ICU, OT and casualty to him.  Even the company has also not given any report for non-functioning of the said equipment as a part of AMC or their propositions for replacement or for that matter its obsoleteness.  The company, as per practice and precedence might have informed M OI/C repair and maintenance and other competent authorities but he had no intimation regarding service report or their demand or propositions.  
Dr. Anshuman Kumar in his written statement averred that he was assigned the duty of procurement officer, M.O.I./c repair and maintenance, M.O.I/C Pest Control Services, I.T. Services, and Nodal Officer, vide an officer order No.F5(105)/STC/O/o/2009-10/3148-31-55 dated 29th August, 2011 by Dr. S.K. Bindal then medical superintendent, Sushrut Trauma Centre.  He was freed from any administrative responsibilities through above said orders he was asked to work in the casualty in shift duties, by the order of AMS, Sushrut Trauma Centre.  As per the orders mentioned above, he has been freed from his responsibilities as procurement office, M.O.I/c Repair and Maintenance, M.O.I/c Pest Control Services, I.T. Services, and Nodal Officer, vide a office order No.F5(105)/STC/O/o/2009-10/3148-31-55, then medical superintendent, Sushrut Trauma Centre, by virtue of the various orders that has been issued by his superior authorities including medical superintendent, All the financial and administrative power for awarding any contract for AMC or for running and operations lies with H.O.D. i.e. medical superintendent and not with MOI/c Repair and Maintenance as per the deligation of financial power to head of department and head of offices of Govt. of NCT of Delhi, issued by finance department of Govt. of NCT of Delhi.  M.O.I/c repair and maintenance is not solely responsible for delays in repair maintenance work.  As per the hospital manual, LNH, duties and responsibility; it is actually responsibility of the respective department to keep all the equipment in order, it is also responsibility of the department to ensure patient safety and not to keep patients on equipments which are not patient worthy.  
Dr. Richa Gupta in her written statement stated that she was appointed on contractual basis to the post of junior specialist anaesthesia at Lok Nayak Hospit al under Govt. of NCT of Delhi with effect from 8th September, 2010 and further.  With effect from 15th August, 2012, she was posted in the Sushrut Trauma Centre as part of rotation posting programme of anaesthesia department, Lok Nayak Hospital.  She was present at the site during the time of incidence, but was on call duty.  The moment, she came to know on 4th December, 2012 at morning, she asked senior resident to urgently follow SOP, informed Dr. U.C. VErma and Dr. Rampal and immediately rushed to Sushrut Trauma Centre.  She attended to this with top most priority and to the best of her ability.  The running, operation, maintenance of the gas plant and deployment of manpower were outsourced to company M/s. PES Installations Pvt. Ltd., a matter which was dealy by MS, Lok Nayak Hospital and Sushrut Trauma Centre, Addl. MS Sushrut Trauma Centre, HOD Anaesthesia Lok Nayak Hospital and Sushrut Trauma Centre and MO I/C repair & maintenance, Sushrut Trauma Centre.  She had neither any authority nor financial powers to deal with the same, as she was carrying out clinical duties.  She had always discharged her duties with utmost sincerity, absolutely in accordance with instructions given by his seniors.  She had never received any memo or suspension of complaint from any authority.  Her humble and honest submission is that she did all the best to her ability alongwith others, whatever she could do.  Police has investigated the matter in detail and has not implicated her in any manner.  Since, there is no finding in the police report; it may be evident that she had no role in the case under reference.  Therefore, she prays that her name may please be dropped.  

Ms. Bimla Devi, Nursing Sister stated that she was not the sister incharge at ICU at the time of this incident.  Further, Ms. Geeta Goyal, Ms. Neelam Dogra were the staff nurses posted at Sushrut Trauma Centre at the time of this incident.  

Ms. Geeta Goyal stated that Inventory Book in this case maintained by staff nurse.  Cutting/overwriting which is done by staff nurse in inventory book should be checked by her.  She always advised them to do not overwrite but somehow, it is done.  So, now she wants to say that, she is very sorry for that and she assures the Delhi Medical Council that in future, she will not repeat the mistake.  

Ms. Neelam Dorga reiterated the stand taken by Ms. Geeta Goyal. 

Dr. S. Ram Ji, Medical Superintendent, Lok Nayak Hospital in his written statement averred that the Department of Health and Family Welfare, Govt of NCT of Delhi shall like to record its preliminary objections with respect to the letter written by ACP , Civil Lines, which is erroneous on fact and bad in law.  It is against  the settled position of law that one cannot conclude one to be guilty of medical negligence even before an enquiry is held by the Delhi Medical Council, which is the designated statutory and this enquiry is a prerequisite as per the settled law of Hon’ble Supreme Court of India. It is intriguing that as per letter of ACP. In the instant case, the I.O. has exceeded its legal jurisdiction by concluding that the medical personnel are presumably guilty of medical negligence even before the case has been examined by the Delhi Medical Council, which is statutory as per law.  It is to put on record that matter and all the technical points and liability in this matter have  extensively been dealt in the Civil W.P. (C)940/2013 and subsequently also in W.P. (C) 1310/2014 in Delhi High Court. The company has been held liable and debarred from participating in the tender of Delhi Govt vide order no. F. 1(62)/H&FW/Admn/2009/ precyhfw/1605 dated 23rd December, 2013 read with order dated 17th October, 2013 and the order has attained finality by W.P. (C) 1310/2014 order dated 25th February, 2014 of Delhi High Court. The said documents settle the position by assigning the responsibility on M/s PES installations Pvt. Ltd.  The above mentioned order dated 23rd December, 2013 issued by Secretary, Health and Family Welfare department, GNCT Delhi alongwith the facts that 03 employees of the delinquent Company i.e. M/s PES Installations Pvt. Ltd.(A) Engineer Suresh Talwar (B) Technical Supervisor Sh. Madan Lal Sharma (c) Helper Sh. Amit Katoch have already been arrested by the investigating Agency in the instant case, and are out on bail by the Court, is sufficient indicator, that the company is singularly responsible and liable for the incidence, which has unfortunately resulted into the death of 05 patients. Hence no case is made out for medical negligence on the part of any of the Doctors in question. Further the response if any would be submitted at any stage of the proceedings, for which the hospital shall extend the necessary cooperation.
In view of the above, the Disciplinary Committee makes the following observations :-

1) Untrained person said to be technicians were employed by the company to provide continuous supply of oxygen to the ICU at Sushrut Trauma Centre. On the night intervening 3rd and 4th December, 2012 only one employee was posted instead of two trained employees, as per agreement. 
2) During night shift only one person was posted on duty in the manifold room instead of the recommend two technical personnel. 

3) The Annual Maintenance Contract of the pipeline was not renewed timely.

4) Only one staff nurse was on duty on the fateful night in ICU for managing five critically patients on ventilator, which is not in accordance with the prescribed nurse / patient ratio in ICU. Despite this the doctors on duty and nurses resuscitated all the five  patients.

5) Disruption of the oxygen supply was lapse on the part of the company, who was responsible to provide the continuous supply of oxygen.  After which two doctors along-with nursing staff called other doctors and nurses from operation theatre etc and managed/resuscitated all the patients and performed their duties with proper care and skill. All the five patients in question were on ventilators and critically ill, suffering from neurosurgical problems with poor prognosis.  
In light of the observations made hereinabove, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the parts doctors of Sushrut Trauma Centre in the management of critically ill patients who were on ventilators which suffered temporary disruption of oxygen supply, however, there were certainly administrative lapses, which created this grave situation for which government is requested to initiate necessary corrective measures, so that such situation never arise again in future and request the government to take note of the following recommendations. 
Recommendations  

1) Annual Maintenance Contract of all equipments and pipeline should be renewed timely atleast a month before the expiry.
2) Proper coordination between staff of the AMC company, nursing staff, ministerial staff and department of anaesthesia as well as administration of the hospital should be there.

3) Proper maintenance of log book of pipeline system and equipment to be maintained efficiently and adequately supervised by competed authorities.

4) In future any disruption in the supply of the oxygen and such failure of equipment should be brought to the notice of the competent authority, by the person who is responsible to use this equipment for further rectification of the defect. 

5) Trauma centre should have their own full fledged department alongwith full time MS of the hospital.

6) Adequate number of technical staff, nursing staff and doctors required to efficiently run a system as per guidelines should be posted to avoid such incidents in future.

Matter stands disposed. 
Sd/:



   
          Sd/:




(Dr. Subodh Kumar)   


(Dr. Vijay Kumar Malhotra) 

Chairman,

       


Delhi Medical Association,  

Disciplinary Committee 


Member,





Disciplinary Committee 

         Sd/:





Sd/:


(Dr. Lokesh Kashyap) 


(Dr. N.K. Aggarwal)

Expert Member,



Expert Member,

Disciplinary Committee 


Disciplinary Committee

The Order of the Disciplinary Committee dated 24th July, 2017 was taken up confirmation before the Disciplinary Committee of the Delhi Medical Council in its meeting held on 24th August, 2017 wherein “whilst confirming the decision of the Disciplinary Committee, the Council observed that in this case since there was no medical negligence on the part of doctors, but unfortunately lives were lost, due to administrative lapses, hence, the Govt. of NCT of Delhi is requested to fix accountability and to initiate corrective measures, to prevent such incidents from happening in future.  
The Order of the Disciplinary Committee stands modified to this extent and the modified Order is confirmed through majority decision”.

     






       By the Order & in the name of 








       Delhi Medical Council 








                    (Dr. Girish Tyagi)







                                Secretary

Copy to :- 
1) Assistant Commissioner of Police, Civil Lines, Delhi-110054- w.r.t. case FIR No.201/12 U/s 287/304/304A/34 IPC, PS Civil Lines-for information.
2) Dr. Anshuman Kumar, C-508, Shipra Krishna Vista-14, Ahinsha Khand-1, Indirapuram, Ghaziabad, UP.
3) Dr. Richa Gupta, W/O Dr. Ashutosh Gupta, E-824, 3rd Floor, Chittaranjan Park, Near Market No.2, New Delhi-110019.
4) Dr. U.C. Verma, HOD (Anaesthesia), Through Medical Superintendent, Sushrut Trauma Centre, Civil Lines, New Delhi-110054. 
5) Dr. Bhawna Singh, 10-D, Shivalik Apartments, Plot No.32, Sector-6, Dwarka, New Delhi-110075. 

6) Dr. Ajeet, D-26, 3rd Floor, Hakikat Rai Road, Adarsh Nagar, Delhi-110033.

7) Dr. Tina Khurana, G-8, Masjid Moth, Greater Kailash-II, New Delhi-110048.

8) Medical Superintendent, Sushrut Trauma Centre, Civil Lines, New Delhi-110054.

9) S.H.O. Police Station, Civil Lines, Delhi-110054-w.r.t. case FIR No.201/12 U/s 287/304/304A/34 IPC, PS Civil Lines-for information. 

10) Addl. Dy. Commissioner of Police, North Distt, Office of the Addl. Deputy Commissioner of Police,-I, North District, Delhi-110054-w.r.t. letter No.2832/SO-ADDL.DCP/North (AC-I) dated 09-04-2014-for information.

11) Dy. Secretary (H&FW), Health & Family Welfare Department, Govt. of NCT of Delhi, 9th Level, A-Wing, Delhi Secretariat, I.P. Estate, New Delhi-110002-w.r.t letter F.No.-14/01/NHRC/H&FW/2013/7135-7136 dated 16.12.2013-for information. 
12) Superintendent (H-II), Health & Family Welfare Department, Govt. of NCT of Delhi, 9th Level, A-Wing, Delhi Secretariat, I.P. Estate, New Delhi-110002-w.r.t. letter F.No.-14/01/NHRC/H&FW/2013/4632 dated 02.09.2013-for information. 
13) Pr. Secretary (H&FW), Health & Family Welfare Department, Govt. of NCT of Delhi, 9th Level, A-Wing, Delhi Secretariat, I.P. Estate, New Delhi-for information & necessary action. 










   (Dr. Girish Tyagi)







                                                    Secretary
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