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                     19th September, 2023

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Pradeep Bhushan Goel r/o F-11 A (G-8, Area) Hari Nagar, Delhi-110064, forwarded by the Medical Council of India, alleging medical negligence on the part of Dr. Arun Bhanot, Aum Clinics Flat No. 2, Akshardham Apartments, Pocket-3, Sector-19, Dwarka, New Delhi-110075, in the treatment of the complainant’s mother Smt. Prakash Goel at Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017, resulting in her death on 15.10.2020.

The Order of the Disciplinary Committee dated 11th July, 2023 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Pradeep Bhushan Goel r/o F-11 A (G-8, Area) Hari Nagar, Delhi-110064 (referred hereinafter as the complainant), forwarded by the Medical Council of India, alleging medical negligence on the part of Dr. Arun Bhanot, Aum Clinics Flat No. 2, Akshardham Apartments, Pocket-3, Sector-19, Dwarka, New Delhi-110075, in the treatment of the complainant’s mother Smt. Prakash Goel (referred hereinafter as the patient) at Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017(referred hereinafter as the said Hospital), resulting in her death on 15.10.2020.  
The Disciplinary Committee perused the complaint, written statement of Dr. Nikhil Mishra, Chief of Medical Services, Columbia Asia Hospital enclosing therewith written statement of Dr. Arun Bhanot, Dr. Manjeeta Nath Das, Dr. Amit Gupta, Dr. Piyush Goel, Dr. Sandeep Mandal, copy of medical records of Columbia Asia Hospital, rejoinder of Shri Pradeep Bhushan Goel, joint written submissions of Dr. Arun Bhanot, Dr. Manjeetha Nath Das, Dr. Amit Gupta, Dr. Piyush Goel, Dr. Sandeep Mandal and Dr. Mitali Sethi, Medical Superintendent, Columbia Asia Hospital (Manipal Hospital) and other documents on record.

The following were in person :-

1) Shri Pradeep Bhushan Goel

Complainant 

2) Smt. Neha Goel


Daughter of the complainant 

3) Shri Ravi Loi



Son-in-law of the complainant 

4) Dr. Arun Bhanot


Spine Surgeon, Columbia Asia Hospital

5) Dr. Manjeeta Nath Das

Consultant, Columbia Asia Hospital

6) Dr. Amit Gupta


Consultant Cardiology, Columbia Asia 






Hospital

7) Dr. Piyush Goel


Pulmonologist and Critical Care Medical 






Consultant, Columbia Asia Hospital

8) Dr. Sandeep Mandal


Consultant Nephrology, Columbia Asia 






Hospital

9) Dr. Rahul Kumar Gupta

Consultant, Columbia Asia Hospital

10) Dr. Yogita Pitae


Consultant, Columbia Asia Hospital

11) Dr. Ankush Garg


Consultant Spine Surgeon, Columbia 





Asia Hospital

12) Shri Gopaleh Bhunia


Medical Records Department, Columbia 





Asia Hospital 

13) Dr. Ashu Singal


Medical Superintendent, Columbia Asia 






Hospital

14) Dr. Mitali Sethi



Medical Superintendent, Columbia Asia





Hospital
The Disciplinary Committee noted that Dr. Mitali Sethi, Medical Superintendent, Columbia Asia Hospital failed to ensure the presence of the RMO who was duty in the intervening night of 13th October, 2020, 14th October, 2020, inspite of notice. 

The complainant Shri Pradeep Bhushan Goel alleged that on 03.10.2020, at 6.30 p.m., after having an appointment over Dr. Arun Bhanot’s phone, Dr. Arun Bhanot physically examined his 91 years old mother named Smt. Prakash Goel (the patient) at his Aum Clinics at Flat No:2, Aksthardham Apartments, Pocket-3, Sector 19, Dwarka New Delhi-110075 and orally opined that surgical treatment is feasible.  For this, the admission for two days is necessary for investigation followed by full surgery of the spine under GA the next very day and total stay would be for maximum five days with follow-up after fifteen days.  Dr. Arun Bhanot even claimed that after removal of the accumulated pus formation in the spine, he will place a bridge with special screws to strengthen the spine and within a period of two weeks, his mother would be able to stand and walk with support without pain.  Dr. Arun Bhanot in his first prescription where he apart from other-observations, also noted loss of appetite as an one of the important condition of his mother.  Dr. Arun Bhanot also mentioned telephone number of his coordinator Ms. Priyanka on the prescription itself for further treatment formalities under his supervision.  Following Dr. Arun Bhanot’s advice, opinion and direction, admission was taken in a hospital of his choice known as Columbia Asia Hospital Palam Vihar Gurgaon on 06.10.2020 in morning hours for treatment by him, in coordination with his coordinator Ms. Priyanka.  On this day itself, Dr. Arun Bhanot permitted oral intake of Acitrom-1 and subsequently injection Heparin, within hospital compound.  On 08.10.2020, since the blood test revealed high INR as 5.57, the patient was discharged with following instructions on the discharge slip:-

The patient was admitted and relevant investigations were done.  Opinion was also taken from cardiologist and physician.  PAC was done.  In view of very high INR, the surgery was deferred but other relevant investigations related to PAC and DSE were done.  ATT was started on 08th October, 2020.  Two units of PRBC were transfused.  The surgery was deferred until the INR and other parameters fall in safe range.  The condition at discharge: maintaining vitals, on bed rest.  Cardiologist advice: Keep withhold Acitrome/Fondared.  Restart Ecosprin 75 mg once daily. Repeat PT/APTT/INR on 10.10.2020 and 12.10.2020 and inform report:  Follow up/appointment: Readmission on 12.10.2020 after telephonic discussion.  

It is important to note that on all the three days from 06th October, 2020 to 08th October, 2022, the urine test, urine culture, urine output monitoring and sugar test were not conducted at all, since they are not provided with any reports of these nor charged in the bill.  On 13.10.2020 re-admitted on observing the INR to be 1.29 as per Dr. Lal’s Path Lab report dated 11.10.2020.  Dr. Arun Bhanot scheduled the surgery the very next date i.e. 14.10.2020.  Because of the side effect of full doze of new powerful drug ATT-4, prescribed by Dr. Arun Bhanot, there was constant nausea and vomiting with no food and water intake since the time of admission at 10.10a.m.  The concerned nurse named Reena Bino recorded in the hospital progress record over computer on 13.10.2020 at 13.12 hrs constant vomiting, informed to Priyanka.  Throughout the day and night, the same situation continued with constant intimation to Dr. Arun Bhanot, his coordinator Ms. Priyanka and hospital staff with no effective medical support and with no oxygen support.  Next day 14.10.2020 at 6.00 a.m., the patient fainted and on raising alarm, the hospital staff tested her sugar level, first time in 22 hours since admission, which was observed to be just 25; with blood-press-100/40.  Dr. Arun Bhanot shifted the patient to ICU saying that for better management and will be taken directly to the operation theatre from ICU instead of from ICU to the room and from room to operation theatre.  After having spent complete full one day of 13.10.2020 since 10.10 a.m. in severe vomiting with zero food and water intake and with no corrective medical support, she was placed in ICU the very next day on 14.10.2020 at 7.30 a.m., despite the fact that at the time of admission on 13.10.2020 at 10.10 a.m., her blood-pressure, pulse-temperature-urine output-blood test-chest x-ray were all normal and satisfactory and even she had cleared the much echo stress test only a couple of days ago.  In the absence of timely medical assistance and attention, within hospital premises, she collapsed and died on 15.10.2020 at 8.40 a.m. in hospital itself.  

He further alleged acts of gross negligence on the part of Dr. Arun Bhanot which prove his total failure to act in accordance with the medical standards in vague and failure to exercise reasonable care, skill and diligence needed at least for a 91 years old sick female.  He (Dr. Arun Bhanot) not only failed to adhere to the set standards of care which an average doctor must have followed for a 91 years old female, who was admitted in hospital of his choice, under his charge, but by his (Dr. Arun Bhanot) sheer negligence, Dr. Arun Bhanot stretched the gravity of the patient’s condition which was left to worsen with time rather being treated and the poor 91 years old sick female who was admitted in hospital in fittest condition for the treatment was left to die on her own within hospital :-

On 03.10.2020, the very first day, Dr. Arun Bhanot was shown the last INR report dated 21st September, 2020 which indicated INR to be 3.33.  At that time, he (Dr. Arun Bhanot) did not advise them to stop the blood thinners before admission, so that the INR is reported to be below two to facilitate surgery.  Rather on the day of admission i.e. 06.10.2020, Dr. Arun Bhanot, permitted the administration of Acitrom-1 in the pre-lunch time and injection Heparain in post-lunch time on the same day i.e. 06th October, 2020.  As a result, the next day, the blood investigation revealed INR to be 5.57 on this, Dr. Arun Bhanot advised them to extend their stay by at 4-5 days in hospital and that he (Dr. Arun Bhanot) will stop these blood thinners till lNR comes down less than two.  Dr. Arun Bhanot knew the already INR figure to be 3.33, still instead of stopping these anticoagulants, he (Dr. Arun Bhanot) permitted Acitrom-1 in the pre-lunch session and injection Heparin in the post-lunch session on the same day of admission on 06.10.2020, as a result, the INR increased to 5.57 obviously due to his (Dr. Arun Bhanot) casual approach and negligent attention towards the past medicine record of the patient, unnecessarily needing extension in stay in a privately paid hospital by another 4 to 5 days.  Dr. Arun Bhanot planned both the procedures at the same time on his 91 year old sick female patient.  On the one side, he (Dr. Arun Bhanot) started full dose of very harsh and strong drug ATT- 4 daily, w.e.f. 08th October, 2020 morning from hospital compound itself without conducting any pre test relating to TB disease or a FNAC test, and on the other side he kept full surgery of spine under GA, within a span of just 4-5 days, with sole aim to extract the accumulated material/pus from spine for further investigation through biopsy to identify whether it is TB or cancer or some other infection for appropriate medication subsequently.  Dr. Arun Bhanot totally not only failed to consider the age of his patient to be 91 years but also ignored the well known massive side effect of full dose of this powerful drug to cause nausea and vomiting, as is easily shown over internet, and its resultant adverse effect on the food and water intake on his 91 year old female patient for whom he (Dr. Arun Bhanot) himself had noted on his prescription loss of appetite and kept full surgery of spine under GA within a gap of just 4-5 days of starting this powerful drug.  As a result, the poor 91 year old female, who was already malnourished, was forced to bear both the nausea and vomiting causing zero food and water intake and to bear the mental tension of facing full surgery of spine under GA within a short gap of just 4-5 days of starting the drug.  If, Dr. Arun Bhanot was so sure that the patient was suffering from TB, then, it was desired that, looking into the age of the patient to be 91 years, he (Dr. Arun Bhanot) should have waited for the outcome results of the full dose of this powerful drug for at least 21 days or a month and plan for surgery subsequently/ afterwards in case the results were not as expected.  Even, if Dr. Arun Bhanot was so sure that surgery was an emergency, then, no miracle could be expected from full dose of ATT- 4 in a period of just 4-5 days ahead of the surgery day fixed by him (Dr. Arun Bhanot) himself.  

The progress notes details of full day of 13.10.2020, on one side, prove and establish the fact that the 91 year old female patient was observed and found to be in the fittest condition that is why Dr. Arun Bhanot admitted her on 13th October, 2020 morning at 10.10 a.m. and fixed the surgery on very next day i.e. 14.10.2020, ignoring the PAC clearance.  On the other side, these progress notes also prove and establish that during the whole day of 13.10.2020 from 10.10 a.m., the patient faced the trauma of severe vomiting and nausea with zero food and water intake without any medical corrective support and without oxygen support thereby, she was totally neglected and remained / unattended, despite having been noted by a nurse over her progress note at 01.12 p.m.  

The sequence of events w.e.f. 10.10 a.m. of 13th October, 2020 to 03.37 p.m. of 14th October, 2020, as observed from the progress notes of the doctors and the nurses, prove and establish the following fact in brief :

(a) 
On 13.10.2020 at 11.49, Dr. Arun Bhanot on observing her BP-pulse-temperature-urine output, x-ray chest, etc. found 91 year old female patient to be in fittest condition fully conscious with all OK vital parameters and admitted her for surgery, ignoring the concurrence of PAC, and noted in progress notes planned for decompression and fixation for 14.10.202. Review PAC and follow orders accordingly.  He(Dr. Arun Bhanot) did not consider necessary to hold any pathology test at all on 13th October, 2020.  

(b)  Dr. Arun Bhanot did not wait for a satisfactory PAC from anaesthetist.  Since the anaesthesia record of 08th October, 2020 was incomplete with remarks to be reviewed again.  As a result, the very essential visit by the anaesthesia to provide vital satisfactory PAC was never held.  

(c)
All other eminent doctors made just casual progress notes on 13.10.2020 at a time much after 01.12 p.m., the time when the nurse Reena Bino had already recorded the patient c/o vomiting.  Informed to Priyanka, which clearly prove and establish that none of these doctors ever physically visited the patient; even paid any attention to the note of Nurse Reena Bino and paid no attention towards fall in blood pressure observed and noted in progress notes by the nurses. 

(d) 
Dr. Arun Bhanot, throughout 13th October, 2020, did not visit the patient at all after his initial first visit around 11.00 a.m. 

(e) 
The Progress Note dated 14.10.2020 made at 8.38 a.m. by Sh. Jagdish Sharma -the ICU nurse stating reasons for shifting to ICU that sugar low, saturation low, and the note dated 14th October, 2020 at 03.37 p.m. by Dr. Piyush Goel the ICU doctor, stating came in ICU with dehydration vitals: the patient drowsy dehydrated ++ keep NPO for now till further order, clearly established and proved that the state of hypoglycaemia, also known as low/fall in blood sugar, below normal developed within normal compound in hospitalization state from 10.10 a.m. of 13.10.2020 to 06.30 a.m. of 14.10.2020.  

(f) 
The role of ABG: the blood sugar level came down to 25 on 14.10.2020 at 6.30 a.m., as admitted in progress note of 14.10.2020 (07.14 a.m.) by Dr. Arvind Singh Jhala, and from the time of admission at 10.10 a.m. of 13.10.2020 till 6.30 a.m. of 14.10.2020.  The ABG blood test indicates the status of metabolic acids in the blood.  As per the information over internet(Reference link #), the prime cause of such adverse position in ABG is low blood sugar or hypoglycaemia and lack of oxygen.  Both these two conditions were the outcome noticed on 14.10.2020 at 6.30 a.m. within hospital itself.  The vital oxygen support was not provided at all in the hospital.  Therefore, the adverse ABG was the outcome of total no care, no attention, no remedial medical support within hospital compound during hospitalisation state under Dr. Arun Bhanot.  

(g) He (the complainant) being son of 91 year old mother, constantly requested/pleaded /complained for a remedial action as per detailed time wise steps, but the response from Dr. Arun Bhanot was very casual and poor for the reasons best known to him.  

Dr. Arun Bhanot is totally negligent for spoiling the physical condition of his (the complainant) 91 year old mother on manners i.e. : Dr. Arun Bhanot ignored the first initial oral complaint made to him at the time of his first and lone visit around 11.00 a.m., about constant vomiting condition of the patient with zero food and water intake.  Dr. Arun Bhanot totally failed to read and act on the note of Nurse Reena Bino made at 01.12 p.m. of same day 13.10.2020 stating the patient is constantly vomiting informed Priyanka his coordinator.  Even the figures of fall in blood pressure recorded over Progress Notes, were not taken care of by him.  Dr. Arun Bhanot similarly ignored all the timely intimation to him through his coordinator, over phone or SMS/whattsapp, conveying the deteriorate condition of the patient due to massive vomiting and zero food and water intake.

The provision of emergency liquids/ORS to cover water loss and loss of other vital minerals, due to constant vomiting, for a 91 year old female etc., was very much needed and required which a doctor of ordinary skill would have arranged and actually provided.  But there were not provided at all.  It is on record that the lone one fluid bottle of 500 ml was provided at 22.25 hrs after more than 12 hours of admission that too with instructions of very slow flow.  Because of Dr. Arun Bhanot’s negligence, the 91 year old female patient deteriorated to such an extent that the very next day, she was made to be shifted to ICU in total collapsed state with BP-100/40, sugar low saturation low=25, came in ICU in total dehydrated ++ condition, instead of in operation theatre.  Dr. Arun Bhanot being a surgeon, is negligent in not involving a senior physician to ascertain the real cause of constant vomiting with zero water and food intake and to initiate its corrective treatment right from the time of admission in hospital at 10.10 a.m. of 13.10.2020 within hospital ward room itself under his charge.  Even oxygen support was not provided for whole day of 13.10.2020, which would have been provided by a physician.  It was only when Dr. Arun Bhanot in his capacity as a surgeon, after wasting more than 22 hours of 13.10.2020, noticed and realised his mistake that due to no timely administration of vital supportive fluids/ORS right from the time of admission coupled with his wrong decision to administer full doze of this powerful harsh drug ATT-4, without any pre-test, which lead to total collapse in overall physical condition of his (the complainant) 91 year old mother due to constant nausea and vomiting resulting in total loss of appetite with zero intake of food or water, Dr Arun Bhanot to cover his wrong acts, shifted her to a common ICU next day morning, by that time her condition was worst, by stating that for better management and will take the patient to operation theatre from ICU, instead from ICU to room and from room to operation theatre.  Dr Arun Bhanot is negligent in making a wrong statement in the Discharge Summary dated 08.10.2020 to the effect that PAC was done.  This is totally wrong and incorrect besides being deplorable since PAC was never completed. The statement of the anaesthetist is important who concluded the PAC with his remarks- to be reviewed again.  Without the clearance from the anaesthetist, he (Dr. Arun Bhanot) fixed the spine surgery the very next day?  Even his (Dr. Arun Bhanot) team mate Dr. Ankush Garg-the spine surgeon, ordered ICU booking (post-surgery) in the absence of clearance by an anaesthetist?  Dr Arun Bhanot is negligent, in not getting the mandatory urine test, urine culture, urine output monitoring done during stay on 6th, 7th, 8th October, 2020 and on 13th October, 2020 when the patient remained 100% under his charge. It is on record that at the time of admission on 13.10.2020 at 10.10 a.m. and even before this time, his (the complainant) 91 years old mother was not having any fever or any symptom of any urine infection. Please see the Doctors Initial Assessment Medical & Allied/OBG/Ssurgical & Allied Report and the retrospective note made on 15.10.2020 at 5.08 p.m. made by Dr. Abhishek Kumar Mishra stating that no history of fever, cough, uneasiness, sweating, difficulty in breathing, left arm pain, dizziness prove prove and establish that the patient appears and admitted in the hospital in perfect fittest condition.  Therefore, up-to the time of shifting in ICU i.e. 14.10.2020 - 07.30 a.m. urine infection was never detected, reported and treated.  As per Progress Note dated 14.10.2020 at-4.25 PM, Dr Sandeep Kumar Mandal, first reported the patient to be suffering from urosepses. Obviously all such infections, if at all true, were caused from within hospital ICU itself emerged much after her shifting to ICU.  Dr Arun Bhanot is negligent in having always focussed and talked for holding major surgery of spine very soon, thereby totally disregarding, ignoring and neglecting the adverse physical condition of his 91 year old female patient, which totally deteriorated during hospitalisation, under his(Dr. Arun Bhanot) charge, within hospital compound from 10.10 a.m. onwards of 13.10.2020 to 6.30 a.m. of next day 14.10.2020.  

He also alleged that in the Death Summary, in the following statements are totally wrong, incorrect, misleading and self contradictory:-

(i) Admission diagnosis: CAD-S/P PTCA, POTT’s spine urosepsis with septic shock multi-organ failure:- It is totally wrong and incorrect to state the condition of urosepsis with septic shock and multi-organ failure to be admission diagnosis.  The admission was on 13.10.2020 at 10.10 a.m. and at the time of admission, Dr. Arun Bhanot found urosepsis the patient to be in perfectly fit condition for surgery, which he (Dr. Arun Bhanot) scheduled for the very next day i.e. 14.10.2020.  In case these were the indications at the time of admission in hospital, how, Dr Arun Bhanot accepted admission and finalized surgery the very next day?  The truth is that the condition of urosepsis with septic shock and multi-organ failure are subsequent outcome/results created within one day of 13.10.2020 within hospital premises under Dr Arun Bhanot's charge.

(ii) Brief Clinical Note: Pott’s Spine Paraparesis, Drowsy, Nausea:- Kindly read the Progress Note of 13.10.2020 at 11.33 a.m. of Nakul Singh- Nurse, stating patient's general condition: conscious and oriented, blood-pressure-160/90, pulse 130 B/min, respiration-18 breaths/ minute, SP02:98% on room air, temperature: 98.2 degree F, RBS: 91 MG/DL.  Seen by Dr Vikas at 10.15 a.m., the doctor’s specific Orders: Yes Admission.  Medications and Fluids given: NO.  The state of drowsy and nausea were not present at all from the time of admission at 10.10 a.m. of 13.10.2020 till next day morning of 14.10.2020.  The patient was fully conscious and alert till his (the complainant) meetings with her in ICU when she demanded water.

Request learned medical experts to kindly evaluate, on the basis of the medical reports and other hospital Progress Note record of nurses and the doctors, as stated above.  The Urgency and timing of applying ventilator especially on the statement of the doctor made seeking approval that to be very essential to avoid the patient to collapse due to heavy dose of antibiotics which are needed to be given through IV, so that the infection in the urine is curtailed as early as possible for smooth surgery next day morning.  Was the urine infection, as per the urine test report dated 14.10.2020, was so special and unique that it could be treated Only in ICU that too on ventilator support? Urgency of applying dialysis, especially on the statement of the doctor while seeking approval that there is inadequate urine output which may ultimately result in kidney failure. Moreover, by removing the impurities in the blood through dialysis, the surgery, planned next day, would be better facilitated. In view of the fact that adequate urine output was already noticed and recorded at 8.20 p.m. (contrary to the statement of doctor seeking permission for dialysis) was the application of dialysis so essential and urgent to be given at that dead night itself and it could not be waited at least till the time when her blood-pressure was raised to acceptable limit from 98/58 observed at pre-dialysis stage and the creatinine serum was 1.33 mg/dl noted in KFT report 14.10.2020 at 2.39 p.m.?  It may also be added that Dr. Arun Bhanot initially conveyed the estimate of the complete treatment under single bedded room as Rs.3 lac approximately, which was subsequently enhanced to 5 lac approximately through his coordinator and at the time of admission it turned out to be 6.27 lac that too under twin sharing room. This proves luring a patient by conveying a lower figure of money at the beginning and once joined take as much money as the Delhi Medical Council can to fulfil the greed.

Dr. Arun Bhanot. Consultant Spine Surgery, Columbia Asia Hospital in his written statement averred that he had seen the patient Mrs. Prakash Goel, aged 91 years at his clinic on 03rd October, 2020.  She gave a history of recent multiple, serious medical conditions before consulting him, including recent hospitalizations at various hospitals, for treatment of a heart attack and deep vein thrombosis, and was still recuperating, when she developed a serious spinal infection and subsequent weakness of legs that incapacitated and made her bed ridden.  After examination, he noted her general condition was poor and made a diagnosis of infective spondylodiscitis in the background of potts spine with paraparesis. The diagnosis was arrived at based on clinical evaluation alongwith radiological imaging reports.  She was advised to undergo surgery in order to attempt to relieve the symptoms, after undergoing relevant laboratory tests and clearances by a cardiologist, physician and anaesthetist in view of her age and associated infirmities.  At the time of surgery itself, it was proposed to do a biopsy and pus culture to confirm the diagnosis. A needle biopsy was not considered as a first line due to her precarious co-morbidities, neurological weakness and paraparesis, as this was likely to cause undue confinement to bed of this elderly patient who was already suffering from DVT.  The patient and her family were explained in detail regarding the surgery including the expected outcome.  They were also counselled that she would require at least 3-5 days of pre-surgery hospitalization to optimize her general condition and make her fit for surgery, albeit as a high risk.  It is incorrect to state that he had given any assurances of total recovery by surgical intervention but had appropriately counselled about the gravity of her condition to the patient's attendants at very first visit on 3rd October 2020, including risk to life.  The statement of the son (the complainant) in his complaint that he (the complainant) was told about the high risk of treatment clearly indicates the veracity of the above. The surgical outcome was recommended as a possible alternative only, on the probability of a fair amount of recovery.  It is wrong to state that he (Dr. Arun Bhanot) had claimed any assured recovery and outcome of walking with support without pain, considering the serious nature of the patient's disease and the after counselling the patient’s attendants, he requested them (the patient’s attendants) to go back home and discuss amongst themselves, if they were willing for the patient to undergo a high risk surgical treatment for a reasonable chance of recovery of some independent activities of daily living.  He told them to report back for admission and possible surgery, only after a thorough consideration of pros and cons of non-operative Vs operative treatment, as was counselled to them.  The patient’s attendants, after due deliberation amongst themselves over the next two days, contacted him (Dr. Arun Bhanot) with the intention of opting for a surgery.  Further about advice of tab acitrome and injection Heparin, there is no record to show that he had recommended them. Incidentally, INR on 26th September 2020 done outside was 1.1.  Instead, there is evidence to show that the car​diologist, who was consulted to opine on her deep vein thrombosis and cardiac status, recommended to stop tablet Acitrome alongwith tablet Ecosprin and start injection Fondarex (a low molecular weight heparin, that is used to wean the pre surgical patients away from acitrome and can be continued during perioperative period as well to prevent recurrence of DVT any sudden cardiac, pulmonary or cerebral event), based on available blood re​ports, as brought by the patient's attendants.   The patient was admitted under him on 6th October 2020 and cardiology and physician clearance was obtained and PAC done.  7th October 2020 tests showed Hb 7, platelets 2.5, INR 5.57.  B/I venous Doppler of lower limbs was also done and showed, recanalization in b/1 lower limb, advised by the cardiologist to hold fondarex.  On 08th October 2020: Hb after transfusion was 11.8, platelet 3.08, PT/INR 4.29.  In view of very high INR, the sur​gery was deferred. Two units of PRBC were transfused. Dobutamine stress ECHO after anaemia correction showed at peak dose of dobutamine no RWMA, LVEF increased to 60% and advised to continue Ecospirin 75 mg OD.  ATT was started on 08th October 2020.  The patient's first admission and PAC report mentions her blood sugar to be 78 (based on outside report provided by patient) and well within normal acceptable limit. There was no history of any pre-existing diabetes given by the attendants.  The patient also did not show any evidence of generalized infection or urinary infection as supported by her normal WBC count, x-ray chest and kidney function tests at the time of first admission.  Therefore, contention that blood sugar or urine exams were not done at the time of first admission, does not have any scientific grounds to recommend them and would have fallen under the category of unwarranted investigations.  The patient was admitted on 13th October 2020 for Dorsal Spine Surgery (de​compression and fixation) tentatively under GA on 14th October 2020.  The patient had episodes of recurrent vomiting, for which, tablet Emeset was given twice alongwith tablet Pan-DSR.  There was no relief.  So, advised injection Emeset and Pantocid.  He had also advised ringer lactate slow infusion with monitoring to avoid fluid overload in a cardiac patient.  She had undergone tests in an outside lab on 11th October 2020: APTT 33.5, PT 13.5, INR 1.29.  Hence, it is factually incorrect to state that after being informed about her vomiting, she was denied any active treatment. In-fact, she was promptly given tablet Ondansetron (a drug to control vomiting) at 1.00 p.m. and again at 6.00 p.m. on 13th October 2020.  After noting that, no major relief was experienced by the patient with oral medication, she was then, given injection Ondansetron and injection Pantoperazole alongwith starting of intravenous fluids at a rate optimum to her general condition(height, weight and pre-existing medical/cardiac conditions etc.), around 08:45 p.m.  Her vomiting improved with this injectable treatment and she did not have any episode of further vomiting throughout the night of 13th October 2020 and early hours of 14th October 2020, as noted in the medical records. Further, she did not require oxygen at this point, as she clinically did not warrant such interven​tion.  At around 06:00 a.m. on 14th October 2020, when the attendant brought to notice the drowsy status of the patient, she was attended to by the duty doctor and duly investigated. She was found to have low blood sugar for the first time and low oxygen saturation (90%).  O2 @ 2-3 lit/min was started and SPO2 improved to 98%.  ABG stat S/0- PH-7.24, PO2-110, Na- 125, K- 3.9, LAC- 13.1, HCO3- 8.1, GLU-442.  PT 100, INR 3.93 TLC 19700, Hb 10.6 and LFT deranged.  Urine WBC full field, RBC 18-20, protein +.  ABG metabolic acidosis and respiratory alkalosis appropriate medical treatment for the above conditions was started immedi​ately.  The patient was also shifted to ICU for intensive care, in the light of her frail condition and possibility of such patients quickly deteriorating further and requiring continuous monitoring.  On her second admission on 13th October 2020, it is correct that her vital parameters were normal for the first day, except for the complaints of vomiting, which was treated initially by oral medication and later by injectable medication and her vomiting was brought under control.  All investigations were already done and, hence, they were not repeated.  However, she deteriorated on the early morning of 14th October 2020, when she was promptly shifted to ICU.  At the ICU, she deteriorated and to ascertain the cause for this sudden turn of events, she was subjected to a number of tests.  No history of any urinary infection symptoms was given, nor did she have gross clinical signs of septicaemia at the time of admission.  The admission was only to undergo the surgery which had been deferred earlier due to deranged INR.  It is incorrect to state that no timely intervention or treat​ment was provided to the patient.  All the appropriate treatment interventions were initiated and provided to the patient.  The patient was started on ATT on the basis of a clinical diagnosis of TB Spine with MRI and x-ray evidence (it is a well accepted protocol to treat spinal infections, as this is the most common spinal infection encountered) on 08th October 2020.  She was initially planned for a decompression alongwith biopsy and culture examination of the drained pus for further specific antibacterial treatment and stabilization of her damaged spinal vertebrae.  Such a treatment plan is also a well established and practiced norm in medical parlance for such type of disease, where biopsy and drainage are a part of the same treatment modality. Empirical treatment with ATT was only started when her surgery was deferred and culture or biopsy confirmation could not be done.  It is already explained above the reason for not suggesting a needle biopsy as a first line. Further about advice of tablet Acitrom and injection Heparin.  As explained above, the family was counselled on the pre-surgical hospitalization requirement for optimization of the general condition of the patient.  She was started on ATT on 08th October 2020, as the patient was found to be medically unfit to undergo surgical treatment at that time, due to her deranged coagulation parameters.  As the time taken to get those deranged parameters, could not be quantified or predicted accurately, the patient was recommended to start ATT empirically to provide antibacterial treatment to keep infection under some control.  It is worth noting that he did not want to start ATT before surgery but had to contemplate this, as the surgery was deferred.  The recommendation for a surgical treatment as early as feasible is independent of the ATT drugs prescribed.  In his considered opin​ion, if the surgical treatment is delayed, it can jeopardize the recovery of neurological function (which is the primary aim of the treatment to allow the patient to overcome neurological symptoms).  The allegation that he recommended surgery without PAC clearance is factually incorrect.  It is clear from the notes entered at 11:49 a.m. on 13th October 2020 that surgery was tentatively planned, subject to a review PAC being done by the anaesthesia team and clearance given.  Allegation that preoperative fluids or antibiotics were not started at the time of admission on 13th Octo​ber 2020 is based on wrong assumptions and ill gotten information.  Preoperative fluids are not routinely started for any surgical patient, one day prior to proposed date of surgery.  Similarly, preoperative anti​biotics are also given within an hour of the intended surgical procedure as a part of well accepted inter​national protocol.  The Relevant blood investigations were already done during first admission and they are considered valid for current admission as a part of preoperative surgical clearance.  Some important blood investigations were planned and ordered for the next morning of 14th October 2020 (as mentioned in the records).  The surgery would have been undertaken only after obtaining clear reports of those investi​gations and clearance from anaesthesia team after review PAC.  A fall in blood-pressure from 160/90 to 130/70: it is incorrect to assume this as a significant fall in blood pressure, as the patient was a known case of cardiac disease and could witness these fluctuations in her blood pressure.  Even then, the reading of 130/70 is considered well within the normal range of blood pressure for any person and did not become a cause of any alarm per se.  The treatment for vomiting was already started at 01:00 p.m. on 13th October 2020, repeated at 06:00 p.m. and 08.45 p.m. in various injectable forms according to the status of the patient, as explained above. When her blood pressure fell to 100/70 at around 10:00 p.m., IV fluid was started.  Dr Amit Gupta, the cardiologist, was requested specifically to opine on her cardiac fitness and bleeding parameters to give a surgical clearance in view of post PTCA and DVT status.  He (Dr. Amit Gupta) had conducted a Dobu​tamine stress ECHO during her first hospitalization on 6th October 2020, to check for any stress inducible ischemia. However, the clearance for bleeding parameters and latest haemoglobin values was pending and he (Dr. Amit Gupta) gave his instructions specifically for the same.  His (Dr. Amit Gupta) clearance was subject to normal values of these investigations, as and when they could be achieved.  The contention that spine doctor never visited the patient during admission, is factually incorrect.  He (Dr. Arun Bhanot) had personally visited the patient at around 11:00 a.m. on 13th October 2020.  Subsequently, Dr Ankush Garg, a Senior Spine Consultant and a part of the spine care team, visited the patient on the evening of 13th October 2020, around 04:30 p.m. and entered his instructions in the treatment notes, as available in the records. Dr. Manjeeta Nath (Medical Specialist) did a tele- consult and her opinion sought for the management of electrolyte imbalance of the patient and advice followed.  The note by Dr. Arvind Singh Jhala at 8.46 p.m., clearly mentions the instructions to give injections for controlling vomiting and start intravenous fluids ringer lactate (ivf RL). The fact about starting of RL around 09:00 p.m. has been intentionally omitted by the complainant.  At 10.00 p.m. a slight fall in blood pressure was noted and the duty doctor attended the patient and appropriate treatment like IV fluids was continued and the patient remained stable throughout the night.  She (the patient) suddenly developed hypoglycaemia on the early morning of 14th October 2020 that was promptly diagnosed, and corrective action started.  It is unusual (though not entirely impossible) for a non-diabetic patient to suddenly develop hypoglycaemia.  The likely reason for the same could have been underlying urosepsis (that was diagnosed within 24 hours of admission) subsequently leading to septicaemia. Once the hypoglycaemia was noted, appropriate treatment was started immediately and the patient was shifted to ICU for better care and close monitoring, considering her frail condition. For a bed ridden patient, the review PAC can only be done after admission, prior to surgery, after some blood tests are done on the morning of surgery.  That was precisely what was followed and he (Dr. Arun Bhanot) in his notes on 13th October 2020 clearly mentioned about review PAC and instructions to be followed according to the outcome of review PAC only. There was no plan to operate her without getting adequate review PAC and other medical clearances.  PAC notes recommended certain investigations that were to be done on the day of planned surgery and a call regarding her fitness for surgery to be taken only after that.  PAC notes also mention the need for medical specialist’s opinion regarding her serum potassium management, which was taken and instructions followed in the form of giving Syrop Potclor.  Unfortunately, she deteriorated before the planned blood samples could be drawn and sent to the laboratory on the morning of 14th October 2020.  On complaint to nurse regarding vomiting, appropriate oral treatment was first started, which was later escalated to intravenous treatment as per need.  He had personally visited the patient at around 11:00 a.m. on 13th October 2020.  Subsequently, Dr Ankush Garg, a Senior Spine Consultant and a part of the Spine Care Team, visited the patient on the evening of 13th October 2020, around 04:30 p.m. and entered his instructions in the treatment notes, as available in the records.  On 14th October 2020 morning, the reason for shifting to ICU: The patient was diagnosed to be having low blood sugar after drowsiness was reported.  It was a proactive measure to detect low blood sugar in a non-diabetic patient and prompt appropriate treatment was started.  Such frail patients with multiple co-morbid conditions can dehydrate suddenly, despite being on IV fluids.  Giving IV fluids to such frail patients with advanced age and history of cardiac ailment also needs a delicate balance, as they have tendency to develop fluid overload as well.  The drowsiness incidence prompted the duty doctor to order necessary investigation in the form of ABG blood gases that is not routinely indicated for aware and awake patients.  The fact that the duty doctor ordered these necessary investigations at first signs of drowsiness reflects upon good quality of care instead of any negligence. Metabolic acidosis, as cited by the complainant is a consequence of multiple factors that the said patient was already suffering from.  The complainant’s allegations regarding the treating medical team's response being casual, is totally incorrect, as the timely treatment and interventions were carried out, as shown in treatment record from time to time.  The alleged complaint of ignoring the initial complaints of vomiting is totally wrong and incor​rect.  The patient was provided necessary treatment to treat her vomiting, first orally and later intravenously, when the oral treatment did not yield desired outcome. The treatment for vomiting was already started at 01:00 p.m., repeated at 06:00 p.m. and 08:45 p.m. in various forms according to the status of the patient and noted in the medical records. A fall in blood pressure from 160/90 to 130/70: it is incorrect to assume this as a fall in blood pressure, as the patient was a known case of cardiac disease and could witness these fluctuations in her blood pressure. Even then, the reading of 130/70 is considered well within the normal range of blood pressure for any person and did not become a cause of any alarm per se.  It is incorrect that he (Dr. Arun Bhanot) did not involve other medical specialists when needed, in the care of the admitted patient.  Dr. Manjeeta Nath, a Medical Specialist and Dr Amit Gupta, a Cardiologist Physician, were in​volved in the care of the patient, as and when needed.  The doctor on duty also attended the patient multiple times as and when needed.  Her vomiting that was considered to be due to ATT, did not settle by oral medications and later settled with intravenous injections and she did not have any vomiting during the intervening night of 13th October 2020 and 14th October 2020. Her vital parameters also stayed stable during that night, thus, obviating any need of oxygen support during her stay in the ward.  The rationale behind starting the ATT during her first hospital ad​mission has already been explained.  The patient was shifted to ICU on the morning of 14th October 2020, when the drowsiness was brought to the notice of duty doctor, who after promptly investigating, initiated treatment and shifted her to ICU for better monitoring and further treatment, instead of keeping her in the ward. He merely informed the attendants that she would be considered for the surgery only if she becomes stable and fit for the procedure, in answer to their question regarding feasibility of surgical treatment.  PAC was done during the first admission.  Before every surgery, a review PAC is always done before taking up for the surgery.  A PAC is valid for 14 days and only relevant investigations which the anaesthetist feels is needed is redone.  In this case only 7 days had lapsed before the PAC.  Since the surgery was deferred due to INR derangement, some tests were asked for, prior to planning surgery.  These were to be done on the morning of the surgery, after which, the review PAC would have been done and if cleared, case taken up for surgery.  This procedure is followed for every surgery case.  There was no plan to operate her without getting a review PAC done and clearance obtained.  PAC notes also mention the need for medical specialist’s opinion regarding her serum potassium management.  Hence, serum potassium would have been repeated on the morning of surgery and then, the physician’s opinion was taken again, prior to shifting for the surgery. Unfortunately, the patient suddenly dete​riorated before all these plans could be acted upon.  The complainant himself mentions that his mother never had any fever or any signs of urinary infection during her first admission to the hospital from 6th October 2020 to 8th October 2020.  So, the need for maintaining a urinary output chart does not arise, as her kidney functions also did not show any clinically significant abnormal​ities, to warrant such an intervention.  Though, she had been catheterised earlier and the attendants gave a history of regular change of catheter at home before the first admission itself.  It is correct that at the time of her second admission, she did not have any clinical signs and symptoms of urinary infection in the form of fever, etc.  How​ever, her diagnosis of urinary infection was made when she was shifted to ICU on the morning of 14th October 2020 and when investigations were done to find the cause of her deterioration, urine microscopy showed evidence of urosepsis and her deteriorating condition was attributed to evolving urosepsis.  It implies that her diagnosis of urosepsis was made within 24 to 36 hours of admission, which is well within the acceptable range of time taken to arrive at a critical diagnosis of such kind.  It would be pertinent to note that urosepsis is a slowly progressive disease and it is quite possible that the patient might have been under evolution of developing this disease during her intervening home stay between the two hospital admissions.  The fact that she was diagnosed with urosepsis within 24 hours of her second admission also precludes the possibility of such an occurrence happening due to her short hospital stay. The Discharge Summary’s mention of admitting diagnosis including urosepsis, reflects the ICU part of her care at the hospital.  Urosepsis was the admitting diagnosis of her ICU transfer and was, thus, added to her complete summary by the treating physicians of ICU, while making death summary.  It is incorrect to state that he was always focused on holding major surgery for the frail patient.  As mentioned in the very first consultation by him that the patient's condition was serious and she was under high risk of loss of life with any line of treatment - be it surgical or non surgical, due to her poor general health, previous serious medical issues and age.  He requested the attendants to go back home after the first consultation and discuss what had been explained to them of the pros and cons and then come to a decision regarding the surgery.  It was only after the attendants had decided amongst themselves within the 2 to 3 days of first consulta​tion that they requested him to consider their patient for surgical intervention, understanding all the grave risks involved.  The surgical advice was given with a well meaning intent to provide a better chance to the patient for leading a better life, if she could undergo, withstand and come out of the stress of surgery.  All these things were clearly explained to the patient's attendants verbally during the first consultation itself on 3rd October 2020.  The complainant alleges that he (the complainant) visited his (Dr. Arun Bhanot) chamber on the afternoon of 14th October, 2020 to discuss if it would be prudent to take their patient back home and come back again for surgery after a few days once her general condition improved.  At that time, the patient was in ICU and being managed for urosepsis.  It did not seem correct to consider an immediate home care for a patient who was in ICU.  The comments regarding possible surgical intervention on 15th October 2020 or 16th October 2020 were conditional based on improvement in the general condition of the patient and were made only as an answer to the questions regarding feasi​bility of surgery by the attendants themselves.  It is incorrect to say that he (Dr. Arun Bhanot) gave a firm plan to operate the patient next day, as is evidenced from the complainant's statement itself.  On the morning of 15th October 2020, the complainant made a call to him (Dr. Arun Bhanot) at 08.25 a.m. in a crying and worried state, when he (Dr. Arun Bhanot) was at home.  It is the duty of any doctor to console and reassure a worried attendant, despite all the adversities.  He did his duty by reassuring the attendant that everything possible under the circum​stances, is being done to take care of his patient.  The doctors in ICU, who were actually treating the patient at that time, had already appraised the attendant of the latest grim situation about the patient.  The allegations have been already replied to above.  The ICU doctor took an Informed Consent for ventilation, considering the patient’s gradually deterio​rating condition and need to provide her necessary support for maintaining her breathing.  This was clearly ex​plained to the son (the complainant) and doubts clarified.  She had gone into acute kidney failure, sepsis and severe metabolic acidosis, and the decision for conducting dialysis was taken by the nephrologis.  Haemodialysis was done on urgent basis with the intention that correction of acidosis may improve hemodynamic status of the patient, preserve her kidney function and prevent further deterioration of her condition to save her life.  The Death Summary mentions the admitting diagnosis CAD-S/P PTCA, pott's spine, urosepsis with septic shock and multi-organ failure.  This includes previous major event PTCA, current admission diagnosis of Potts spine and admission to ICU findings of urosepsis with septic shock and multi organ failure.  The complainant himself states that his mother, the patient was fully conscious and alert when he (the complainant) met her in ICU multiple times, after the morning of 14th October 2020.  That proves that during her ward stay, there was no serious negligence in her treatment.  It was possibly her evolving urosepsis that led to septic shock, multiple organ failure and ultimate demise.  The patient was shifted to ICU due to her altered sensorium (drowsiness), blood pressure was 100/60, pulse was 140, SPO2 was 90%, ABG showing metabolic acidosis, high lactate and bicarbonate.  She required continuous monitoring.  In ICU, she had bilateral occasional crepts, reduced urine output, Hb 10.6, LFT deranged.  Urine WBC full field, protein+ ABG metabolic acidosis and respiratory alkalosis.  At 09.30 p.m. on 14th October 2020, she continued to have severe metabolic acidosis with high lactate, was on noradrenaline support.  Ventilatory care was considered only when her general condition deteriorated and her oxygen saturation was falling and other important vital parameters did not sustain on their own. She actually deteriorated rapidly, despite ICU care and developed multi-organ failure requiring ventilatory support and dialysis within 24 hours of shifting to ICU, ultimately leading to her demise. The decision for conducting dialysis is already explained above. Regarding the approximate estimate of treatment of complainant's mother, it is to state that he had informed the attendants that the surgical treatment part of the treatment would cost approximately Rs.3 lakh and as she was frail and suffering from multiple serious medical conditions, therefore, there would be additional expense to investigate and optimise those conditions.  The cost of that exercise was variable and could not be calculated exactly, as it would vary according to the need of the hour.  This allegation of misleading regarding the incorrect estimate for possible cost of care is totally wrong. Further, during the first admission from 6th October 2020 to 8th October 2020, he (the complainant) had lodged a complaint regarding dissatisfac​tion of care at the hospital and requested for a refund of his (the complainant) deposited money. However, later, he (the complainant) again returned to him (Dr. Arun Bhanot), for further treatment within a few days of writing such a letter, stating that he (the complainant) wanted him (Dr, Arun Bhanot) to continue with the intended treatment plan, as he (the complainant) was convinced regarding the care given by him (Dr. Arun Bhanot), thus, proving that, there was no serious lack of care on his (Dr. Arun Bhanot) part.  It is incorrect on the part of the complainant that the complainant kept informing him (Dr. Arun Bhanot) and the coordinator without getting satisfactory response. The fact that his (the complainant) phone calls and messages were always attended to in due time, alongwith the above provided summary of timely observations and interventions, clearly shows the untruth in the statements made by the complainant. 

Dr Amit Gupta, Consultant Interventional cardiologist, Columbia Asia Hospital in his written statement averred that the patient Smt. Prakash Goel, 91 year old female, was a case of coronary artery disease with inferior wall myocardial infarction (March, 2020).  Post PTCA status to RCA on 15th March 2020 at another hospital.  Later, she developed acute deep vein thrombosis of lower limbs, for which, she was admitted at another hospital and started on anti-platelets and anticoagulants for treatment of DVT and post PTCA status.  He saw her based on a referral request from the primary consultant. She was under spine surgery team with complaints of paraparesis and was diagnosed as Pott’s spine.  She was planned for spine surgery and he asked for cardiac clearance in view of post PTCA and DVT status.  Dobutamine stress echo was done on 8th October 2020 and was found to be negative for inducible ischemia.  Due to derangement of INR, the spine surgery was deferred and oral anti-coagulants (Acitrom) was advised to be stopped. The surgery was planned after INR returned to normal.  She had undergone serial INR tests after discharge.  The patient was readmitted on 13th October 2020 and he was again asked for review and cardiac clearance.  She was visited in the ward and reviewed.  The patient was advised haemoglobin and PT/INR on the morning of the surgery, which was planned tentatively for 14th October 2020.  The cardiac clearance for the surgery was subject to the report of these investigations.  For the complaints of vomiting, anti-emetics were already started.  The patient was again visited on 14th October 2020, in ICU, due to deterioration of her health condition because of urosepsis and acute kidney injury.  INR was found to be deranged.  Further, the appropriate advice was given.   

Dr Manjeeta Nath Das, Internal Medicine, Columbia Asia Hospital in his written statement averred that the patient Smt. Prakash Goel, 91 year old female was a known case of CAD, past PTCA, DVT, bed ridden with indwelling catheter due to Pott’s spine and was readmitted for an intended spinal decompression and biopsy surgery.  The call at 06.00 p.m. was received after PAC review for low potassium (outside report showing a value of 03.08, dated 10th October, 2020), regarding its management and PAC clearance, telephonically.  The patient was advised repeat PT, INR and repeat potassium.  The case was seen by the Ward Medical Officer and telephonic consultation was done.  The blood-pressure at that time was 110/70, temperature was 98.20 F, SPO2 was 96% on room air and respiratory rate was 20/minute.  Since already antiemetics and PPI was continued, so no medicines were added.  The patient was reviewed by Medical Officer at 08.00 pm and further management was advised according to primary consultant and other treating physicians. 

Dr. Sandeep Mandal, Consultant Nephrologist, Columbia Asia Hospital in his written statement averred that the patient Smt. Prakash Goel, had suffered from septic shock with acute kidney injury with severe metabolic acidosis. Serial ABG readings showed worsening of metabolic acidosis.  In view of her rapidly deteriorating condition, hemodialysis was done on an urgent basis with the intention that correction of acidosis may improve hemodynamic status of the patient.  

Dr. Piyush Goel, Consultant Intensivist Pulmonologist, Columbia Asia Hospital in his written statement averred that the patient Smt. Prakash Goel, 91 year old lady, with history of coronary artery disease with history angioplasty in the recent past, recovering from deep vein thrombosis, bed ridden for long due to spinal TB and other co-morbid conditions, was admitted for spinal decompression, biopsy and culture.  She was found to have sudden hypoglycaemia and low oxygen saturation (90%) and was shifted to ICU on 14th October 2020 early morning.  She was immediately resuscitated and investigated for the cause of sudden deterioration and diagnosed as a case of urosepsis, septic shock with acute kidney injury and was managed conservatively with IV fluids, IV antibiotics and other supportive treatment.  On the advice of the nephrologist, haemodialysis was initiated in view of oliguria and deranged renal functions with metabolic acidosis.  In view of multiple co-morbidities, including history of recent hospitalizations and PTCA alongwith advanced age, with evolving urosepsis, septic shock with severe hypo-albuminemia, multi-organ failure, the patient succumbed to illness, despite all treatment given as per standards of care.

Dr. Mitali Sethi, Medical Superintendent, Columbia Asia Hospital stated that they communicated to Dr. Arvind Singh Jhala who was the RMO on duty in the intervening night of 13th October, 2020 and 14th October, 2020 regarding the Disciplinary Committee’s proceedings and have learnt that Dr. Arvind  Singh Jhala is still out of the country.   

Dr. Ankush Garg, Consultant Spine Surgeon, Columbia Asia Hospital stated that he is part of Dr. Arun Bhanot team and that in night of 13th October, 2020, he was the consultant on call.  He further stated that 08.46 p.m., the vomiting of the patient was brought to the notice of the duty RMO, Dr. Arvind Singh Jhala, who noted his findings as :-complains of recurrent vomiting, oral tablet Emeset was given twice, tablet Pan DSR was given but no relief.  He discussed the case with him (Dr. Ankush Garg).  The  medications were prescribed as : injection Pantocid 40 mg IV BD, injection Emeset 4 mg IV TDS, IVF RL@ 40 ml/hr, LFT coming morning.  The desired remedial action of intravenous support and medication were promptly ordered and carried out.  Subsequently, the patient did not have any episode of vomiting through the night, as mentioned.  At 10:00 p.m.: EWS chart vitals reported as:- pulse – 88, blood pressure–100/70 mm Hg, respiration rate –20/min, temperature – 98.2 F.  At 11:32 p.m, the Staff Nurse had mentioned her routine observations about pressure ulcer assessment and fall risk prevention.  On 14th October 2020 at 02:35 a.m.: the Staff Nurse had noted that the patient was stable, temperature was 98.2 degree, pulse was 102 b/mt, blood pressure was 100/70mm Hg, respiratory was 20 b/mt, SPO2 was 96% on room air.   At 07:14 a.m., Dr. Arvind Singh Jhala had noted as :- the patient was seen at 06:30 a.m with complains of drowsiness, on examination: drowsy, nausea; no vomiting in night, RL was on flow @ 70 ml/hour whole night, not taking orally anything, RBS–25 mg/DL, blood pressure–100/60, pulse–140, Spo2–90% on room Air, hearing problem posted today for spine surgery.  He advised oxygen @ 2-3 1/mIN, NOW SPO2–98%, 2 Dextrose 25% - after that RBS 149, ABG Stat S/O. PH 7.24, PO2–110, Na–125, K 03.9, lac 13.1, HCO3–8.1, glu–442, IVF DNS @70ml/hour.  At 07:30 a.m., Dr. Arvind discussed with Dr. Arun Bhanot and it was decided to shift the patient to ICU and around 07.30 a.m, the patient was shifted to ICU and family (son) had been updated about the condition and requirement of ICU Management. 

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

1) The patient Smt. Prakash Goel, 90 years old female, for the first time, consulted Dr. Arun Bhanot in his clinic on 30th October, 2020 with complaints of mid back pain, inability to sit, stand and walk-six weeks, history of evening rise of temperature (100o F) for ten days, chills and loss of appetite.  On examination, she was noted to have power in lower limbs-3-4 (atipsons gd 2) sensation normal; DTR sluggish.  The MRI of Ayushman Hospital done on 29th September, 2020 showed D9-10 infective spondylodiscitis.  She was noted to have developed DVT in early August 2020, for which, she had undergone treatment.  Dr. Arun Bhanot explained/ counselled about nature and gravity of disease, situation and advice that under the present circumstances, she may need to undergo spinal decompression stabilization surgery (with high risk), debridement and specific antibiotics.  He further advised admission.  

She, thereafter, was admitted under Dr. Arun Bhanot in Columbia Hospital on 06th October, 2020 with diagnosis of D9-10 infective spondylodiscitis with paraparesis.  In the past medical history, it was noted that she was known case of CAD INF WALL MI (March 20), DVD:LAD 70%; RCA 100%, post PTCA + STENT TO RCA (15th March, 2020), Acute DVT.  She underwent requisite investigation including PAC.  Opinion of the cardiologist and the physician was taken.  In view of very high INR, the surgery was deferred. Antitubercular treatment was started on 08th October, 2020.  Two units of PRBC were also transfused.  The patient was discharged on 08th October, 2020 with advice to repeat PT/APTT/INR on 10th October, 2020 and 12th October, 2020 and inform report. 

The patient’s INR was reported to be 1.46 as per Dr. Chawla’s Diagnostic Centre report dated 10th October, 2020.  Similarly, INR 1.29 (Bio Ref. Interval 0.90-1.10) was reported vide LPL–PSC-Hari Nagar, dated 11th October, 2020.  

The patient was, thus, again readmitted on 13th October, 2020 at 10:52 a.m. and planned for spine surgery (Decompression and fixation) for 14th October, 2020.  As per Dr. Arvind Singh Jala’s notes of 08:46 p.m. (13th October, 2020), the patient was noted to have complaints of recurrent vomiting, for which, oral tablet Emeset was given twice, tablet-Pan-DSR was also given, but there was no relief.  The Case was discussed with Dr. Ankush and injection Pantocid 40 mg IV BD and injection Emeset 4 mg IV TDS were prescribed.  Thereafter, the doctor notes of 07:14 a.m.(14th October, 2020) of Dr. Arvind Singh Jhala are available. As per the same, the patient was seen at 06:30 a.m. for complaints of drowsiness.  On examination, the patient was found to be drowsy, nausea, no vomiting in night, RL was on flow @ 70ml/Hr whole night, not taking orally anything.  RBS was 25mg/dl, blood pressure was 100/60, P-140, SpO2 was 90% on room air.  She was advised oxygen 2-3 L/min which resulted in achieving in SpO2 of 98%, two ampoules of 25% dextrose were administered I.V. resulting in blood sugar level of 149 mg/dl.  The case was discussed with Dr. Arun Bhanot and the patient was shifted to ICU.  The family member (son) was updated about the condition and requirement of ICU management.  She was started on broad spectrum antibiotics and supported care.  The patient continued to deteriorate.  She was electively intubated in view of low GCC and haemodynamics un-stability.  SLEDD was done in view of severe metabolic acidosis.  However, the patient continued to deteriorate and had bradycardia at 08:40 a.m. on 15th October, 2020.  CPR was initiated but the patient could not be revived and declared dead at 09:08 a.m. on 15th October, 2020.

2)      In view of the clinical condition with which the patient presented to Dr. Arun Bhanot in his clinic on 03rd October, 2020, advice for spinal decompression stabilization surgery, for improvement of quality of life of the patient, and after the doctor has counselled about the nature and gravity of the disease, as is borne out from the prescription dated 03rd October, 2020, was reasonable and an acceptable decision.  

3) It is noted that the patient was admitted on 06th October, 2020 for the surgery of spine decompression stabilization.  Further, the patient’s INR as per report dated 26th September, 2020 done outside, was 1.1.  Hence, the patient who was on Acitrome and Ecosprin, was asked to stop the same by the cardiologist, as per standard practice in case of scheduled surgery but was administered injection Fondared, which caused the INR to increase and, thus, Fondarex was subsequently withheld and the surgery had to be deferred.  It is observed that since Acitrome and Ecosprin had to be stopped, the administration of Fondrex was warranted to prevent DVT and its complication before the scheduled surgery.  However, ideally the anti-coagulants should have been titrated and injection Heparin should be used only after checking INR on admission.   

4) The explanation put forth by Dr. Arun Bhanot to start empirical treatment with ATT on 08th October, 2020 in light of the clinical diagnosis of TB spine based on MRI and the surgery having been deferred, to provide antibacterial treatment to keep infection under control, is found to be reasonable, as ATT in certain conditions, as was the present case, can be prescribed without any confirmatory test.  

5) It is noted that as per the medical records (anaesthesia record) of the said Hospital, pre-anaesthesia evaluation was done on 06th October, 2020 by Dr. Rahul, further, he sought cardiology and medicine review.  Thereafter, on 07th October, 2020, the reports were reviewed, the case was discussed with Dr. Amit Gupta(Cardiologist) and it was planned to seek referral of physician and gastroenterologist and subsequently to review again.  It is observed that PAC evaluation with review from required specialists was taken in the present case and further, since certain tests like CBC/PT/INR/Na and potassium were required to be done on the morning of scheduled surgery, another review was planned; the same is as per standard protocol.   

It is observed that on 13th October, 2020, the cardiologist, on review of the patient at 03.53 p.m., has observed that the patient can be taken-up for the surgery if HB and PT/INR were within normal limits with due risks and complications.  Similarly, the orthopaedician Dr. Ankur Garg at 04.33 p.m. had asked for review PAC and to sent the sample for CBC/PT/INR/Na/K at 06.30 a.m. and report to him/Dr. Arun Bhanot.  Dr. Manjeeta Nath Das (Physician) notes of 06.04 p.m. (13-10-2020) mentions repeat S. potassium, PT INR, and if potassium is above 3t gen, the patient can be taken-up for the surgery.  

6) As per the medical record, it is noted that on 13th October, 2020 when the patient was readmitted for planned surgery on 14th October, 2020; and had complaints of vomiting, she was given tablet Ondansetron at 01.00 p.m. and again at 06.00 p.m.  However, since the patient did not get any relief, injection Emeset 04mg and injection Pantocid 40 mg with IV fluids RL @ 40ml/hrs. was given at around 08.45 p.m.  

7) The patient was kept NPO from admission till 08.45 p.m. (13-10-2020), which was not desirable.  The patient should have been stabilized first, including the treatment for recurrent vomiting, which is apparent from the facts of this case, that it was not adequately dealt with.  Further, lack of proper adequate treatment for vomiting, compounded by the NPO order without standard monitoring of vitals and other necessary clinical and biochemical parameters, is evidenced by the fact that the patient went into level 3 hypoglycaemia while being admitted and supposed to be under the supervision in her pre-op day.  Also, more than 25% fall in basal blood pressure of the patient, despite being in normal range, should have raised an alarm with the treating team.  
8) It is observed that since at the time of the patient’s admission on 13th October, 2020, the SPO2 was 98% and even on 14th October, 2018 at 07.14 a.m., it was noticed to be 90%, when she was shifted to the ICU, there was no requirement of oxygen support in the ward on 13th October, 2018.  

9) As per the medical record (progress notes) on the date of admission (13-10-2020), Dr. Arun Bhanot had seen the patient at 11.49 a.m., thereafter, Dr. Ankush Garg who is part of his team, saw the patient at 04.33 p.m. (13-10-2020).  Further, at 08.46 p.m. (13-10-2020), the duty doctor Dr. Arvind Singh Jhala discussed the case with Dr. Ankush Garg.
We are of the view that the consultant under whom the patient is admitted, should ideally visit the patient in his morning and evening rounds at least, and further, since in the present scenario, the doctors work in a shift/as a team; he should apprise the patient about his working arrangement, so that the patient/attendants do not have any misgivings about the primary consultant, not frequently visiting the patient, albeit, the patient is being looked after by his team.    

10) 
The perusal of medical record of the said Hospital of the intervening night of 13th October, 2020 to 14th October, 2020, shows that no doctor notes were recorded between 08.46 p.m.(13-10-2020) when the patient complained of recurring vomiting is recorded and the treatment for the same is prescribed and till 07.14 a.m. (14-10-2020) when admittedly the patient’s condition had deteriorated (RBS-25mg/dl, blood pressure-100/60mmHg, pulse-140, SPO was 90% on RA) and the patient needed to be shifted to the ICU.  This is evident of the fact that no proper monitoring of the patient’s condition was done at night.  Dr. Arvind Singh Jhala who was the doctor on duty and Dr. Ankush Garg who was the consultant with whom he has discussed about the medical condition of the patient at 08.46 p.m. (13-10-2020), did not think it prudent to ensure the proper monitoring of the patient’s condition.  

11) 
It should have been prudent to get a urine examination during hospitalization.  However, there is no evidence to suspect urosepsis earlier in the patient.  Similarly, ABG report was consistent with the condition of the patient.  

In light of the observations made herein-above, the Disciplinary Committee recommends that a warning be issued to Dr. Arun Bhanot (Delhi Medical Council Registration No.31228), Dr. Ankush Garg (Delhi Medical Council Registration No.14285) and Dr. Arvind Singh Jhala for the shortcomings highlighted hereinabove, in the treatment administered of the patient Smt. Prakash Goel; however, since as per records available in the Delhi Medical Council, Dr. Arvind Singh Jhala is not registered with the Delhi Medical Council, a copy of this Order be also sent to the Haryana Medical Council, for necessary action against Dr. Arvind Singh Jhala.  

Complaint stands disposed. 
Sd/:


               Sd/: 

                     Sd/:

(Dr. Maneesh Singhal)
   (Dr. Satish Tyagi)                     (Dr. Ajay Bahl),
Chairman,

         Delhi Medical Association,          Expert Member,
Disciplinary Committee 
      Member,                       Disciplinary Committee

                  Disciplinary Committee       
 Sd/:



    Sd/: 


(Dr. A.K. Sethi),
(Dr. Amitesh Aggarwal),
Expert Member, 
Expert Member,
Disciplinary Committee     Disciplinary Committee
The Order of the Disciplinary Committee dated 11th July, 2023 was taken up for confirmation before the the Delhi Medical Council in its meeting held on 21st August, 2023 wherein “whilst confirming the Order of the Disciplinary Committee, the Council observed that facts and circumstances of this case, the punishment of warning awarded by the Disciplinary Committee to Dr. Arun Bhanot (Delhi Medical Council Registration No.31228), Dr. Ankush Garg (Delhi Medical Council Registration No.14285) and Dr. Arvind Singh Jhala, was not warranted.  In view of the same, there is no requirement of forwarding this matter to the Haryana Medical Council.  

This observation is to be incorporated in the final Order to be issued.  The Order of the Disciplinary Committee stands modified to this extent and the modified Order is confirmed.” 
                                                                                                          By the Order & in the name of 








                  Delhi Medical Council 








                              (Dr. Girish Tyagi)







                                           Secretary
Copy to :- 
1) Shri Pradeep Bhushan Goel r/o F-11 A (G-8, Area) Hari Nagar, Delhi-110064.

2) Dr. Arun Bhanot, Through Medical Superintendent, Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017.
3) Dr. Amit Gupta, Through Medical Superintendent, Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017. 
4) Dr. Manjeeta Nath Das, Through Medical Superintendent, Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017. 
5) Dr. Piyush Goel, Through Medical Superintendent, Columbia Asia Hospital, Block-F,       Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017.
6) Dr. Sandeep Mandal, Through Medical Superintendent, Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017.
7) Medical Superintendent, Columbia Asia Hospital, Block-F, Near Gol Chakkar, Palam Vihar, Gurgaon Haryana-122017.
8) National Medical Commission, Ethics & Medical Registration Board, Pocket-14, Sector-8, Dwarka, Phase-1, New Delhi-110077-w.r.t. letter No.NMC/MCI/EMRB/C-12011/0130/2020/Ethics/125338 dated 08-12-2020-for information.
     (Dr. Girish Tyagi)







                                                                Secretary
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