DMC/DC/F.14/Comp.1785/2/2023/


                                        17th May, 2023

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Devashish Bhattacharyya, r/o- D-II/A-2727, Netaji Nagar, New Delhi-110023, forwarded by the Directorate of Health Services, Govt. of NCT of Delhi, alleging medical negligence on the part of Dr. Ashish Dewan, Dr. P.S. Gill and Fortis Flt. Lt. Rajan Dhall Hospital, Sector B, Pocket-1, Aruna Asaf Ali Marg, Vasant Kunj, New Delhi-110070, in the treatment administered to the complainant’s father Late Shri Bireswar Bhattarcharya at Fortis Flt. Lt. Rajan Dhall Hospital, resulting in his death at St. Stephen Hospital where he was subsequently treated. 

The Order of the Disciplinary Committee dated 02nd May, 2023 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Devashish Bhattacharyya, r/o- D-II/A-2727, Netaji Nagar, New Delhi-110023 (referred hereinafter as the complainant), forwarded by the Directorate of Health Services, Govt. of NCT of Delhi, alleging medical negligence on the part of Dr. Ashish Dewan, Dr. P.S. Gill and Fortis Flt. Lt. Rajan Dhall Hospital, Sector B, Pocket-1, Aruna Asaf Ali Marg, Vasant Kunj, New Delhi-110070, in the treatment administered to the complainant’s father Late Shri Bireswar Bhattarcharya (referred hereinafter as the patient) at Fortis Flt. Lt. Rajan Dhall Hospital (referred hereinafter as the said Hospital), resulting in his death at St. Stephen Hospital where he was subsequently treated. 

The Disciplinary Committee perused the complaint, joint written statement of Dr. Ashish Dewan, Dr. Sonali Vastsa, Medical Superintendent, Fortis Flt. Lt. Rajan Dhall Hospital, joint written statement of Dr. P.S. Gill, Dr. Sonali Vatsa,  Medical Superintendent, Fortis Flt. Lt. Rajan Dhall Hospital, written statement of Dr. Gunwant Walia, Dr. Shivani Swami, Dr. Aman Gupta, Dr. Vimal Gupta, Dr. Munawar Ahmed Dijoo, Dr. Meenal, joint written statement of Dr. Vishwadeep Sharma and Dr. Manoj Miglani; written statement of Bala Swamy, Dr. Vivek Nangia, Dr. Hemant Tewari, Dr. Gurinder Bedi, Dr. Tapan Ghose, Dr. Sutapa Chaudhary, 

copy of medical records of Fortis Flt. Lt. Rajan Dhall Hospital, copy medical records of St. Stephen Hospital and other documents on record. 

 The following were heard :-

1)  Dr. Ashish Dewan


Consultant Orthopaedics, Fortis Flt. Lt. 






Rajan Dhall Hospital

2)  Dr. P.S. Gill



Consultant Orthopaedics, Fortis Flt. 







Lt. Rajan Dhall Hospital

3)  Dr. Gurinder Bedi


Director Orthopaedics, Fortis Flt. Lt. 







Rajan Dhall 
Hospital

4)  Dr. Deo Shankar 


Consultant, Critical Care, Fortis Flt. Lt. 






Rajan Dhall Hospital

5)  Dr. Manoj Miglani 


Consultant, Fortis Flt. Lt. Rajan 







Dhall Hospital

6)  Dr. Viswadeep Sharma
 Consultant, Fortis Flt. Lt. Rajan Dhall 


Hospital

8)  Dr. Aman Gupta 


Urologist, Fortis Flt. Lt. Rajan Dhall 







Hospital

9)  Dr. Meenal 



Anaesthesia Consultant, Fortis Flt. Lt. 






Rajan Dhall Hospital

10) Dr. Munawar



Attending Consultant, Fortis Flt. Lt. 







Rajan Dhall Hospital

11) Dr. Vimal Gupta 


Associate Consultant, Fortis Flt. Lt.







Rajan Dhall Hospital

12) Dr. Tapan Ghose 


Cardiologist, Fortis Flt. Lt. Rajan Dhall 






Hospital

13) Dr. Bala Swami


Consultant Anaesthesia, Fortis Flt. Lt.






Rajan Dhall Hospital

14) Dr. Sutopa Ghose


HOD Critical Care, Fortis Flt. Lt. Rajan 






Dhall Hospital

15) Dr. Gunwant Walia


Anaesthesia Consultant, Fortis Flt. Lt. 






Rajan Dhall Hospital

16) Dr. Vivek Nangia


Pulmonologist, Fortis Flt. Lt. Rajan







Dhall Hospital

15) Dr. Hemant Tewari 


Consultant Pulmonology, Fortis Flt. Lt. 






Rajan Dhall Hospital

17) Dr. Shivani Swami


Attending Consultant, Fortis Flt. Lt. 







Rajan Dhall Hospital

18) Shri Neeraj Sharma


Manager, MRD, Fortis Flt. Lt. Rajan 







Dhall Hospital

19) Dr. Ruchi Ranwat 


Dy. Medical Superintendent, Fortis 







Flt. Lt. Rajan Dhall Hospital

The Disciplinary Committee learnt that the complainant Sh. Devashish Bhattacharyya has expired.  The Disciplinary Committee noted that inspite of notice; nobody has appeared on behalf of the complainant Sh. Devashish Bhattacharyya before the Disciplinary Committee.

The Disciplinary Committee further noted that Dr. Pinak Shrikhande, Dr. Ajay Kumar Borse, Dr. Yogesh Kevalram Girhepunje and Dr. Rajneesh Goyal failed to appear before the Disciplinary Committee, inspite of notice.    

Dr. Shivani Swami participated in the proceedings of the Disciplinary Committee and was heard through video conferencing. 

The Disciplinary Committee noted that inspite of notice; nobody has appeared on behalf of the complainant Sh. Devashish Bhattacharyya before the Disciplinary Committee.  
The complainant Shri Devashish Bhattacharyya alleged that his late father Shri Bireswar Bhattacharyya (the patient) had a fall in the bathroom on the morning 18.06.13.  Subsequent to the fall, the patient was provided assistance to getup & and preliminary assessment revealed injury in the left hip and left wrist.  Dr. Ashish Dewan orthopaedic surgeon at the then Crthonova Hospital at Safdarjung development Area is known to the family and was contacted.  As per his(Dr. Ashsish Dewan)  advice, the patient was taken to the then Orthonova hospital (Presently Cygnus Hospital).  Dr. Ashish Dewan examined his father and advised for x-ray of the affected limbs.  After review of the x-ray, Dr. Ashish Dewan opined that the operation is necessary.  His father being a retired CGHS beneficiary, Dr. Ashish Dewan contacted Dr. P.S. Gill, Orthopaedic Surgeon at Fortis Fit. Lt. Rajan Dhall Hospital sector B, Pocket I, Aruna Asaf Ali Marg, Vasant Kunj, New Delhi -110070 and admission was done at the hospital on 18.06.13.  His father was admitted on 18th June 2013; underwent thorough examination and was cleared from all angle to, undertake the surgery keeping his father medical condition in view (an old case of COPD on maintenance inhalation therapy, on antihypertensive and on permanent pacemaker well adjusted on set rhythm).  His father was operated on 19th June, 2013 and his father sustained the operation (left bipolar hemiarthroplasty) well. The ABG Electrolyte study on 19th /20th showed sp02 in the normal range.  At the same time corrective procedure was also done for the sustained injury on the left wrist.  During visit to the critical care ward on 20th June, 2013, bluish black discoloration was observed all over the left upper and lower arm including the fingers with swelling.  The same was brought in knowledge of the nursing staff and subsequently the support cast was released.  Specific advice was endorsed on the file by the consultant as "Left POP slab light loosen up" and the slab was fixed accordingly.  The effect of the negligence was visible throughout the stay in the hospital.  Subsequent to transfer of his father from critical care ward to the room, he (the complainant) got a call from Dr. Ashish Dewan on 21st/22nd June 2013 with request to shift his father under pulmonology team outside the ambit of CGHS package care since the patient will need some time to recover in view of his (the patient) long standing COPD.  On being confronted that how his father can be transferred to the pulmonology team when orthopaedic care alongwith associated illness is part of the package, he got offensive and said that he will have to face the consequences.  Subsequently, Dr. P.S. Gill orthopaedic surgeon approached the complainant in the hospital room and in front of his father was insisting for his (the patient) transfer under the pulmonology team outside the ambit of package CGHS care since the patient will take some-time to recover his (the patient) respiratory status and assuring him (the complainant) not to worry about the orthopaedic issues (post surgical care).  The misdemeanour of Dr. Ashish Dewan and Dr P.S. Gill was brought in knowledge verbally before the then Medical Superintendent and she assured that hospital will take all possible care till complete recovery and will discharge the patient only in a fit condition to be managed under the home circumstances.  His father after shifted to the room from the critical ward had some difficulty in breathing but was otherwise well and started accepting oral feeds soon.  The patient was reviewed by the pulmonology team on 22nd June 8.20 pm. wherein Spo2 was recorded at 97% with 2 litfe O2 and advised chest x-ray and requisite treatment.  His father was again reviewed by Dr. Gurinder Bedi, orthopaedic surgeon on 23rd June at 9.00 a.m. The chest x-ray was found non-contributory (No significant effusion/consolidation) and advised treatment with I/V fluids normal saline two litre per day and other items.  His late father shift from the critical care ward to the room, was uneventful and he (the patient) started taking oral feeds but gradually started getting swelling of the legs and scrotal region initially which subsequently progressed to the abdomen and the swelling was very obvious around 24th 25th June 2013.  The significant alteration in intake /output chart was noticed from 21st June 2013 itself, the nursing staff and the attending doctors were told but inspite of that, the patient was overloaded with fluid till 24th June 2013.  The corrective measures were taken subsequently showed some initial response (output more than input) but with quick rebound leading to persistence of gross swelling all over the body.  Serial photographs of the patient from 25th June to 4th July are testimony to the gross overloading of fluid inflicted on the patient leading to generalised swelling, blister formation and .also deterioration of the pulmonary condition.

	Date 
	21-6
	22-6
	23-6
	24-6
	25-6
	26-6
	27-6
	28-6
	30-6

	Intake
	1820
	2040
	2400
	2400
	1350
	1150
	1100
	1200
	1450

	Output
	585
	800
	1400
	1250
	2350
	3600
	1750
	1150
	1345


Inspite of repeated pleas for taking requisite opinion for progressive swelling all over the body, nothing specific was done till 30th June 2013 and on 1st July 2013, pulmonology team had endorsed on the body of the case sheet as generalised anasarca, recorded Sp02 as 88% on two litre oxygen and advised for nephrology opinion.  The advice of nephrologist on 02nd July 2013 for provision of high protein was started and the specific advice for non veg protein (egg/other non veg extracts) was submitted to the Facility Director in writing but was not heeded to.  The serial ABG electrolyte study from 19th June, 2013 showed gradual fall with normal findings on admission to po2 63.8 mm of Hg on 25-06-13 to p02 59.9 mm of Hg on 29-6-13. The corresponding Spo2 on two litre oxygen decreased from 97% on 21st June 2013 to 88% on 1st July 2013.  The hospital authorities started building pressure for discharge from first week of July stating that the patient as such is fit and the oxygen saturation in room air will take some time to recover and the family is to provide home maintenance oxygen therapy along with supportive treatment.  The hospital authorities advised for discharge with mention in the discharge summary that the saturation is 90-92% on room air.  On being confronted that the statement is a mere lie and testing in front of the doctors revealed that the saturation was 84-86% and the pulmonologist consultant corrected the same on the discharge summary with his own handwriting and said that the patient can be discharged in the present condition.  Since the hospital authorities were bent upon discharging his father, though, the patient was not fit (off oxygen saturation of 80-85% necessitating oxygen supplementation at 2-3 litre per minute, tachypnoea 22-24/minute, anasarca with blister formation on extremities, respiratory rate off oxygen 26-28/minute, hypoproteinaemia, electrolyte imbalance, raised counts, yeast in urine; resolving nephropathy), he had lodged his complaint with the Station House Officer Vasant Kunj on 5th July 2013.  His father was discharged on 5th July 2013 itself inspite of his conditions, as mentioned above and the hospital issued discharge slip with mentioned saturation of 84-86% on room air and his condition is now satisfactory, and fit for discharge from orthopaedic, pulmonary medicine and nephrology view point.  In the discharge summary dated 5th July 2013, it has been construed that his father developed post-surgery wheezing and crepitation bilaterally in both lungs and generalised anasarca which is wrong since on the review by doctors on 21st /22nd /23rd June 2013, the lung was very much clear in terms of effusion /consolidation and there was no generalised swelling.  Nothing was mentioned either by the orthopaedic team till 30th June about any anasarca and the same was endorsed only on 1st July 2013.  Since his father was not in a position to maintain saturation in room air and was also finding difficulty with oxygen inhalation and constant cough, after the forced discharge on 5th July 2013 from Fortis Hospital, he was shifted in an ambulance to St. Stephens Hospital (by CATS ambulance of Delhi Government, Vehicle no: DLN-S2881).  His father was admitted on the same day (5th July 2013) with diagnosis of billateral pneumonia with COPD with sepsis at St. Stephens Hospital under Dr. Rijushree, remained in hospital for one week and passed away.  The entire course of event not only saddened him but left a feeling of disgust on the deterioration of ethics in the medical profession and gross misdemeanour on the part of treating consultants and the hospital authorities.  His father was past ninety years of age and it is very much clear to him that nobody is immortal but the ignominy, suffering and the pain inflicted on him (the patient) is unpardonable and there is need for seeking justice.  He was in a dilemma during the period after his father’s demise, how to put the thing in black and white for seeking justice.  But he must say that almighty gave him courage and he did keep the important evidences with him patiently during these two years and have now decided for seeking justice.  The requisite documents will be submitted as and when directed for.  In view of his above submission, it is requested that disciplinary proceedings must be initiated against Dr Ashish Dewan and Dr P.S. Gill for their misdemeanour.  He is ready to face anything to verify the truth and the doctors also need to put before similar measure in case they deny from doing the misdemeanour.  The disciplinary proceedings must be initiated against the then medical superintendent, Dr. Gurinder Bedi and the head of pulmonology team attended on his father for the gross medical negligence.  

Dr. Ashish Dewan, Consultant and Dr. Sonali Vatsa, Medical Superintendent, Forti Flt. Lt. Rajan Dhall Hospital in their joint written statement averred that they deny all the allegations and claims made by the complainant as baseless, false and malafide.  It is respectfully stated that the complainant has levelled malicious and scandalous allegations against the doctors.  It is very unfortunate that the complainant himself being a doctor should resort to such unwarranted tactics; infact the complainant has not even illustrated and put forth all the correct facts.  He(Dr. Ashish Dewan) is shocked by receipt of the complaint, as he has known Dr. Bhattacharya since few years and when he called him (Dr. Ashish Dewan) on 18th June, 2013, he (Dr. Ashish Dewan) checked him Orthonova Hospital with his father, who had sustained injury in (L) hip and (R) wrist.  After getting the patient’s x-ray, the patient was diagnosed as having fracture (L) hip and the complainant’s father required the surgery in view of this fracture.  Othonova Hospital at that point of time was not on CGHS panels, moreover, it was not equipped to handle a patient of 90 years with COPD with pace maker, as it did not have any cardiac/pulmonary/dialysis facility or a post-Op ICU.  Hence, the complainant’s father was referred to Fortis Hospital (Higher Centre) for further management in the best interest of the patient.  It may be noted that not a single penny was charged by him for attending this emergency due to his association with the complainant and also the fact that he was father of a fellow doctor.  It is beyond comprehension as to the grounds of negligence attributed to him in view of his eager approach in trying to help a fellow doctor and suggesting a better hospital facility.  Dr. Bhattacharya himself being a doctor and who loved his father may himself not have been comfortable to get his father treated at Orthonova Hospital.  As far as allegation of his interfering with the treatment protocol at Fortis Hospital is concerned; the same is vehemently denied.  The decision to transfer the patient under any speciality whether orthopaedics/ICU/pulmonary, it is the sole responsibility of the treating specialist and he had no role to play in that.  He would like to state that this complaint against him is totally false, frivolous and malicious and perhaps emanates from greed.  It is stated that Dr. Bhattacharya himself was aware of his father’s condition being 90 years of ages suffering from major medical problems who expired despite of all medical treatment provided to him.  It is stated that the complainant is levelling such wild allegations only for harassing the doctors.  It is unfortunate that inspite of the treating, the complainant and helping him to the best abilities of the doctors the complainant should be levelling such baseless allegations.  In view of the reply, it is stated that the complaint be dismissed.  

Dr. P.S. Gill, Consultant and Dr. Sonali Vatsa, Medical Superintendent, Forti Flt. Lt. Rajan Dhall Hospital in their joint written statement averred that the patient Shri Bireshwar Bhattacharya was admitted with fracture neck of left femur and distal end left radius on 18/06/2013.  The patient was a known case of CAD with pacemaker/COPD and hypertension on treatment.  The patient was immediately seen on the same day by the cardiologist and pulmonologist.  Cardiology clearance was obtained on the day of admission itself under moderate risk in view of COPD and old age.  Pulmonologist clearance was given for surgery under regional anesthesia on 19/06/2013 after required investigations.  The patient was an ASA-III patient as per the pre-anaesthesia check-up and a High Risk consent had been taken for the surgery by the anaesthetist and the surgeon in view of old age and co-morbidities.  The patient was operated on 19/06/2013 uneventfully and was kept in the ICD for observation.  The patient had episode of hypotension for which, the patient was started on inotropic agents and a repeat ECHO was also done on 19/06/2013.  On the day of the surgery, though a consent from the patient had been obtained for fixation of the lower end radius fracture, no intervention was carried out, as it was an un-displaced fracture.  The patient had already been applied a below elbow slab for the same on 18/06/2013 in emergency at the time of admission.  The bluish black discoloration of the left upper limb might have been due to the subcutaneous bruise sustained during his fall and there is no mention of any such discoloration in the progress notes which may have occurred because it must have been normal insignificant bruising of the skin.  The patient had been mobilized on 21/06/2013, two days itself after surgery.  In view of the hypotensive episodes post- operatively, the patient was put on maintenance i/v fluids @ around 1L/24 hours, so that hypotensive period is avoided.  The patient was also taking fluids orally but I/v Fluids were given, as the amount of oral fluids that the patient had been taking was inadequate.  There was no history provided of any chronic kidney illness and, hence, nephrology opinion was not required. The patient was being managed by the pulmonologist in view of the chest problems (chronic smoker with COPD) that the patient had been facing.  Since the patient had no complaints in the hip which had been operated, and was only having issues related to pulmonology a transfer under pulmonology team was requested on 25/06/2013 which was turned down by the patient’s attendants.  It is usual practice to transfer the patient to the team primarily looking after the current major medical problem and that smoothens, the care and makes it more efficient and direct.  The patient had deterioration in clinical condition primarily because of bad chest condition (resulting from COPD caused due to prolonged smoking habit : 30 - 40 years of continuous smoking).  Generalized swelling had been first documented on 23/06/2013 by the urologist and intake-output charting had been going on since the time of admission itself.  The patient was a high risk patient in view of the old age and co-morbidities and issues with the functions of multiple organs is not uncommon.  That was the reason a high risk consent had been taken by the anaesthetist and the surgeon before surgery itself and the same has been signed by family member (Ms. Nupur Bhattacharya).  There was probable malfunction of the kidneys leading on to fluid retention which might have occurred due to the injury caused to the kidneys at the time of hypotensive episodes immediately post-operatively which again is a common occurrence at this age due to cardiac issues prevalent.  As per the dietary complaints, ours is a vegan hospital and veganism is being promoted internationally as the best practice. They give cottage cheese/dal/milk/curd and their products, for the patients requiring high protein diet.  In this particular case, the patient had been receiving NEPRO-HP (high protein supplement for renal patients) had been started on 21/06/2013 and had been getting the same till he was in the hospital.  The patient’s medications had all been changed to oral medications which were going to be continued for the COPD.  So, hospital stay was not required for the management anymore.  From orthopedic point of view, everything was doing fine and even the staples were removed from the surgical site.  There is no evidence of the claim by the attendants that the saturation in the discharge summary was mentioned as 90% - 92% initially and 84%- 86% saturation as mentioned in the summary is type written and not hand written as claimed.  Generalized swelling had already been documented on 23/06/2013 in the progress notes.  The patient was a known case of COPD with hypertension with coronary artery disease with evidence of severe restriction with small airway defect with no reversibility on pulmonary function test.  A 90 year old man with COPD and long standing chest problems cannot be treated of his chest condition fully and recovery after a hip fracture is always difficult and prolonged at this age.  The very fact that the patient had been discharged and had not been sent LAMA (Left Against Medical Advice) or otherwise does indicate fitness enough of the patient to be discharged.  Hiring an ambulance for shifting him from the ambulance was a decision of the attendants and that may have been necessary even in view of old age and co-morbidities.  No unethical treatment had been given to the patient during the patient’s stay.  Multi disciplinary care given to the patient was provided by all professional and ethical doctors.  In view of the above, they submit that there has been no medical negligence on their behalf in treating of the patient Late Shri Bireswar Bhattacharyya.  It is submitted that the patient received treatment in accordance with the acceptable standards of medical practice.  

Dr. Gurinder Bedi, Consultant Orthopaedics, Fortis Lt. Rajan Dhall Hospital in his written statement averred that the patient Shri Bireswar Bhattacharya 90 years old male sustained an injury on 18th June, 2013 when he fell in his own house.  The patient was, then, taken to Orthonova Hospital in Haus Khas where the patient was noted to have a fracture of the neck of femur and of the wrist (radius).  The patient was covered under CGHS which was not available in Orthonova Hospital.  The treating surgeon Dr. Ashish Diwan, hence, refered the patient to Fortis Hospital, Vasant Kunj.  The patient was admitted under Orth 2, evaluated and opinion was taken from the anaesthesia, cardiologist and pulmonologist.  The patient had a history of hypertension, COPD, CAD, CKD and had a previous pacemaker implanted.  The patient had a very poor general condition and had been on regular nebulizers even at home with very limited mobility.  The ECHO done by the cardiologist showed moderate decline in function and the PFT showed severe small airway obstruction with no reversibility.  The patient and his relatives were explained the high risk of the procedure but also essentiality of it and was taken up for surgery on 19th June, 2013.  The procedure went fairly well in the expected duration with no significant blood loss, but there was some hyptensive episode during the surgery.  The patient was shifted to the ICU where the patient was managed and did require inotropic support for maintaining the blood pressure.  The procedure was carried out by Dr. Ashish Dewan alongwith Dr. Miglani and Dr. Vishwa Deep Sharma with utmost care and without any issues.  He did make reasonable progress and was, then, shifted out of the ICU on 21st June, 2021 after recommendation by the critical care team in the hospital.  The patient was, then, managed with an attempt at early mobilization which proved to be somewhat difficult, as he was rather confused  and  sleepy  at  most  times.  He(the patient) was on regular follow-up with the physicians which included the cardiologist and the pulmonologist whose notes are written in the case file.  The significant problem seems to be congestive cardiac failure, as indicated by the pro BNP.  This was again managed adequately and review of the nephrologist was also taken for the fluid balance.  His (the patient) mobilization was slow but sometimes that would be expected because of the patient’s age and co-morbid conditions.  The patient was told about the possibility of transfer under the physicians especially the pulmonologist but the relatives refused as that part was not covered under the CGHS panel.  The patient was not noted to have any wound healing complications.  The patient was regularly getting nebulizers and management of other medical conditions with physio.   The patient did have worsening of his renal condition and also fluid balancing issues which were sorted out with help from their nephrologist.  Once stable and the sutures had been removed, he (the patient) was offered discharge from the hospital.  As noted in all parameters, the patient was recently stable and was requiring additional support only as oxygen.  The relatives, however, did object to the discharge because they wanted even for the improvement, which they informed them was going to happen in the next few months, rather than days.  It has to be noted that a fracture neck of femur at this age does come with its own set of complications and the mortality, in any International publications is fairly significant within the first three months especially as most of them have multiple co-morbidities.  Reading through the notes, there is no added complication which has come in the management of this patient and all the medical procedures were carefully thought out and planned.  

Dr. Hemant Tewari, Consultant Pulmonology, Fortis Flt. Lt. Rajan Dhall Hospital in his written statement averred hat he was a senior consultant in the department of pulmonology, during the stay of the patient Shri Bireswar Bhattacharya (90 years old male) at the hospital.  The patient was admitted to the hospital on 18th June, 2013 under the orthopaedic team with a left sided fracture neck of femur and left distal radius.  The patient had a past history of very advanced COAD with severe airway restriction.  (FEV 0.62 Lts 60 percent of predicted).  The patient had features of Cor-pulmonale.  The patient was on seretide accuhlaer(Salmetrol and Fluticason propionate), tablet Deriphylline and Budercort/Duolin nebulization).  The patient had a very strong smoking history of 80 pack years.  The patient had a permanent packer (VVI) for the last seven years, essential hypertension, coronary artery disease and gastroesophageal reflux disease.  From pulmonology team, the patient was assessed by Dr. Yogesh Ghirepunje (Senior Registrar) who gave a risk clearance under regional anaesthesia.  He also gave a plan of management (from the chest point of view) pre op and post-op.  The patient was operated on 19th June, 2013 and post-operatively, the patient was managed by the critical care team.  During the post-op period, the doctors from the pulmonology team who were on call saw the patient whenever reference was given by the critical care or orthopaedic teams.  His (Dr. Hemant Tewari) first consultation for the patient was on 25th evening (day 8 of admission and day 7 post-OP.  He was asked to see the patient, as the patient was desaturating 60-70% on room air.  He advised an ABG, CXR and proBNP to be done and Dytor, hydrocortisone and budercort/duolin nebulization to be given.  ProBNP came back very high at 24800.  The patient settled after the medications and saturation also improved to 94% on 2L O2.  On the 27th of June around 05.00 p.m., Dr. Shivani and he were called to review the patient, as he was unable to clear up his secretions.  Respiratory therapist did vigorous suctioning, both oral and nasal and subsequent nebulization helped the patient to settle.  On 29th June, around 02.00 p.m., he reviewed the patient again.  The patient was conscious, oriented, had a good cough reflex and was saturating 94 percent on room air.  The patient wheeze had settled and the pulmonary oedema had regressed.   The patient had a good appetite and passing motions.  The patient was maintained at even balance with fluid intake and output.  The patient’s son Dr. Devashish Bhattacharya (the complainant) was explained about the way forward.  The complainant was satisfied with his father’s (the patient) progress.  Henceforth, he (Dr. Hemant Tewari) was not asked to review the patient and not involved in the patient’s care from the 30th June to 03rd July.  A reviewing was done from the point of view of making a plan for discharge medications pertaining to the patient’s COPD on 04th July, 2014 by him and Dr. Shivani.  The patient was conscious, oriented, no significant  wheeze, oxygen saturation of 92 percent on room air, blood pressure of 120/70 and a pulse rate of 72/min.  He was asked to see the patient on 05th July by the orthopaedic team not for a review but for a plan of discharge on that day.  On assessment, he found that the patient’s saturation had dropped to around 86 percent on room air.  He had occasional conducted sounds in the lung base.  The blood pressure and pulse were stable at 120/70 mmHg and 70/min, respectively.  He conveyed his findings to the home team.   The final decision regarding discharge is the prerogative and responsibility of the admitting team and the heads of departments of the various teams managing the patient.  The decision to discharge, the patient was taken by the admitting team so he advised discharge medications for COPD as per his medications prior to admission and home oxygen accordingly.   

Dr. Tapan Ghose, Cardiologist, Fortis Flt. Lt. Rajan Dhall Hospital in his written statement averred that the patient was first seen by his team on 18th June, 2013.  Initially, the attendants were not available for detailed medical record sharing.  Subsequently, the patient was evaluated as part of pre-op evaluation.  This 90 years aged individual was a ex-smoker with a history of systemic hypertension, chronic obstructive pulmonary disease, status post pacemaker implantation. The patient had been on ramipril with hydrochlothiazide, serotide acuhaler, deriphyllin and neb bronchodilators.   The patient had poor functional class.  Clinically, the patient had pulse rate of 70/min; BP-140/70; chest-bilateral dispersed creps; CVS-normal heart sounds, ECG showed paced rhythm.  On the initial attempt of echo, it was observed that the patient had very poor acoustic widow.  The patient, subsequently, had underonge echo examination which again revealed poor window, normal chamber dimensions, normal LV contractility, trvial TR, RVSP 32 plus RAP, no regional motion abnormality, LVEF-50%  based on the assessment, the patient was cleared for the surgery with moderate cardiac risk because of advanced age and co-morbidities.  Use of electrocautery with brief pulses, bipolar cautery use and proper grounding was recommended as per standard practice in all pacemaker patients.  The patient had undergone surgery on 19th June, 2013 under RA.  A repeat echo was asked for post-op requirement of inotropic which showed prominent RA, RV, mild TR, RVSP 50 plus RAP, normal RV and LV function.  Subsequently, inotropeds were tapered off because of improvement in BP and the patient was shifted out as  per  the  protocol.  The patient was seen by him on 22nd June, 2022 for shortness of breath.  The patient had wheeze.  Examination showed BP-130/70 and rhonchi.  Duolin neb was advised with pulmonology review was sought.  Their team offered the cardiology services in timely and efficient manner so that the primary team could offer surgical therapy in this nonagerian with multiple co-morbidities.  They did not continue antihypertensives because of normal blood pressure (target BP less than 150/90 for the patient’s age).  Pacemaker function was evaluated by magnet application and found to be normal.  Risk stratification was provided.  Initial echo was subsequent need based echo was done and information was provided to the treating experts.  Repeat consultation was provided.  They rendered their professional services to the best of their knowledge and capability as per the standard of practice in timely manner.  They regret the said demise of the complainant heartfelt condolences.
Dr. Gunwant Walia in his written statement averred that the patient was admitted on 18th June, 2013 and underwent the surgery on 19th June, 2013.  The patient was shifted to ICU post-operatively.  The patient had post-operative requirement of inotropes and with guarded fluid and blood-pressure management, the patient’s intoropes were slowly tapered off.  Cardiology review was also taken in view of the patient’s condition.  After improvement in his (the patient) parameters, the patient was shifted out of ICU and hemodynamically stable condition.  He had seen the patient while he was working as an Associate Consultant in Fl. Lt. Rajan Dhyall Hospital.  He was part of the ICU team and they followed the ICU protocol and SOPs.  They rendered the services with utmost sincerity and dedication and to the best of their knowledge and capability.  They regret the demise of the patient heartfelt condolences to the bereaved family.  

Dr. Shivani Swami in her written statement averred that she was an Attending Consultant, in the Department of Pulmonology, Flt Lt Rajan Dhall Fortis Hospital, during the patient’s stay at the hospital. The patient was  90 years old gentleman, was admitted on 18th June, 2013 under the orthopaedic team, with a fracture neck of femur-left side, and left distal radius, secondary to a fall at home, earlier in the morning of the same day. He was a known case of essential hypertension, coronary artery disease and advanced COPD.  For the patient’s COPD, the patient was on Seretide Accuhaler, Duolin/Budecort Nebulisations and tablet Deriphylline 300 mg once a day.  The patient was an active smoker with a 80 pack years, history of smoking.   The patient also had a permanent cardiac pacemaker for the last seven years, prior to this admission.  The patient was assessed by her, initially on the day of his admission, i.e. 18th June, 2013, when the pulmonology team was called for clearance for the surgery.  On examination then, his SpO2 on room air was 97% and he had bilateral wheeze and occ basal crepts on respiratory examination.  They then, advised chest x-ray and PFT and modified his ongoing COPD treatment to regular nebulizations for optimization of his lung function.  Later, their Registrar, Dr. Yogesh Ghirepunje discussed with her the patient’s reports wherein the PFT showed severe restrictive lung disease with a FEV1 of 25%(620ml) of expected, with small airway defect.  Hence, the patient was not deemed fit for general anaesthesia and was recommended the surgery under regional anaesthesia.  The patient was operated upon on the 19th June, 2013, after which he was kept in the ICU and was looked after by the critical care team in the post-op period. Then, on 25th June 2013, she (Dr. Shivani Swami) reviewed Mr. Bhattacharyya again when he was complaining of cough and breathlessness.  His oxygen level even then, was 96% on room air, on respiratory examination, he had bilateral rhonchi+. He also had some scrotal swelling and poor cough reflex hence, she (Dr. Shivani Swami) added mucolytics, diuretics and antibiotic. On the same day, in the evening, he was reviewed by Dr. Hemant Tewari, Senior Consultant, in the Department of Pulmonology.  She again saw the patient on 26th June 2013 with Dr. Hemant Tewari by when he had improved and by the evening, he was maintaining saturation of 95-97%, with 2l supplemental oxygen.  On 27th June 2013, she saw the patient with Dr. Ashwini Malhotra, Associate Consultant, Department of Pulmonology when his reports showed serum potassium to be low which they ordered to be replaced.  At this point, he was still unable to clear his secretions and hence, the respiratory therapist was doing chest physiotherapy and also performing oro nasal suctioning, under all possible aseptic precautions, after which, he settled.  On 28th June and 29th June 2013, she had visited the patient again with Dr. Hemant Tewari, by when, he had improved, his SpO2 was 94%, on room air, the wheezing was much less and he was coughing out well.  In between the patient had also been diagnosed to have acute on Chronic Kidney Disease, and the nephrology team was also involved in the care.  Also, the cardiology team was seeing the patient, as per call for reviews from the orthopaedic or the critical care team, as and when needed.  On 04th July 2013, she reviewed the patient, alongwith Dr. Hemant Tewari, to give a plan for discharge medication.  On this day, the patient was even maintaining saturation of 92% on room air, had no wheeze, was coughing well, mobilized with support, was overall stable and well.  After this, she did not see the patient and the patient was discharged on 5th July 2013, on instructions of the orthopaedic team, who were the primary team.  It is common practice to discharge COPD patients on home oxygen, as was advised by Dr. Hemant Tewari.  Some of these patients at times even require long term oxygen therapy, which is continued at home. As a team, everybody provided the best possible standard of care to the patient, it is still unfortunate that the patient passed on, for which, she offers her deepest condolences to the family. 

Dr. Aman Gupta in his written statement averred that the patient Shri Bireswar Bhattacharyya, an elderly gentleman 90 years of age, was admitted under orthopedic team on 18th June 2013.  The patient was suffering from multiple chronic illnesses including hypertension, COPD, Coronary Artery Disease, CKD, pacemaker implant.  The patient had a history of chronic smoking as well.  The patient was having fracture neck of femur with limited mobility.  A urology opinion was sought for edema of the scrotum which was seen by him (Dr. Aman Gupta) as an attending consultant in department of urology.  The scrotum edema was secondary to generalized edema as the scrotum has a loose skin and accumulates fluid rather easily. The generalized edema is common as a consequence of immobility, CKD, fluid overload and multiple co-morbidities, which were already being management by the respective specialists.  Scrotal edema settles on its own once generalized swelling settles, and did not warrant any intervention per-se.   

Dr. Vimal Gupta in his written statement averred that he saw the patient Shri Bireswar Bhattarcharya on 02nd July, 2013, as the patient was referred for steroid induced hyperglycemia.  He put the patient on S/c Insulin according to blood sugar level.  The patient had no history of type II DM.  

Dr. Munawar Ahmed Dijoo in his written statement averred that the patient Shri Bireswar Bhattarcharya, a 90 years old gentleman, was admitted on 18th June 2013, under the Orthopaedic team, with a fracture neck of femur-left side, and left distal radius, secondary to a fall at home, earlier in the morning of the same day.  The patient was a known case of essential hypertension, coronary artery disease and advanced COPD, underwent bipolar hemiarthroplasty.  The nephrology consultation was taken on 30th June 2013 for increased swelling in legs and deranged renal function(Creatinine was 1.6mg/dl).  On checking previous investigations, it was found that the patient baseline creatinine was 1.5mg/dl on admission.  The patient also had hypoalbuminemia (Albumin 2.6 g/dl) and the patient was on IV diuretics.  The diagnosis of acute on CKD was made and high protein diet was advised.  The patient was again reviewed by the doctors of the nephrology team on 1st, 2nd and 4th July 2013 and it was advised to continue high protein diet and his creatinine had declined to baseline of 1.5 mg/dl.  The patient’s IV diuretics were stopped by the primary team and the patient was on oral diuretics.  After this, he did not see the patient, as he was discharged on 05th July 2013 by the primary team.  As a team, everybody tried to give best care to the patient but it is still unfortunate that the patient had passed-on, for which, he offers his deepest condolences to the family. 

Dr. Meenal in her written statement averred that the patient Shri Bireswar Bhattacharyya, 90 years old male with history of fall on 18th June 2013, was admitted at Fortis Hospital on 18th June 2013 and posted for left hip Bipolar Hemiarthroplasty and ORIF left distal radius.  The patient was known case of hypertension, complete heart block PPI (in 2006), COPD on maintenance inhalational therapy, reformed chronic smoker.  On Tablet Remistar H 5mg OD, Seretide inhaler, Levolin inhaler.  The patient was conscious, oriented with very limited mobility.  The cardiac status was -ECG showed paced beats echo no RWMA, EF was 50% ILVDD RVSP 32+RAP trivial TR.  Pulmonary status was :- on auscultation, the patient had bilateral rhonchi.  PFT: severe restriction with small airway defect with no reversibility.  RA was 96–97%.  Hb was 11.4 g% and Coagulation profile WNL.  The patient was cleared from pulmonary and cardiac side with moderate risk under regional anaesthesia.  The patient was accepted for left hip bipolar hemiarthroplasty as semi emergency with maximum optimization of chest high risk with post-op ICU and ventilation standby condition on 19th June 2013, regional anaesthesia high risk at 03:45 p.m.  The patient was adequately pre-loaded with RL. Combined Spinal epidural was given with 2.0 ml to 0.5% seusovaine (H) + 20 mg fentanyl.  184 epidural catheter was fixed at 11cm. The patient was handed over to the anaesthesia doctor on duty around 04:15 p.m.  The surgery was started around 04:20 p.m.  The patient was maintaining vitals and was hemodynamically stable till 04:40–04:45 p.m. when the patient had hypotension (systolic blood pressure was 70 mmHg) following cementing.  There was no bradycardia or respiratory distress. Hypotension was managed with IV fluids, steroids followed by inotropic support (dopamine + dobutamine infusion).  The blood pressure improved and the surgery got over around 04:55 p.m.  The patient was shifted to ICU for further management and observation. In ICU, inotropic support was gradually decreased over next two days/.  The patient was ambulated, physiotherapy was done.  On 22nd June 2013, 09:50 a.m. epidural catheter was removed after confirming the last dose of subcutaneous heparin(06:00 p.m. on 21st June 2013).  The patient was shifted to the room on 22nd June 2013. 

Dr. Vishwadeep Sharma and Dr. Manoj Miglani in their joint written statement averred that the patient Shri Birewsar Bhattacharyya, 90 year old male sustained an injury on 18th June 2013 when he fell in his own house. The patient was then, taken to Ortho Nova Hospital in Hauz Khas where the  was noted to have a fracture of the neck of femur and of the wrist (radius). The patient was covered under CGHS which was not available in Orthonova. The treating surgeon Dr. Ashish Dewan, hence, referred the patient to Fortis Hospital.  The patient was admitted under Ortho 2, evaluated and opinion taken from the anaesthetist, cardiologist and pulmonologist.  The patient had a history of hypertension, COPD, CAD, CKD and had a previous pacemaker implanted.  The patient had a very poor general condition and had been on regular nebulizers even at home with very limited mobility. The ECHO done by the cardiologist showed moderate decline in function and the PFT showed severe small airway obstruction with no reversibility. The patient and his relatives were explained the high-risk of the procedure but also essentiality of it and were taken up for the surgery on 19th June 2013.  The procedure went fairly well in the expected duration with no significant blood loss, but there was some hypotensive episode during the surgery.  The patient was shifted to the ICU where the was managed and required inotropic support for maintaining the blood pressure.  The procedure was carried out by Dr. Diwan alongwith Dr. Manoj Miglani and him with utmost care and without any issues.  The patient did make reasonable progress and was then, shifted out of the ICU on 21st June 2013 after recommendation by the critical care team in the hospital.  The patient was then, managed with an attempt at early mobilization which proved to be somewhat difficult, as the patient was rather confused at sleepy at most times.  The patient was on regular follow-up with the physicians which included the cardiologist and the pulmonologist whose notes are written in the case file.  The significant problem seems to be congestive cardiac failure, as indicated by the pro BNP.  This was again managed adequately and the review of the nephrologist was also taken for the fluid balance.  The patient’s mobilization was slow but sometimes that would be expected because of the patient’s age and co-morbid conditions.  The patient was told about the possibility of transfer under the physicians especially the pulmonologist but the relatives refused, as that part was not covered under the CGHS panel. The patient was not noted to have any wound healing complications.  The patient was regularly getting nebulizers and management of other medical conditions with physio.  The patient did have worsening of his (the patient) renal condition and also fluid balancing issues but these were sorted out with the help from their nephrologist.  Once stable and the sutures had been removed, he was offered discharge from the hospital.  As noted in all parameters, the patient was recently stable and was requiring additional support only as oxygen.  The relatives, however, did object to the discharge because they wanted even for the improvement which they (the doctors) informed them was going to happen in the next few months rather than days.  It has to be noted that a fracture neck of femur at this age does come with its own set of complications and the mortality in any international publications is fairly significant within the first three months especially as most of them have multiple co-morbidities.  Reading through the notes, there is no added complications which have come in the management of this patient and all the medical procedures were carefully thought out and planned.

Dr. Bala Swamy in his written statement averred that the patient Shri Birewsar Bhattacharyya, 90 years old male who had history of fall on 18th June 2013 and was admitted in Fortis Hospital and posted for left hip hemiarthroplasty.  The patient was having co-morbidities like hypertension, complete bundle branch block with PPI in 2006, COPD with Rx nebulization, chain smoker.  Tablet Remistar H 5mg OD, seretide inhaler, levolin inhaler were prescribed.  In OT, the patient was was conscious, oriented with very limited mobility.  The cardiac status was :ECG showed paced beats echo no RWMA, EF was 50% ILVDD RVSP 32+RAP trivial TR.  Pulmonary status was : B/L rhonchi, B/L +++, PFT severe restriction lung disease,  Spo2 on RA was 96 – 97%.  H.B. was 11.4 gm/dl, coagulation profile N.  Clearance was taken from cardiologist and pulmonoligst before taking O.T., high risk consent was taken for anaesthesia and surgery, as the surgical and anaesthesia risks were involved.  The patient accepted the risks and consequences.  On 19th June 2013, CSEA at 03:45 p.m. with pre-loaded with RL. Combined Spinal epidural was given with 2.0 ml to 0.5% seusovaine (H) + 20 mg fentanyl.  The surgery preceded with vitals stable. The patient was hemodynamically stable till 04:40 p.m.  The surgery 184 epidural catheter was fixed at 11cm. The patient was handed over to the anaesthesia doctor on duty around 04:15 p.m.  The surgery was started around 04:20 p.m.  The patient was maintaining vitals and was hemodynamically stable till 04:40–04:45 p.m.  The patient had hypotension following cementing, the hypotension was managed with IV fluids and inotropic support  The patient was shifted to the ICU at 04.55 p.m for further management.  In ICU, inotropic support was gradually decreased over next two days.  The patient was ambulated, physiotherapy was done on 22nd June 2013at 09:50 a.m.; epidural catheter was removed and consequently, the patient was shifted to the room on 22nd June 2013. 

Dr. Vivek Nangia in his written statement averred that he was involved in the case of the patient Bireswar Bhattacharya who was admitted under the orthopedics team from 18th June 2013 till 05th July 2013.  As per records available, he did not see the patient even once during his entire hospitalization but instead, the patient was periodically seen by Dr. Hemant Tiwari, a well educated, well trained and competent senior consultant in the department, credentialed to work in OPDs, to admit, evaluate and treat indoor patients and perform all procedures independently and unsupervised.  However, as an expert in the field of pulmonology and critical care, he is sharing the following aspects about the case :-

The patient was a 90 years old male, who had been a chronic smoker, and was suffering from hypertension coronial arterial disease, had undergone permanent pacemaker implantation seven years prior, chronic kidney disease, chronic obstructive pulmonary disease (COPD) with cor-pulmonale. At the time of admission itself, he (the patient) had crept wheezing and poor lung reserves despite being on a plethora of medications including seretide (combination of long acting beta against the inhaled corticosteroids), deriphylin (theophylin), duolin (contains short acting beta agonist and short acting anti muscarinic agent) and levolin (short acting beta agonist).  His (the patient) forced expiratory volume in one second(FEV1) was only 25% of the expected and, hence, to avoid risk to the patient’s life, the patient was not given clearance for the surgery under general anaesthesia but only recommended a surgery under regional anaesthesia.  The patient’s ASA score was III.  The patient underwent Bipolar hemiarthoplasty on 19th June 2013.  The patient was re-evaluated by the pulmonology team on 25th June 2015, and found to be having low oxygen saturation, scrotal swelling, wheeze and crepts in his (the patient) lungs and was advised hydrocortisone and diuretic in addition to the ongoing medications.  The patient was found to have high pro BNP, minimal blunting of bilateral costophrenic angles on chest x-ray and as required the diuretics were stepped up further and oxygen provided. Arterial blood gas done the same day was satisfactory (pH – 7.40, pco2 – 32.1, po2 – 63.8).  The patient was seen twice on 26th and 27th June and the same treatment was continued.  On 29th June 2013, the patient was maintaining SPO2 of 93% on room air.  On 4th July, as per note written by Dr. Hemant Tiwari himself, the patient was maintaining SPO2 >90% on room air and could be discharged from pulmo viewpoint.  However on 05th July 2013, the SPO2 had dropped again to 84-86% and required oxygen @ 1-2 1/min.  It was then, recommended to discharge the patient on home oxygen.  By then, the patient’s anasarca had settled, wheezing was absent and SPO2 on on room air was 90-92%.  It is a common practice to discharge a patient of COPD on low flow oxygen provided the patient is stable clinically, which this patient was.  The patient seems to have been given the best standard of care and was discharged in a stable condition.     

Dr. Sutapa Chaudhuri in her written statement averred that the patient Shri Bireswar Bhattacharya presented with left hip pain following a fall.  The patient was admitted on 18th June 2013.  After preoperative workup, the patient underwent surgery on 19th June 2013.  She had seen the patient as a Senior Resident in critical care medicine department while she was working in Fortis Flt LT Rajan Dhall Hospital.  He had post-op requirement of inotropic support with fluid, electrolyte management the blood pressure improved.  On 20th June 2013, the patient was conscious, oriented, had respiratory rate of 18/min, blood pressure was 150/90mmHg, Spo2 100%.  They started tapering off adrenaline followed by nor adrenaline since the patient’s blood pressure started improving.  Mean arterial pressure (MAP) of 80 mmHg was targeted.  Cardiology review was taken.  The patient showed improvement of the parameters.  The patient was mobilized and shifted out of ICU in haemodynamically stable condition. They, as a team followed the ICU protocol and SOPs.  They rendered the services with utmost sincerity and dedication to the best of their knowledge and capability.  They regret the demise of the patient. Her heartfelt condolences to the bereaved family.                  

In view of the above, the Disciplinary Committee makes the following observations :-

1) It is observed that the patient Shri Bireswar Bhattarcharya a 90 years old male with history of COPD, HTD and CAD was admitted on 18th June, 2013 in the said hospital with complaints of pain in left hip with inability to bear weight and pain deformity in left wrist since morning of 18th June, 2013, as a result of fall in bathroom.  The patient was diagnosed as a case of Fracture Neck of femur (Left) and Distral End Radius (left).  The patient underwent left bipolar hemiarthroplasty under CSEA on 19th June, 2013, under consent, after PAC.  The surgical procedure was done by Dr. Ashish Dewan.  The surgery was uneventful.  Subsequently during the admission, the patient developed breathing difficulty; hence, pulmonolgy medicine consultation was taken.  Wheezing and crepitations bilaterally in the lungs was noted.  There was generalized anasarca.  The patient was managed with IV steroids, antibiotics, diuretics, bronchodilators and aggressive chest physiotherapy.  Nephrology opinion was taken for management of anasarca.  The patient was treated conservatively with regular review by pulmonary medicine and nephrology team.  Check x-ray left hip and chest x-ray were found to be satisfactory.  The patient was ambulatory with walker support.  Fracture distal end radius (left) was managed conservatively in a below elbow cast.  The patient was discharged on 5th July, 2013 on medication with advice to review in OPD.  The patient had to be admitted on the same day i.e. 5th July, 2013 in St. Stephens Hospital medical ICU with breathlessness.  Chest x-ray was recorded as haziness both lower zone ® lower zone opacity.  The patient was treated conservatively on line of pneumonia, with antibiotics and BIPAP support.  The patient’s condition remained grim and he developed cardiac arrest on 13th July, 2013 and inspite of  CPR could not be revived and declared dead at 10.30 p.m. on 13th July, 2013.  
2) As per the records, the condition of the patient was satisfactory at the time of discharge.  The patient was advised for 1-2 L/minute oxygen therapy at home.  

In light of the observations made herein-above, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of Dr. Ashish Dewan, Dr. P.S. Gill and Fortis Flt. Lt. Rajan Dhall Hospital, in the treatment administered to the complainant’s father Late Shri Bireswar Bhattarcharya at Fortis Flt. Lt. Rajan Dhall Hospital.

Complaint stands disposed. 
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The Order of the Disciplinary Committee dated 02nd May, 2023 was confirmed by the Delhi Medical Council in its meeting held on 11th May, 2023.    
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Copy to :- 

1) Sh. Devashish Bhattacharyya, D-2/87, West Kidwari Nagar, New Delhi-110023. 

2) Dr. Ashish Dewan, Through Medical Superintendent, Fortis Flt. Lt. Rajan Dhall Hospital, Sector B, Pocket-1, Aruna Asaf Ali Marg, Vasant Kunj, New Delhi-110070. 

3) Dr. P.S. Gill, Through Medical Superintendent, Fortis Flt. Lt. Rajan Dhall Hospital, Sector B, Pocket-1, Aruna Asaf Ali Marg, Vasant Kunj, New Delhi-110070. 

4) Medical Superintendent, Fortis Flt. Lt. Rajan Dhall Hospital, Sector B, Pocket-1, Aruna Asaf Ali Marg, Vasant Kunj, New Delhi-110070. 

5) Medical Superintendent, Directorate General of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalaya Bhawan, F-17, Karkardooma, Delhi-110032-w.r.t. letter F.No.23/64/SWZ/Comp.DHS/HQ/NH/2015-16/151937 dated 03.03.2016-for information.
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