DMC/DC/F.14/Comp.1647/2/2016/

           
                    22nd December, 2016 

O R D E R 

The Delhi Medical Council through its Disciplinary Committee examined a representation from Addl. Dy. Commissioner of Police, South East District, New Delhi, seeking medical opinion in respect of death of Shri Rajendra, allegedly due to medical negligence, in the treatment administered to late Rajendra at National Heart Institute, 49-50, Community Centre, East of Kailash, New Delhi-110065, resulting in his death on 05.05.2015.  

The Order of the Disciplinary Committee 24th October, 2016 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a representation from Addl. Dy. Commissioner of Police, South East District, New Delhi, seeking medical opinion in respect of death of Shri Rajendra, allegedly due to medical negligence, in the treatment administered to late Rajendra (refereed hereafter as the patient) at National Heart Institute, 49-50, Community Centre, East of Kailash, New Delhi-110065, resulting in his death on 05.05.2015 (referred hereinafter as the said Hospital).  
The Disciplinary Committee perused the representation from police, written statement of Dr. Vinod Sharma, cardiologist and Wing Commander B Jena, Director Operations of National Heart Institute, additional written statement of Dr. Vinod Sharma, Post mortem report no.492-15 dated 07.05.2015, Histopathology report dated 23.06.2015, copy of medical records of National Heart Institute and Rockland Hospital and other documents on record.  
The following were heard in person :-
1) 
Smt. Kamlesh


Wife of the patient
2) 
Shri Lal Singh


Father in law of the patientt
3) 
Shri Lakhminder Singh
Brother of the patient
4) 
Shri Khushi Ram

Brother-in law of the complainant

5) 
Shri R.N. Yadav

Brother-in-law of the complainant
6) 
Dr. Vinod Sharma

Cardiologist, National Heart Institute

7) 
Dr. L.C. Gupta


Cardiologist, National Heart Institute

8) 
Dr. Ravinder Singh Sambi
C.M.O., National Heart Institute 

9)  Shri S.K. Shailly

GM (FEL), National Heart Institute

10)Wing Commander B. Jena
Director Operations, National Heart Institute

The complainant Shri Vikram Singh failed to appear before the Disciplinary Committee, inspite of notice.  
It is noted that the Deputy Commissioner of Police, South East District in its representation No.8194/SO/DCP/SED(AC-V) New Delhi dated 10th August, 2015 has averred that on 5th May, 2015 a PCR call was received at PS Amar Colony vide DD No. 33A regarding the death of the patient Shri Rajendra due to medical negligence.  On receiving the same I.O reached at National Heart Institute Hospital, and recorded the statement of caller Shri Vikram Singh, the brother of the deceased, who stated that he had admitted his brother Rajendra aged forty three years with the history of chest pain on 30th April, 2015 at National Heart Institute Hospitai. He further stated that his brother was being treated in the said Hospital and angioplasty was also conducted by the hospital. Later on the doctor said that the patient has blockage and is to be operated for that in the same hospital. The treatment of his brother was in the supervision of Dr. Vinod Sharma. The operation of his brother was carried out by the doctors on 4th May, 2015 at around 02.30 p.m. Even after the operation condition of his brother did not improve rather it deteriorated. In the night at around 02.00 a.m., he heard a noise in the hospital that the condition of the patient is deteriorating and all the staffs were calling the doctor. All the staffs of hospital were looking for the doctor. On hearing this he went inside the ICU and saw his brother in very poor condition but no doctor was available there. After around one hour, the doctor came and took his brother to operation-theater and put him on ventilator. He further alleged that the death of his brother was caused due to the

negligence by the doctor.  Later on the dead body of the deceased was removed from National Heart Institute Hospital, New Delhi to the mortuary of AIIMS Hospital, New Delhi. Vide MLC No. 5987/2015. On 6th May, 2015 the permission from GNCTD was taken to constitute medical board for post mortem examination. On 7th May, 2015 the post mortem of the deceased Rajendra was conducted by the board of the A.I.I.MS. The body was handed over to relatives of deceased of Rajendra.  Later on, the post mortem report was collected on which the panel of doctor opined  that the cause of death to the best of my knowledge and belief, shock due to myocardial insufficiency consequent to coronary artery disease. Hence, the following opinion may be given for further investigation of the case:-
(i) Whether there is a negligence of the treating doctor(s) or any other medical negligence by anyone who were treating the deceased Rajendra or otherwise.
(ii) If there is any negligence by anyone in this matter kindly specify particular negligence by the said person(s).
(iii) If such negligence is there, kindly also opine whether it is covered under criminal liability or otherwise.
(iv) Any other relevant information/opinion which may be helpful in the present process of enquiry.  
Smt. Kamlesh (wife of the patient) stated that her husband late Rajendra was admitted in National Heart Institute on 30th April, 2015 with complaint of chest pain.  An angiography was performed, subsequent to which, angioplasty was done on 4th May, 2015 as doctor told them that there was blockage in the heart.  The operation was performed by Dr. Vinod Sharma.  The operation of her husband was carried out by the doctors on 4th May, 2015 at around 2.30 p.m.  Even after the operation, the condition of her husband did not improve rather it deteriorated.  In the night at around 2.00 a.m., she heard a noise in the hospital that the condition of her husband is deteriorating and all the staffs were calling the doctor.  All the staffs of the hospital were looking for the doctor.  On hearing this, she went inside the ICU and saw her husband was in very poor condition but no doctor was available there.  After around one hour, the doctor came and took her husband to operation-theater and put him on ventilator.  She further stated that death of her husband was caused due to the negligence of the doctor. 
Dr. Vinod Sharma, Cardiologist, National Heart Institute in his written statement averred that the patient late Rajender Singh, a 43 years old gentlemen, was admitted to National Heart Institute on 30th April, 2015 at 3.02 p.m. with chief complaints of chest pain of one day duration.  The patient was a known case of hypertension, not on any medications/treatment.  The patient gave no history of fever/LOC, convulsions/vomiting/cough.  The patient was managed as a case of acute coronary syndrome (acute inferior wall myocardial infarction)-out of window period.  The patient was managed conservatively with intravenous nitro-glycerine, anti-platelets, statin, low molecular weight heparin and other supportive medication.  The prognosis and brief about the patient’s condition and outcome were explained to the attendants in great detail.  After initial stabilization and consent of the patient for CAG, he was taken up for coronary angiography under local anaesthesia on 1st May, 2015.  It revealed significant double vessel disease and was advised for myocardial revascularization by PTCA.  As the attendants did not give consent for PTCA in the same setting, the patient was managed in the ICU and given Gp llb/llla inhibitors (Tirofiban) as per protocol.  On 1st May, 2015, the patient developed AV block but as he was hemodynamically stable, the patient was advised for monitoring in ICCU and stand-by temporary pacemaker insertion if necessary.  The patient was further stabilized and taken up for PTCA on 4th May, 2015 after explaining the risks involved and taking proper consent.  During the procedure while attempting PTCA to RCA, a dissection flap was noticed in the proximal segment of RCA with no flow, for which a flexy stent was deployed in the dissected segment, following which the patient had slow flow in distal RCA intracoronary Gp llb/llla inhibitor and nitro-prusside (25 mcg + 25 mcg) were given.  During the procedure, it was noted that the patient showed signs of left facial palsy (?CVA).  The patient was then shifted to ICCU in a hemodynically stable condition on nitro-glycerine infusion with TPI lead in place for further stabilization and the management.  Post PTCA, after an hour, the patient had an episode of ventricular tachycardia which was cardioverted to NSR with 200JS DC shock.  It was also noticed that the patient was incoherent with mild slurring of speech.  Dr. L.K. Malhotra (neurologist) was consulted and his advice was incorporated into the treatment plant.  AT 6.30 p.m., the patient had another episode of ventricular arrhythmia (VT/VF).  D/C shock of 200 JS was given again and the patient was reverted to NSR.  The patient was immediately put on mechanical ventilator (CMV mode, FiO2 100%).  Gp llb/lla inhibitor infusion was stopped.  The patient then had a generalized tonic-clonic seizure (GTCS) which was controlled by i/v diazepam and sodium valproate.  The patient remained hemodynamically stable till 4.30 a.m. on 5th May, 2015 when the patient had bradyarrhythmia with hypotension.  A temporary pacing lead which was already inserted via right femoral venous sheath was connected to the generator and inotropes were stared.  The prognosis was explained to the relatives in detail with guarded prognosis.  at 6.00 p.m. on 5th May, 2015, the patient had sudden cardiac arrest for which CPR was started as per ACLS protocol.  All life saving medications was given during resuscitation.  Despite all resuscitative measure, the patient could not be revived and was declared dead at 6.25 p.m. on 5th May, 2015.  The cause of death 1) Acute cerebrovascualr accident. 2) CAD-acute coronary syndrome with inferior wall myocardial infarction with AV dissociation. 3) Post CAG (01.05.15)-significant double vessel disease.  4) Post CAG (04.05.15)-stent to proximal RCA (dissected segment). 5) Systemic hypertension.  It has been alleged that there was negligence in the management of the patient.  This is false as all standard protocols were followed in this case as can be seen from perusal of the case file and the death summary.  The allegation of kidney removal via the coronary angiogram catheter is blatantly false, frivolous and without any scientific basis.  It is quite obvious from the case file that there is no basis and related facts supporting the allegations stated in the complaint letter.  At the time of the death, on the request of the family/relatives, a police enquiry was done followed by a post-mortem.  The details of the post-mortem are not available with us and will clearly show that no kidney had been removed, as well as confirm that the death was a consequence of suffering an acute myocardial infarction which is well known to be a serious disease often resulting in fatality.  
Dr. Vinod Sharma in his additional written statement averred that Dr. Lokesh Chandra Gupta after assessing the patient obtained consent for angiography.  The angiography was performed on 1st May, 2015 around 12.00 p.m., whereby it revealed two vessel diseases.  The attendants were called immediately and the finding was informed to them and was advised coronary angioplasty.  In response to this suggestion, the attendants replied to Dr. Lokesh Chandra Gupta that they would decide in family and revert.  As an interventional cardiologist, they had no reason to delay the procedure but lack of consent was constraining factor for them.  On 2nd May, 2015 in morning, again it was conveyed to them, whereby at the time of briefing Smt. Kamlesh (wife of the deceased late Rajendra Singh) came but again she did not consent for PTCA on pretext that they were yet to decide.  On 3rd May, 2015 (Sunday), another gentlemen whose name is Shri Yogpal (Brother-in-law) appeared, who gave consent for angioplasty, then only on Monday, PTCA was planned and performed by  them (Dr. Vinod Sharma/Dr. Lokesh Gupta).  As is evident from the records, there were many members in the family of the patient Shri Rajendra Singh who were coming at different times to the hospital but nobody was willing to take a decision and consent for PTCA.  Therefore, the question of not doing the angioplasty simultaneously does not arise. At National Heart Institute, they have no such institutional policy to get consent for angiography and angioplasty together.  Their policy is to get consent for a diagnostic procedure following which the patient and the relatives are briefed about the disease, given time for deciding among themselves and obtaining from any other source (if felt necessary) and then only they obtain consent for intervention except in cases of primary percutaneous  intervention, where they take consent for angiography and angioplasty together.  Even in these cases, after angiography one of the senior consultants invites the relatives of the patient, to brief about the findings of angiography and then proceed for angioplasty of culprit lesion responsible for the acute myocardial infarction.  Standard PTCA and post procedural protocols were followed and new situation like dissection/ coronary spasm/no flow-slow flow were dealt with according to the existing guidelines.  During PTCA procedure, they noticed that there was evidence of a cerebrovascular accident (? Facial palsy).  Immediately, they decided to abandon the procedure at that moment, because continuing procedure with anticoagulant would worsen the situation (autopsy report confirming that reddish discoloration of the grey matter is present in the precentral region of right cerebral hemisphere in an area of 6 cm x 3 cm wt-1190 gms).  As such from coronary artery disease view point, after stenting of dissected segment when no flow/slow observed, all possible pharmacological measure was applied then only procedure was stopped.  The patient was shifted to ICCU and was being observed by a team of doctors who are mostly post-M.D. doctors (DNB residents-cardiology) under supervision of senior consultants.  The allegations of the complainant that there was no doctor in ICCU are baseless as is evident from the patient’s case records.  When the patient had complete heart block, the temporary pacing lead which was already present there, did not capture regularly and, therefore, the doctors shifted the patient to cath lab and repositioned the lead and achieved regular paced rhythm as evident from the record.  At all times, the patient was attended properly by the duty doctors and he took telephonic advice from senior consultant on call as and when required.  As alleged by the complainant that National Heart Institute is running a kidney racket is completely false as the post-mortem report clearly shows the presence of two kidney.  
Wing Commander B. Jena Director Operations, National Heart Institute in his written statement averred that the patient late Shri Rajendra Singh a 43 years old pleasant gentleman, was admitted to the said Hospital on 30th April, 2015 at 30th April, 2015 at 03.02 p.m. with chief complaints of chest pain of one day duration.  The patient was a known case of hypertension not on any medication/treatment.  The patient was managed as a case of acute coronary syndrome (acute inferior wall myocardial infarction)-out of window period.  The patient was managed conservatively with intravenous nitroglycerine, anti-platelets, stain, low molecular weight heparin and other supportive medication.  The prognosis and brief about the patient’s condition and outcome were explained to the attendants in great details.  After initial stabilization and consent of patient for CAG, he was taken up for coronary angiography under local anaesthesia on 1st May, 2015. At this juncture the patient revealed significant double vessel disease and was advised for myocardial revascularization by PTCA.  However, the attendants did not give consent for PTCA in the same setting, therefore, the patient was managed in the ICCU and given Gp IIb/IIIa inhibitors (Tirofiban) as per protocol.  On 1st May, 2015, the developed AV block but as he was hemodynamicallv stable, the patient was advised for monitoring in ICCU and stand-by temporary pacemaker insertion, if necessary.  The patient was further stabilized and was taken up for PTCA on 4th May, 2015 after explaining the risks involved and taking proper consent.  During the procedure while attempting PTCA to RCA, a dissection flap was noticed in the proximal segment of RCA with no flew, for which a flexy star stent was deployed in the dissected segment , following which the patient had slow in distal RCA after intracoronary Gp Ilb/Illa inhibitors and nitro-prusside (25 mcg + 25 mcg) were given.  Further, the patient showed signs of left facial palsy (?CVA) and, therefore, the patient was shifted to ICU in a hemodynimically stable condition on nitro-glycerine infusion with TP (lead in place for further stabilization and management).  Post PTCA, after an hour, the patient had an episode of ventricular tachycardia which was cardioverted to NSR with 200 Js DC Shock. It was also noticed that the patient was incoherent with mild slurring of speech.  Dr. L.K. Malhotra (neurologist) was consulted and his advice was incorporated into the treatment plan.  At 6:30 pm. the patient had another episode of ventricular arrhythmia (VTNF). D/C shock of 200 Js was given again and the patient was reverted to NSR. The patient was immediately put on mechanical ventilator (CMV mode, Fi02 100%). Gp lIb/IlIa inhibitor infusion was stopped. He then had a generalized tonic-clonic seizure (GTCS) which was controlled by i/v diazepam and sodium valproate. The patient remained hemodynamically stable till 4:30 am on 5th May, 2015 when the patient had bradyarrhythmia with hypotension.  A temporary Pacing lead which was already inserted via right femoral venous sheath was connected to the generator and inotropes were started.  The prognosis was explained to the relatives in details with guarded prognosis.  At 6:00 pm on 5th May, 2015, the patient had sudden cardiac arrest for which CPR was started as per ACLS protocol. All life saving medications were given during resuscitation. Despite all resuscitative  measures, the patient could not be revived and was declared dead at 6:25 pm on 5th May, 2015.  The clinical disposition of the patient has been covered in greater details by the principal treating consultant Dr. Vinod Sharma. There was no negligence in the management of the patient.  All standard protocols were followed in this case as can be seen from perusal of the case file and the death summary.  The allegation of kidney removal via the coronary angiogram catheter is false, frivolous and non-scientific.  In view of the above it is submitted that there was no medical negligence to patient late Mr. Rajender Singh during his hospitalization and treatment provided, based on patient’s conditions and diagnosis at National Heart Institute, from 30th April, 2015 to 5th May, 2015.  
Wing Commander B. Jena Director Operations, National Heart Institute further stated that for Delhi Police empanelled employees, once they receive letter of the treatment from their office then they do not need separate approval for different procedures.  The patient late Rajendra Singh got admitted on 30th April, 2015 at National Heart Institute and they received approval subsequently.  However, they have not denied any treatment required as an emergency.  
Smt. Kamlesh, wife of the patient late Shri Rajendra Singh denied that subsequent to angiography done on 1st May, 2015, there was any delay on their part for giving consent for angioplasty.  Infact the doctors after doing angiography told them that since there was blockage, angioplasty will be done on Monday (4th May, 2015).
In view of the above, the Disciplinary Committee observes that the patient was a case of hypertension CAD, acute inferior wall MI.  The patient was admitted on 30th April, 2015.  The coronary angiography was done on 1st May, 2015.  The PTCA was attempted on 4th May, 2015.  During the PTCA, there was a dissection in proximal RCA which was stented.  After the PTCA, the patient had ventricular tachycardia.  The patient was subsequently intubated.  The patient ultimately developed brady-arrhythma and cardiac arrest.  The patient expired at 6.25 on 5th May, 2015.  The patient was admitted as a case of acute inferior wall MI.  The coronary angiography was not done on the day of admission, which should have been done on day one.   
Further, after the angiography, the angioplasty was not done on day two.  On 4th May, 2015, the angioplasty could not be successfully done and resulted in complication of proximal dissection requiring stenting in proximal RCA.  The distal RCA was not opened which should have been opened.  

In light of the observations made herein-above, the Disciplinary Committee is of the opinion that Dr. Vinod Sharma was not deligent in exercise of reasonable degree of skill and care in the treatment administered to late Shri Rajendra.  The Disciplinary Committee, therefore, recommends that a warning be issued to Dr. Vinod Sharma (Delhi Medical Council Registration No.13904).  He is also advised to undergo fifteen hours Continuing Medical Education (C.M.E.) in Interventional Cardiology, within a period of six months and to submit compliance report to this effect to the Delhi Medical Council.
Matter stands disposed. 
Sd/:



      


Sd/:



(Dr. Subodh Kumar)
     

      (Dr. Rakesh Kumar Gupta)

Chairman, 


      Delhi Medical Association 

Disciplinary Committee 

               Member,




      Disciplinary Committee 

         Sd/:






(Dr. Vimal Mehta)


      


Expert Member


      

Disciplinary Committee 


      
The Order of the Disciplinary Committee dated 24th October 2016 was confirmed by the Delhi Medical Council in its meeting held on 7th December, 2016.

The Council also confirmed the punishment of warning awarded to Dr. Vinod Sharma(Delhi Medical Council Registration No.13904) by the Disciplinary Committee.

The Council, however, observed that the direction requiring Dr. Vinod Sharma to undergo Continuing Medical Education (C.M.E.), is not warranted.  

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 Vikram, Village Mandaulla, Tehsil District Rewari, Haryana.
2) Shri Kamlesh, w/o late Shri Rajendra Maaidayal Building House No. 60(B), Palam Colony, Sadh Nagar, New Delhi-110045. 
3) Dr. Vinod Kumar, Through Medical Superintendent, National Heart Institute, 49-50, Community Centre, East of Kailash, New Delhi-110065. 
4) Medical Superintendent, National Heart Institute, 49-50, Community Centre, East of Kailash, New Delhi-110065. 
5) SHO, Police Station Amar Colony, New Delhi-110024-w.r.t. DD No. 33A dated 05.05.15 P.S. Amar Colony-for information. 
6) Additional Deputy Commissioner of Police, South East District, Police Station Sarita Vihar, New Delhi-110076-w.r.t letter No.8194/SOP/DCP/SED (AC-V), New Delhi dated 10/08/2015-for information. 
7) Registrar Madhya Pradesh Medical Council, Madhya Pradesh Medical Council, F-7, Sanchi Complex, Opp. Board Office, Bhopal, Madhya Pradesh (Dr. Vinod Sharma is also registered with the Madhya Pradesh Medical Council under registration No. 6035/21/08/1984)-for information & necessary action.
8) Secretary, Medical Council of India, Medical Council of India, Pocekt-14, Sector-8, Dwarka, New Delhi-110077-for information & necessary action.





            



 (Dr. Girish Tyagi)   








               Secretary
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