DMC/DC/F.14/Comp.1810/2/2019/

        
                
               18th July, 2019
O R D E R 
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Mrityunjay Kumar r/o- A 002 MTNL Staff Quarter Apartment Pocket, B-4, Rohini, Sector 03, Delhi-110085, alleging medical negligence on the part of Dr. Nisha Jain, Dr. Renu Gupta and Saroj Super Specialty Hospital, in the treatment administered to Smt. Pooja Rai at Saroj Super Specialty Hospital, Madhuban Chowk, Rohini, Delhi-110085, resulting in her death on 01.09.2015.
The Order of the Disciplinary Committee dated 3rd June, 2019 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Mrityunjay Kumar r/o- A 002 MTNL Staff Quarter Apartment Pocket, B-4, Rohini, Sector 03, Delhi-110085 (referred hereinafter as the complainant), alleging medical negligence on the part of Dr. Nisha Jain, Dr. Renu Gupta and Saroj Super Specialty Hospital, in the treatment administered to  Smt. Pooja Rai (referred hereinafter as the patient) at Saroj Super Specialty Hospital, Madhuban Chowk, Rohini, Delhi-110085 (referred hereinafter as the said Hospital), resulting in her death on 01.09.2015.
The Disciplinary Committee perused the complaint, written statement of Dr. P.K. Bhardwaj(MS) Medical Director & HOD Advance Minimally Invasive Surgery enclosing therewith joint written statement of Dr. Nisha Jain , Dr. Renu Gupta, joint written statement of Dr. Nisha Jain and Dr. Renu Gupta, written statement of Dr. Anuprea, Dr. Priyanka and Dr. Garima, copy of medical records of Saroj Super Speciality Hospital and other documents on record. 

The following were heard in person :-

1) Shri Mrityunjay Kumar
Complainant 

2) Dr. Nisha Jain
Senior Consultant, Gynaecology, Saroj 


Super Specialty Hospital

3) Dr. Renu Gupta 
Consultant, Gynaecology, Saroj Super Specialty Hospital

4) Dr. Kiran Chawla

   Dy. G.M. Medical Operation, Saroj Super






   Specialty Hospital

The complainant Shri Mrityunjay Kumar alleged that the patient Smt. Pooja Rai was admitted at Saroj Hospital at around 0600 hours on the morning of 30/08/2015.  She was admitted and at around 0850 hours taken for surgery. She gave birth to a healthy baby girl at 0908 hours by LSCS procedure.  Post-delivery, she was shifted to labour ward and remained there till 1545 hours.  At around 1200 hours, she started complaining of feeling uneasiness and pain in her abdominal area and the immediate nurse attendant was informed about this.  On consulting the doctors, the nurse informed that it was normal after surgery and, hence, the incident was ignored by the staff.  She was shifted to general ward at 1545 hours, but at around 1830 hours her condition started worsening and the attendants were called after which at 1900 hours, she was again shifted back to labour ward.  After examining her, the doctors informed them that the patient had become critical and a reoperation was required immediately.  All this happened within a short span of time and the doctors were not able to tell exactly what was happening.  The patient was kept in labour ward only, despite her critical condition and was shifted to OT at around 2230 hours. While being transferred to OT, the patient was still talking and was in conscious state.  She was taken out of OT around midnight and shifted to CCU at 0020 hours on 31/08/2015 under comatose state and was never able to recover after that point.  It was informed to them that the patient might be suffering from HELLP syndrome on 31/08/2015 at around 1500 hours and the chances of revival were nil, as the mortality rate in such cases is 100%.   Eventually the patient expired on 01/09/2015 at 1045 hours following cardiac arrest.  In particular some points which raise serious question, need to be probed are as :- the doctors were not able to explain the reasons for second surgery (exploratory laparotomy) and only stated the facts pertaining to critical condition of the patient, that her pulse and BP were going down, and that it was necessary to perform surgery to find out the causes.  It is necessary to investigate what all transpired between 1900 hours of 30/08/2015 when the patient’s health started deteriorating and the time she was taken for exploratory laparotomy.  Was the second surgery performed before any laboratory investigation reports were obtained and if such was the case, is it standard procedure to follow in such cases? As per the case summary it is mentioned that the samples were sent for lab investigations and it is not clear whether the exploratory laparotomy was performed based on lab investigation reports.  According to the test reports sent for investigation which include CBC, etc. the samples were obtained at 2126 hours and 2300 hours on the night of 30/08/2015.  Was there any delay on part of the doctors in sending the samples?  He was not given any option of taking a second opinion before second surgery (exploratory laparotomy).  It was suggested only on morning of 31/08/2015, when the patient was already critical and not in condition to be moved from the hospital that he may try to consult others.  Was it alright to perform second surgery when the platelets count was already low?  The international normalized ratio of prothrombin time of blood coagulation was high which indicates that chances of bleeding were also high.  The USG film has not been shared with them claiming that it was a portable one and could not be retrieved because no camera was attached to it.  The explanation by the hospital for the same has been attached.  Thick gram positive bacilli (ASB), and few gram negative coco bacilli was seen in the abdominal fluid post-surgery which may indicate increase in infection.  The urine output of the patient post-delivery was very low, which may be indicative of complications in kidney and an early sign of start of DIC.  The cause of the death has been attributed to shock with DIC with HELLP syndrome.  On consultation with some the doctors it has been brought to their notice that DIC may be the result of leaving behind a bleeding vessel during surgery.  All the symptoms also suggest this may be the possible cause and diagnosis of HELLP syndrome may not be conclusive.  Further, considering that patient’s pregnancy was uneventful and normal, the diagnosis of HELLP syndrome seems highly unlikely.  The doctors had also taken consent for hysterectomy which may also suggest that the doctors were already suspecting post-operative bleeding which could have been a result of some mistake on their (the doctors) part.  According to Dr. Nisha Jain, the HELLP syndrome was first suggested by the gastroenterologist (on 31/08/2015 post second surgery) and no one was able to diagnose it till that point as to what were the causes of patient’s health deterioration.  She also added that she was not aware of this syndrome prior to the incident.  Should’t a gynaecologist be aware of HELLP syndrome which occurs during pregnancy?   In case, it was diagnosed early as a case of HELLP syndrome then it could have been tried to first control and then proceed with the second surgery.  It also seemed that the doctors had given up hopes of recovery of patient post-surgery when she was taken for exploratory laparotomy.  Is it correct that the mortality rate is 100% in case of HELLP syndrome?  On the night of 31/08/2015, it was told that a neurosurgeon will reexamine the patient but he (neurosurgeon) never turned up.  Dr Renu Gupta did not attend the patient on 01/09/2015 despite saying that she (Dr. Renu Gupta) will check the patient on morning of 01/09/2015 at 0600 hours.  She (Dr. Renu Gupta) did not check the patient, till the time of her death.  He requests the Delhi Medical Council to investigate whether the case was handled diligently, as per the facts of the case, especially before the second surgery for exploratory laparotomy as only after this the patient’s condition deteriorated drastically.  If any lapses are found on part of the doctors or the hospital then stern action should be taken, so that no patient or family has to suffer such loss in future.  
Dr. Renu Gupta, Consultant Gynaecology, Saroj Super Specialty Hospital stated that on 30/08115 the patient was admitted at 7.13 am as per admission records and not 6.00 am, as claimed by the complainant, with diagnosis of primigravida with 37 weeks POG with breech with leaking PV with controlled hypothyroidism with uncontrolled psoriasis.  The patient was taken up for LSCS at 8.30 am, it was the time in and time out was 10.15 am as per anesthetist record and the surgery was uneventful.  As per nursing records of 12.30 pm, 2.00 pm and 3.15 pm, the patient was absolutely all right, no complaints.  At 3.30 pm, the patient shifted from labour to ward and received at 3.45 pm in ward.  No nursing records after shifting the patient to ward till 8.00 pm were available.  As per records, the resident doctor saw the patient at 1.30 pm.  Urine output was 800 ml and the patient was absolutely fine as per post LSCS norms.  At 5.30 pm, the resident doctor had seen the patient.  The patient was comfortable with no complaints and urine output was +50 ml.  At 8.00 pm. she (Dr. Renu Gupta came for regular evening rounds in the wards and saw that the patient was cold and with very low BP, P.R -not recordable and immediately shifted to labour ICU for better management, as no beds were vacant in ICU.  She immediately called ICU anaesthetist and Dr. Nisha Jain.  Relevant investigations were sent and the samples were drawn for cross matching, requisition for blood and blood products were sent to blood bank.  The radiologist requested to come at the earliest.  OT informed about possibility of emergency laparotomy.  The patient was managed in coordination with anaesthetist.  The patient was infused with crystalloids by 2 IV lines and despite sufficient infusion the vitals did not improve therefore they called cardiologist and he did ECHO which showed abnormality-EF 40% global ventricular hypokinesia with minimal pericardial effusion and, therefore, cardiologist was asked to stay.  

Dr. Nisha Jain, Senior Consultant Gynaecology, Saroj Super Specialty Hospital stated in the meantime while waiting for radiologist at 9.00 pm, she did culdocenthesis with large bore spinal needle but nothing came out (no fluid no blood), so she had to wait for radiologist to arrive.  After radiologist arrived, USG was done which showed moderate free fluid in para hepatic, para colic and pelvic with minimal pleural effusion and uterus was normal postoperative status.  According to the USG report, the decision was taken to do exploratory lapartomy to find out if the fluid was blood and control the bleeding / hysterectomy or any other procedure required during surgery.  After proper consent and explaining the situation to the attendants available, the patient was shifted to OT and as per anaesthesia record, ECHO cardiography was done before shifting the patient to O'T - EF 40% global ventricular hypokinesia with minimal pericardial effusion.  As per anaesthesia records, sign in time - 2145, sign out time 2400 hrs.  The reports of sample was sent pre-operatively were verified by the anaesthetist telephonically as to ascertain the situation because there were no bleeders / oozers or any bleeding from operation site and in the peritoneal cavity and the reports showed Hb 10.3 completely deranged coagulation profile (reports with patients relatives, as it was done from outside due to some technical reasons NASA lab).  Exploratory laparotomy finding were:- uterus well contracted, no bleeding from operation site, sero sanguines collection was in upper abdomen, no collection was in POD (pouch of dougles).  Cardiologist was standby in OT due to abnormal ECHO report.  Post operative, the patient was shifted to ICCU (intensive cardiac care unit) on ventilator and was managed by physician, cardiologist, nephrologist, gastroentrologist, 01 surgeon, neurologist, as no obstetric cause was found during lapartomy.  Immediately after ECHO report, the attendants were told about abnormal cardiac status and this was explained as a reason to shift under cardiologist care in ICCU.  HELLP syndrome was just a suggestion (hypothetical) while trying to find the cause of patient’s condition.  The lab reports were asked verbally because of the patient being in critical condition without any identifiable aetiology, to save the time and expecting the fluid in abdomen (USG report) could be blood and to control the bleeding or find out the cause and manage.  The test reports show the time of receiving the sample in the lab, as stated before patient was pulse-less and the anesthetist was called to manage the patient and to put a patent IV line thereafter the sample could be drawn.  It takes time to label the sample, make entries in the register, in the file and then it is taken by aya to the lab which is on a different floor. Therefore, this was the minimest possible time to do so and there was no delay on the part of the doctors in ordering the sample and staff in withdrawing and sending it the lab.  Due to technical reasons, one sample was sent outside lab (NASA), the reports are with the attendant, they do not have any copy of it.  
She further stated that the patient was almost dying in shock infront of them, in such catastrophic situation we were only thinking how to bring out a pulse, raise a blood pressure and manage.  There was no time to wait for any second opinion. If she would have done so, the patient would be dead there and then.  When she explained the situation to the attendants they also did not ask for a second opinion outside the hospital.  In such a tense situation, they were doing what they could.  All concerned consultants of different specialist were called and the patient was managed at war level.  So is it not a second opinion.  There was no time to think differently with only moto to save the patient.  All required specialist were involved so this in itself is second, third, fourth opinion.  Since no cause could be stabilized for her condition they were given the option of getting opinion of any consultant outside the hospital.  Decreased platelets and high INR were the reasons to do laparotomy, to find cause and control any bleeding as the reports were indicating towards DIC and all the blood products were order and transfused simultaneously. As per incidence regarding the patient going into DIC the highest percentage is of severe postpartum hemorrhage while there are other causes but firstly it has to be ruled out.  It is absolutely justified to do laparotomy on the basis of the patient’s condition and lab, USG report.  
She also stated that there was no printer or camera attached with the portable ultrasound machine, in further, the radiology department informed them that the images were not saved in the system, only report were available.  As regarding the thick gram positive bacilli (ASB) and few gram negative coco bacilli was seen; this was the report of serosanguineous fluid from peritoneal cavity which was sent while trying to find out the cause of her (the patient) condition.  
She further stated that the patient delivered at 9.08 am (LSCS), as per nursing chart at 2.00 pm urine output was 700 ml and her urine output till 8.00 pm was 800 ml as per resident doctor’s notes.  The patient’s relatives consulted with other doctors and their advice was on same lines, as she thought that there may be some bleeding point and this was the reason to take the patient for exploration.  But, please note that her Hb sent immediately before surgery was 10.3 mg% as per her lab report which was received during surgery.  Therefore, the DIC and the patient’s deteriorating condition was not due to excessive bleeding but some other unknown cause, may be septicemia because her ECHO report was showing EV 40% global ventricular hypokinesia with minimal pericardial effusion and patient had bad cardiac status.  The idea of HELLP syndrome’s possibility came from other specialists as a differential diagnosis and not a confirmatory diagnosis as per her condition, situation, deterioration, progress and reports did not support the diagnosis of HELLP syndrome.  The patient went into the shock at around 8.00 pm and thereafter, went into multi-organ failure of unknown etiology and could not be saved despite best of our knowledge and efforts.  If there would have been any operative complications or bleeding, she definitely would have performed hysterectomy to save the life of the patient, therefore, the consent was taken but it was not required, as the uterus was well contracted and there was no bleeding, only serosagnous fluid present in upper abdomen and POD was absolutely free of fluid.

Regarding the HELLP syndrome, she stated that this was just a suggestion from (Dr. Ravinder Pal Singh) and other consultants, who were trying hard to find the cause but were in a fix and could not find the reason for what was happening with the patient and non of her prenatal checkup records pointed of any possibility of HELLP syndrome.  It is very negligent of attendant to say that she did not know what is HELLP syndrome.  On contrary, she was not very much convinced to label the diagnosis of HELLP syndrome.  She supposed the attendants misunderstood them.  They do understand their situation of possibility of loosing their dear one which can put anybody under severe mental stress.  Further, the patient had no obstetric problem /complication and it was explained in writing that they will be visiting the patient regularly on moral grounds but the treatment will be as per cardiologist, physician, gastroenterologist, nephrologist, neurologist, 01 surgeon, and they were all doing the best they could.  On 31st September, 2015, the whole day they were there in the CCU till late night and were mobilizing all the specialist and super specialist to see the patient and give their opinion and had large discussions jointly and severely with all super-specialist.  As nobody was able to ascertain the cause of her condition and deterioration (multi organ failure).  It was just hypothetical to assume HELLP syndrome in view of DIC on 01/Sep., a senior nuerologist Dr. Jaideep Bansal had seen the patient at 10.00 am as per the records.   They as doctors deal with human life and human bodies but at times despite best of their knowledge and efforts they may not be able to know the cause of the disease and save the patient. Situation at times are beyond human power and the decision of supreme power is to be accepted.  Unortunately, the complainant should understand this.  Medical sciences as all other sciences is ever evolving subject and so many discoveries are still to be made and so many things not known to mankind, so they request the complainant to please be content and bear with them.  It is very painful that despite the attendants seeing them do their best and all the time running around and trying hard to save this patient, they file this complaint, they do understand that he (the complainant) has lost his life partner with a small kid to look after.  They really sympathies with what God has done to them.   After going through the record, the Delhi Medical Council will agree with them that there was no scope of negligence from the doctors and of the hospital. 
Dr. Nisha Jain and Dr. Renua Gupta in their joint written statement averred that Senior Consultant Saroj Super Speciality Hospital stated that they have gone through the records and they have to say that in CCU duty doctor notes, there was serosanguinous fluid in the drain as noticed on 31st August, 2015 at 7.00 p.m. (as per OT notes there were two drains kept).  1 in POD (I) and drain II subcutaneously.  Drain fluid was sent at 11.00 a.m. on 31st August, 2015 for gram stain and culture.  Report showed gram positive bacilli, (few gram negative cocci) culture sterile.  Drain was emptied on 31st August, 2015 at 3.00 a.m.-1100 ml, at 12.00 noon-950ml and at 6.00 p.m.-50ml (I).  On 1st September, 2015 till 6.00 a.m., the drain I-total drain 2300 ml, drain II (subscutaneous) total collection-300 ml and all fluid was serosanguinous.  Regarding negative consent for autopsy, this was a young women’s death, the kind of stress, they were under and the huge number of the relatives grieving and angry were present there to deal with.  They held a meeting with them to allow them to get an autopsy done on this patient, as they themselves were unable to understand the cause of the patient’s condition.  On their refusal, they were not in a position to force them to sign a negative consent, as they were really worried about their safety as well.  The complainant has himself told to the panel in last meeting that they did not want a case with police.  So they refused.  While during the whole antenatal period the patient was with them and there were no signs of psoriasis.  They have encountered many patients in their practice who do not disclose their pre-existing disease in front of in laws and husband, especially in early years of marriage and request them also to keep their secret.  In this case, the report later showed pancytopenia and they think that may be the patient was taking methotrexate or some steroids and her clinical condition was due to methotrexate or steroids toxicity.  They have not found any literature about the outcome of methotrexate intake in full time pregnancy.  They have attached chaper 26-post partum collapse by the Indian Authors from Research Gate for ready reference.  

On being asked as to whether the postmortem was advised in this case, Dr. Renu Gupta stated that she did advice the attendants of the patient for the postmortem and the same was refused; albeit the same was not documented in the medical records. 

The complainant Shri Mrityunjay Kumar strongly refuted that the doctor’s advice them for postmortem in this case.  

Dr. Garima, Junior Resident (Gynae.), Saroj Super Specialty Hospital in her written statement averred that she was posted as junior resident at Saroj Super Specialty Hospital from 27th April, 2015 to 14th February, 2016 in obst. & Gynae. department.  The patient Smt. Pooja, 27 years famle was admitted in the Saroj Super Specialty Hospital on 30th August, 2015 with diagnosis of primigravida with term pregnancy with breech presentation with leaking per vagina, for which, she was taken for emergency LSCS at 8.50 a.m.  She was posted in labour room in morning shift from 8.00 a.m.-2.00 p.m. on 30th August, 2015.  After emergency LSCS, the patient was shifted to post-op room, from where, she was shifted back to labour room.  At around 1.30 p.m. on 30th August, 2015, she took her usual rounds, where after she found the patient’s vitals to be stable which include pulse, blood presence, urine output and bleeding per vagina.  She handed over the patient in the same stable condition to the labour room evening resident (Dr. Priyanka) orally as well as in her over register.  Her duty ended at 2.00 p.m. 


On enquiry by the Disciplinary Committee, Dr. Garima stated that 1.30 p.m. notes of labour room are her notes.  The patient was shifted at 3.30 p.m. from labour room to ward.  

Dr. Priyanka Arora, Junior Resident (Gynae.), Saroj Super Specialty Hospital in her written statement averred that she was working as a RMO (resident medical officer) in the department of obst. & gynae. in Saroj Super Specialty Hospital in the year, 2015.  The patient Smt.  Pooja Rai, 27 years female was admitted on 30th August, 2015 with diagnosis of primi with 37 +5 weeks POG with breach presentation with LPV in obst. & gynae department and the patient for emergency LSCC on 30th August, 2015 at 8.50 a.m. under Dr. Nisha Jain/Dr. Renu Gupta.  She was posted as a resident medical officer on evening duty from 2.00 p.m. to 9.00 p.m.  The patient had undergone emergency LSCS at 8.50 p.m. after that; she was shifted to post OP, then to the ward.  Since morning, the patient was stable.  She took the round at 5.30 p.m.  The patient was in echo ward.  She checked the patient’s vitals.  Vitas were stable.  The patient was conscious, oriented to time, place and person.  The patient was talking to her normally with her queries.  After taking the round, she put her evening notes in the file and then, she went back to labour room, as her presence was required there.  Hence, as per her observations, the patient was doing well under her duty hours.  

On enquiry by the Disciplinary Committee, Dr. Priyanka Arora stated that the 5.30 p.m. (30-08.2015) notes are her notes.  

Dr. Anuprea, Junior Resident (Gynae.), Saroj Super Specialty Hospital in her written statement averred that she was posted as junior resident (RMO) in department of obstetrics & gynaecology of Saroj Super Speciality Hospital.  She had her night duty on 30th August, 2015, which started at 8.00 p.m.  While she was taking over duty from her co-RMO, she received a call from the nursing staff of the ward that the patient Smt. Pooja Rai has complaint of vomiting.  The staff had already given injection Perinorm at 8.00 p.m. as per post-operative Orders.  By the time, she reached upstairs; Dr. Renu (junior consultant) had also reached the ward.  The patient was asked her to get the file from nursing station while she started examining the patient.  She went to nursing station and asked the sister on duty for vitals which she had recorded earlier.  On examination, Dr. Renu rechecked the vitals and found the blood-pressure-90/60 mmHg and pulse was nor recordable.  She (Dr. Renu) asked her to put fresh notes as per her findings, as there were some overwriting during recording, Dr. Renu told her to write fresh.  The patient was then immediately shifted to labour room further management.  The anaesthetist and the senior consultant (Dr. Nisha Jain) were informed.  Thereafter, all orders as per the advice of consultants were carried out.   

On enquiry by the Disciplinary Committee, Dr. Anuprea stated that her duty was from 8.00 p.m. to 8.00 a.m.  She further stated that when she saw the patient in ward; Dr. Renu Gupta had already reached.  The patient was shifted to labour room at around 8.30 p.m.  

The complainant Shri Mrityunjay Kumar stated that the patient experience difficulty in breathing at around 5.45 p.m. (30-08.2015).  He complaint to the nurse, who were managing the patient; no doctor came to see the patient.  Dr. Renu Gupta saw the patient at 8.30 p.m. 

Dr. Dhiraj Malik, DMS & Gyality Head, Saroj Super Specialty Hospital stated that round the clock, senior resident gynaecology is not available in the hospital.  

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

1) It is noted that the patient Smt. Pooja 27 years old female with diagnosis of prime with 37 + 5 weeks POG with breech presentation with LPV was admitted on 30th August, 2015 at the said Hospital under the unit of Dr. Nisha Jain and Dr. Renu Gupta.  The patient had history of hypothyroidism on tablet Thyronorm 50 mg and history of psoriasis with chicken pox (3rd trimester).  The patient was taken up for emergency LSCS, under spinal anaesthesia under consent at 8.50 a.m. and a full term live baby was delivered.  The LSCS was performed by Dr. Renu Gupta.  As per the 11.30 a.m. post-operative notes, the patient’s general condition was fair, afebrile, pulse 64/minute, blood pressure-120/70 mmHg, bleeding per vaginal-nil.  Similarily, as per 1.30 p.m. (30-08-2015) notes, the patient’s general condition was fair, pulse-84/minute, blood-pressure-110/70mmHg, afebrile, bleeding per vaginal-nil, urine output was 800 ml (clear), baby with the mother feeding well.  Again at 5.30 p.m. (30-08-2015), the patient’s general condition was noted to be fair, pulse-72/minute, blood-pressure -100/70 mmHg, afbrile, bleeding per vagina-within normal limit, urine output was 50 ml (clear); 2.00 p.m., urine output notice as 700 ml.  Thereafter at 8.00 p.m. (30-08-2015), the patient was found to be pulse-less, blood-pressure-less, complaining of ghabrahat, breathlessness, sweating; on examination, pulse-not palpable, blood-pressure not recordable, cold, per vagina bleeding was within normal limit.  Subsequently, the patient was started on ringer lactate, O2 and asked to be shifted to ICU, but since the bed was not available in ICU, the patient was shifted to labour room intensive care, anaesthetist was called, and injection Dopamine started, blood investigations alongwith USG (whole abdomen) and echo was advised.  The 8.30 p.m. (30-08-2015) notes when the patient was seen by Dr. Renu Gupta, records the patient being cold, pulse rate-not recordable, blood-pressure-90/60 mmHg, P/V-uterus contracted, ASD-dry, bleeding per vagina-nil, urine output-100 ml(high coloured); the patient to be shifted to labour room, hemogram and S. electrolytes to be send.  At 9.00 p.m. the patient’s blood-pressure was noted to be 90/60, pulse 40/60 minute feeble, vitals not maintained, nor adrenaline was started.  Culdocentesis revealed no fluid, no blood.  As per 10.00 p.m.(30-08-2015) notes, it is mentioned that the patient was in shock and had to be taken up for exploratory laparotomy and further, she may require hysterectomy.  On exploratory laparotomy, there was serosanguineous fluid in flanks and uterus was well contracted, no active bleeder found.  Drain was kept in POD and abdomen was closed; the patient was shifted to CCU.  Intra-operative, two units of blood and four units of FFP were transfused.  Post-operative, multiple blood products were transfused as per requirement (platelet concentrate, platelet apheresis, FFP, whole blood etc.).  As the patient’s condition was deteriorating, multidisciplinary team of the doctors were called to review the patient.  The patient’s attendants were explained about the condition of the patient and diagnosis of HELLP syndrome in which mortality was around 100%.  The patient had cardiac arrest on 31st August, 2015 in the morning but was revived.  Two units of cryo precipitate were arranged and transfused.  Injection Efcorlin was started eight hourly and FFP was given @ 80 ml/hour (two units).  Neurologist reference was also taken, pupils were dilated and doll signs was absent.  The patient was kept on supportive treatment (full dose of inotrops), had an cardiac arrest on 1st September, 2015 at 10.15 a.m. and CPR was done, but the patient could not revived back after all efforts, ECG showed straight line then the patient declared dead at 10.45 a.m. on 1st September, 2015.  
2) It is observed that the patient had dyspnea and palpitations at 5.30 p.m. (30-08-2015) and was detected collapsed at 8.00 a.m.  The patient had free fluid in abdomen on USG.  The exploratory laparotomy showed 300 ml serosanguineous fluid.  The patient likely had DIC, as is evident from investigations like D-Dimer and low Hb.  The common cause of DIC in a post-operative patient is haemorrhage but laparotomy notes are not indicative of the extent of haemorrhage to cause DIC.  The possible cause of DIC as can be inferred from the clinical picture was amniotic fluid embolism. There is no record regarding advice for autopsy or refusal of the same which may have been able to prove the diagnosis. 
3) It is observed that documentation must be improved as there is no record for the period between 5.30pm to 8.30 pm (30.8.2015) when in all likelihood the acute event is likely to have taken place. 
In light of the observation made hereinabove, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of Dr. Nisha Jain, Dr. Renu Gupta and Saroj Super Specialty Hospital, in the treatment administered to Smt. Pooja Rai at Saroj Super Specialty Hospital, however, the doctors are advised to improve their record keeping, for future. 
Complaint stands disposed. 
  Sd/:



            

Sd/:
(Dr. Subodh Kumar)
  


(Dr. Ashwini Dalmiya)

Chairman,





Delhi Medical Association,

Disciplinary Committee 



Member,








Disciplinary Committee 
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Sd/

(Dr. Reva Tripathi)



(Dr. Vimal Mehta)

Expert Member,




Expert Member,

Disciplinary Committee 



Disciplinary Committee 
The Order of the Disciplinary Committee dated 3rd June, 2019 was confirmed by the Delhi Medical Council in its meeting held on 28th June, 2019. 

        







        By the Order & in the name      








                     of Delhi Medical Council 








                                   (Dr. Girish Tyagi)







                                                Secretary

Copy to:- 
1) Shri Mrityunjay Kumar r/o- A 002 MTNL Staff Quarter Apartment Pocket, B-4, Rohini, Sector 03, Delhi-110085.

2) Dr. Nisha Jain, Through Medical Superintendent, Saroj Super Specialty Hospital, Madhuban Chowk, Rohini, Delhi-110085.

3) Dr. Renu Gupta, Through Medical Superintendent, Saroj Super Specialty Hospital, Madhuban Chowk, Rohini, Delhi-110085.

4) Medical Superintendent, Saroj Super Specialty Hospital, Madhuban Chowk, Rohini, Delhi-110085
                    






     (Dr. Girish Tyagi)

                                 






           Secretary
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