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                  19th April, 2011

ORDER
The Delhi Medical Council examined a complaint of Shri Krishan r/o. A-31/107, Mata Mandir Marg, East Moujpur, Delhi – 110053, forwarded by Directorate of Health Services, alleging medical negligence on the part of doctors of Max Balaji Hospital, Patparganj, Delhi, in the treatment administered to complainant’s son late Amit at Max Balaji Hospital, resulting in his death on 13.9.2009.

The Delhi Medical Council perused the complaint, written statement of Dr. Prashant Pruthi, Dr. B.K. Gupta and Dr. Amit Dhawan, Medical Superintendent, Max Balaji Hospital, copy of medical records and other documents on record.

The following were heard in person -:

(a)  Dr. Amit Dhawan


Medical Superintendent, Max Balaji Hospital

(b)  Dr. B.K. Gupta


Senior Consultant(Neurology), Max Balaji Hospital

(c)  Dr. K. Ramalingam

Senior Consultant(Paediatrics), Max Balaji Hospital

(d)  Dr. P. Khilnani


Senior Consultant & Head (PICU), Max Balaji Hospital

The complainant failed to appear inspite of notice.

Briefly stated the facts of the case are that Master Amit (referred hereinafter as the patient) 11 years male admitted on 5-8-09 at Max Balaji Hospital (referred hereinafter as the said Hospital) as suspected case of ? Meningoencephalitis ? Acute demylinating encephalomyelitis.  He was started  on  IV  fluids,  injection  Mannitol,  antiepileptic  drugs  and  other  supportive  treatment. 
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However, his sensorium worsened and he continued having seizures.  In view of GTCS with posturing and poor GCS, the patient was electively ventilated and put on  high  dose  of  midazolam  drip  followed  by  thiopentone infusion.  However, he kept on having seizures and there was no improvement in sensorium. Patient also had haemodynamic instability and required inotropes for maintenance of blood pressure.  Patient’s sepsis profile showed – Klebsiella- ESBL (ET secretion), Coagulase negative staph (blood C/S) and thus antibiotic were upgraded to Vancomycin and meropenam.  Injection Flucon was added in view of Candida growing in urine.  Meanwhile patient continued to have altered sensorium and worsening sepsis parameters inspite being on injection Vancomycin, injection Meropenam and injection fluconazole.  In view of this, antibiotics were changed to injection colistin, injection Amikacin and injection amphotericin B was started as antifungal.   Tracheostomy was done but his general condition kept on worsening inspite of full supportive treatment. His altered sensorium persisted and further he developed leucopenia and thrombocytopenia with increasing inotropic requirements.  Inspite of best efforts he expired on 13-9-09 at 3.04 a.m.

Dr. Prashant Pruthi, Dr. B.K. Gupta and Dr. Amit Dhawan, Medical Superintendent, Max Balaji Hospital in their written statements (though the written statement were filed separately, the contents of the written statement were same) averred that patient named Master Amit aged about eleven years old presented with history of recurrent partial complex seizures with partial unresponsiveness and abnormal hebaviour.  Patient was initially admitted at Garg Hospital, where he had frequent GTCS which could not be controlled with medication.  Later on patient was referred to Max Balaji Hospital for better infrastructure and specialized medical care.  Patient was admitted in Max Balaji Hospital and subsequently shifted to High dependency unit (HDU) under Dr. B.K. Gupta on 5-8-09, with diagnosis of acute demylinating encephalomyelitis.  Patient was later shifted to PICU on 6-8-09 in view of his worsening sensorium and recurrent seizures.  Dr. B.K. Gupta was kept involved in the care of patient in capacity of consultant Neurologist.  Patient was managed as per the standard medical protocols.  Patient underwent certain diagnostic tests at Max Balaji Hospital and previous referral hospital.  His CSF examination results were normal, M.R.I. brain revealed mild diffused cerebral atrophy with confluent white matter hyperintensity in both cerebral hemispheres, predominantly in perito-occipital region.  However, his sensorium worsened  in  spite  of  all  the  protocols  of  treatment.  
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Seizures were not controlled and GCS deteriorated.  In PICU this patient had to be taken up for ventilatory support urgently in view of repeated and refractory seizures with progressive worsening of consciousness.  Patient was heamodynamically unstable and required inotropic support to maintain blood pressure.  Patient developed sepsis which was evident from the blood counts and clinical condition of the patient.  Meanwhile  the   patient  continued   to   have altered   sensorium   and   worsening  sepsis  parameters inspite of being given adequate antibiotic coverage. Tracheostomy was done but his general condition continued to worsen.  Further the patient developed leucopenia and thrombocytopenia and expired on 13-9-09.  All the medicines used were in appropriate doses as per literature recommendations in accordance with clinical requirement of patient at various stages of the management.  Midazolam (Anti convulsant and sedative action) was administered as per standard text book recommendation and was properly monitored and titrated with the clinical response of the patient.  Dopamine (Ionotrope) was used as infusion in proper dosage as per clinical condition and response of patient.  Midazolam is used to control fits and dopamine was used to control low blood pressure seen due to brain involvement.  At every stage of the treatment it was made sure that the clinical condition of patient and the course of treatment is informed and explained in detail (in lay men terms if possible) to patient’s attendants and relatives repeatedly.  Further the necessary documentation to this effect has been made in the case sheet at various stages.  All the informed consents and due permissions were taken before performing any procedure on the patient.  In spite of their best efforts to support various organ systems of the patient, he kept on deteriorating and finally succumbed to disease process and its complications.

In light of the above, the Delhi Medical Council observes that the patient was diagnosed as a case of Acute   Disseminated Encephalomyelitis (ADEM) based on M.R.I. brain and clinical feature, following a febrile illness.  The patient was observed to have temporal lobe epilepsy followed by generalized tonic clonic seizures. For control of seizures he was shifted to high dependency unit.  He was labelled as Status Epilepticus and given Midazolam and phenytoin.  Since seizures were not controlled on above mentioned medication, he was shifted to PICU and started on Valproate, levetiracetam and Midazolam infusion under artificial ventilation.  He developed hypotension since seizuers were not controlled (uncontrolled SE). He was given dopamine support and dosage of dopamine  and  Antiepileptic  drugs  were  appropriate.   In  this  type  of  situation  ventilatory 
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support is justified.

In light of the observations made hereinabove, it is the decision of Delhi Medical Council that no medical negligence can be attributed on the part of doctors of Max Balaji Hospital, Patparganj, Delhi, in the treatment administered to complainant’s son late Amit at Max Balaji Hospital.

Complaint stands disposed 

                By the Order & in the name of

            

    Delhi Medical Council

                         

    (Dr. Girish Tyagi)


     Secretary

Copy to :-

1) Shri Krishan, A-31/107, Mata Mandir Marg, East Maujpur, Delhi-110053.

2) Dr. Prashant Pruthi, C/o Mrs Neelam Pruthi, 424, Vinoba Basti, Sriganga Nagar, Rajasthan.

3) Dr. B.K.Gupta, Max Balaji Hospital, 108A, Indraprastha Extension, Opposite Sanchar Apartments, Patparganj, Delhi-110092.

4) Medical Superintendent, Max Balaji Hospital, 108A, Indraprastha Extension, Opposite Sanchar Apartments, Patparganj, Delhi-110092.

5) Medical Superintendent, Nursing Homes, Directorate of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshlaya Bhawan, F-17, Karkardooma, Delhi-110032-w.r.t.letter no. F-23/(55)/MSNH-II/DHS/HQ/2009-2010/65718 dated 15812/09- for information.
 

  (Dr. Girish Tyagi)



   Secretary

