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             1st December, 2009

O R D E R
The Delhi Medical Council examined a representation from DCP, Police Headquarters, forwarded by Medical Council of India, seeking medical opinion in respect of death of late Urvashi Mehra w/o. Shri Gautam Mehra r/o. 287, Part-III, Gujrawala Town, Delhi – 110009, allegedly due to medical negligence.  Late Urvashi Mehra received treatment at Gouri Hospital and subsequently at Sunderlal Jain Hospital where she expired on 11.2.2009.    

The Delhi Medical Council perused the representation from Police, written representation of Shri Gautam Mehra, written statement of Dr. Arun Gupta Medical Superintendent, Gauri Hospital annexing therewith written statement of Dr. M. Gouri Devi, Dr. Meeta Sharma and Dr. V.K. Khurana, written statement o f Dr. Rekha Gupta Medical Superintendent Sunderlal Jain Hospital, copy of medical records of Gouri Hospital, Sunderlal Jain Hospital, Post Mortem report No. 85/09 dated 14.2.2009 and other document on record.  

The following were heard in person :-

1) Shri Gautam Mehra
Husband of the patient 
2) Shri Vimal Mehta
Father-in-law of the patient 
3) Dr. Arun Gupta

Medical Superintendent, Gouri Hospital

4) Dr. M. Gouri Devi
Consultant Gynaecologist, Gouri Hospital

5) Dr. Meeta Sharma
Consultant Gynaecologist, Gouri Hospital

6) Dr. V.K. Khurana
Sr. Anaesthesiologist, Gouri Hospital

7) Dr. Rekha Gupta

Dy. Medical Superintendent, Sunderlal Jain Hospital

8) Dr. Sushila

HOD, Sr. Consultant, Sunderlal Jain Hospital

Briefly stated the facts of the case are that late Urvashi Mehra (referred hereinafter as the patient) the patient with a diagnosis of Secondary Infertility was taken up laparohysteroscopy, under informed  consent  under  GA  after  Pre-anaesthetic  check  on  11.2.2009  at Gauri Hospital.  The 
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procedure was undertaken by Dr. M. Gouri Devi (Surgeon), Dr. Meeta Sharma (Assistant) and Dr. 
Vijay Khurana (Anaesthetist).  The procedure was started at 10.20 am.  After hysteroscopy was completed and preumoperitoneum created, sudden drop of Et. CO2 with cardiac arrest was noted.  The procedure was abandoned, gas was deflated and resuscitative measures were initiated.  At 11.15 am the patient showed slight spontaneous respiratory effort.  At 11.30 am call was sent for ambulance to shift the patient to Sunderlal Jain Hospital for ICU management.  At 12.00 noon patient was shifted to Sunderlal Jain Hospital.   The patient was received at Sunderlal Jain Hospital in a critical condition on ventilator and inotrope support.  Her general condition continued to deteriorate and in spite of all efforts, she was declared dead at 2.55 pm on 11.2.2009.  As per the Post Mortem report No. 85/09 dated 14.2.2009, death was due to haemorrhagic shock consequent upon injury to intrabdominal vessels which could be produced during surgical procedure.  
Shri Gautam Mehra in his written representation averred that there was gross negligence on the part of Gouri Hospital as no precautions were taken while performing the operation, Dr. Gouri did not take proper care and due diligence and the operation was carried out in rash and negligent manner.  The fact is evident from the perusal of the postmortem report in which it is mentioned that there are surgical incised stab wounds measuring 2 cm x 0.2 cm x abdominal cavity deep present over mid of anterior abdominal wall, 1 cm above umbilicus and extravasations of blood present in layers of anterior abdominal wall surrounding the track of surgical wound which enter the peritoneal cavity.  Peritoneal cavity filled with fluid and clotted blood measuring around 2.5 Litre.  The Board of doctors conducting the postmortem has opined the cause of death as “death is due to haemorrhagic shock consequent upon injury to intra abdominal vessels which could be produced during surgical procedure.”  Dr. Gouri was not specialist to perform laparoscopic surgery as she is only MD in Gynae and obstetrics, as such she was / is not qualified to conduct the surgery even then she performed the surgery of my wife.
Dr. M. Gouri Devi and Dr. Meeta Sharma in their joint written statement averred that the patient Mrs. Urvashi Mehra was attending our (Gouri Hospital) out patient department from 17.7.2008 as she was unable to conceive since 3 years.  She had an abortion 3 years ago after which she stopped having menstrual period for 1 year. She underwent induction of ovulation and intrauterine
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insemination with no success.  As part of further investigation laparo hysteroscopy was planned.  Pre-anaesthetic check was done by anaesthetist.  Patient was shifted to OT at 10 am, I.V. 18G cannula inserted in the left had and ringer lactate drip started.  Diagnostic hysteroscopy done with 5 mm sheath with saline as distending media and findings were normal.  A nick given just above the upper border of umbilicus and veress needle inserted.   Checked with saline in syringe to make sure it was intra-abdominal and carbon dioxide insufflated.  Before laparoscope could be inserted the anaesthetist noticed a fall in carbon dioxide on the monitor & cardiac arrest immediately after at 10.37 am.  The procedure was abandoned.  CO2 deflated.  Meanwhile resuscitative measured started.  The probable diagnosis thought was CO2 embolism due to the suddenness of events.  The measures taken were – patient put on 100% oxygen with ventilation.  External cardiac massage given.  Intracardiac adrenaline 1 mg, Inj. Effcorlin 200 mgi.v, Inj. Atropine 6 mg i.v., D.C. shock given.  I.V. line started on the Rt. Hand with dopamine 20 mg in the drip.  Dr. Vijay Khurana tried to aspirate gas from Rt. Ventricle after putting the patient in head down, left up position but was unsuccessful.  Meanwhile i.v. fluids, colloids were pumped in (ringer lactate – crystalloid - 0.2 vacs, voluven – 4 vacs & haemaccoel (colloid) (plasma volume expanders) – 2 vacs.  11.15 am the pulse could be felt & BP could be recorded.  Meanwhile an urgent haemoglobin check done (10 gms%), as patient again started collapsing.  Ultrasonographist, Dr. Neeru Bansal was called to check for any free fluid in the abdomen who excluded any free fluid in the peritoneal cavity but found a small amount of fluid in the pelvis and a small amount of fluid in the pericardial area.  There was no urinary output.  The patient’s condition started deteriorating.  Decision was taken to shift the patient to Intensive Care Unit Sunderlal Jain Hospital for further management in ICU.  Patient was shifted in intensive care ambulance with an anaesthetist accompanying the patient who was on ventilator.  The time from insertion of veress needle to cardiac arrest was very short about 5-7 minutes and took time for the heart to pick up.  Patient while being resuscitated received 3 litres of colloids (4 vacs of voluven & 2 vacs of haemaccoel) & 2 litres of crystalloids.  No ultrasound evidence of intraperitoneal bleed.  Hb on the table was 10 gms%.  Patient’s general condition was too poor to undergo any intervention.  Bedside echocardiography done by cardiologist suggested embolism.  From the time surgery started till she died, the surgeon, the anaesthetists, the intensivist were with the patient and in the ICU the doctors on duty were also there.  After seeing the autopsy report thinking retrospectively the initial event was CO2 embolism leading  to  sudden  cardiac  arrest  from  which  patient  took  time  to  be resuscitated but general 
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condition deteriorated again.  The vessel injury caused gradual exsanguinations.  Both events led to shock.  To demonstrate CO2 embolism postmortem, autopsy has to be performed as soon as possible and body has to be stored without cooling.   Here the autopsy was done after 3 days & body was in mortuary (cooled).  
Dr. Vijay Khurana in his written statement averred that a few minutes after pneumoperitoneum (10.35 am approx.) sudden drop in Et. CO2 was noticed from 35 mm Hg to 16 mg Hg.  Unfortunately, it was immediately followed by desaturation and cardiac arrest.  Because of suddenness of events initial impression of CO2 embolism was made.   Immediate resuscitative measures started.  Gas released.  N2O & halothane switched off.  Attempt was made to aspirate CO2 from ventricle but could not enter ventricle.   As CO2 embolism usually occurs in conjunction with haemorrhage.  we tried to look for its evidence.  Hb was repeated 10.6 G%.  We were ready to aspirate peritoneal cavity, but USG was negative for free fluid.  Meanwhile, patient remained critical and it was decided to shift her to ICU for further support and management.  
Dr. Rekha Gupta, Dy. Medical Superintendent, Sunderlal Jain Hospital in her written statement stated that on 11.2.2009 the patient Mrs. Uravshi Mehra was shifted to Sunderlal Jain Hospital in Intensive Care Ambulance from Gouri Hospital accompanied with Dr. Sushila (Anaesthetist) at 12.50 pm (approx.).  Patient was already intubated and was on ventilator & CPR was being performed in the ambulance itself.   She had a probable diagnosis of air embolism, while undergoing diagnostic laproscopy for infertility.  After receiving in CCU, patient had occasional heart beats which varied from 25-35 / min. & her blood pressured was 30/20 mmHg.  Patient was immediately resuscitated using advance cardiac life support protocol.  A pace maker was implanted immediately to accelerate the heart rate and patient was on continuous CPR.  Simultaneously, the patient was started on high doses of blood pressure augmenting medicines dopamine and noradrenaline.  A bedside screening echocardiography revealed poorly contractile left ventricle with spontaneous echo contrast in all the cavities and dilated IVC.  Possibility of internal bleeding was not considered in view of suddenness of the event, associated bradycardia and near electro-mechanical dissociation at the time of presentation.  Hence, no exploration was considered.  In spite of all best efforts, patient’s heart rate & blood pressure did not pick up and the patient was declared dead at 2.55 pm on 11.2.2009.
In light of the above, the Delhi Medical Council is of the opinion that the patient was being treated  for infertility.  Hysteroscopy and laparoscopy is part of the work up.  In this patient proper 
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steps were taken to create pneumoperitoneum with veres needle which is the standard procedure.  Injury to vessel is a known complication in the process of creating pneumoperitoneum.  It is a blind procedure and can happen in best of hands.  Most probably, the blood vessel got injured with veres needle and CO2 entered in the circulation rapidly which led to CO2 embolism.  The presence of blood in the peritoneal cavity can be explained by slow leakage of blood from the injured vessel.  The sudden events which happened in this patient can be only explained by CO2 embolism.  The haemorrhagic shock may not occur so suddenly and USG done immediately would have picked up massive haemorrhage at that time.  The management done by treating team and doctors were as per standard protocols.  
It is also observed that Dr. M. Gouri Devi based on her post graduate qualification and training / experience certificates, submitted by her to Delhi Medical Council, is qualified to undertake the surgical procedure of laprohysteroscopy.
It is, therefore, the decision of Delhi Medical Council that no medical negligence can be attributed on the part of doctors of Gouri Hospital or Sunderlal Jain Hospital in the treatment administered to late Urvashi Mehra.
Matter stands disposed.

By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)

Secretary
Copy to :-
1) Shri Gautam Mehra, r/o. 287, Part-III, Gujrawala Town, Delhi – 110009

2) Medical Superintendent, Gouri Hospitals Limited, 30, Malka Ganj Road, ,Jawahar Nagar, Delhi – 110007

3) Medical Superintendent, Sunderlal Jain Hospital, Ashok Vihar, Phase-III, Delhi – 110052

4) Section Officer, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi – 110077 – with reference to letter No. MCI-211(2)(202)/2009-Ethics/16272 dated 18.6.2009

5) Dy. Commissioner of Police, Delhi Police Headquarters, ITO, New Delhi- with reference to letter No. 2339/M.B./9536/C&T(AC-VI)/PHQ dated 20.3.2009
6) Dy. Secretary (Home), Home Police-II Department, Govt. of NCT of Delhi, 5th Level, C-Wing, Delhi Secretariat, I.P. Estate, New Delhi – with reference to letter No. F.10/C-09/2009/HP-II/1727 dated 1.4.2009 
(Dr. Girish Tyagi)

Secretary






