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        5th January, 2018
O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Amit Kumar Bansal r/o. 199, Jalesar Road, Firozabad, UP, alleging medical negligence on the part of Dr. Naresh Trehan and Dr. Ashok Rajgopalan, in the treatment administered to the complainant’s mother Smt. Lajja Bansal at Medanta The Medicity, Gurgaon.

The Order of the Disciplinary Committee dated 06th November, 2017 is reproduced herein-below -:

“The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Amit Kumar Bansal r/o. 99, Jalesar Road, Firozabad, UP, alleging medical negligence on the part of Dr. Naresh Trehan and Dr. Ashok Rajgopalan, in the treatment administered to the complainant’s mother Smt. Lajja Bansal at Medanta The Medicity, Gurgaon, 

The Disciplinary Committee perused the the complaint, written statement of Dr. Naresh Trehan, Dr. Ashok Rajgopal, Dr. A.K. Dubey, Medical Superintendent, Medanta The Medicity, joint written statement of Dr. Bornali Datta, Dr. Vivek Dahiya, Dr. Tariq Ali, Dr. Ashish Kumar and Dr. Surinder Mohan Sharma copy of medical records of Medanta The Medicity and other documents on record. 

The following were heard in person :-

1) Dr. Amit Kumar Bansal

Complainant 

2) Dr. Ashok Rajgopalan


Chairman Orthopaedicis, Medanta 






The Medicity
3) Dr. Vivek Dahiya


Associate Professor, Medanta The 







Medicity

4) Dr. Ashish Kumar
Senior Consultant, Critical Care, Medanta The Medicity 

5) Ms. Akaansha Singh Rohatgi 
Medical Administration, Medanta The Medicity
6) Ms. Richa Singh
Medical Administration, Medanta The Medicity

7) Dr. Yatin Mehta
Chairman, Critical Care, Medanta The Medicity

8) Dr. Bornali Datta
Associate Director, Respiratory, Medanta The Medicity

9) Dr. Tariq Ali



Director, Critical Care, Medanta The 







Medicity

10) Dr. Vivek Dahiya


Director Orthopaedics, Medanta The 







Medicity

11) Dr. Ashish Kumar
Consultant, Critical Care, Medanta The Medicity

12) Dr. Surinder Mohan Sharma
Consultant, Critical Care, Medanta The Medicity

13) Dr. A.K. Dubey
Medical Superintendent, Medanta The Medicity

Dr. Naresh Trehan and Dr. Naveen failed to appear before the Disciplinary Committee, inspite of notice. 

The complainant Dr. Amit Kumar Bansal alleged that his mother consulted Dr. Ashok Rajgopalan on 25th Sep 2013 due to having pain in both knee.  Dr. Ashok Rajgopalan suggested replacement both knee in one sitting, for this they asked any complication, Dr. Ashok Rajgopalan said not at all, the complainant’s mother is absolutely fit medically. After that, they decided to get operated on 17th December and when they tried to contact again Dr. Ashok Rajgopalan then they were told that Dr. Ashok Rajgopalan only talks in OPD and thereafter, he does not talk to the patient or attendant and they only have to contact Mr. Puneet for all talks. So, they met Mr. Puneet and once again asked if there was chance of any complication and he (Mr. Puneet) assured them that they will admit her and investigate fully and if found to have any chance of complication, will not do surgery, however, the complainant had been asked to deposit full Rs. 4.5 lac at the time of admission. So on 16th December, they deposited full amount and told duty doctor that his mother is taking some medicine regularly and she is allergic and hypersensitive to “Diclofenac and Tinidazole”. Despite that, they gave Diclofenac sodium in form of voveran injection and she developed acute renal failure and urinary retention and they also gave nephrotoxic injection tobraneg and by this act, his mother could have died, but that time probably only God has saved her but this is the biggest negligence in medical practice. As nobody before and after surgery was allowed to stay with his mother even when he requested to stay as being medical expert they refused as they all wanted to hide their irregularities and negligence. Postoperatively, only one attendant for mere 5 minutes 11.55 a.m. to 12 p.m. was allowed to meet the patient and in these 5 minutes when he saw his mother in breathlessness, chest pain and palpitation and po2 falling to 82% , P/R 120 R/R 26 and BP 90/60 mmhg, he was shocked and immediately tried to contact Dr. Ashok Rajgopalan but frustrated to hear that he (Dr. Ashok Rajgopalan) will not talk to them and only Dr. Vivek Dahiya, Dr. Himansu and Dr. Surendra Sharma will talk and that too when they will be free. First, he called Dr. Vivek Dahiya and he replied very casually and that too with such a stupid explanations “all these problems are due to her old age” when the complainant asked him (Dr. Vivek Dahiya) about prognosis than he (Dr. Vivek Dahiya) shouted at the complainant “that is prognosis and these type of words are not suitable for these type of patients”.  When he contacted Dr. Surendra Sharma, he said sir to his best knowledge this is pulmonary embolism and this complication is due to surgery as he had not taken proper prophylaxis before surgery.  Dr. Surendra Sharma said that they do not give prophylactic LMWH as pulmonary embolism does not happen here. Even Dr. Surendra Sharma on behalf of Dr. Ashok Rajgopalan was not ready for investigation and management of pulmonary embolism. Thereafter, the complainant met various duty doctors Dr. Younis, Dr. Richa , Dr, Himanshu and put his objections over prophylaxis, investigation and management of pulmonary embolism but they on behalf of Dr. Ashok Rajgopalan never agreed. It seemed that they all were waiting for the patient readmission and discharged his mother on 23rd December with problems of urinary retention, breathlessness, immobile condition. On 4th January, 2014, again with exaggerating condition again they approached Medanta Hospital and even that day Dr. Ashok Rajgopalan did not meet to them and some junior doctors said you are absolutely right and continue physiotherapy and even if you adamant about pulmonary embolism than consult to some physician. After that in such a desperate condition, they waited for more than 2 hrs in OPD and consulted Dr. Susheela Kataria and even though seeing her in bad condition and seeing signs of PE said that she is ok and did simple chest x-ray. After returning home (rented apartment infront of Medanta Hospital), her condition became  very serious and if he would not have been medical expert person with her, she could have died immediately and after that they immediately called ambulance and took her to emergency.  On reaching their junior doctor of Dr. Ashok Rajgopalan team came and gave one more stupid explanations “this all due to her backache and in this type of case even we forget to take breath and x-ray is normal so there is no question of P/E” now it was all over for him and enough.  He this time became adamant to have CT angio done and it came out to be big thrombus in both lobe which is shameful for any TKR surgeon and it was all due to carelessness from all part.  CD of that operation was also not provided to them despite so many requests, although other patients were provided CD of surgery. While CT of his mother was done on Saturday night, than they asked duty doctor Dr. Arif what is in CT he said, as today is Saturday evening and tomorrow is Sunday so you will get its report only on Monday and when he did argument of emergency condition and asked about at least image he replied that hospital system takes up-to 24 hrs to load image so better you asked about it next day.  On readmission, they got opportunity to stay with his mother and looked at all concerned management in front of them.  Nurses when called by pressing bell did not come in room, infact they had to go to nursing station and was given every time excuse of being busy in other  patient, did not give medicine on time, dosage of injections either surplus or below par, not able to measure BP accurately. Dietician who gave restricted food to the patient which may result in longer stay like green leafy vegetables which were restricted in diet when asked about this she said “this is your medical problem not mine as you know it so don’t give her”  what about millions of other  patients who don’t know about it. They called Dr. Kasliwal for cardiology review and he took his visiting fee but sent some junior Dr. Gaurav in place of himself, while asking Dr. Gaurav about Dr. Kasliwal absence, he shamelessly said he has told about condition on phone. They called Dr. Rajeev Parakh, vascular surgeon for review but he only came after more than 72 hrs had elapsed in night after 9.00 p.m.  Most arrogant and shameless person who does not have soul Dr. Ashok Rajgopalan after putting in such emergency rare condition due to negligence did not even come to visit his mother despite her being there for nearly 12 days.  When Dr. Rajeev Parakh visited his mother, he advised to continue with 5 mg warf tablet but Dr. Susheela Kataria advised 7.5mg tablet when they asked what they should do Dr, Kataria replied “It hardly matters you take 1 bread or 105 bread” while Dr. Susheela Kataria replied “I am coward doctor and she is brave doctor I am  afraid of bleeding” this position of management of serious patient in emergency condition who is being admitted, the complainant has never seen or heard before.  His mother’s echo done on 4th January and asking report of it repeatedly they gave it only 1 day before requested discharge. While asking reason of delayed report, the nurses gave excuse of not being signed by the concerned doctor and they told it in front of Dr. Kiran from gyane. deptt. who came for checkup of his mother. Extreme condition is that gyanae doctor was called for urinary problem while any ordinary doctor can understand that the patient in post TKR cannot have lithotomy position for gyane. examination and if forcefully done can lead to dangerous bleeding, as patient is on warfarin. If you look for billing which was unethical too, various charges were billed for services never provided like critical care and anaesthesia charges on various dates. Some injections like tazobatum and clindamycin, many surplus injection and tablets than consumed, various consumables in pathology and radiology surplus investigation, surplus billing like 202 worth injection 567 and 65 Rs worth 136 and many more things whose worth and billing 8-10 Rs in actual were charged 100-300Rs.   He request Govt. of India to set up a high standard committee for investigation and cancel the licence of this hospital and all culprits should be put behind the bar. It is also a fact that here top management has all the blessing for so called senior doctors whose only aim us to attract people in their name and then loot with all sort of negligence. These so called senior doctors even don’t so surgery and claim all charges in their name.  These hospitals are meant for human being services, but instead they are full of corruption, negligence, cheating and arrogance which involves right from nurses, dietician, pharmacy, pathology, radiology and the doctors and all this cannot happen without involvement and blessing of top management like Dr. Naresh Trehan.   So, he requests Govt. of India and all concerned department to take strict action against Dr. Naresh Trehan, Susheela Kataria and others so that they can serve our nation better and also teach a lesson to our future generation. 

Dr. Ashok Rajgopal, Chairman, Medanta Bone and Joint Institute in his written statement averred that on 16th December, 2013 at 10:32 am, the patient Smt. Lajja Bansal was admitted to Medanta with a diagnosis of osteoarthritis of both knees to undergo elective total knee replacement of both knees (‘Surgery’).  As per the initial assessment record, the patient was a known hypertensive on regular medication. At 12:15 p.m., the patient was oriented, afebrile and her vitals were stable. As she was admitted to undergo elective total knee replacement of both knees (surgery) therefore, pre-operative evaluation (which consisted of CBC, ESR, Blood sugar, Urea, Creatinine, LFT, CRP, rheumatoid factor, HBA1C, PT, APTT, S. Electroloytes, Uric ACID, blood grouping, HIV, HbsAG, HCV, urine (routine and culture), x-ray of chest, Pelvis, LS spine and Knees, ECG and 2D ECHO) was done. Urea and creatinine are key indicators of kidney/renal function and as per her evaluation, Urea was 23mg/dl (normal range being 10-50 mg/dl) and creatinine was 0.6mg/dl (normal range being 0.8-1.5mg/dl), which indicates normal kidney function.  Further, 2D ECHO showed LVEF-55% normal cardiac chamber dimensions and pulmonary artery systolic pressure (PASP) was 30 mm HG (normal range being less than 30 mmHg).  Pre- anesthetic check up was also done on 16th December, 2013. All the reports came out normal and the surgery was scheduled for 17th December, 2013. The patient and the attendants were counseled about the surgery and the possible outcomes, risks and complications from the surgery, as is evident from the informed consent form signed by the patient on 16th December, 2013. On 17th December, 2013, the patient underwent the surgery under spinal anesthesia. The surgery was conducted by him supported by Dr. Vivek Dahiya and the knee unit.  The surgery was uneventful.  Postoperatively, the patient was shifted to the ICU on 17th December, 013 at 10:30am. The patient was conscious, oriented and in a stable condition with HR-65/min, BP-127/82, RR-13/min, Spo2-100 percent. As per protocol, post-operative x-rays of the knee were taken and they showed no evidence of mal-alignment (which mean that the knees were in acceptable alignment).  At 3:15 pm, active ankle toe movement, active hid abduction, static quadriceps and gluteal contraction exercise were started. In addition, routine chest physiotherapy was also started. As prescribed in the American College of chest physicians guidelines for venous thrombo embolism prophylaxis (2012), foot and ankle DVT pumps were also applied on both legs. On 18th December, 2013, patient had no complaints, was stable and ambulated at 10:15 am (i.e made to walk with a walker). At 05:20pm, patient’s SpO2 was recorded at 90percent on room air, therefore, deep breathing exercises were increased and oxygen supplementation by nasal prongs was started. As a result the SpO2 went upto 100 percent at 10:00 pm (as per ICU charts). Inj. Clexane (Enoxaparin) with 60mg (once daily) dosage was started at 02:00pm. On 19th December, 2013 at 6:20am patient’s wounds were inspected and were found to be healthy. Drains were removed and dressing was changed. At 09:00 am, the patient’s vital were stable with HR -93/min, BP-131/66, RR-18/min and SpO2 was 87-88 percent on room air which increased to 99 percent when supplemented with oxygen by nasal prongs. As part of physiotherapy, patient was made to sit at the bed side, made to stand(with a walker) and later at 5:00 pm made to walk around the bed (with a walker). Chest x-ray was conducted, which showed bilateral basal infiltrates (i.e. congestion at lung base in both lungs) and pleural effusion (i.e. collection of fluids outside the lungs). As pulmonary embolism (PE, i.e. a blood clot in the lungs), is a known complication after the surgery, therefore cardiology and respiratory review was ordered. 2D Echo was done at 04:10pm, which showed no change from the findings indicated in the 2D Echo conducted pre-operatively on 16th December, 2013. As per the 2 D Echo on 19th December, 2013, LVEF at 55% and PASP was 30mmHg. Pursuant to respiratory review, nebulization, O2 by nasal prongs and chest physiotherapy was advised to be continued. From 17th December, 2013 till morning of 20th December, 2013, the patient was in ICU under 24 x7 monitoring by intensivist, expert doctors and dedicated nursing staff. Key indicators of kidney/renal function (i.e. Urea, creatinine and input and output) were also monitored daily. On 20th December, 2013 at 09:00 am, as the patient was stable with HR-90/min, BP-117/62, RR-12/min, Spo2-96 percent, therefore, shifted to the room at 10:00 am. As part of physiotherapy, patient was made to walk around twice in the day (with a walker). It was observed that patient’s kidney/renal function was deranged. Patient’s urea was 66mg/dl (normal range being 10-15mg/dl) and Creatinine was 2.5mg/dl (normal range being 00.8-1.5mg/dl). In view of these parameter, Inj. Tobramycin was immediately stopped. In. Tobramycin is a standard of care medication to prevent post operative infection however is known to have side effects in the nature of deranged renal function; therefore, Inj. Tobramycin was prescribed in appropriate dosage. Key indicators of kidney/renal function(i.e. urea, creatinine and input and output)were also monitored daily and the recordings are as follows:-1) Date 16th December, 2013, Urea-23mg/dl (normal 10-50mg/dl), Creatinine-0.6mg/dl (normal 0.8-1.5 g/dl), Indput (24  hours)  -  , Urine output (24 hours)  -, Result- normal kidney function. 2) Date-18th December, 2013, Urea -23 mg/dl (normal 10-50mg/dl), Creatinine-0.7mg/dl (normal 0.8-1.5 g/dl), Indput (24 hours) -2820 ml  , Urine output (24 hours)-1400ml, Result-normal kidney function. 3)  Date-19th December, 2013, Urea -29 mg/dl (normal 10-50mg/dl), Creatinine-0.7mg/dl (normal 0.8-1.5 g/dl), Indput (24 hours) -1700ml, Urine output (24 hours)-1100ml, Result-normal kidney function. 4)  Date-20th December, 2013, Urea -66 mg/dl (normal 10-50mg/dl), Creatinine-2.5mg/dl (normal 0.8-1.5 g/dl), Indput (24 hours) -2000ml, Urine output (24 hours)-1300ml, Result-slightly deranged kidney function.  As soon as it was noticed that the kidney functions were getting, disturbed, inj. Toramycin was immediately stopped and the patient was examined by the nephro team at 03.30pm.  Nephro team advised IV fluids and inj. Lasix (to increase urine output). Ultrasound abdomen was also done at 06:20 pm which revealed normal parameters with no abnormalities. As a  result of above measures, patient’s kidney function improved 21st December, 2013 onwards and she was discharged with normal renal functions as evident from the chart :-1)  Date-21st December, 2013, Urea -56 mg/dl  (normal 10-50mg/dl), Creatinine-1.4mg/dl (normal 0.8-1.5 g/dl), Indput (24  hours)  -2550 ml  , Urine output (24 hours)-2500ml, Result- kidney function improving. 2) Date-22nd December, 2013, Urea -32 mg/dl (normal 10-50mg/dl), Creatinine-0.7mg/dl (normal 0.8-1.5 g/dl), Indput (24  hours) -2250 ml  , Urine output (24 hours)-2630ml, Result- Normal kidney function.  On 21st December, 2013 at 07:00 am, patient was afebrile and stable, with HR-90/min, BP-120/70, RR-20/min and Spo2 97 percent. As part of physiotherapy, patient was made to walk around twice in the day ( with a walker). At 11:30am, patient was examined by the nephro team again.  Patient’s urea was 56mg/dl (normal range being10-50mg /dl) and creatinine was 1.4mg/dl (normal range being 0.8-1.5mg/dl), which was lower than the previous recording of 20th December, 2013.  The patient’s input and output charting for last 24 hours was 2550ml/2500ml. These parameters indicate that the renal function was improving and, therefore, same treatment was continued. A urology review was also done as the patient complained of having difficulty in passing urine on 20th December, 2013 at 05:00pm and on 21st December, 2013 at 01:00am. She was catheterized to enable urination.   On 22nd December, 2013 at 08:30am, patient was afebrile and stable, with HR-94/min, BP-120/70, RR-22/min and Spo2 97 percent. The surgical site was inspected and found that the wound was healing satisfactorily. As part of physiotherapy, patient was made to walk around twice in the day (with a walker). On 23rd December, 2013, on the date of discharge, patient was afebrile and stable, with HR-90/min, BP-140/70, RR-22/min and Spo2 97 percent( without support) . Patient stay in medanta was uneventful and the patient was discharged in a stable and satisfactory condition. At the time of discharge, the patient was ambulatory (which a walker) doing all advised exercise actively (i.e. independently). She was discharged with foley catheter which was to be removed after one week in urology OPD and with instruction to visit for follow up in orthopedic OPD on 04th January, 2014.  On 04th January, 2014, the patient visited the ortho OPD for follow up visit and stitch removal. The wound was inspected and as it had healed therefore the stitches were removed. Physiotherapy assessment was done which revealed that the patient was mobile (with support of walker).  She was advised to increase her exercise activities. The patient had mild breathlessness therefore she was advised to meet Dr. Sushila Kataria (Associate, Director, and Internal Medicine). Dr. Sushila Kataria examined the patient and observed that the patient was maintaining oxygenation at room air and was not in apparent respiratory distress Dr. Saushila Kataria advised a chest x ray to evaluate the cause of breathlessness. The patient did not report back to Dr. Sushila Kataria with the chest x ray report, however the x-ray report did not show any adverse finding. Instead at 06:30 pm, the patient presented to the Emergency with complaints of mild breathlessness for last 1-2 days and acute back pain in the right interscapular region. On examination her vitals were RR -32/min, Pulse-111/min, BP-120/70 and O2 saturation was 91 percent which improved to 100 percent with oxygen support. As she had suffered from breathlessness in her prior admission as well (which improved  with appropriate medication and supporting measures) therefore to rule out the suspicion of PE a CT Angio and 2D Echo was advised at 07:30 pm and she was  continued on oxygen support of 2 lit/min and subcutaneous low molecular weight heparin therapy was started. CT angiograpy was conducted on 04th January, 2014 at 10:36 pm which revealed filling defects in apical and posterior segmental branch of right upper lobe artery and right lower lobe.  On the left side there were filling defects in left upper lobe artery and left lower lobe artery and its segmental branches. These finding confirmed our suspicion of acute PE (i.e. recent event of PE).  2D Echo was conducted on 05th January, 2014 which revealed normal right ventricular and left ventricular functions. There was no evidence of RV strain and IVC was normal. There was mild TR and the PASP was 43 mm Hg. In addition, to ascertain whether any clots are present in the leg veins a  leg Doppler was conducted  on 05th January, 2014 which did not reveal any evidence of deep vein thrombosis(DVT.).  As per the findings of the CT Angio and 2D Echo it was confirmed that the patient was suffering from PE. Accordingly the management of PE was started from 04th January, 2014 itself with appropriate medication and supporting measures. It is submitted that the British Thoracic society has laid down the guidelines for management of Pulmonary Embolism in post operative patients and the same is followed at Medanta . As prescribed in the said guidelines, they undertake the following measures to manage PE:  
(i) They administer low molecule weigh heparin therapy (i.e. administration of blood thinning medication to reduce the possibility of blood clots).  Inj. Clexane (Which is a standard of care medication used as a blood thinner) was started on 04th January, 2014 at 8:00pm and after review of the CT Angio and 2D Echo findings the dose was increased to 0.6 ml twice a day from 05th January, 2014.
(ii) They administered O2 (to ensure proper oxygenation to brain and body). Oxygenation with support at 2 liter/min was advised to be started on 04th January, 2014 itself at 07:30pm. Patient reached 100 percent oxygenation with support.
(iii) They administer thrombolytic therapy (to dissolve exiting clots) where the patient has massive PE and /or is hemodynamically unstable. In the present case as the patient was hemodynamically stable, was maintaining BP at 120/80 and the 2D Echo did not reveal any evidence of right ventricular dysfunction therefore thrombolytic therapy was not started.

The patient’s condition improved with the above treatment and her oxygen requirement decreased. She started maintaining 97 percent oxygenation at room air on 13th January, 2014 as evident from the progress notes. Her vital parameters were monitored and were stable throughout her stay at Medanta. On 05th January, 2014 at 01:10am, the patient was examined by Dr. Ashok Rajgopal. The patient was stable; wounds were inspected and were found to be healthy. On 06th January, 2014, at 03:15pm, the patient was stable and had no fresh complaints. On 07th January, 2014 at 04:00pm, the patient was examined by Dr. Ashok Rajgopal. Patient was stable; wounds were inspected and were found to be healthy. Since patient was suffering from PE, to avoid blood clotting International Normalized ratio (INR, an indicator of clotting agents in the blood) is maintained between 2-3. On 07th January, 2014, patient’s INR was 1.02, therefore, Warfarin (Warf) 3mg (blood thinner) was started and INR monitoring was advised. Patient’s INR reading on 08th January, 2014 was 1.12, on 09th January, 2014 was 1.47, on 11th January, 2014 was 1.9, on 12th January, 2014  was 1.6, on 13th January, 2014 was 1.5 and on 15th January, 2014 was 1.8. Based on these readings the dosage of warfarin was appropriately tapered throughout patient’s stay at Medanta. The patient’s stay in Mdanta was uneventful without any bleeding or complications. On15th   January, 2014, the patient was discharged in a stable and satisfactory condition with BP-120/90, Pulse-84/min, RR-19/min and Temp-98.6 C. The patient was discharged with instruction to monitor the INR reading and target reading between 2-3.  Even after discharged, from 15th January, 2014 till 19th January, 2014, the complainant was in constant touch with Dr. Sushila Kataria and was taking consultation from Dr. Sushila Kataria on INR readings and the appropriate warfarin dosage. During the second admission, the patient did not complain of any orthopedic related problems or complications. Dr. Ashok Rajgopal visited the patient on 05th January, 2014 and 07th January, 2014 and under his instructions Chest and Limb Physiotherapy was conducted on a daily basis.  The complainant’s allegation that he assured that the surgery will be without any complications,is incorrect and contrary to medical records . As is evident from the medical records, the informed consent from signed by the patient on 16th December, 2013.  Clearly highlights that the possible outcomes, risks and complications from the surgery could be pain, infection, stiffness, bleeding, neuro muscular injury, pulmonary embolism, delayed healing, revision surgery.  It is submitted that a doctor can only assure that the medical treatment shall be provided to the patient in accordance with the highest medical standards. No doctor can assure the outcome of the surgery or guarantee that the surgery will be without any complications. It is denied that he or any other doctor from his team assured the complainant that there will be no complications, and the consent form on record demonstrates to the contrary.

The complainant’s allegations that after the initial OPD visit he did not meet the patient or the complainant at all during the patient’s stay at the Medanta Hospital and he did not review the patient even when the patient was in an ‘exaggerating condition, are incorrect and denied . Each patient under the care of the answering notice is regularly monitored by him and his expert team of doctors and nurses. The clinical condition of each patient is discussed by the team of doctors with Dr. Ashok Rajgopal. As a matter of standard practice, Dr. Ashok Rajgopal conducts daily rounds and visits each of his operated patients on a daily basis. With regard to the patient, Dr. Ashok Rajgopal visited and examined the patient daily as per his daily protocol and two of his visits are recorded in the progress notes of 20th December, 2013 and 23rd December, 2013.  During the second admission, Dr. Ashok Rajgopal visited and examined the patient on 05th January, 2014 and 07th January, 2014 as is evident from the progress notes.  The complainant’s allegations that the treating team failed to give appropriate medication to the patient to ensure prophylaxis(prevention) against pulmonary embolism, is completely baseless and contrary to medical records . It is submitted that the guidelines issued by the American Association of orthopaedic surgeons (AAOS) issued for prevention of venous thromboembolic disease and the guidelines issued by the Americal Colege of Chest Physicians (ACCP) for venous thrombo embolism prophylaxis (2012) lay down the standard of care of prophylaxis (prevention) against pulmonary embolism (also known as venous thrombo embolism) and the same is followed as a standard protocol at Medanta.  As prescribed in the said protocols, they undertake the following measures to prevent pulmonary embolism : 
(i) They conduct the surgery under spinal anaesthesia.  On 17th December, 2013, the patient’s surgery was conducted under spinal anaesthesia, as is evident from the per-operative monitoring sheet.

(ii) They conduct physiotherapy at the earliest after the surgery.  On 17th December, 2013, the patient was shifted to ICU after the surgery at 10.30 a.m. and the physiotherapy was started at 3.15 p.m., as is evident from the physiotherapy profess sheets of 17.12.2013.  On 18th December, 2013, the patient was ambulated at 10.15 a.m.  (made to walk with a walker), as is evident from the physiotherapy profess sheets of 18th December, 2013.

(iii) They apply the food and ankle deep vein thrombosis (DVT) pumps at the earliest after the surgery.  On 17th December, 2013, DVT pumps were applied in both legs of the patient at 12.00 p.m. as is evident from the intensive care unit flow sheet on 17th December, 2013.
(iv) They start injection clexane (enoxaparin) for prophylaxis of DVT and PE.  On 18th December, 2013, injection clexane (enoxaparin) with 60 mg (once daily) dosage was started at 2.00 p.m., as is evident from the medication administration records of 18th December, 2013, which was advised to be continued for four days after discharge.  
The complainant’s allegation that on 4th January, 2014 the patient was in an ‘exaggerating condition’ and even then doctors from the ortho team and Dr. Sushila Kataria refused to consider the possibility of pulmonary embolism, is incorrect and denied. The patient was successfully treated for PE at Medanta. PE manifests through breathlessness, fall in O2 saturation and fall in BP. Also, the readingd of PASP in the 2D Echo are higher than the normal range. In the present case, on 04th January, 2014, the patient, as advised, came for follow up visit and stitch removal. The patient was complaining of mild breathlessness. As she had suffered from breathlessness in her prior admission (which improved with appropriate medication and supporting measures and PE is a known complication of the surgery, therefore, she was advised to meet Dr. Sushila Kataria (Associate Director, Internal Medicine). Dr. Sushila kataria examined the patient and observed that the patient was maintain oxygenation at room air and though suffering from mild breathlessness but was she not in apparent respiratory distress.  Accordingly, Dr. Sushila Kataria advised a chest x-ray to evaluate the cause of breathlessness. It is pertinent to note that the patient did not report back to Dr. Sushila Kataria with the Chest x ray report.  Hence, it is incorrect to say that the doctors in the ortho team and Dr. Sushiila Kataria refused to consider the possibility of PE.  Instead of following up with Dr. Kataria at 06:30 pm, the patient presented to the emergency with complaints of mild breathlessness  for last 1-2 days and acute back pain in the right interscapular  region since morning. The chest x-ray (advised byy Dr. Sushila Kataria earlier) did not reveal any adverse findings. In absence of any adverse findings in the chest x-ray and as PE is a known complication of the surgery, therefore 2D Echo and CT angio was advised at 07:30 pm to examine the possibility of PE.  CT angiography was conducted on 04th January, 2014 at 10:36 pm which revealed filling defects in apical and posterior segmental branch of right upper lobe artery and right lower lobe. On the left side there were filling defects in left upper lobe artery and left lower lobe artery and its segmental branches. These finding confirmed our suspicion of acute PE (i.e recent event of PE). 2D Echo was conducted on 05th January, 2014 which revealed normal right ventricular and left ventricular functions. There was no evidence of RV strain and IVC was normal. There was mild TR and the PASP was 43 mm Hg. In addition, to ascertain whether any clots are present in the leg veins a leg Doppler was also conducted on 05th January, 2014 which did not reveal any evidence of deep vein thrombosis (DVT). As per the findings of the CT Angio and 2D Echo it was confirmed that the patient was suffering from PE. Accordingly the management of PE was started from 04th January, 2014 itself with appropriate medication and supporting measures. It is submitted that the british thoracic society has laid down the guidelines for management of pulmonary embolism in post operative patients and the same is followed at Medanta. As prescribed in the said guidelines, they undertake the following measures to manage PE: 
(i) They administer low molecule weigh heparin therapy (i.e. administration of blood thinning medication to reduce the possibility of blood clots). Inj. Clexane (which is a standard of care medication used  as  a blood thinner) was started on 04th January, 2014 at 8:00 pm and after review of  the CT  Angio and 2D  Echo findings the dose was increased to 0.6ml twice a day from 05th January, 2014. 

(ii) They administer O2 (to ensure proper oxygenation to brain and body). Oxygenation with support at 2 liter /min was advised to be started on 04th January, 2014 itself at 07:30pm. Patient reached 100percent oxygenation with support.  

(iii) They administer thrombolytic therapy (to dissolve existing clots) where the patient has massive PE and is hemodynamically unstable. In the present case, as the patient was hemodynamically stable, was maintaining BP at 120/80 and the 2D Echo did not reveal any evidence of right ventricular dysfunction therefore thrombolytic therapy was not started.  
The patient responded to their treatment and her condition improved with the above treatment and her oxygen requirement decreased. She started maintaining 97 percent oxygenation at room air on 13th January, 2014 as evident from the progress notes. Her vital parameters were monitored and were stable throughout her stay at Medanta. 

The complainant’s allegations that the treating doctors failed to conduct CT Angio which was done after repeated requests from the complainant, is incorrect and denied. During the first admission, on 19th December, 2013, the patient was not maintaining oxygen saturation and her SPO2 was 87-88 percent on room air. She was given oxygen supplementation by nasal prongs and her saturation increased to 99 percent.  To ascertain the cause of low oxygen saturation, as per standard protocol, a chest xray was conducted on 19th December, 2013 itself which showed bilateral basal infiltrates  (i.e. congestion at lung base in both lungs) and pleural effusion (i.e. collection of fluids outside the lungs). 2D  Echo was done on 19th December, 2013 itself at 04:10pm, which showed that LVEF was 55 percent and pulmonary artery systolic pressure (PASP) AT 30mmHg (normal range being less than 30mmHg. It is also medically known that in cases  of PE, PASP is an important indicator and is higher than the normal range. As the patient’s PASP was 30mmHg which is within normal range (normal range being less than 30mmHg) there was no evidence of a PE having occurred at the time.  However, at the time of second admission, the patient again presented with the complaints of breathlessness and fall in O2 satuartion. As these were repeat symptoms and in view that PE is a known complication of the surgery therefore 2D Echo was repeated and CT angio of lungs was conducted. 
The complainant’s allegations that the treating team was informed  that the patient was allergic to “Diclofenac and Tinidozale” and in spite of this information the patient was given Diclofenac sodium in form of voveran infection as a  result of which the patient developed acute renal failure and urinary retention.- It is incorrect  that the patient was given Diclofenac sodium in form of voveran injection or any other medication to which the patient was allergic. As per the representation by the patient/attendants, the patient was allergic to Diclofenac and Tinidazole and the same was recorded by the duty doctor on 16th December, 2013 in the initial assessment records. The treating team took note of the known allergy and it is a matter of record that the treating team did not administer Diclofenac and Tinidazole to the patient in any form. A copy of the medication chart of the patient (forming part of the medical records) which establishes that Diclofenac and Tinidazole was not administered to the patient during her stay at Medanta in any form. There is a typographical error in a discharge summary which refers to a voveron injection, however the medication chart demonstrates to the contrary. In fact, it is important to point out that the patient’s to point out that the patient’s allergy was recorded in the discharge summary and progress notes repeatedly. Further medication advice, which in such cases would routinely feature voveran, did not prescribe voveran. 
The complainant’s allegation that Dr. Sushila Kataria and Dr. Rajeev Parakh prescribed different dosages of medicine warfarin (warf) without any coordination between themselves is incorrect and denied. The patient was admitted to Medanta on 04th January, 2014 with complaints of breathlessness and was diagnosed as suffering from PE. Patient’S INR is maintained between 2-3. For increasing INR value a combination of low molecular weight Heparin (Clexane) and warfarin (warf) is used as a standard of care medicine.   As  efforts were made to maintain patient’s INR between 2-3, therefore, INR monitoring was conducted and the reading  and dosage of the same are as follows:- dated 07.01.2014, INR Value-1.02, Dosage of warfarin (warf)-3mg, dated 08.01.2014, INR Value-1.12, Dosage of warfarin (warf)-3mg, dated 09.01.2014, INR Value-1.47, Dosage of warfarin (warf)-5mg, dated 11.01.2014, INR Value-1.09, Dosage of warfarin (warf)-4mg, dated 12.01.2014, INR Value-1.06, Dosage of warfarin (warf)-5mg, dated 13.01.2014, INR Value-1.05, Dosage of warfarin (warf)-5mg, dated 14.01.2014, INR Value-1.59, Dosage of warfarin (warf)-7.5mg, dated 15.01.2014, INR Value-1.08, Dosage of warfarin (warf)-5mg. As evident from above, INR monitoring was regularly done and based on the above reading the dosage of warfarin was appropriately titrated throughout patient’s stay At Medanta.  Dosage was gradually titrated to avoid the risk or bleeding. It is submitted that the patient’s stay in Medanta was uneventful without any bleeding or any other complications related to PE or its treatment. On 15th January, 2014, the patient was discharged in a stable and satisfactory condition with BP-120/90, Pulse-84/min, RR-19/min and Temp-98.6 C. On discharge, patient’s INR was 1.8 and the patient was discharged with the instructions to monitor the INR reading and to maintain INR between 2-3. It is also submitted that even after the discharge, from 15th January, 2014 till 19th January, 2014, the record demonstrates that the complainant was in constant touch with Dr. Sushila Kataria and was taking regular consultation from Dr. Sushila Kataria on INR readings and the appropriate warfarin dosage. It is submitted that if the complainant was of the opinion that the treating doctors were negligent in prescribing the dosage of warfarin then the complainant would not have consulted the treating doctor even after the discharge. It is clear from above that the complaintis baseless and an afterthought. 
The complainant’s allegations that the gynaecologist examined the patient in lithotomy position in spite of the patient being a post TKR (total knee replacement) patient as lithotomy position( in a post TKR (total knee  replacement) patient could have lead to bleeding, is incorrect and denied. On 10th January, 2014, the patient was complaining of burning after passng urine(i.e. dysuria) and required  an examination by the gynaecologist for the same. It is submitted that gynecologists examination does not necessarily require lithotomy position for all examinations. In the present case, gynaecologist examination was required for dysuria and it is medically known that for the said review lithotomy position is not required and was not done as evident from the progress notes dated 10th January, 2014. It is further submitted that the patient’s wound had completely healed and the stitches were removed on 04th January. 2014, therefore, bending the knee would not have caused any bleeding.

Dr. Naresh Trehan in his written statement averred that at the outset it is important to point out that there is no allegation of negligence or misconduct made against the answering notices in the complaint. It is an admitted position that the answering notice was not the treating physician of the patient, and the patient was at no point under his case. The only, mention of the answering notice in the complaint is, “dietician, pharmacy, pathology, radiology and doctors and all this cannot happen without involvement and blessing of top management like Dr. Naresh Trehan,” and “so he requested Govt. of India and all concerned Deptt to take strict action against Dt. Trehan, Dr. Rajgopalan and others so that we can serve our nation better and also teach a lesson to our future generation”. (emphasis supplied) The said allegation is bald, false, completely contrary to the record and misconceived. A plain reading of the complaint itself demonstrates that the said allegation has been made without any basis. The record demonstrates that Mrs. Lajja Bansal (patient) received the highest standard of medical care during her treatment at Medanta- the Medcity. The allegations of negligence contained in the complaint are completely misconceived, unfounded and contrary to the medical records which clearly show that the patient received the best medical treatment by any international standard. The response of Dr. Ashok Rajgopalan and the Medical Superintendent, Medanta Medcity specifically address each and every allegation made in the complaint. It is submitted that Medanta is governed by the highest standards of quality and ethics. It is accredited by National Accreditation Board for Hospital & Healthcare Providers (NABH) and Joint Commission International (JCI) and conforms to all the standards and guidelines laid down by NABH and JCI for ethical functioning and operation of the organization. Answering notice takes strong exception to the irresponsible nature of the complaint. In light of the fact that the complaint does not contain any specific allegation against Answering Notice, it is requested that the Answering Notice be deleted from the array of Notice in the present matter. 
Dr. Bornali Datta stated that the patient late Lajja Bansal had no clinical signs and/or symptoms of pulmonary embolism post-operatively.   As per wells criteria and modified wells criteria, clinical risk assessment of the patient shows that the possibility of pulmonary embolism was unlikely because (i) the patient did not have any previous history of deep vein thrombosis/pulmonary embolism or malignancy (ii) the patient also did not have any clinical signs of deep vein thrombosis i.e. leg swelling, pain with palpitation etc. (iii) the patient was mobilized on the same day of surgery and was on maximum DVT prophylaxis; and (iv) the patient had no tachycardia or hemoptysis.  The same was also corroborated by the 2D echo conducted on 19th December, 2013 which revealed normal findings and no regional wall motion abnormality, intra cardial clot, vegetation or pulmonary embolism was seen.   This further confirmed that the patient did not have pulmonary embolism.  She further stated that it is medically known that all total knee replacement patients are at a higher risk for deep vein thrombosis and, therefore, as a standard protocol and as evident from medical records, the patient was maintained on maximum DVT prophylaxis including early mobilization, DVT pump and administration of LMWH.  Moreover, as evident from medical records, the treating also gave oxygen therapy to the patient postoperatively.  This was done as per standard protocol as it is medically known that oxygen therapy helps in would heal and reduces the surgical wound infection in postoperative patients.  However, on 18th December, 2013, when the treating team tried to wean the patient of the oxygen support (which was being given as part of oxygen therapy), it was observed that the patient was able to maintain oxygen saturation on room air.   Therefore, the oxygen therapy was restarted through nasal prongs and deep breathing exercises were increased.   The patient responded well to the oxygen therapy which was continued alongwith DVT prophylaxis.  On 19th December, 2013, chest x-ray was conducted to further evaluate the patient’s condition which revealed bilateral basal infiltrate (i.e. congestion at lung base in both lungs) and pleural effusion (i.e. collection of fluids outside the lungs).  2D echo was repeated which reconfirmed normal findings with no regional wall motion abnormality and no intra-cardial clot or vegetation suggestive of pulmonary embolism.  Pulmonary consultation was also done and the patient was advised to continue regular nebulization in view of chest x-ray findings.  As evident from above, there were no clinical signs and symptoms of pulmonary embolism.  Further, in absence of any clinical signs and symptoms of pulmonary embolism, conducting a CTPA would have adversely affected a patient with the creatinine of 2.9.  As evident from the medical records, on 23rd December, 2013, the patient was discharged on room air (as the patient did not have any respiratory distress) and restricted mobilization.  The patient was advised to continued nebulization at the time of discharge with a view to prevent atelectasis.  The patient was also advised injection clexane 0.6 ml s/c once daily for four days as DVT prophylaxis.  However, the treating team is not aware whether injection clexane was administered to the patient as per discharge advice.  She also stated that it is medically known that most events of thromboembolism occur after hospital discharge.  Consequently, as evident from the medical records, extended thormboprophylaxis in the form injection clexane was advised by the treating team at the time of discharge on 23rd December, 2013.  It appears that the manifestation of pulmonary thromboembolism in the patient was post the patient discharge on 23rd December, 2013.  At the time of discharge on 23rd December, 2013, the patient/attendants were advised to contact the treating team on the numbers mentioned in the discharge summary dated 23rd December, 2013 in the case of any emergency or any medical problem including breathing difficulty persisting of more than 30 minutes and/or approach to the emergency department of the hospital.  However, the patient and/or her attendants did not contact the treating team post-discharge and/or report back with any complaints of breathlessness till the patient was readmitted on 4th January, 2014 with respiratory distress and continued to treat the patient on their own till-readmission.  

Dr. Vivek Dahiya, Dr. Tariq Ali, Dr. Ashish Kumar and Dr. Surinder Mohan Sharma reiterated the stand taken by Dr. Bornali Datta. 
Dr. A.K. Dubey, Medical Superintendent, Medanta Medicity in written statement averred that the complainant’s allegations that the treating doctors, nurses and dieticians treated the patient with a casual approach, is incorrect, baseless and denied. It is submitted that due care and caution was exercised by the treating team and staff of Medanta at every stage of the treatment. It is further submitted that the patient was looked after by experts from various disciplines i.e. orthopedic, cardiology, nephrology, urology, internal medicine, physiotherapists etc. The patient was under constant monitoring, was provided with the best possible treatment and all her needs were timely addressed. The complainant’s allegation that the CD of the surgery was not provided to them, which is routinely provided to other patients, is completely baseless and incorrect.  As a matter of standard protocol, no video recording of the surgery is made to Medanta. The complainant’s allegation that the bills were incorrect, is completely baseless, incorrect and denied. The billing at Medanta is based on the activity sheet maintained by the attending nurses. Therefore, only such drugs, consumables, tests or treatments are charged which are actually administered or undertaken.  Further, such drugs, consumables, tests or treatments are charged on actual and without any mark up. The complainant further make a baseless and unsubstantiated allegation that there is negligence, corruption, cheating and arrogance in Medanta and the doctors, nurses, dietician, pharmacy, pathology, radiology and that such corruption is with the blessings of top management including Dr. Naresh Trehan- This allegation is completely incorrect, baseless and vehemently denied. It is denied that there was any negligence in the treatment provided to the patient. The patient was provided the best medical treatment by any international standard as is evident from the medical records of the patient. Strong exception is taken to the allegation of corrupt practices. It is submitted that Medanta is a state of art medical institution. It is accredited by National Accreditation Board for Hospitals and Healthcare providers (NABH) and joint commission international (JCI) and conforms to all the standards and guidelines laid down by NABH and JCI for ethical functioning and operation of the organization and accurate billing for its services. It is denied that drugs and treatments which were actually not performed or administered to the patient were charged to the patient. The total bill of any patient is based on the actual treatment provided to the patient and the drugs and consumables consumed during the treatment of the patient. It is also denied that the treating team or the support staff behaved arrogantly with the patient/attendant. It is submitted that all patients and their attendants are treated with utmost regard, sensitivity and respect at Medanta by the doctors , nurses, technicians and other support staff. It is reiterated that the highest standard of care was provided by the multidisciplinary team of experts at Medanta to the patient as is evident from the medical records. They further reiterate that a bare reading of the compliant and a review of the medical record demonstrates that the complainant has no cause of action against the treating team of Medanta as all due care. Precautions and proper medical treatment as per the highest standards was provided to the patient.

In view of the Disciplinary Committee makes the following observations:

1) Documentary evidence from the first discharge slip as well pre-operative monitoring and induction chart dated 17.12 (10.15am) suggests that the patient received Injection Voveran despite documented allergy to tinidazole and diclofenac. The doctors of Medanta have claimed that this was a typographical error and pointed out that at various places in the case sheet it has been documented that the patient is allergic to both Voveran and Tinidazole. The disciplinary committee has also noted this, which actually substantiates that it cannot be just a typographical error because inspite of these warning notifications there is documented evidence in the case sheet that Tab Voveran SR was dispensed from the pharmacy.
it is beyond the capacity / perview of the disciplinary committee to conduct an enquiry  / audit to prove / disprove the allegation of the patient/s attendant that one tablet of Voveran was consumed by the patient and that he himself noticed one tablet of Voveran missing from the blister packet and on his insistence the remaining tablets were dispatched back to the pharmacy. 

2) Documentary evidence suggests that patient was administered injection tobramycin, despite request for avoidance of nephrotoxic drugs, and the patient developed acute renal failure, which required withdrawal of tobramycin, however, patient did not require dialysis. The doctors of Medanta who have claimed that low dose of Tobramycin was given under careful monitoring was noted by the disciplinary committee. However it is also to be noted, that during the entire proceedings various doctors of Medanta claimed with confidence that their hospital is of international standard in all spheres of medical care especially arthroplasty. The arthroplasty team are extra cautious for infection and do not even allow patients attendants to meet the patient for more than 5-10 minutes. This strangely defies any evidence in immunocompetent patients for routine arthroplasty. It was also brought to the notice of the disciplinary committee that Dr.Rajgopal is a very senior and experienced surgeon who does very quick surgery of knee replacement in 25 minutes and bilateral knee replacement is done within one hour. With such high standards including ultraclean operation theatres, it is difficult to understand why the international protocol of surgical prophylaxis is not followed. Internationally literature recommends use of single dose cefazolin before the start of surgery unless surgery is prolonged or any other source of infection co-exists and there is no support in international literature of any additional concomitant aminoglycoside for surgical prophylaxis for knee replacement. Considering this, when it was recorded that no nephrotoxic drug is to be administered, it is evident that there has been irrational use of antibiotic prophylaxis.
3) The patient was administered adequate prophylaxis for deep vein thrombosis, and was mobilized early after surgery. The patient also was prescribed Injection Clexane in prophylactic dose for 4 days after discharge. However, why the patient was prescribed nebulisation with bronchodilators at discharge is unclear as her saturation at room air was normal at the time of discharge. The records however, do not make a mention of respiratory rate at the time of discharge.
4) It was unfortunate that the patient developed CTEPH (Chronic Thrombo Embolic Pulmonary Hypertension), which is known to complicate 3.8% of acute pulmonary embolic events. However, the exact relationship between acute pulmonary embolism and CTEPH is dynamic and will continue to evolve. These 3.8-4% patients develop CTEPH despite adequate treatment of Acute pulmonary embolism.

5) This patient was at a moderate risk of DVT (Score of 1, Harrison’s Principles of Medicine 19th Edition), however, the scoring was not done during her stay in the intensive care unit. Further, the patient had a borderline risk for pulmonary thromboembolism (4.5), however, the assessment of this risk is possible only by the attending critical care team and the calculation of such risk retrospectively can be hazardous. As the patient did develop hypoxia during the post operative period, despite being operated under spinal anaesthesia, a possibility of low risk pulmonary embolism (more likely in the present case and also likel to be missed, and which constitutes 70-75% of all cases) or sub-massive pulmonary embolism (less likely in the present case due to normal echocardiography and which constitutes 20-25% of all cases) cannot be completely ruled out. However, it is unlikely that the patient developed massive pulmonary embolism. The fact that low risk pulmonary embolism continued or developed after discharge cannot be ascertained with conviction.  
6) Since all the doctors time and again during hearing emphasized that Medanta follows very high standards of medical care, it is expected that they are extremely diligent, thus the Critical care team at MEDANTA erred in not scoring the patient for risk of DVT and Pulmonary thromboembolism, despite early mobilization and adequate prophylaxis in place. 
7) It is noted by the Disciplinary committee that contrary to the allegation of the patient’s attendant Dr. Rajgopal has seen the patient during his rounds while the patient was admitted, as per notes recorded in the case sheet. However it is also to be noted that after the first visit in the OPD, Dr. Rajgopal did not even once meet the patient’s son, inspite of several requests by him. Though this may not be negligence, however, it shows lack of professional conduct while managing a patient.   It is a professional requirement that an operating surgeon communicates adequately with not only the patient but the immediate relatives, which goes a long way in alleviating any anxiety or misunderstanding.  
In light of the observations made herein-above, the Critical Care team is hereby advised to add Scoring for DVT and pulmonary thromboembolism routinely as part of their protocol for managing such patients and have a high index of suspicion for pulmonary thromboembolism as it has been described as ‘a great mimicker’ in literature.  Further, it is suggested that Dr. Rajgopal should have better communication with the patient as well as their attendants. 
The matter stands disposed.  “
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Sd/:
(Dr. Subodh Kumar)
(Dr. Vijay Kumar Malhotra)
(Dr. Sumit Sural)
Chairman,                     Delhi Medical Association,
Expert Member,

Disciplinary Committee   Member,


Disciplinary Committee

                                    Disciplinary Committee 

          Sd/:




(Dr. Atul Goel)




      

Expert Member,


Disciplinary Committee 
 
 

The Order of the Disciplinary Committee dated 06th November, 2017 was confirmed by the Delhi Medical Council in its meeting held on 24th November, 2017.  
The Council directed that Dr. Ashok Rajgopalan is advised to communicate with the patient/relatives in better-way, so that the patient/relatives can be updated about the condition/treatment and the prognosis.  

The Council further observed that it is a moral/ethical duty of the treating doctor to communicate properly with the patient/relatives.  
These observations are to be incorporated in the final Order to be issued.  The Order of the Disciplinary Committee stands modified to this extent and the modified Order is confirmed. 
      






          By the Order & in the name of 








           Delhi Medical Council 








                        (Dr. Girish Tyagi)







                                    Secretary

Copy to :- 

1) Shri Amit Kumar Bansal r/o. 199, Jalesar Road, Firozabad, UP-283203.
2) Dr. Ashok Rajgopalan through Medical Superintendent, Medanta-The Medicity, Gurgaon.

3) Dr. Naresh Trehan, through Medical Superintendent, Medanta-The Medicity, Gurgaon.

4) Medical Superintendent, Medanta-The Medicity, Gurgaon.
5) Shri. Raj Kumar Jain, Section Officer, Medical Council of India, Pocket-14, Sector-08, Dwarka, New Delhi-110077. (w.r.t. No. MCI-211(2)(159)/2013-Ethics.//137868 dated 24.09.2015)-for information.
6) OSD to DHS, Directorate of Health Services, Govt. of NCT of Delhi, F-17, Karkardooma, Delhi-110032.(w.r.t. No. 23/15/PG Cell/PGMS /DHS/2014/12318 dated 21.02.2014)-for information.
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