



DMC/DC/F.14/Comp.2698/2/2023/	                                                             29th August, 2023 

O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Subhash Kumar Trehan 14, Ekta Apartment, Sector-3, Dwarka, New Delhi-110078, forwarded by Medical Council of India, alleging medical negligence on the part of the doctors of VPS Rockland Hospital, Sector-12, Dwarka, New Delhi, in the treatment of complainant’s wife Smt. Veena Trehan, resulting in her death on 29.7.2018 at VPS Rockland Hospital.
The Order of the Disciplinary Committee dated 22nd June, 2023 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Subhash Kumar Trehan 14, Ekta Apartment, Sector-3, Dwarka, New Delhi-110078 (referred hereinafter as the complainant), forwarded by Medical Council of India, alleging medical negligence on the part of the doctors of VPS Rockland Hospital, Sector-12, Dwarka, New Delhi(referred hereinafter as the said Hospital), in the treatment of complainant’s wife Smt. Veena Trehan (referred hereinafter as the patient, resulting in her death on 29.7.2018 at VPS Rockland Hospital.

The Disciplinary Committee perused the complaint, written statement of Dr. Sangeeta Singh, Deputy Medical Superintendent, Medeor Hospital (Formerly known as Rockland Hospital Limited) enclosing therewith joint written statement of Dr. V.K. Raju, Dr. Deepak Gupta, Dr. Mirza Azfar A. Beg, Dr. Manoj Kumar, copy of medical records of Rockland Hospital and other documents on record.

[bookmark: _Hlk138064492]The following were heard in person :-
1) Dr. Mirza Azfar			ICU Duty Doctor, VPS Rockland Hospital
2) Dr. V.K. Raju			Consultant Medicine, VPS Rockland Hospital
3) Dr. Manoj Kumar Singh	ICU Duty Doctor, VPS Rockland Hospital
4) Dr. Deepak Gupta		RMO, VPS Rockland Hospital
5) Dr. Ram Kumar			Medical Superintendent, VPS Rockland 
Hospital

The Disciplinary Committee noted that the complainant Shri Subhash Kumar Trehan failed to appear before the Disciplinary Committee, inspite of notice. 

In the interest of justice, the Disciplinary Committee decided to proceed with the matter in order to determine it on merits.

The complainant Shri Subhash Kumar Trehan alleged that his wife Smt. Veena Trehan (the patient) was admitted to Rockland Hospital, Dwarka, Sector 12, Delhi at 01:15 a.m. on 28.07.2018 for treatment of thick cough coming from her mouth and nose frequently.  The patient was fully examined in the emergency room of the hospital on major parameters, including ECG and no abnormality was found.  She was having cough and mild fever only.  The doctors of the hospital were briefed that on 27.07.2018, the patient had got cough due to rainy season and as such, as precautionary measure, they had brought her to Rockland Hospital, Sector-12, Dwarka for admission.  They also told the hospital doctors that she had got brain strokes previously in 2015 resulting in paralysis from which, she had recovered considerably and that no sedation must be given to her and if, so given it will adversely affect her brain and again brain stroke is likely to occur jeopardizing her life.  However, the doctors of the hospital in utter disregard to the briefing given to them conducted themselves in gross irresponsible and negligent manner and committed the grave negligence in administering the medical treatment to the patient.  Despite being cautioned that no sedation should be given to the patient, the doctors gave sedation to her at the time of HRCT/x-ray scan without his consent and information, which resulted in causing seizures to the patient adversely affecting her brain.  The patient was not having any breathing problem, but the doctors gave her oxygen continuously which was not required.  Besides, there was also insufficient arrangement of regular supply of electricity.  The electric supply was erratic and the generator of the hospital was not in good working condition as switching over to generator manually was taking time.  The nursing attendants in the ICU attending to the patient were not taking due care to remove the oxygen mask whenever the electricity supply was off.  So much so, on one particular occasion, the son of the patient himself had to remove the oxygen mask to enable her to breath during the non-supply of the electricity.  The inaction on the part of nursing attendants and negligence on the part of the doctors on duty to exercise proper supervision in such situations resulted in interruption of regular blood supply to the brain cells causing damage to the brain of the patient.  The pressure for suction of the sputum was not maintained properly and that the excess pressure given for suction resulting in oozing out of the blood of her slit/hole in the neck.  He complained to the doctor on duty about the unprofessional way of handling the suction machine by the nursing attendants, upon which, the doctor asked the nursing attendant to bring down the pressure of the machine.  This act of the nursing attendant and the negligence on the part of the doctor on duty caused bleeding from the trachea/lungs of the patient which proved to be a contributory factor leading to her death due to internal bleeding.  The extent of carelessness can be gauzed from the fact that no feeding was given to the patient and as such her hunger could be a contributory factor for her death.  This is evident from the billing details.  On the night of 28.07.2018 at about 10:45 p.m., he alongwith his son, again went to see the patient in the ICU but was not allowed by the security person.  He told her that he was deeply upset due to unconsciousness/ drowsiness of the patient so may get special permission from the duty doctor. But he was told that the duty doctor had gone for dinner to his residence and there is no doctor in the ICU.  However, with repeated requests, the security person allowed his son to visit for a moment while he noticed that the patient was very drowsy and her pulse rate on monitor was 117 which should not be so in such condition.  So, they asked the security person to get her body temperature checked by the nursing attendant.  The latter did not pay any heed to her even after repeated requests.  After waiting for more than twenty minutes, they asked the security person to call him outside and then, he told them (without checking) it was 98.6.  In the meantime, light of the hospital including ICU went off twice and start of generator was taking time, thus, exposing his patient to risk due to cut in oxygen supply.  The aforesaid lapses and acts of negligence on the part of the doctors of the hospital caused unconsciousness and drowsiness of the patient and she started getting seizures.  On 29.07.2018, when the complainant visited her during the morning visiting hours of 11.00-11.30 a.m., the complainant noticed that she was unconscious, very drowsy and not responding to his commands.  She was getting seizures on the face continuously, though, all the other parameters on her monitor were in order except her blood pressure which was 110/60 and pulse at 61.  He (the complainant) pointed out to the treating doctor as well as to the doctor on duty in ICU and also to the nursing attendant regarding her failing blood pressure and asked them to take remedial measure.  But the doctor on duty did not take it seriously and assured them it would cause no harm.  After about forty-five minutes of the complainant leaving the hospital, he got a call from the doctor on duty asking him to reach the hospital.  The complainant reached the hospital within ten minutes and found that the doctor has already removed her life support systems and she had already died.  But two nursing attendants were pretending to revive her heart beat started pressing her heart to make it a show for the complainant.  The patient was taken and admitted as a simple case of excessive cough but due to medical negligence, carelessness and mismanagement of the treatment by the doctors of the hospital, she expired within two days of her admission, that too in the ICU.

[bookmark: _Hlk138067985]Dr. V.K Raju, Dr. Deepak Gupta, Dr. Mirza Azfar A. Beg and Dr. Manoj Kumar in their joint written statement averred that the patient Smt. Veena Trehan was received in their emergency department on 28.07.2018 at 01:00a.m. alongwith her husband in serious condition with fever and purulent sputum with bed sores and open unattended tracheostomy wound.  The complainant gave past history of brain TB with CVA with seizure disorder to the duty doctor.  After further examination of the patient by the duty doctor, it was found out that since last eight months, she was without any medicines and tracheostomy tube.  It is further submitted that no past medical records were provided ever by her husband (the complainant) to the hospital or its doctors.  The doctors had no clue as to why the tracheotomy opening was kept open without any care or tube in place.  It is vehemently denied that the patient had only mild fever and cough.  The patient upon examination by the duty doctor found her to be in a critical condition and, thus, decided to shift her to ICU, so that the required and appropriate treatment is provided for the same.  The serious and critical condition of the patient was duly explained to her husband and he signed it on 28.07.2018.  The initial investigation conducted on the patient revealed the following observations :-very High total leukocyte count of 23200, pulse rate-119/min with Sp02 94% on room air with 99°F, BP was high 190/90 mmHg.  She was given antibiotic injection Piroogen (Cefpirome) 1.5 gm IV BD with injection Pantocid 40 mg IV BD with RT feeding 100 ml 2 hourly and IV fluids and tablet Amlodipin 5 mg OD.  She was catheterized and given oxygen by mask.  Routine investigations were done.  ABO was done which shows hypoxia (p02 -59 mmHg and lactic acid - 2.2mmol/l).  She was also given nebulisation with Duolin and Budecort.  The SpO2 of the patient was 94% when she came to the emergency and then, the oxygen support was a decision of the doctor due to her critical condition of breathlessness and thick secretions.  She was further examined by the consultant Dr. V K Raju and Dr. Tarun Bhatnagar (pulmonologist) on 28.07.2018and the treatment was modified accordingly.  She was conscious but not oriented and not responding normally, bed ridden and moving all the limbs properly.  Her HRCT Chest done on 28.07.2018shows mild bilateral pleural effusion with mild volume loss in left lower lobe basal segment and mediastinal lymphadenopathy and cardiomegaly with small mid line defect along the anterior wall of trachea communicating with overlying skin.  The patient had focal seizure right side at 3:45 p.m. on 28.07.2018, so anti-convalescent sodium Valproate 1gm was given in 100 ml of NS over one hour and 500 mg IV BD dose started and switched to antibiotic injection Meropenam.  It is submitted that no sedation was given to her during HRCT/X-ray scan or for any indications during her treatment in hospital.  The complaint in its own complaint has admitted that he gave clear and absolute instruction against giving any sedative to the patient for whatsoever need. Whereas, it was duly explained to the complainant the need of sedation during seizure or any intervention required like MRI/HRCT/tracheostomy wound care/ventilator use, but he was adamant on his view and threatened the staff to take legal action if sedation was given to her and did not sign the family education/consent form on 29/07/2018.  This is to apprise the fact that the since many years, the complainant did not take her for follow up to any hospital.  The critical condition was explained to her husband (the complainant) every time he visited the hospital but he refused to sign any consent form, and this is evident from the unsigned family education/consent form on 29/07/2018.  The complainant raised objections on every action they tried for her good health.  It is submitted that the oxygen saturation on supplementation was never more than the required.  The complainant and his son rather intervened and obstructed doctor and hospital at a number of times in giving proper care the patient.  The complainant has accepted that his son has intervened in treatment and removed oxygen mask of the patient against the doctor's advice.  It is further submitted that the oxygen supply in ICU is centralized and directly through cylinders and by pressure without any use of electric operated machine or tools so that oxygen supply cannot be interrupted in case of electricity failure.  The hospital has full power backup with UPS and generators.  She was not on any machine or equipment which can be affected in case of power failure and which never happened as well.  They were creating a situation on their own wish and timing to intervene and stop doctors in imparting good care to the patient, but still the doctors and staff tried their best.  On morning of 29.07.2018her serious condition was explained to him.  It is submitted that the patient was on RT feed (100-200 ml) every two hourly and IV Fluid.  The required diet was timely provided to the patient at regular intervals without any delay.  Suction of thick secretion can lead to blood stain secretion due to underlying inflammation and secretion.  They never documented any internal bleeding ever, nor were there any.  HRCT chest clearly say this.  It is submitted that the duty doctor never leave ICU unattended for even a second.  The duty doctor has his meals and daily needs during duty hours inside the ICU in their duty room.  It is submitted that according to the complainant, he left hospital at 11:30 a.m. and received call after forty-five minutes at home and reached ICU in ten minutes, so around 12:25 p.m., he was in ICU and he says that she was dead already.  But even 12:40 p.m. notes of the cardiologist and ECG recorded contradicts his claim.  The patient developed bradycardia at 12:10 p.m. and was given injection Atropine and injection Adrenaline stat and infusion of injection Adrenaline, injection Noradrenaline and injection Dopamine started. She developed cardiac asystole later and CPR started as per ACLS protocol.  She was declared dead at 01: 15 p.m., fifty minutes after he entered ICU as per his own plea and CPR was given to her continuously and in his presence.  The facts and circumstances mentioned above clearly suggests that the complainant has not approached the governmental agencies with clean hands and further was hiding the facts from doctor about her history of illness and condition of open uncared tracheostomy opening, messed up bed sores, no medication at all since many months at home, not giving any consent for sedation as need arose and wrong allegation of sedation being given to her without his consent.  Obstructing and interfering in treatment in ICU.

On enquiry by the Disciplinary Committee, Dr. Ram Kumar, Medical Superintendent, VPS Rockland Hospital stated that they do not take consent from the patient or the relatives for doing plain without contrast HRCT chest.  Further, no sedation was given during the procedure of HRCT chest done on 28th July, 2018.  It was also submitted that during COVID outbreak, the hospital was totally closed for one year, during that period, some medical records went missing including this case.  

In light of the above, the Disciplinary Committee makes the following observations :-
1) The patient Smt. Veena Trehan, 65 years female was brought to emergency VPS Rockland Hospital with history of cough, on 28.07.2018. She was conscious and oriented. She was known case of CVA since 03 years with ? Brain TB with seizures. She was bed ridden. Tracheostomy was done in another Hospital, but was not in use since last 8 months. She was not on any regular medication. She was on ryles tube feeding. She also had bed sores.  She was admitted in ICU.  She was started on antibiotics and supportive treatment and all relevant investigations were sent. She was conscious but not responding to commands. Investigations revealed leucocytesis, however no evidence of severe sepsis was seen. Chest X-ray also did not reveal any significant abnormality. EEG revealed ? seizure disorder. She was also subjected to HRCT chest on same day 28.07.2018, which did not reveal any significant abnormality.  Patient was continued on treatment, however she suddenly developed bradycardia at around 12:00 pm and the treatment for same and CPR was initiated but she could not be revived and was declared dated at 1.15 p.m. on 29.07.2018. 

2) The patient was examined and treated as per accepted professional practices in such cases.  She died due to natural cause of her underlying chronic disease condition, which carried a poor prognosis, inspite of being administered adequate treatment.

3) It is noted that the HRCT thorax done on 28th July, 2018 at VPS Rockland Hospital was done without contrast which is suggestive of the fact that no sedation was given to the patient.  The possibility of worsening of condition following CT scan without contrast, is highly unlikely.  

4) As per the medical records since the patient had low SPO2, she required oxygen support.  The patient was admitted with tracheostomy tube insitu.  The patient was in a serious condition, thus, on 28th July, 2018, admitted straightaway in ICU.  
In light of the above, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of the doctors of VPS Rockland Hospital, Sector-12, Dwarka, New Delhi, in the treatment of complainant’s wife Smt. Veena Trehan.


Complaint stands disposed. 
 Sd/:			              Sd/: 		                   Sd/:	
(Dr. Maneesh Singhal)	(Dr. Satish Tyagi)            (Dr. Amitesh Aggarwal)
Chairman,		         Delhi Medical Association,      Expert Member,
Disciplinary Committee 	Member,                          Disciplinary Committee            
                                    Disciplinary Committee
The Order of the Disciplinary Committee dated 22nd June, 2023 was confirmed by the Delhi Medical Council in its meeting held on 21st August, 2023. 
                                                                                                             By the Order & in the name of 
							                  Delhi Medical Council 
	


							                                (Dr. Girish Tyagi)
						                                              Secretary

Copy to :- 

1) Shri Subhash Kumar Trehan, 14, Ekta Apartment, Sector-3, Dwarka, New Delhi-110078.

2) Dr. Mirza Azfar, C-241, Third Floor, Near Clock Tower, Hari Nagar, New Delhi- 110064.

3) Dr. V.K. Raju, Flat No.14, DIN CGHS, Polo No. 07, Sector-4, Dwarka, New Delhi- 110078.

4) Dr. Manoj Kumar Singh, Flat No. 652, Plot No. 01, Bahawalpur Housing Society, Sector-4, Dwarka, New Delhi- 110075.

5) Dr. Deepak Gupta, Bunglow No.112-D, Shanti Niketan, Harding Road, Near Central Bank Meerpur, Cantt, Kanpur, Uttar Pradesh-208004.

6) Medical Superintendent, Medeor Hospital, (Formerly known as VPS Rockland Hospital), HAF-B, Phase-I, Sector-12, Dwarka, New Delhi- 110075.

7) National Medical Commission, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077 w.r.t. erstwhile Medical Council of India’s letter No.MCI-211(2)(Gen.)/2019-Ethics./167827 dated 29-01-2019-for information.
        


            (Dr. Girish Tyagi)
						                                                    Secretary    
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