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                  27th August, 2019
O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a representation from Police Station Sarita Vihar, Delhi, seeking medical opinion on a complaint of Shri Abdul Khalil Latifi, alleging medical negligence in the treatment administered to his son Master Abdul Wahab Latifi in Indraprastha Apollo Hospital, Sarita Vihar, Delhi-Mathura Road, New Delhi-110076. 
The Order of the Disciplinary Committee dated 1st July, 2019 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a representation from Police Station Sarita Vihar, Delhi, seeking medical opinion on a complaint of Shri Abdul Khalil Latifi (referred hereinafter as the complainant), alleging medical negligence in the treatment administered to his son Master Abdul Wahab Latifi (referred hereinafter as the patient) in Indraprastha Apollo Hospital, Sarita Vihar, Delhi-Mathura Road, New Delhi-110076 (referred hereinafter as the said Hospital). 

The Disciplinary Committee perused the representation from police, complaint of Shri Abdul Khalil Latifi, written statement of Dr. Ashish K Shrivastav, Dr. L.R. Sharma Director Medical Services, Indraprastha Apollo Hospital, copy of medical records of Indraprastha Apollo Hospital and other documents on record.
The following were in heard in person :-

1) Dr. Ashish K Shrivastav
Senior Consultant, Neurosurgery, Indraprastha Apollo Hospital

2) Dr. Namita Anand
Senior AMO, Indraprastha Apollo Hospital

3) Dr. Deepak Vats
Senior CMO, Indraprastha Apollo Hospital

The Disciplinary Committee noted that the complainant Shri Abdul Khalil Latifi failed to appear before the Disciplinary Committee, inspite of notice. 

In the interest of justice, the Disciplinary Committee decided to proceed with the matter in order to determine it on merits.

The complainant Shri Abdul Khalil Latifi in his complaint alleged that his son (the patient) Abdul Wahab alongwith his seven family members arrived in India from Kabul, Afghanistan on 2nd September, 2016 on tourist visa.  During this period, his son complained about recurring headaches.  Thereafter, his son was taken to a hospital and his son was diagnosed with brain tumor.  The tumor was benign and not cancerous, and the proposed course of treatment including the surgery does not involve a high level of risk or medical complications.  The doctor said that it would be 98% successful surgery just 2% would be medical complications but he will be recover very soon.  He was not in India, his daughter, Miss. Shabana Latifi was there with his son and she mentioned it to the doctor that since he is already in London, they will prefer to wait till his return, if the medical condition of the patient permits it.  He had come from UK to India on 17th September, 2016.  Thereafter, the surgery of his son was finally performed on 19th September, 2016 and the same was concluded in a successful manner without any complications.  Also, after the surgery, he started recovering and was able to perform all the normal bodily functions.  It is pertinent to mention here that all the five senses of his son, that is his perception or sense with respect to hearing, sight, touch, smell, and taste, were fully functional in a normal manner.  There were no reported problems of complaints relating to any abnormalities with respect to any of the five senses, including his son eyesight.  The same was evident from the fact that his son was responding positively to all checkups and tests conducted, post-surgery, by the doctor and other doctors of hospital.   Thereafter, in light of his son recovery and post-surgery medical checkups, the hospital and the doctor also informed the complainant that his son would be discharged on 26th September, 2016.  During this time, suddenly a nurse of Indraprastha Apollo Hospital came for administering the required medicines.   She administered Minirin Puff to his son at 10.00 a.m. on 25th September, 2016, inspite of the doctor making a mention that this particular medicine which was even highlighted in the register and specific instruction was given to the nursing staff to not to give such medicine to his son, because earlier another nurse had administered puff in ICU on second day of surgery, which, made his son drowsy for six hours.  Suddenly after the administration of Minirin Puff his son initially stop biting and chewing the food.  After sometime, his son was not even able to drink water.  Suddenly pertaining to such conditions, Miss Shabana Latifi, who was with his son throughout, rushed to the doctors of hospital to inform them of his son’s deteriorating condition.  At that point of time, his son heart beat was below 60 and his oxygen level was between 70-80.  Furthermore, his blood-pressure had become unstable as well.  After sometime suddenly, his condition become critical and he slipped into coma.  His son whole body swelled up and his sodium level decreased to 108 and he was not able to move at all, as he had become stiff.  Hence, due to the negligent act of the hospital, his son was administered a wrong medicine by doctor and the medical staff of hospital, due to which he felt drowsy and thereafter, immediately slipped into come and his condition started deteriorating significantly to the point where it became very critical.  Due to medical negligence on the part of the hospital, his son lost his vision and suffered other critical medical complications.  After the said incident, his son recovered from the coma on 27th September, 2016, but even then, his condition was unstable.  His son was repeatedly having seizure attacks and his whole body was tingling.  When they consulted other doctors of Indraprastha Apollo Hospital with respect to the lost eyesight of his son, they were informed that the same was an abnormality and occurred on account of the wrong medicines administered by nurse/ the medical staff.  Moreover, they were further informed that due to the wrong administration of medicine, the sodium levels of his son body were disturbed which resulting in grave issues with the eyesight and the same shall be recovered with the stabilizing of the sodium level in his body.  On 10th October, 2016, his son was shifted from the Intensive Care Unit to the general ward.  However, he would like to note that there was no improvement or in respect of the eyesight of son.  Please order to related department for better treatment of his son for recovery of his eyesight and punished the hospital.  
The Disciplinary noted that the police in its representation has averred that a complaint of Abdul Khalif Latif, has been received at Police Station Sarita Vihar in which complainant alleged that he is the citizen of Afghanistan, his son namely Abdul Wahaf Latify aged 10 years came to India for medical treatment, as his son was complaining about recurring headaches.  His son was taken to Indraprastha Apollo Hospital where he was diagnosed with brain tumor.  The surgery of his son was performed by the doctors on 19th September, 2016.  After the surgery, his son started recovering and was able to perform all the normal bodily function in a normal manner.  Thereafter, in light of his recovery and post-surgery medical checkups, the doctors informed that his son would be discharged on 26th September, 2016.  But on 25th September, 2016, nurse of Indraprastha Apollo Hospital came for administering the required medicines and she administered Minirin Puff to his son at 10.00 a.m. after the ejection of this medicine, his son became drowsy for six hours and his condition slowly and steadily became worst.  Miss Shabana Latifi who was present at that time with Abdul Wahab in hospital rushed to the doctors and informed about his son condition.  After sometime, suddenly his son condition became critical and his son slipped into coma.  He further alleged that due to negligent act of hospital, his son lost his vision and suffered other critical medicine complications.  After the said incident, his son recovered from coma on 27th September, 2016 but even then, his condition was not good.  And because of wrong medicine administered by Indraprastha Apollo Hospital staff nurse, his son lost his eyesight.  Keeping in view of above mentioned facts and circumstances, the Delhi Medical Council is requested to kindly look into the matter and to opine as to whether any negligence act has been done by the doctors and medical staff.  
Dr. Ashish K Shrivastav, Senior Consultant, Neurosurgery, Indraprastha Apollo Hospital in his written statement averred that the patient Abdul Wahab Latifi, 10 year old boy presented to his OPD late in the afternoon on 15th September, 2016 accompanied by his elder sister Ms Shabana.  The patient was drowsy, complaining of severe headache and nausea, irritable, unable to stand without help, with compromised vision.  The patient had these symptoms for some months prior and had been diagnosed to have a sellar and suprasellar tumour with severe hydrocephalus, likely a craniopharyngioma.  The patient had papilledema with pale discs bilaterally.  Infact, the patient was so sick that he advised that the patient should be admitted urgently to prevent an adverse event. He also advised that the patient may require a v entriculoperitoneal shunt soon to relieve intracranial pressure to save life and vision.  The patient was admitted after consulting his father (the complainant), who was in UK at that point in time and was to come on Monday, September, 19, 2016.  The complainant agreed that if required the shunt may be done but if possible the tumour surgery be done once the complainant had come to India.  Steroids were given and the patient recovered quite a bit by next morning, headache resolved and child started taking food orally and could count fingers at 4 feet.  The family wanted the tumour surgery to be done after the arrival of the father.  In view of the improvement with steroids and to avoid administration of general anaesthesia twice, it was decided to do the shunt and tumour surgery in the same sitting on Monday.  Preoperative evaluation was done in detail by him and Dr. Namit Jairath, Sr Consultant Paediatrics. Ophthalmological evaluation done by Dr. Ranjana Mittal, Senior Consultant Ophthalmology, revealed 1) Chronic atrophic papilloedema, 2) Visual acuity of 6/18 and 6/24 and 3) Severe peripheral field defects.  She (Dr. Ranjana Mittal) unequivocally opined and advised the family of the grave and guarded visual prognosis (documented in case sheet).  He took informed consent from the complainant and family and apart from other risks told them of the notoriously turbulent postoperative course of craniopharyngiomas.  The morbidity due to excess urine formation(diabetes insipidus) and risk of deterioration of vision due to preexisting atrophic papilloedema and compromised visual acuity were specifically mentioned and and documented in the records.  He also spoke on the phone to the uncles of the child who work in the UK as doctors and were aware of the difficulties associated with the management of craniopharyngiomas.  The ventriculoperitoneal shunt was done on 19/09/2016 successfully and uneventfully.  A PET CT scan was done to facilitate neuro-navigation during the tumour surgery.  The tumour was then operated the same day, successfully and uneventfully with near total removal of tumour under neuro-navigation and microscopic assistance.  There was minimal blood loss.  The child recovered from the surgery and had a vision unchanged from the preoperative condition i.e. could count fingers at more than four feet and recognize his relatives in the neuro lCU.  The family was apprised of above and interacted with the child in the lCU.  An MRI with contrast was done the next day which revealed near total removal of tumour and decompressed ventricles.  He subsequently developed acute diabetes insipidus and was managed with Minirin spray and resolved over the next three days.  Hypernatremia associated with polyuria also resolved and the child was shifted to the ward.  At that point in time, the patient was accepting normal food, was ambulatory, continent and afebrile with normal haemodynamics and respiration. Minirin was stopped on Friday, September 23, 2016.  It was tentatively planned to discharge the child on subsequent Monday/Tuesday.  However, the child went into the "triphasic" response i.e. acute diabetes insipidus-syndrome of inappropriate secretion of anti diuretic hormone (SIADH)-chronic diabetes insipidus on Sunday, Sept 25, 2016, morning. The second phase consisted of hyponatremia, and was promptly treated by Normal Saline and Hypertonic Saline infusions in coordination with the paediatric team.  This phase was complicated by a seizure most likely due to hyponatremia. Other causes for the seizure were looked into by doing a CT scan which did not reveal any haematoma, infarct or hydrocephalus. An EEG was normal (to rule out subclinical status epilepticus). The child was kept in the neuro ICU and airway secured with an oral airway. The patient became drowsy due to the post ictal phase and the effect of the Lorazepam administered. (The child was never in 'coma", no ventilator support was required, haemodynamics and respiration were stable throughout this period).  A second opinion was requested by the complainant and in compliance, Dr Vineet Bhushan Gupta, Sr. Consultant Paediatric Neurologist, saw the child, and his advice to increase the dose of anticonvulsant was incorporated. A transient swelling of the face resolved, as the sodium levels came up.  The family was very concerned about the facial swelling, the seizure and the developments of the fluid and electrolyte (sodium) imbalance.  He and his colleagues reassured them and explained to them the cause for these in simple terms and with diagrams on numerous occasions.  It took about a week for the second phase of SIADH to resolve and the child since then has - chronic diabetes insipidus.  This was controlled with Minirin spray and tablets in consultation with Dr. Anju Vinnani, Sr. Consultant Paediatric Endocrinology.  Thyroxine replacement was also done along with supplementing water soluble vitamins like B12, Folic acid, calcium etc.  In the second week post operatively, the child complained of deterioration of vision but could perceive light and count finger at about two feet.  However, the pupils were normal in size, equal and reacting briskly to light all through.  On the following Saturday,  October, 01, 2016, the pupils became sluggish in reaction and the child could not perceive light.  Dr Ranjana Mittal was requested to evaluate and confirmed that there was chronic atrophic papilloedema and perception of light was not present. This was told to the family and documented.  A VEP was reported non-conducting but the child was extremely uncooperative and the examiner, Dr. Hansraj Gupta, Sr Consultant Neurophysiology, could only do the test unsatisfactorily in the second attempt.  Steroids in appropriate dose had been going on during this period for the dual purpose of replacement and help in optic preservation.  The perception of light (and possibly finger counting at about a foot, although this could not be reproduced consistently) had returned after about a week i.e. by Oct 08, 2016, demonstrated and documented in the presence of the family members and nursing staff.  The child had become very irritable and this contributed both in the inadequacy of visual assessment and compounding the polydipsia. This psychogenic component of polydipsia is a well-known feature in children with diabetes insipidus.  By the fourth week postoperatively, the child had stabilized and was conscious, orientated, alert, ambulatory (albeit with support due to visual impairment), continent, afebrile, seizure free and stable in haemodynamics and respiration. The patient’s fluid intake and output was being managed satisfactorily with Minirin and the electrolytes were in normal range.  There are two misgivings about the patient's treatment and the outcome of the treatment in the minds of the family, viz. 1) the reappearance of fluid and sodium imbalance after the initial resolution of acute diabetes insipidus. This is being attributed to the one dose of Minirin and 2) the deterioration of vision 6 days after the surgery.  It is an established fact that the postoperative course of craniopharyngioma excision/decompression is usually fraught with problems of fluid and sodium homeostasis.  While some patients recover after the first phase of acute diabetes insipidus, a few patients go into the full triphasic response of acute diabetes insipidus - SIADH - chronic diabetes insipidus.  The patient Abdul Wahah belongs to the latter.  One extra dose of minirin spray could not have led to the full spectrum as the effect of the dose lasts about 6 to 10 hours. The management of extra Minirin is to stop the drug and manage the fluid and sodium imbalance during this period. As it is, the patient went on to the chronic phase of diabetes insipidus which requires the use of Minirin.  The management of this problem has been in accordance with the standard protocols and advice of the paediatric team including the paediatric endocrinologist.  This is adequately documented in the literature including the "handbook of neurosurgery", 8th edition, by mark S greenberg, (Sodium Homeostasis and osmolality, pages 110 - 125).  Similar evidence is available in the Youman and Winn's Neurological Surgery, 7th edition and Schmidek and Sweet's -Operative Neurological Surgery, 6th edition.  The child had deterioration of vision 6 days after the surgery.  This implies that no damage was done intra-operatively.  This is substantiated by the fact that the child had vision as good as the preoperative status for nearly 7 days after the surgery, adequately demonstrated and documented and also accepted by the family and father.  The video record of the course of operation (unedited DVD is available).  The records of the neuro-navigation per-operatively (pictorial records available).   The MRI and CT scans done in the postoperative period, which not only show an intact optic apparatus but also show preservation of the infundibular stalk.  The pupils were reacting briskly to light all along till Saturday at which point they became sluggish and an ophthalmological opinion was sought promptly.  The vision was lost to the extent of no perception of light, but reappeared. This was demonstrated in the presence of the father and other family members and hospital staff and duly documented in the notes.  The child had "Chronic Atrophic Papilloedema" at the time of presentation with disc pallor, seen by him and documented by Dr. Ranjana Mittal, Sr. Consultant Ophthalmology. She has categorically opined that the visual prognosis is grave and guarded in the pre-operative evaluation.  This was explained to the family in simple terms during the preoperative discussions as documented in the case sheet.  The papilloedema in patients of craniopharyngioma is very unpredictable in its outcome.  While the treatment of the tumour and the associated hydrocephalus, may lead to improvement in vision, it is not always a corollary. Specifically, the prognosis of chronic atrophic papilloedema is worse than a short duration papilloedema.  The tumour was huge, reaching the roof of the third ventricle and was associated with severe hydrocephalus, this could not have developed in a short span.  The delay in seeking treatment has contributed to the adverse and poor outcome.  The vision could not have been affected by the Minirin.  He and his colleagues had explained about the course of events, the problems encountered in fluid and sodium homeostasis and about the implications of chronic atrophic papilloedema on many occasions to the father, sister and family.  He had spoken to the two brothers of the complainant who are doctors in NHS in the UK about these problems.  On the Sunday, when the patient developed hyponatremia, expeditious corrective measures were undertaken. The father and family were apprised and counselled repeatedly by him and his paediatric colleagues.  Two family counselling sessions were conducted in the office of the DMS, Dr L R Sharma.  All the doctors involved in the care of the child were present along with senior nursing and administrative staff.  All efforts were made to clear misconceptions in a sympathetic manner.  A meeting was also conducted with Mr. Jaideep Gupta, Managing Director, Indraprastha Apollo Hospital, New Delhi, to address their grievances.  Prof A K Bannerji, Sr. Consultant Neurosurgery (Emeritus), Professor Emeritus (Ex Prof and Head of the Dept. of Neurosurgery), All India Institute of Medical Sciences, reviewed the case and provided a "second" opinion.  He found no lacunae or lapses. In fact, the child had been transferred to his care on the request of the family.  A video conference was organized with inputs from senior neurosurgeons and ophthalmologists from Apollo Chennai and Apollo Hyderabad, attended by the complainant and the members of the patient's family.  All the experts from Chennai and Hyderabad checked the records; the treatment provided and concurred with it.  They all shared their experience of similar visual prognosis and outsome in patients of craniopharyngioma and specifically with chronic atrophic papilloedema.

Maj. General (Dr.) L.R. Sharma, Director Medical Services, Indraprastha Apollo Hospital in his written statement averred that the patient Master Abdul Wahab Latifi, a 10 year old boy was admitted on 15th September 2016 at their hospital, with complaints of drowsiness and irritability, severe headache and nausea, inability to stand without help due to compromised vision.  The patient had these symptoms for some months prior to admission and was admitted as a previously diagnosed (at some other hospital) case of "sellar and suprasellar tumour with severe hydrocephalus, likely a craniopharyngioma".  On examination, the patient had diminished visual acuity, bilateral pale discs, chronic atrophic papilledema and severe peripheral field defects.  The patient was planned for a shunt and tumour surgery and pre-operative evaluation was done by a team of neurosurgeon, pediatric intensivist and ophthalmologist. The pros and cons of the surgical procedure were duly explained to the child’s family and grave visual prognosis was explained.  An informed consent was taken from the complainant and family and the risk of morbidity due to excess urine formation (diabetes insipidus) and risk of deterioration of vision due to pre-existing atrophic papilloedema and compromised visual acuity were explained.  The patient underwent right ventriculoperitoneal shunt and near total removal of tumour on 19th September, 2016.  Subsequent MRI scans revealed near total removal of tumour and decompressed ventricles. Post-operative management of the child by the multidisciplinary team of doctors was guided by his response to treatment on a regular basis.  As a known post-operative event in such cases, the patient subsequently developed acute diabetes insipidus which was managed symptomatically.  Post-operatively, the patient had improvement in visual acuity which however diminished subsequently.  The patient had chronic atrophic papilledema which per se is associated with poor visual prognosis.  It is pertinent to mention that the very nature of the disease is such that post-operative course is marked with uncertainty due to variations in condition owing to fluid and electrolyte imbalances and the management of the same is quite complex.  One such dose of Minirin puff cannot have led to the deterioration in vision as perceived by the patient’s family.  The patient's management was done as per his varying clinical condition and requisite referrals to specialists including pediatric neurologist, intensivist, endocrinologist and ophthalmologist were given as and when required.  During the course of stay in the hospital, understanding the concerns and anxiety of the family, multiple meetings were held with the treating team and the hospital management.  Second opinions were also taken as requested by them and the child was transferred under care of Dr. (Prof.) A. K. Bannerji, Neurosurgeon. Diabetes insipidus was managed by titrating dose of desmopressin. Methyl prednisolone pulse therapy was also given.  As per the request of the family, the hospital also facilitated consultations with specialist doctors from Apollo Hospital, Chennai and Hyderabad through video-conferencing for their expert opinion on the treatment being given to the patient.  As highlighted in the discussions of the doctors during all these meetings, the patient has been provided with all due care and treatment as per current standards and the clinical judgment of the treating team of doctors.  The patient was discharged on 6th December, 2017 in a conscious, oriented, alert, ambulatory (albeit with support due to visual impairment), continent, afebrile, seizure free state and haemodynamically stable condition.  They would like to reiterate that even prior to the surgery; the treating doctors had clearly explained the criticality of the patient's illness, the complex nature of surgery and the morbidity associated with it.  The papilledema in patients of craniopharyngioma is very unpredictable in its outcome, the prognosis of chronic atrophic papilledema, as in this case, is worse than a short duration papilledema.  Sometimes despite all care provided during the treatment, the patient may not have the optimal improvement/outcome in some or all of the symptoms due to natural progression of the disease. The attendants were regularly informed and explained about the problems associated with the medical condition of the patient.  It was explained to them that the treatment of the tumour and the associated hydrocephalus may or may not lead to improvement in vision; the case being complex due to progression of secondary optic atrophy. The allegations of negligence are contrary to the factual position on ground and it is unfortunate that in-spite of all best efforts made by the treating team and hospital staff; the treatment has been perceived as deficient.  
In view of the above, the Disciplinary Committee observes that the patient Master Abdul Wahab Latifi aged 10 years had presented to the said Hospital on 15th September, 2016 with complaints of headache since about two months, decreased in vision since 15 days and vomiting.  The patient was diagnosed as case of craniopharyngioma with hydrocephalus.  Fundus examination showed chronic atrophic papilledema with right gross defect and left temporal hemianopia.  Guarded prognosis was explained.  The patient underwent surgery.  Decompression pterional carnioitomy and right ventriculoperitoneal shunt, on 19th September, 2016, after obtaining informed consent.  On 20th September, 2016, the patient had acute diabetes insipidus with sodium 171 with some increase in urine output.  DDAVP (Minirin) was given which resulted in settling of sodium gradually to 146 on 21st September, 2016.  The patient otherwise had gradual recover with neurological stable condition.  From 20th September, 2016 to 24th September, 2016, the patient was haemodynamically stable.  On 25th September, 2016, the patient had seizure with decrease sensory level, sodium was 120.  The patient was shifted to ICU.  It is alleged that a puff of Minirin was given at 10.00 a.m., following which, the patient had seizure.  On 26th September, 2016, the sodium was 108, Hypertonic Saline was given and injection Levipil and Lorazepam were added to control seizure.  Fluids and electrolytes were managed as per standard protocols.  Thereafter, the patient started recovering and was discharged on 6th December, 2016.  

There are two allegations by the complainant

1) Administration of a wrong medicine.
2) Vision deterioration of medical negligence.          
The patient had already poor vision pre-operatively and the same was documented by the ophthalmology opinion as chronic atrophic papilledema with gross defect in field of vision.  Therefore, the vision deterioration cannot be attributed to medical negligence.  
Regarding allegation of wrong medicine that was given, it is stated that allegation is not substantial.  Minirin was given as per standard protocol which is not a wrong medicine.  

As far as the allegation that Minirin was given despite doctor not advising, it cannot be ascertained with certainty that the episode of seizure on 25th September, 2016 was due to Minirin.  As in a patient of craniopharyngiomas, which is in the region of hydrocephalus, such event of seizure and low sodium, can occur due to denonvo nature of disease, which can have biphasic or triphasic response.  
In light of the observations made hereinabove, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of the doctors of Indraprastha Apollo Hospital, in the treatment administered the complainant’s son Master Abdul Wahab Latifi in Indraprastha Apollo Hospital.

Matter stands disposed. 

Sd/:



    

    Sd/:

          
(Dr. Subodh Kumar)      


(Dr. Ashwini Dalmiya)
  

Chairman,

         

Delhi Medical Association,

Disciplinary Committee   

Member,


 

Disciplinary Committee

Sd/:



 



               
(Dr. Daljit  Singh)          
 



Expert Member





Disciplinary Committee 

The Order of the Disciplinary Committee dated 1st July, 2019 was confirmed by the Delhi Medical Council in its meeting held on 2nd August, 2019.

By the Order & in the name       

 






             of Delhi Medical Council 








                         (Dr. Girish Tyagi)







                                      Secretary

Copy to:- 
1) Shri Abdul Khalil Latifi, House No.195, Street No.7, Phase-II, Zone 3, Baburian  Jalalabad, Afghanistan.
2) Dr. Ashish K. Shrivastav, Through Medical Superintendent, Indraprastha Apollo Hospital, Sarita Vihar, Delhi-Mathura Road, New Delhi-110076.

3) Medical Superintendent, Indraprastha Apollo Hospital, Sarita Vihar, Delhi-Mathura Road, New Delhi-110076.

4) S.H.O., Police Station Sarita Vihar, New Delhi-110076-w.r.t. letter Disp. No.1699 dated 03.12.16 SHO/Sarita Vihar-for information. 
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