DMC/DC/F.14/Comp.3069/2/2023/                                       


    15th May, 2023

                                                      O R D E R 

The Delhi Medical Council through its Executive Committee examined a complaint of Shri Shubham Bhatnagar, 551-A, Sector-3, R.K. Puram, New Delhi-110022, alleging medical negligence on the part of doctors of Primus Hospital, Chanakya Puri, New Delhi, in the treatment administered to the complainant’s mother Smt. Shalini Bhatnagar at Primus Hospital, resulting in her death on 09.06.2020. 

The Order of the Executive Committee dated 21st April, 2023 is reproduced herein-below:- 

“The Executive Committee of the Delhi Medical Council examined a complaint of Shri Shubham Bhatnagar, 551-A, Sector-3, R.K. Puram, New Delhi-110022, alleging medical negligence on the part of doctors of Primus Hospital, Chanakya Puri, New Delhi (referred hereinafter as a hospital), in the treatment administered to the complainant’s mother Smt. Shalini Bhatnagar(referred hereinafter as a patient) at Primus Hospital, resulting in her death on 09.06.2020. 

The Executive Committee perused the complaint, written statement of Dr. Subrata Gorai, Medical Superintendent, Primus Super Specialty Hospital enclosing therewith written statement of Dr. Manoj Kumar, Dr. Rahul Roshan, Dr. Pawan Gupta, Dr. Bhupesh Kumar, Dr. (Prof) S.K Chhabra, copy of medical records of Primus Super Specialty Hospital and other documents on record. 

The following were heard in person:-

1)  Dr. S.K. Chhabra 
Head of Dept. Pulmonary Medicine, Primus Super Specialty Hospital 

2)  Dr. Pawan Gupta
Consultant Pulmonologist, Primus Super Specialty Hospital

3)  Dr. Rahul Roshan 
Senior Consultant, Primus Super Specialty Hospital

4)  Dr. Manoj Kumar

Director, Primus Super Specialty Hospital

3) Dr. Arvind Gupta 
Medical Director, Primus Super Specialty Hospital

The Executive Committee noted that inspite of notice being sent to the complainant through post and e-mail, he has failed to appear before the Executive Committee. In the interest of justice, the Executive Committee decided to proceed with the matter in order to determine it on merits. 
The Executive Committee noted that as per complaint of Shri Shubham Bhatnagar it is alleged that his mother Smt. Shalini Bhatnagar 50 year old was admitted to Primus Hospital Chanakya Puri on 7th May for having headache, fever and vomiting. She was firstly treated by Gastroenterologist and was later transferred to Neurologist after being detected with Ventriculitis. She was shifted to ICU on 14th May till 9th June 1.30am when she expired. He has to highlight that during this interval Primus Hospital closed all its wards (general /private) and shifted all patients to ICU. The patients requiring the intensive care were not able to obtain it and hence there were many casualties, one of those being her mother. 

On 8th June, 2020 when they visited her (Smt. Shalini Bhatnagar) during visiting hours (6.30pm) her BP was 125/88 and she was stable (as per the ICU staff). However, they received a call from ICU on 9th June 1.00am and were asked to reach the hospital immediately. After they reached, she was declared dead at 1.30am. The reason for her sudden demise was cardiac arrest which was caused due to acidosis (kidney failure). It was very shocking and heart wrenching news for them, as they were never informed that she was suffering from kidney disease, UTI.  Her mother walked in the hospital on foot and in the end they received her body back from the hospital.  Her mother was conferred degrees B.Sc, B.Ed, MCA and was a computer science HOD in a school in Delhi and had 23 years of teaching experience. She won several awards such as State Teacher’s Award, AI Master Trainer, Google Certified Teacher during her career. Her strong work ethics were always admired by her colleagues and she was always remembered by all her students throughout the globe. She has inculcated values, knowledge and intelligence in innumerable students and positively impacted their lives, who are now working in different countries. Due to such negligence, we have lost extremely valuable person for the society. Her contribution towards the education industry is remarkable and will always be remembered. It is requested to please investigate the matter of such severe medical negligence and take strict action against the hospital. 

Additionally, they constantly tried to reach out to the hospital via mail, however failed to receive a response to below questions:-

1. The death summary mentioned that the patient’s urine output decreased and she developed hypotension.

a. When did the patient develop this condition and what was the reason behind not informing the attendant regarding the decreasing urine output?

b. The patient was suffering from UTI already. Considering this, she required more disease-centric care. The ICU-staff failed to provide adequate attention to the patient amidst the situation. Why was the urine output of the patient not measured throughout the day by the staff on duty and if the said was done, please provide records containing the measurement of urine output computed?

c. Why was the action taken at the end when she developed hypotension and not before. 

d. Was there any action taken to increase the output of urine. If so, please mention the measures applied. 

e. The doctors and nurses never informed them about the urine or kidney infection. Please provide the reason how this was developed over such a short period?

2. Provide the reason why the I/V fluids were provided to the patient only after she developed hypotension. 

3. As per the death summary provided to him the cause of death is Urosepsis (pseudomonas). As per National Centre for Biotechnology Information, Pseudomonas Aeruginosa is the third most common pathogen associated with hospital-acquired catheter- associated UTIs. What preventive and proactive measures did the hospital take to prevent this hospital acquired infection? 

4. The death summary mentions drug induced liver injury as one of the causes for the death. 

a. Which medicines caused the said injury? 

b. The reports and details regarding injury to the liver were not provided to the attendant present. Why was the staff on duty at failure to provide them with such information regarding the patient? 

c. Please provide a detailed explanation as to what actions were taken by the staff on duty to recognize the drug causing the problem and later on withdraw the same in order to prevent the progression of the said hospital acquired infection? 

5. The attendant visited the patient at ICU at 6.30pm on the 8th June, 2020, at the specific time, the patient’s blood pressure was recorded at 125/88mmHg and cannula was attached on her right thigh. The attendant was not notified that the patient had contracted any urinary infections, kidney issues or drug induced liver injury. However, when the attendant reached the hospital at 1.00am on 09th June 2020, the ICU staff incharge then informed him about both the kidney failure and a heart attack. 

6. Provide a reason state how both the kidneys of the patient failed within a span of 6 hours given the fact that he/ she is admitted in the ICU? What action did the ICU staff take to prevent the same? 

7. As per National Center for Biotechnology information, acidosis occurs in stage 4 of Chronic Kidney Disease. 

a. Why did the hospital fail to take any action prior to reaching the stage 4 and not informing the attendant regarding the condition? 

b. When did the hospital detect that patient was suffering from chronic kidney disease? Please provide the reports by the hospital maintained in regard to when did the hospital detect the disease following the medicines, fluids and treatments used in the cure? 

c. Why wasn’t the patient made to undergo dialysis in advance as her kidneys were failing while she was in the ICU? 

8. The report provided by the lab states that the patient’s urea was continuously exceeding the normal range at an alarming pace from 6th June 2020 till 8th June 2020. What were the measures taken in order to bring this situation under control? 

9. The lymphocytes count had been very low for the patient. What action had the ICU taken to control it? 

10. Share all the medicines, injections fluids and line of treatments from the clinical records of ICU from 14th May 2020 til 1.30am of 9th June 2020. These should depict the dates on which they were administered and should contain the signature of the relevant authority.

11. Provide the KFT reports from 8th to 31st May 2020 and 2nd to 5th June 2020 as they didn’t received their copy. 

12. Provide the reports containing differential leukocyte count from 8th May 2020 till 6th June 2020 as they didn’t received the copy. 

13. Provide the LFT reports 8th to 10th May, 12th 31st May, 2nd June, 4th June, 5th June, 7th June, 8th June. 

14. He has to emphasize that the doctor incharge for his mother was not even aware of her death until they notifies him on call next morning (11 am, 9th June, 2020). Why didn’t the ICU staff contact him during the time when his mother’s condition was critical? 

Dr. Pawan Gupta, Dr. Rahul Roshan, Dr. Manoj Kumar, Dr. Bhupesh Kumar and Dr. S.K. Chhabra Professor Pulmonology Medicine of Primus Hospital Primus Hospital in their joint written statement averred that Smt. Bhatnagar, 50 years old female and k/c/o Type 2 Diabetes (DM(II)) and Hypertension (HTN), was admitted under the care of Dr. Manoj Kumar (Gastroenterology) on 07.05.2020 with chief complaints of fever, vomiting, decreased oral intake and letharginess since 5-6 days. She was admitted in emergency where COVID RT PCR was conducted which came negative. Thereafter, she was shifted in MICU, where CBC, LFT, KFT, B(S)(F), CRP, Procalcitonin and Pro-BNP were conducted. Critical care team consultation was taken and advice followed. Chest X-Ray was done which was normal. CBC, LFT and KIT were normal. NCCT (Chest) was done which showed left lingular alveolar opacity with bilateral pleural effusion. Patient developed altered sensorium and became unresponsive for which she was shifted under neurology (Dr. Bhupesh Kumar). On neurology examination, GCS score was 6 (E2V2M2). Patient was stated on Inj. Meropenem, inj. Clidamycin, and Inj Linezolid. Oxygen inhalation was started in view of Type 1 respiratory failure. Repeat CBC was done which showed leukocytosis. In view of altered sensorium, MRI (Brain) was done which was suggestive of Ventriculitis. Lumbar puncture was done on 16.05.20 which was showing elevated protein. CSF for Genexpert was positive for mycobacterium tuberculosis. Bronchoscopy was done and BAL was taken on 17.05.20. Bronchoscopy for Genexpert was positive for mycobacterium tuberculosis. Anti​tubercular medications (HERZ) along with steroids were started on 19.05.20. Patients LFT got on 19.05.20 for which ATT were modified (Streptomycin, Levofloxacin and Ethambutol, SLE) on 27.05.20. Repeat MRI (Brain) was done which was suggestive of improvement in Ventriculitis. In view of fresh fever spikes, repeat urine and blood cultures were sent on 02.06.20. Urine culture was (02.06.20) suggestive of Pseudomonas aeroginosa infection for which antibiotics were modified (lnj.Colistin). Patient developed septic shock on 06.06.20 for which noradrenaline infusion was started. Repeat LFT showed improvement, so lsoniazid was introduced as challenge drug. Patient urine output started decreasing on 08.06.20 for which KFT was repeated which came out normal. Nephrology reference was sent on 08.06.20 evening for decreasing urine output to 10-15ml/hr. Patient sensorium got deteriorated. ABO was done which was suggestive of severe metabolic acidosis with type l respiratory failure. On 09.06.20 at 12.30 AM, patient had sudden cardiac arrest for which cardiopulmonary resuscitation (CPR) was done as per ACLS/BLS guidelines. Despite all efforts, patient could not be revived and declared expired on 09.06.20 at 1.30 AM. Final diagnosis ; Metabolic acidosis, Tubercular ventriculitis, Urosepsis with AKI,  Bilateral Pneumonia,  A TT induced liver injury, DM with Hypertension, Type 1 Respiratory failure. As a number of queries relate to patient monitoring, it is pertinent to mention that in all critically ill patients in the ICU, besides the morning and evening rounds of the consultants, senior residents are stationed round-the-clock and Critical Care consultants are available to intervene as and when necessary. There are standard protocols of monitoring of vital signs, oxygen saturation and ECG, intake/output, medication, nursing care including feeding, intravenous administration of fluid and drugs, skin care, measures to prevent bed sores, and hospital acquired pneumonia, prevention of catheter and line associated blood stream and urinary tract infections, and chest and limb physiotherapy. Investigations to monitor are done frequently including monitoring of blood counts, blood gases, renal function including electrolytes and chest radiographs (in-bed) as required. Specific investigations are carried out as indicated. The fluid status of patients is monitored by dynamic measurements of the IVC by ultrasound as often as required. Facilities for bedside echocardiography and dialysis are available 24 x 7 and crash cart for Advance Cardiac Life support is kept in readiness. These components of critical care were in place and fully operational, and provided to the deceased, Smt Shalini Bhatnagar. It is completely incorrect to state that the patient was already suffering from UTI. It is submitted that Urine examination and previous cultures did not suggest UTI (reports enclosed). The UTI was detected for the first time on 6th June 2020 (report enclosed). It yielded a culture of Pseudomonas Aeruginosa. Antibiotics were changed based on the culture report. Hypotension developed on 6th June 2020 as a complication of sepsis due to urinary tract infection. This was managed by intravenous fluids after monitoring the volume status and nor adrenaline was added. Acute kidney injury occurred on 8th June 2020 (evening) following UTI sepsis. Before that, the renal function had been in the normal range. The urine output had been in the normal range from the day of admission. Even on 8th June, the hourly urine output was maintained and decreased to (average)15 ml per hour at 8 p.m. Additional fluid and intravenous furosemide was started in an attempt to revive the kidneys. An arterial blood gas analysis on 9th June 2020 at 00:58 a.m. revealed metabolic acidosis (pH:7.0 paCO2: 40 HCO3:6.8) The case was discussed with nephrologist and dialysis was kept as an option the next day if the kidney function and urine output did not recover. The urine output did not increase and the patient suffered a cardiac arrest on 9th June at 12.30 a.m. Thus, the allegations of Sh. Shubham Bhatnagar that urine output of the patient was not measured is completely misconceived and false in as much as the staff was continuously and rigorously following up with the urine output of the patient and was recording the same in the charts. Further, contrary to the allegations made by the Sh. Shubham Bhatnagar, a disease-centric approach was very much adopted in addition to the comprehensive care already being provided to the patient. As is evident from the prompt response to diagnose and treat UTI and its complications described above, the allegations that the ICU staff failed to provide adequate care is completely false, misconceived and contrary to facts. On the question on why IV fluids were not given before hypotension developed, it is submitted that the indication for fluids is there only when there is a volume deficit. Before that, as a standard protocol, fluids are given orally and supplemented with intravenous fluids daily as required by the consideration of the intake/output records and patient's dynamic volume status and hemodynamic parameters. This was done throughout the patient's stay in the ICU. Volume resuscitation is done with intravenous fluids for hypotension if it develops on an emergent basis with monitoring of hemodynamics and fluid status. This was done in the present case too when the need arose following sepsis due to UTI. It is further stated that the nursing staff is fully trained to catheterize patients with all aseptic precautions. However, Urinary catheterization is provided only in unavoidable circumstances where the patient is functionally dependent and not able to take self-care. In such cases, silicon-cathetar is used for long-duration requirement. In the present case, as the patient was functionally dependent and was not able to take self​care, A silicon-cathetar was used for long-duration requirement. The standard tool to detect UTI is to monitor urine routine examination and send cultures if there is an episode of fever with/without leukocytosis. These are standard ICU protocols, which were duly followed in the present case. It is relevant to state that considering these measures were effectively implemented no. UTI developed for more than a month of hospitalization. However, despite the aforesaid protocols and precautions and the best nursing care in hospitals all over the world, nosocomial infections do occur in patients with prolonged hospitalization. Despite following the standard protocols and providing the best nursing care, the patient developed UTI, which was immediately directed towards early diagnosis and appropriate treatment. At the outset, it is submitted that the Drug Induced Liver Injury (DILI) was not a cause of death as alleged by the Complainant. It is submitted that DILI is mentioned in the diagnosis not as a cause of death but as an important adverse event occurring during hospitalization. The patient's complete diagnosis included the primary disease as well as all the complications and new developments during hospitalization. In this case, a diagnosis of tuberculosis was established on the basis of chest CT scan picture, bronchoalveolar lavage yielding positive Genexpert test and CSP showing elevated protein. The first-line anti tubercular therapy (Rifampicin, Isoniazid, Pyrazinamide, Ethambutaol RHZE) was started on 19th May 2020 and the patient was monitored for response and toxicity. Evidence of drug-​induced liver injury (DILI) was found in the LFT report dated 26th May 2020 (enclosed). As per standard management of DILI, first line ATT, RHZE, was stopped and replaced by a non​-hepatotoxic regiment (Streptomycin, Levofloxacin and Ethambutol, SLE). The DILI recovered and lsoniazid was added. It is relevant to state that DILI is a known complication of first line ATT, RHZE, in about 2% cases and the standard way to manage is stopping the drugs and replacing with non​hepatotoxic regimen, SLE. Once it recovers, the first-line drugs can be re-introduced. As already stated the patient did not have a Chronic Kidney Disease. In fact, the KFT reports were in the normal range from date of admission to till 7th June 2020. The ICU staff was continuously and rigorously following up with the urine output of the patient and was recording the same in the charts (the same are enclosed for further consideration). The KFT and urine output remained in normal range till the last day when it deteriorated rapidly (Acute Kidney Injury). He further stated that the Urea increased from 27mg/dl to 43mg/dl between 6th to 8th June 2020 following UTI. Specific antibiotics were administered based on urine culture report. The ABG, serum creatinine and urine output were maintained and no other action was warranted besides monitoring to detect deterioration of renal function. Necessary action was taken when hypotension developed followed by acute kidney injury. Lymphocytopenia is not a specific disease under conditions of stress and sepsis but relative due to increase in polymorphonuclear leukocytes. The primary condition needs to be managed which was done as detailed above. Specifically, no management for lymphocytopenia is warranted. The allegations of lack of knowledge on the part of doctor in charge of the demise of Smt. Bhatnagar is wholly misconceived in as much as the doctor was thoroughly aware of the developments throughout. It is relevant to mention that the entire critical care team was there in the ICU and despite all efforts; the patient could not revive and was declared expired on 9th June, 2020. The patient was regularly and continuously monitored. The doctors even had discussions with ICU SRs on a daily basis during visiting hours throughout hospitalization. Further, regular discussions were held with Neurologist on phone, whatsapp and in person. It is relevant to state that admittedly, during the entire period of hospitalization, the patient or the Complainant herein had no complaints complaints regarding the ICU management in as much as the Complainant never contacted the ICU consultants or the HOD regarding any issues with the ICU management. Additionally, we would like to bring to your kind notice that Mr. Shubham Bhatnagar along with his father were counselled for at least 35 minutes after the demise of Smt. Bhatnagar over the phone and also in person within I5 days of their visit to the hospital. It is submitted that the patient suffered from a very rare disease, which was diagnosed and treated to their best efforts in terms of the standard protocol during the period of hospitalization of the patient. The Diagnosis of tuberculosis was confirmed by relevant investigations conducted by them. The patient stayed for more than a month and showed consistently favourable response. Complications and new developments were diagnosed early and managed promptly with standard protocols. The Complainant and the family members were regularly informed about the condition and progress by the Neurologist and ICU SRs. Despite following the standard medical protocols and despite all efforts, the patient could not revive and was declared expired on 9th June, 2020. It is relevant to state that the averments of the complainant alleging medical negligence are completely vague, concocted, lacks merit and appears to have been made only to harass the hospital and doctors. Despite the Pandemic, the hospital and doctors left no stone unturned to provide best possible medical care to the mother of the complainant.   
In view of the above, the Executive Committee makes the following observations:- 
1) The patient Smt. Shalini Bhatnagar 50 years old female, known case of diabetes mellitus type II, hypertension, presented to the said hospital on 07.05.2020 with chief complaints of fever, vomiting, decreased oral intake, lethargy since 4-5 days, COVID-19 report was negative and patient was admitted for further evaluation and management. Patient was admitted under Gastro team and started on I/V antibiotics and relevant investigations were carried out. NCCT chest done showed bilateral mild pleural effusion with subsegmental collapse, alveolar opacity in the lingular segment likely infective and mild cardiomegaly. Chest x-ray showed patchy alveolar opacity seen in right upper and middle lobe and left CP angle is blunted. USG abdomen with pelvis was normal. Upper GI Endoscopy showed small hiatus hernia and pangastritis. Cardiology consultation was taken for tachycardia. Neurology consultation was taken for recurrent headache and vomiting. MRI brain showed ventriculitis and ischemia demyelinating changes. Patient was started on medication as per neurologist advice and patient was shifted to MICU. Critical care team consultation was taken and advice followed. CSF fluid was aspirated on 16.05.2020 and sent for investigation. Central venous line was inserted. It was suggestive of tubercular origin. Direct laryngoscopy, FOB + BAL was taken on 17.5.2020 and sent for investigation. Her RBS level was high and insulin was given. She developed fever and urine culture revealed pseudomonas, antibiotics were upgraded accordingly. Her urine output declined gradually and she developed hypotension. I/V fluid and ionotropes were started. Her ABG showed severe metabolic acidosis. She developed sudden cardiac arrest on 09.06.2020 at 12.40am. CPR was started according to ACLS protocol. Inspite of all the efforts she was clinically dead at 1.30am on 09.06.2020. Cause of death was T2DM, Hypertension, Tubercular ventriculitis, Bilateral Pneumonia, Urosepsis with AKI, ATT induced hepatitis, Metabolic acidosis & Type 1 Respiratory failure.
2) The patient was examined, investigated and treated as per accepted professional practices in such cases. There is no factual medical negligence in management of patient including the complications which arose later.

3) The Patient suffered from a very rare disease, tubercular ventriculitis, which has a grave prognosis, in spite of being administered adequate treatment. 

4) Patient’s attendant was regularly prognosticated. 
In light of the observations made herein-above, it is the decision of the Executive Committee that no medical negligence can be attributed on the part of doctors of Primus Hospital, Chanakya Puri, New Delhi, in the treatment administered to the complainant’s mother Smt. Shalini Bhatnagar. 

Complaint stands disposed.”
             Sd/:



    Sd/:


    Sd/:
(Dr. Arun Kumar Gupta),
  (Dr. Sudan Singh),       (Dr. Raghav Aggarwal)

Chairman,


   Member,

             Member,

Executive Committee  
  Executive Committee      Executive Committee


    Sd/:



Sd/:



 Sd/:



(Dr. Ashwini Dalmiya),      (Dr. Aditya Aggarwal),    (Dr. Amitesh Aggarwal)

Member,


      Member,


Expert Member, 
Executive Committee 
      Executive Committee      Executive Committee 
The Order of the Executive Committee dated 21st April, 2023 was confirmed by the Delhi Medical Council in its meeting held on 11th May, 2023.
                                                                                                             By the Order & in the name of 








                     Delhi Medical Council 








                                              (Dr. Girish Tyagi)







                                                               Secretary
Copy to:- 

1) Shri Shubham Bhatnagar, 551-A, Sector-3, R.K. Puram, New Delhi-110022. 
2) Medical Superintendent Primus Hospital, Chanakya Puri, New Delhi-110021.
(Dr. Girish Tyagi)
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