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                                    23rd January, 2020
O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Harsh Gupta, s/o Shri Pradeep Gupta, r/o-F4, Sukh Sagar Apartments, 38, New Gandhi Nagar, Ghaziabad, Uttar Pradesh, alleging medical negligence on the part of doctors of Max Super Specialty Hospital-East Block, Saket, New Delhi and All India Institute of Medical Sciences, Ansari Nagar, New Delhi, in the treatment administered to complainant’s mother Smt. Anita Gupta, resulting in her death on 21.07.2016 at All India Institute of Medical Sciences.  

The Order of the Disciplinary Committee dated 16th December, 2019 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Harsh Gupta, s/o Shri Pradeep Gupta, r/o-F4, Sukh Sagar Apartments, 38, New Gandhi Nagar, Ghaziabad, Uttar Pradesh(referred hereinafter as the complainant), alleging medical negligence on the part of doctors of Max Super Specialty Hospital-East Block, Saket, New Delhi and All India Institute of Medical Sciences, Ansari Nagar, New Delhi, in the treatment administered to complainant’s mother Smt. Anita Gupta (referred hereinafter as the patient) , resulting in her death on 21.07.2016 at All India Institute of Medical Sciences.  
It is noted that the Delhi Medical Council has also received a representation from the Police Station Saket, New Delhi, whose subject matter is same as that of complaint of Shri Harsh Gupta, hence, the Disciplinary Committee is disposing both of these matters by this common Order.

The Disciplinary Committee perused the complaint, written statement of Dr. Gurpreet Singh, GM-Medical Operation, Max Super Specialty Hospital, joint written statement Dr. Pradeep Chowbey, Chairman, MAMBS, Dr. Rajesh Khullar Director, Department of MAMBS, and Dr. Yogendra Tomar, Deputy Medical Superintendent, Max Super Specialty Hospital, written statement of Dr. D.K. Sharma, Medical Superintendent of All India Institute of Medical Sciences, enclosing therewith written statement of Dr. Yashwant Rathore, Assistant Professor, Department of Surgical Discipline, written statement of Dr. Sunil Chumber, Professor of Surgery, All India Institute of Medical Sciences, copy of medical records of All India Institute of Medical Sciences, copy of medical records of Max Super Specialty Hospital and other documents on record. 
The following were heard in person :-

1) Shri Harsh Gupta 
Complainant 

2) Shri Pradeep Gupta 
Father of the complainant 

3) Dr. Pradeep Chowbey
Chairman, MAMBS, Max Super Specialty Hospital

4) Dr. Rajesh Khullar 
Director, Department of MAMBS, Max Super Specialty Hospital

5) Dr. Amrita Gupta
Medical Superintendent, Max Super Specialty Hospital

6) Shri Jitendra Janghi
AGM, Max Super Specialty Hospital

7) Dr. Yogendra Tomar
Deputy Medical Superintendent, Max Super Specialty Hospital

8) Dr. Yashwant Rathore 
Asst. Professor, All India Institute of Medical Sciences

9) Dr. Sunil Chumber
Professor of Surgery, All India Institute of Medical Sciences

9) Dr. Mahesh R. 
Associate Professor, Department of Hospital Administration, All India Institute of Medical Sciences

10) Shri Sandeep M. Singh
Jr. M.R.O., All India Institute of Medical Sciences

11) Shri Rajbir Singh
Medical Record Technician, All India Institute of Medical Sciences

The complainant Shri Harsh Gupta alleged that on 21.8.2015, he had taken his Mother (the patient) Smt. Anita Gupta to the OPD of MAX Hospital Saket New Delhi wherein Dr. Pradeep Chowbey medically examined her and advised to admit her in the Max Hospital, as she required surgery of lap repair.  The date of admission in the said hospital was given for 29/04/2016.  He visited again alongwith his mother on the date of admission which was changed from 29th April to 1st of May 2016 and the operation of his mother was scheduled on 2nd May 2016, but she was admitted in the said hospital on 3rd May 2016 in ward No.2529 for laparoscopic surgery.  His mother underwent surgery of Lap mesh repair on 4th May 2016.  But when his mother was shifted from operation theatre to the room, it was noticed that her stomach was stitched up-to 24 inches and instead of laparoscopic surgery, her open surgery was conducted without informing anybody.  When he asked the reason to open the stomach, the doctor of the said hospital did not give any answer to him although the said hospital had charged a huge amount on the plea of laparoscopic surgery. On 05th May 2016, when his mother tried to walk as per advice of the doctor at that time she was not comfortable and felt difficulty in walking and complained of abdominal pain, inspite of that, his mother was discharged from the said hospital on 07th May 2016 with advice to come on 16th May 2016, in the said hospital for removal of stitches and further examination by the doctor.  When his mother reached her home, she developed fever, the father of the complainant telephonically tried to speak with the concerned doctor under whom his mother was under treatment, but they did not talk and always said that if the patient was in fever than only give Crocin tablet; despite giving the said tablet the fever of his mother did not come down till 12th May 2016.  He again tried to contact the Max Hospital through their help line number but they again said to give the same medicine for the fever and come on after 16th May, 2016 for removal of stitches and for further follow-up.  On 17th May 2016, he alongwith his mother visited the said Max hospital for her further check-up and removal of her stitches.  After her check-up by the doctor, few new medicine and some tests were recommended; accordingly his mother started to take said medicine and her blood tests were conducted by Aggrawal’s Path Lab, Ghaziabad.  The tests report were also sent to said doctor on his what’s app.  On 18th May 2016, Dr. Pradeep Chowbey of the said MAX hospital called his mother and as per his (Dr. Pradeep Chowbey) advice, the complainant went to said Max Hospital alongwith his mother and father wherein, Dr. Pradeep Chowbey checked-up his mother and prescribed few medicine and injections and told him that everything was fine and for the fever, he can take advice from his family doctor in Ghaziabad.  Despite taking the medicine and injections when the fever of his mother did not fall and she did not get any relief than he contacted his family doctor (Dr. Ravi Prakash) at Ghaziabad.  The said family doctor recommended few tests and after going through the reports of blood tests; he (Dr. Ravi Prakash) advised to take his mother in Max Hospital and consult the concerned doctor.  His mother was again admitted in the Max Hospital Saket New Delhi, on 07th June 2016, vide IP NO.223733 on EW Bed No.2535E.  She complained of continued abdominal pain, fever and weakness.  The staff of Max hospital again took huge amount from the complainant at the time of admission of his mother and CT scan of her abdomen was conducted for that they had also charged huge amount.  After after coming from CT scan, at about 1:30 a.m., his mother had gone for toilet, thereafter, the stitches of her abdomen got open and huge blood had oozed from there and her condition became serious.  Dr. R. Khullar and three or four person from the hospital staff visited there in the morning and told his father that her operation will be carried out again, when his father asked about CT scan report and the reason for operation again, they did not disclose anything.  Only they asked to deposit Rs.3,50,000/- immediately than his father asked as to why they should deposit the amount his father said that why they need to despite again the said huge amount, as he has already paid hefty amount entirely at the time of earlier operation.  The hospital staff forced them to deposit, than his father deposited the part payment and requested the doctor to continue her treatment and do the operation and he also assured them that he will pay the remaining amount at the time of final bill before discharge of the patient from the hospital.  His mother remained again in the said hospital from 7th June 2016 till 18th June, 2016; the staff of the hospital only did dressing twice in a day, after cleaning the blood, which was continuously oozing from her abdomen.  She was regularly complaining of pain in her abdomen and fever also continued, but they did not do any proper treatment or operation despite her serious condition.  On 18th June 2016, his mother was forcibly discharged from the hospital on the false plea that her condition was satisfactory and the wound will take time in healing.  He and his father repeatedly requested them not to discharge her, as her condition was not fine, as she was unable to stand alone, but the doctor and staff did not heed to his request; thus, he had to take his mother home.  As the the condition of his mother was not improving, he took his mother to AIIMS Hospital, New Delhi alongwith his father, wherein she was got admitted vide UHID NO. 101949061 on 24/06/2016 and her abdomen surgery was again conducted on 8th July 2016 and she expired on 21st July 2016 at AIIMS Hospital New Delhi, due to the gross negligence of the concerned doctors of the both hospital who have not conducted proper operation and also failed to provide adequate treatment and care to his mother who was quite healthy and active prior to the admission in MAX Hospital Saket New Delhi wherein she was operated on 4th May 2016 in a very negligent manner by the concern doctors and their staff who was very rude and non cooperative. Due to the wrong operation, medication and treatment, his mother expired.  The said acts of the said hospitals, doctors and its staff fall under the gross and serious negligence, which cannot be excused and for the acts of such negligence, they are liable to be prosecuted according to law.  In-fact, the doctors and management of the above said hospital was careless and negligent in treating and looking after his mother, due to which, she expired, as they failed to provide adequate treatment to his mother.  Due to unexpected death of his mother, his family fell under the great shock and trauma.  When he regain consciousness than he approached to the concerned hospitals and asked them to provide entire treatment papers of his deceased mother, than, the officials firstly avoided to provide the said treatment papers, but when the complainant gave written application and made best efforts; he got only few medical papers of his deceased mother, still the originals and entire treatment record of the complainant’s mother are under the custody of the said hospitals which could be tampered by them as per their convenience, hence, the same be also required to be seized before start of the enquiry, so that justice could be done with him.  He after receiving the said treatment record of his mother, he went through the said treatment papers and after discussion with the medical experts realized that the death of his mother was only caused due to the gross negligence of the said hospitals, concerned doctors and its staff who have not properly conducted the operation and also failed to provide adequate and proper treatment to his mother who expired in a very early age only due to the gross negligence of the said hospitals and doctors who are solely responsible for their said negligent acts, hence, they must be punished as per provisions of law.  In view of the above facts and submissions, it is, therefore, humbly requested, kindly lodge his complainant and take appropriate necessary drastic legal action against the Chairmen/MS, staff and concerned doctors of the Max Health Care Institute of Minimal Access, Metabolic and Bariatric Surgery, MAX Super Specialty Hospital- East Block, Saket New Delhi 110017, and against the concerned the octor of AIIMS Hospital New Delhi as per the appropriate provisions law, so that the complainant could get justice.  

Dr. Pradeep Chowbey, Chairman, MAMBS, Max Super Specialty Hospital stated that the patient Smt. Anita Gupta, aged about 49 year, female a known case hypothyroidism, tubectomy, hysterectomy, open meshplasty, and oopherectomy visited in his OPD on 21.08.2015 with chief complaint of swelling in infra umbilical region(Abdomen region).  On examination, she was diagnosed a case of recurrent incisinal hernia and advised admission for laparoscopic intraperitoneal onlay mash (IPOM) repair on same day, but the patient did not admit.  Again on 29.04.2016, the patient came in his OPD almost 8 months after, with the same complaint and in worsing conditions/symptoms; was further advised to admit in hospital on 01.05.2016 for laparoscopic intraperitoneal onlay mash repair surgery on 02.05.2016, but due to some exigency, he was not available; she was informed and asked to admit on 03.05.2016.   As advised, the patient admitted in hospital under his care on 03.05.2016 for laparoscopic intraperitoneal onlay mash repair.  After clinical examination, the condition of the patient discussed in detail with patient and the attendant by him about the possibility of limited conversion and difficult access in view of previous surgeries, and detail medical record of previous surgeries and Mesh type was not available with the patient/attendants.  After pre anesthesia clearance (PAC), informed consent was obtained from the patient, and the same was witnessed by Shri Pradeep Gupta, the husband of the patient.  The patient was operated for laparoscopic intraperitoneal onlay mesh repair on 04.05.2016.  Intra-operatively revealed a 10 x 12 cm defect present, dense large bowel+ omental adhesions present.  Omentum as content.  Paritex 25 x 20cm mesh placed (this mesh is one of the best available mesh with multiple layer incorporated to make it safe and prevent possible adhesion to the intestine), peritoneal flap raised.  Fixed with tacks and trans abdominal sutures and limited conversion done for excision of redundant skin which was explained to the patient and relatives.  Post operative period was uneventful and there were no fresh complaints by the patient.  On 07.05.2016, the patient complained of constipation and discomfort.  The patient was examined which revealed the vitals were within normal ranges.  On the same day, the patient reviewed again and passed motion after enema.  There was no further complaint from the patient and the patient was tolerating well orally.  The patient was ambulating.  Use of abdominal binder was discussed in detail with the patient and the relatives, which helps to shrink the abdomen and discharged on 07.05.2016 with advice to come for follow up on 16.05.2016.  The patient came in his OPD on 17.05.2016, on examination, the patient was stable and vital were within normal range, however, the patient was having complaint of fever and pain in abdomen.  She was advised for relevant investigations and medication given.  After report of investigations, he himself called the patient’s attendant and asked them to admit in hospital for further management and treatment, however, the patient did not turn up.  The patient again came in hospital on 07.06.2016 after the delay of 20 days, with complaint of recurrent episode of fever with abdominal wall swelling and pus discharge.  The patient was seen by him and his team.  On examination P/A  soft, mild distension, tenderness, edema present, pus discharge from lower abdomen and advised admission for further treatment and management.  The patient was admitted as per advice.  Her HB, TLC, KFT and LFT and CECT abdomen were ordered and tentatively planned for incision and drainage for next day i.e. on 08.06.2016.  On 08.06.2016, the patient complained of diarrhea.  On 08.06.2016, the patient and the relatives including the complainant’s father also counseled by his team and informed about the CECT finding which showed “contrast from the transverse colon leaking into a large extra peritoneal cavity”.  The complainant’s father has been informed that controlled fistula has formed through an opening in the pfannenstelil scar.  The patient will require exploratory laparotomy with removal of infected MESH and creation of diversion colostomy.  However, the surgery was deferred in view of presence of controlled fistula in order for optimization of the patient.  The complainant’s father explained in details about the complete details of procedure needed and why it was not being done right then.  The complainant’s father was also been explained about the guarded/poor prognosis of the patient.  Further, the details of previous operation notes, medical records, discharge summary and previous mesh used in the surgery was sought, which were very important to know the nature of mesh implanted etc., but these were not made available to him and his team and the patient’s husband claimed that he was not having such records with himself.   Though, on 10.06.2016, fever of the patient had decreased and he discussed with the patient and the attendants the condition and prognosis; the need of the conservative management at that time, her nutritional status and Hb needed to be built up.  On 13.06.2016, the patient was advised for ambulation and increased oral intake.  When the patient was advised for dressing, the patient refused and uncooperative for the treatment, further, the need of dressing was explained, yet the patient refused for dressing.  The attendant of the patient remained non cooperative while the condition of the patient was improving, but on 18.06.2016, the patient’s husband and the relatives insisted/were adamant for discharge.  The patient was discharged on request and the attendants were explained in detail about the clinical conditions and need of hospital admission for monitoring and effective management.  The patient was discharged accordingly.  

He further stated that that the patient came in his OPD at Hospital on 21.08.2015, and advised for laparoscopic mesh repair (hernia) immediately without any delay and asked to admit on the same day, but the patient did not admit and went way.  It is vehemently denied that hospital has given her date of admission as 29.04.2016 after 8 months for surgery on 21.08.2015 which for her was dangerous and made the situation worst.  However, he advised the patient to go for the surgery without any delay on 21.08.2015 and it was the decision of the patient to delay the surgery for more than 8 months.  The patient again came on 29.04.2016 after a period almost 8 months and was advised to admit on 1.05.2016 under him for the Lap Mesh Repair (Hernia), however, due to some exigency the admission was deferred for 3.05.2016.  Accordingly, the patient was admitted 03.05.2016 in hospital under him and underwent Laparoscopic Intraperitoneal Onlay Mash repair on 04:05.2016.  Post-operative period was uneventful and the patient was discharge on 07.05.2016 in stable condition with advised to follow up.  It is further submitted that the patient underwent laparoscopic intra-peritoneal onlay mesh repair and for excision of redundant skin.  The patient had already undergone three surgeries for hernia repair earlier.  A bare perusal of the treatment notes, clearly mentioned that on 3.05.2016, the patients as well as the attendants were clearly explained about possibility of limited conversion and difficult access in view of previous, surgeries and in absence of record of previous surgeries which were not provided by the patient or attendants.  The patient was planned for laparoscopic surgery and the same was done.  Incisions for excision of redundant skin were made which were small in nature and not as stated by the complainant.  The hospital charged for the medical services provided to the patient.  It is submitted that as per the standard protocol patients made to ambulate on first post operative day.  On post -operative day one and two, the patient complained of pain and appropriate medication was advised and given.  It is obvious to experience pain in few patients after surgery for which pain killer is a standard treatment.  It is submitted that as a normal routine, the patients who undergo laparoscopic surgery are usually discharged on the very next day.  However, extra precaution was taken for this patient; she was observed for 3 days and discharged on 07.05.2016 in stable conditions with advice to follow up after one week on 16.05.2016.  She was ambulatory and had balanced intake output.  It is submitted that the hospital’s help line numbers and the doctors personal contact number were very much provided to the patient attendant as well as are clearly mentioned on the discharge summary and OPD card also. The patient called him and he advised as per the symptoms explained.  Prompt and immediate care was given to the patient even in odd hours.  It is submitted that concern doctors were always in touch of the patient’s husband to advise them regarding health condition of the patient and prescribe certain medication for the fever.  It is submitted that after the result of investigations were informed to him, he immediately asked complainant and the patient to visit along with patient on 18.05.2016.  On 18.05.2016, the patient was examined by him and was advised admission, as the patient needed monitoring and may require Incision and drainage for pus removal and further surgery.  It is pertinent to mention here that the patient was advised for admission on 18.05.2016; however, she did not admit and return only after the condition of the patient aggravated and became serious.  It is submitted that the patient came again on 07.06.2016 with complaint of recurrent episode of fever, with abdominal wall swelling and discharge, with some further test report, which she got done on instance of his family doctor. On examination P/A soft, mild distension, tenderness, edema present, pus discharge from lower abdomen.  The patient was admitted.  Her HB, TLC, KFT and LFT and CECT abdomen were ordered and tentatively planned for Incision and drainage for next day.  The allegations of blood oozing from stomach on 07.06.2016 after coming from CT scan are denied.  It is submitted that on 08.06.2016, his team saw the patient.  It was explained and informed to the patient and the relatives including the complainant’s father about the CECT finding which showed contrast from the transverse colon leaking into a large extra peritoneal cavity.  The complainant was informed that controlled fistula has formed through an opening in the pfannenstelil scar. The patient would require exploratory laproctomy with removal of infected, mesh and creation of diversion colostomy.  However, the surgery was deferred in view of presence of controlled fistula in order to optimize the patient.  The complainant was explained in details about the complete procedure needed and why it was not being done right now.  The complainant has also been explained about the guarded/poor prognosis of the patient.  It is denied that the hospital staff forced to deposit Rs. 3,50,000/- immediately.  It is further submitted that a bare perusal of the payment received from complainant for treatment of the patient, shows no amount was received or deposited on 08.06.2016 or any part, as claimed by the complainant.  Further, states that whatever be the amount paid to the hospital, was paid in lieu of medical services provided to the mother of complainant.  It is further submitted that the attendant/relative of the patient remains very uncooperative during complete hospital stay of the patient.  The patient condition was improving gradually, the spike of fever and intensity of fever reduced significantly.  The guarded prognosis of the patient was explained from time to time.  The relatives/attendant were explained the need for conservative management of the patient.  It is further submitted that it was the fluid not blood which was coming out from the wound and the best treatment was given to the patient as per universal protocols.  On 18.06.2016, the patient attendant requested for discharge and the patient was discharged on request.  On discharge, they were explained in detail the prognosis and further management and need of continued admission.  It is denied that the patient was quite healthy and active prior to the admission in hospital under his care.  It is submitted that the patient has undergone 5 surgeries (tubectomy, hysterectomy, open meshplasty, open meshplasty and oopherectomy) with hypothyroidism as co-morbidity, and approached the said hospital being a centre of excellence for laparoscopic hernia surgeries.  Her surgery was uneventful and was discharged in stable conditions.  The patient was provided with best medical treatment with highly skilled professionals with latest medical techniques and equipments. The allegations of rude, non cooperative behavior, medical negligence, inadequate treatment are denied.  It is submitted that as a standard procedure, all medical record of the patient has to be issued on written application received from the authorized attendant or the patient him/herself with Identity proof and the complainant was advised accordingly to make an application for the same.  On receipt of application, all the medical treatment record of the patient has been handed over to complainant.  It is strongly denied that the officials  of  the  hospital were first avoiding to provide the medical records of the patient.  Further submitted that if, any medical record remains, the complainant may approach the hospital with written application alongwith nature of remaining documents needed.  The treatment administered to the patient during the admission in their hospital, was in line with set medical practice in India or globally under the facts and circumstances and conditions of the patients, there is no question of negligence attributed to the hospital and treating team of doctors of, whatsoever nature.   In view of above submission and in light of the medical record submitted the complaint against the doctors and hospital, is thus, devoid of any merits and as such is liable to be dismissed.  

On enquiry by the Disciplinary Committee, Dr. Pradeep Chowbey stated that the surgery done on 4th May, 2016 was conducted by him. 

Dr. Rajesh Khullar Director, Department of MAMBS, Max Super Specialty Hospital reiterated the stand taken by Dr. Pradeep Chowbey.   
Dr. Sunil Chumber, Professor of Surgery, All India Institute of Medical Sciences in his written statement averred that the patient Smt. Anita Gupta had reported to the AIIMS New Delhi Surgical Emergency on 24th June, 2016 at 6.05 p.m. with complaints of feco-purulent discharge from the operated site of recurrent incisional hernia (abdomen).  She was evaluated by the emergency department team, and referred to the surgery OPD.  The patient presented to him on 25th June, 2016.  The patient had a history of laparoscopic tubal ligation in 1993, followed by open hysterectomy for fibroid uterus in 2009, followed by which the patient developed incisonal hernia, for which she underwent open mesh repair in same year (2009) at Ghaziabad, following which, she developed recurrence.  Later, she had undergone bilateral salphingo-ovariotomy at gynaecology department at  AIIMS, and repair of the incisional hernia (onlay-preperitoneal repair) by the surgery unit 2, AIIMS on 17th August, 2012 followed by which, she developed recurrence of the hernia four months later.  She had recently undergone laparascopy intra-peritoneal onlay mesh repair with limited excision of the skin at Max Hospital, Saket on 4th May, 2016, after which, she had developed fever, abdominal pain, wound-dehiscence and feco-purulent discharge.  The CECT abdomen was done there which showed 6x15x8 cm collection anterior to peritoneal lining with communication to skin.  She was managed non-operatively.  As the patient was under the follow-up of his unit, she was admitted under his unit on 25th June, 2016 on priority basis.  On evaluation, she was conscious, oriented with pallor and anasarca, afebrile, pulse rate-95/minute, blood pressure-130/70 mmHg.  The per abdomen-showed dehiscence of the wound with feco-purulent discharge of 300-400 ml daily.  A clinical working diagnosis of mesh infection with enterocutaneous fistula was made.  Laboratory investigations were sent which showed hemoglobin of 5.6 gm/dl with normal white blood count and platelet count and normal renal parameters but with a low albumin.  The initial plan of management was to optimize the patient and manage non-operative in view of multiple previous surgeries, suboptimal condition of the patient and deranged blood investigations.  The patient was started on broad spectrum antibiotics and transfused adequate blood and blood products, started on total parenteral nutrition and adequate wound care.  The vitals and condition of the patient were monitored at regular intervals, and the patient had responded to the treatment with decrease in fistula output to less than 50 ml and decrease in febrile episodes.  However, on day nine of admission, the patient developed fever spikes with local tenderness, for which CECT abdomen was done at AIIMS, which revealed mesh adherent to bowel wall, with perforation in the transverse colon with fecal discharge.   The patient was taken up for the surgery on 8th July, 2016 after explaining the morbidity and mortality and risks associated with the surgery and taking high-risk consent.  The patient and the relatives were counseled about the critical condition of the patient.  The surgery procedure: exploratory laparotomy with removal of mesh and repair of transverse colon perforation and   diverting loop ileostomy was performed on 8th July, 2016.  Intra-operative findings revealed an infected mesh found adherent to bowel wall and eroding into the colon, with a perforation of 1 x 1 cm in transverse colon which was repaired with absorbale (PDS) suture.  The mesh was removed and a proximal diverting loop ileostomy was performed, and abdomen wall was closed in layers.    Post-operatively, the patient was stable.  She was kept in per oral initially and started on intravenous antibiotics and intravenous nutrition was supplemented.  The patient developed bilateral lower limb edema; an ultrasound Doppler of bilateral lower limb was performed which ruled out deep venous thrombosis.  The patient was started orally and the stoma had started producing output on post-operative day four.  However, the patient developed fever on post-operative day five with increasing white blood counts, the antibiotics were upgraded, the patient had developed serous discharge per abdomen, following which, she developed burst abdomen on post-operative day five, for which, bag laparostomy was done and in view of the deteriorating condition, the patient was shifted to high dependency unit (HDU).  The patient was continuously monitored in the HDU in consultation with the anaesthesia, medicine and neurology team.  Every time the relatives were informed and counseled about the critical condition of the patient.  The patient developed altered sensorium and respiratory distress on 18th July, 2016, for which, she was immediately intubated and put on ventilator, the patient was kept nil per oral, intravenous, parenteral nutrition and antibiotics were upgraded, blood and blood products were transfused according to requirement of the patient.  However, the patient’s condition worsened with increasing ventilator requirement and haemodynamically was unstable requiring ionotropic support, sequentially, with worsening of renal and liver function parameters and the sensorium.  The ostomy had also retracted at one site, about a quarter of circumference.  The attendants of the patient were explained about the serious health condition.  The patient had developed cardiac arrest on 21st July, 2016 at 6.15 and inspite of adequate resuscitative efforts, the patient succumbed and was declared dead at 6.44 p.m.  He is all regretful that the patient who has repeatedly had health issues and he had stood by her in all circumstances with her, ultimately succumbed.  All resident doctors, faculty and the members from other departments and nursing staff and other staff have worked for well-being of the patient.  All have gone out of their way to attend her as well as inform the family members.  It must be understood by the Medical Council that there are no allegations against the All India Institute of Medical Sciences, New Delhi or specially against its doctors of staff.  
Dr. Yashwant Rathore, Asst. Professor, All India Institute of Medical Sciences reiterated the stand taken by Dr. Sunil Chumber. 

Dr. Yashwant Rathore further stated that the surgery done at All India Institute of Medical Sciences on 8th July, 2016 was conducted by Dr. Sunil Chumber and even though, he is part of Dr. Sunil Chumber’s unit; he was not involved in this case.  

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

1) It is observed that the patient Smt. Anita Gupta, a 48 years old female who had a history of tubectomy (1993), hysterectomy (2009), open meshplasty (2009) and oopherectomy; with complaints of swelling in infra umbilical region, was admitted in Max Hospital, Saket, on 3rd May, 2016.  She was diagnosed as a case of Recurrent Incisional Hernia.  She underwent laparoscopic Intraperitoneal onlay Mesh Repair, under consent, on 4th May, 2016.  The surgery was performed by Dr. Pradeep Chowbey.  As per operative findings, “10x12 cm defect was present; Dense Large bowel + omental adhesions were also present, omentum as content.  Peritoneal flap was raised.  Paritex 22 x 20 cm mesh was placed and fixed with tacks and trans abdominal sutures.  Limited conversion was done for excision of redundant skin”.   The patient was discharged on 7th May, 2016 on medication with advice to follow-up.  The patient reported in OPD of Max Hospital on 17th May, 2016 with complaints of fever 101-102 degree.  She was prescribed medication and advised CBC test.  Thereafter, the patient consulted Dr. Pradeep Chowbey on 21st May, 2016 with complaint of pain abdomen, fever with chill and rigours. The wound was noted to be healthy, TLC was 6500/cmm.  She was prescribed medication and advised further relevant investigations.  The patient then reported on 7th June, 2016 in Max Hospital with complaints of recurrent episode of fever(101-103), Nausea (+), no vomiting, passing flatus, motions normally, breathlessness (+), cough (+), HR-110/min, BP-90/60 mmHg.  Per abdomen, there was tenderness ++ with edema in ant abdominal wall.  The H.B. on 6th June, 2016 was 8.3, TLC-17,700.  She was advised admission and, thus, was admitted on 7th June, 2016 under unit of Dr. Pradeep Chowbey.  The patient underwent CECT scan on 7th June, 2016 which revealed large abscess involving the hernia repair mesh and rectus muscles with multiple secondary extension of one collection in the subcutaneous fat; extending up-to the skin surface.  Focal breach in the anterior wall of segment of transverse colon closely approximate with the posterior wall of the collection with contiguous extension of the bowel contents into the collection.  There was no evidence of any intra-peritoneal collection.  

As per the progress notes dated 8th June, 2016 of the Max Hospital, Saket, the patient’s husband was counselled by Dr. Rajesh Khullar and Dr. Manish Baijal.  He was informed about the CECT findings and further that a controlled fecal fistula has formed through an opening in the pfannenstiel scar and that the patient would require exploratory laparatomy with removal of infected mesh and creation of diversion colostomy.  However, at that time, the surgery was deferred in view of controlled fistula in order to buy more time for the optimization of the patient.  He was also explained about the guarded prognosis.  The patient was investigated and treated conservatively.  She was given two units PRBC, 2 FFP, started on high protein diet.  Daily dressing was done.  Fever spikes decreased in frequency and intensity.  The patient was subsequently discharged on request on 18th June, 2016 from MAX Hospital, Saket.  

The patient, thereafter, was admitted in All India Institute of Medical Sciences on 25th June, 2016 with history of fever from five days with abdominal pain and fecal discharge from surgical site.  She had HB of 5.6, was transfused PRBC, had alb-1.5 with pedal edema and CECT abdomen showed transverse colon communicating with mesh.  She was prepared and optimized over next two weeks and underwent open mesh removal, repair of colon and diverting ileostomy performed on 8th July, 2016, under consent.  The surgery was performed by Dr. Sunil Chumber, Professor of Surgery, All India Institute of Medical Sciences, Post-operatively on day two; stoma started functioning, started orally.  She was accepting orally and passing per stoma.  On post-operative day 5, there was discharge from the surgical side with staples opened and there was burst abdomen.  She had one spike of fever on post-operative day 6 with TLC-9,200; she was on magnex and metrogyl.  She developed anasarca and, thus, started on albumin.  On post-operative day 8, she had tachypnea, tachycardia associated with altered sensorium with TLC-14,800, and a central line was placed.  She had bleeding per stoma on post-operative day 10, INR was found to be 2.8, and she received 4 FFP and 2 PRBC as Hb-7.1.  On next day, she had localized tenderness and fecal collection in the abdomen; she was again planned for the surgery under emergency after optimization of coagulpathy.  During the process of optimization, she had haemodynamic instability, for which, ionotropes were started which were gradually increased.  She suffered sudden cardiac arrest but could not be revived and was declared dead at 6.10 p.m. on 21st July, 2016.  The cause of death was sepsis with MODS with coagulopathy.  

2) It is observed that the patient with diagnosis of Incisional Hernia was rightly taken-up for laparoscopic Intra-peritoneal onlay Mesh Repair, where limited conversion was performed for excision of redundant skin on 4thMay, 2016, as per accepted professional practices in such cases. The patient thereafter, after discharge from Max Hospital on 7th May, 2016 was seen regularly for symptomatic treatment in follow-up and advised treatment for fever with antibiotics.  There was no evidence of localized or generalized sepsis or evidence of any peritonitis during the O.P.D. visits on 17thMay, 2016 or on 21st May, 2016.  However, on 7thJune, 2016, when she reported to Max Hospital with evidence of fever with signs of abdominal abscess, she was promptly admitted.  She was diagnosed with bowel leak on the basis of clinical examination and CECT, with controlled fecal fistula and explained about re-surgery on 8thJune, 2016 and also the need to optimize the patient as per standard protocol, before taking-up for re-surgery.  The patient, thereafter, got discharged on request from the Max Hospital on 18thJune, 2016 and during this period of stay did not give consent for surgery. She subsequently got admitted in All India Institute of Medical Sciences on 25th June, 2016 after another 7 days during which time she was reportedly at home on oral diet

3) At All India Institute of Medical Sciences at the time of admission, the patient had poor general condition.  She required a lot of build up for Hb/proteins / nutrition, before she could be taken-up for the surgery.  The controlled fistula led to continuation of conservative treatment.  However, since the CT revealed mesh erosion into transverse colon, the surgery was eventually performed on 8thJuly, 2016 with guarded prognosis explained to the relatives, as per accepted professional practices in such cases.  The two week period at AIIMS was used for nutritional build up of the patient and continued conservative management. She never exhibited any signs of peritonitis even during this period. After a surgery, she was making slow recovery when she started deteriorating after 8th post operative day due to leak and fecal collection in the abdomen.  Before she could be taken for re-exploration, her conditions worsened and she eventually succumbed to the prolonged illness with multi system organ failure.

4) In all likelihood this appears to be a case of mesh erosion into bowel, which is known and the controlled fecal leak led to lingering of management, as the patient continued to eat and pass faeces and also not be completely well due to localized abscess.  In the process, with time, she went down nutritionally and succumbed to prolonged morbidity.  

5) In regard to the medical records of Max Hospital, certain discrepancies were noted regarding the mismatch in date and time of the doctors’ notes.  The hospital authorities are advised to take steps to ensure proper record keeping, as part of good medical practice.  

In light of the observations made herein-above, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of doctors of Max Super Specialty Hospital-East Block, Saket, New Delhi and All India Institute of Medical Sciences, Ansari Nagar, New Delhi, in the treatment administered to complainant’s mother Smt. Anita Gupta.

Complaint stands disposed.
  Sd/:





Sd:
(Dr. Ashwini Dalmiya)
  

(Shri Bharat Gupta)
Delhi Medical Association, 

Legal Expert,

Member,




Member,

Disciplinary Committee


Disciplinary Committee

Sd/:





Sd/:

(Dr. Pawanindra Lal)


(Dr. Anil Agarwal)

Expert Member,



Expert Member,

Disciplinary Committee 


Disciplinary Committee 

The Order of the Disciplinary Committee dated 16th December, 2019 was confirmed by the Delhi Medical Council in its meeting held on 09th January, 2020.

   By the Order & in the name      








                of Delhi Medical Council 







                              (Dr. Girish Tyagi)







                                          Secretary

Copy to:-
1) Shri Harsh Gupta, s/o Shri Pradeep Gupta, r/o-F4, Sukh Sagar Apartments, 38, New Gandhi Nagar, Ghaziabad, Uttar Pradesh.
2) Medical Superintendent, Max Super Speciality Hospital, East Block, Saket, New Dellhi-110017.

3) Dr. Yashwant Rathore, Department of Surgery, Through Director, All India Institute of Medical Sciences, Ansari Nagar, New Delhi-110029.

4) Dr. Sunil Chumber, Department of Surgery, Through Director, All India Institute of Medical Sciences, Ansari Nagar, New Delhi-110029.
5) Director, All India Institute of Medical Sciences, Ansari Nagar, New Delhi-110029.

6) S.H.O. Police Station Saket, New Delhi-110017-w.r.t FIR No.337/17 U/s 304A IPC dated 17/7/2017 P.S. Saket, N.D-for information. 








     (Dr. Girish Tyagi)
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