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                             30th September, 2021
O R D E R 
The Delhi Medical Council through its Disciplinary Committee examined the Order dated 03.9.2019 of Hon’ble Addl. Chief Metropolitan Magistrate Distt. Courts Complex, Karkardooma, Delhi, in CC no. 49921/16 in complaint of Shri Meshar Ali s/o Shri Shaukat Ali, r/o C-99, Kabutar Market, Welcome, Seelampur, Delhi, alleging medical negligence in the treatment administered to the complainant’s wife Smt. Allah Rakhi at Taneja Hospital(Dr. Raushan Lal Hospital Pvt. Ltd.), F-15, Preet Vihar, Vikas Marg, Delhi-110092, resulting in her death on 11.5.2011 at GTB Hospital.  

The Order of the Disciplinary Committee dated 26.08.2021 is reproduced herein-below :-

The Disciplinary Committee of the Delhi Medical Council examined the Order dated 03.9.2019 of Hon’ble Addl. Chief Metropolitan Magistrate Distt. Courts Complex, Karkardooma, Delhi, in CC no. 49921/16 in complaint of Shri Meshar Ali s/o Shri Shaukat Ali, r/o C-99, Kabutar Market, Welcome, Seelampur, Delhi (referred hereinafter as the complainant), alleging medical negligence in the treatment administered to the complainant’s wife Smt. Allah Rakhi at Taneja Hospital (Dr. Raushan Lal Hospital Pvt. Ltd.), F-15, Preet Vihar, Vikas Marg, Delhi-110092, resulting in her death on 11.5.2011 at GTB Hospital.  
The Disciplinary Committee perused the Order dated 03.9.2019 of Hon’ble Addl. Chief Metropolitan Magistrate Distt. Courts Complex, Karkardooma, Delhi, copy of complaint of Shri Meshar Ali, medical records of Tanjea Hospital, G.T.B Hospital, Post Mortem report No.603/11, subsequent opinion dated 01.05.2017, FSL report, as provided by the Court of Learned, ACMM Karkardooma Courts, Delhi, written submissions of Dr. S.M. Taneja, Land-Lord of Taneja Hospital, written statement of Dr. Shuchin Bajaj and Shri Naveen, Authorized Representative, Altius Healthcare Pvt. Ltd., written statement of Dr. Naveen Nischal, Dr. Neeraj Goyal and Dr. Arvind Kumar Arya and other documents on receord. 
The following were heard in person :-

1) Shri Meshar Ali
Complainant 

2) Ms. Amreen 
Daughter of the complainant
3) Ms. Farha

Daughter of the complainant

4) Dr. Neeraj Goyal
Surgeon, Taneja Hospital
5) Dr. Arvind Kumar Arya
Anaesthetist, Taneja Hospital
6) Dr. S.M. Taneja 
Land-Lord of Taneja Hospital

6) 
Shri Rajesh Saxena
Medical Superintendent Dr. Roshan Lal 




Hospital

7) 
Shri Naveen 
Authorized Representative, Altius Healthcare 





Pvt. Ltd. 

8) 
Shri Tariq

MGR. HR, Altius Healthcare Pvt. Ltd.

9) 
Dr. Shuchin Bajaj
Founder Director, Cygnus 

The Disciplinary Committee noted that Dr. Naveen Nischal, Dr. Dinesh Kumar Batra failed to appear before the Disciplinary Committee, inspite of notice. 

The complainant Shri Mehsar Ali alleged that the his wife Smt. Allah Rakhi @ Rani(the patient) was taken to Taneja Hospital on 10th May, 2011 by Smt. Nargis w/o Sh. Allauddin who is the resident of their locality.  Smt. Nargis introduced his wife to the doctor at Taneja Hospital and thereafter, she was got admitted there by Smt. Nargis without the consent of his wife and without completing the documentation formalities and without any attendant.  His wife was left in the hospital by Smt. Nargis and she returned back to her house and at about 08.00 p.m., she handed over a receipt having the name of Taneja Hospital to his children and also told that his wife has been admitted in the hospital. Thereafter, his both daughters Farha and Shamreen alongwith their cousin Kasirn went to the Taneja hospital where the doctors told that his wife to be operated upon for stone, on which his children and cousin requested the doctors not to operate upon the patient till he reached in the hospital, on which the staff members and the doctors misbehaved with them and even did not allow to meet her.  His daughter Farha also requested the doctors to return the belongings of her mother including purse containing some money and the documents but the same was not given.  At about 12.30 a.m. on 11th May, 2011 when he returned to his home, he came to know that his wife and the daughters were not at home then he made a call to his daughter Farha and he also talked with his wife who told the entire incident to him.  He asked her about the location of the hospital but they were unable to tell the same.  He asked his wife to return back in some auto rikshaw and, thereafter, due to tiredness, he went asleep.  On 11th May, 2021 at about 09.00 a.m., he received a call from his daughter who told that his wife was serious and was in GTB Hospital.  He immediately went there, where he saw his wife in unconscious position.  His daughter told that on 11th May, 2011 at about 06.30/07 a.m., the doctors and the staff of Taneja Hospital were forcibly taking his wife to the operation theatre without her consent and without permitting anybody, she was got admitted. His daughters also requested the doctors not to operate upon their mother.  After some-time, the doctors came out from the operation theatre and told his daughter Farha that due to insertion of wrong medicine, the condition of his wife has deteriorated and they were unable to handle her, and hence, she was required to be removed to GTB hospital.  He immediately reached GTB Hospital.  His daughter Farha also saw that her mother was brought out of the operation theatre and she was unconscious.  She was put in the ambulance and his both daughters were also made to sit in it.  Only a driver and one guard of the hospital accompanied them in the ambulance and neither any doctor nor any nurse was with them nor she was provided with any life saving medical equipment.  On reaching the the GTB Hospital, the driver and the guard shifted his wife on a stretcher and on the pretext of parking the ambulance, they fled away from there.  His daughter Farha also told that she had requested the doctors of the Taneja hospital not to operate upon her mother but they did not pay any heed to her request.  He immediately informed the police in the G.T.B. Hospital who then cailed the police of Pree Vihar.  The police of Preet Vihar reached, where he and his daughters narrated the entire incident to them and thereafter, they obtained their signatures on some blank papers.  His wife was not suffering from any hypotension.  The working doctors of the Taneja Hospital got his wife admitted without any attendant and without getting deposited the charges of room and the operation.  The doctors of the Taneja Hospital also did not take the consent for the operation from him or from his family members.  The doctors of Tanjea Hospital also did not got conduct the required medical tests before operating upon her.  His wife was got admitted without any attendant with the Taneja Hospital with a sole ulterior motive for some wrongful gain which can be the removal of any vital part of her body.  The doctors and the staff of the Tanjea Hospital did not provide any or nurse in the ambulance while removing his wife to GTB hospital.  The driver and guard of the Tanjea Hospital also fled away from GTB hospital which clearly goes to show that the death of his wife was not natural but she has been murdered.  The doctors of the Tanjea Hospital has not mentioned any external injury on the body of his wife but the post-mortem conducted by the board of the doctors clearly mentioned that there is an incised wound with stitches which clearly established that something wrong was done by the doctors with his wife on the pretext of operating her stone.  Smt. Nargis and the Tanjea Hospital in connivance of each other got admitted his wife with the Taneja Hospital with some malafied intention and ulterior motive and inserted some wrong medicines, due to which, his wife died.  
Ms. Farha, daughter of the complainant Shri Meshar Ali stated that she had accompanied her mother Smt. Allah Rakhi to Taneja Hospital, as she(the mother) suffered from pain abdomen due to stone in the gall-bladder, on 10th May, 2011.  Her mother was admitted in the evening of 10th May, 2011.  They were told that the surgery will be done on the next day.  Since her mother was not ready for the surgery, she developed high blood-presure, which was not treated by the doctors.  They never gave consent for the surgery.  Because her mother was taken-up for the surgery, inspite of having high blood-presssure, she died.    The doctors of Taneja Hospital are responsible for her mother’s death.  


Dr. Neeraj Goyal, Surgeon, Taneja Hospital in his written statement averred that patient Smt. Allah Rakhi was admitted to Taneja Hospital on 10th May, 2011 under his treatment.  He examined the patient and diagnosed her as a case of acute calculous cholecystitis.  During examination, the patient did not reveal any history of hypertension, diabetes or thyroid disease.  Physical examination showed, patient’s pulse rate of 88/min, blood pressure of 138/90 mmHg.  The patient was investigated for complete blood count (CBC), liver function test, blood urea, serum creatinine, bleeding and clotting time, blood sugar (random), urine routine and microscopic examination, ECG and chest x-ray PA view.  He explained in detail to the patient and her family about the diagnosis of stone in the gall bladder and the need for the surgery for the same.  He advised admission of the patient and planned for surgery (laparoscopic cholecystectomy) under general anaesthesia on 11th May, 2011 at 6:45 a.m.  He advised nil orally from 10 p.m.  Informed consent was taken, part preparation, PAC (Pre Anaesthetic Checkup).  To start- fat free soft diet, injection Monocef 1 gm IV 12 hourly, injection Metrogyl 1OO ml lV 8 hourly, injection Voveran 1 amp. IM 8 hourly, injection Aciloc 1 amp. IV 12 hourly, IV Fluid - Ringer Lactate & Dextrose 5% and Vital Charting.    After admission, the RMO (Resident Medical Officer) examined the patient on 10th May, 2011, the vitals were - BP – 140/90 mmHg, pulse rate - 100/min, body temperature 98.6 degree F.  The investigation reports showed normal values, which are as : Hb - 11.2 gm%, TLC – 8100, DLC - P67 L28 E05 MO BO, ESR -78, platelet count - 2.10 lac/cmm, PCV 32, MCV, MCH, MCHC were within normal limit, BT & CT were within normal limits, blood sugar (random) - 102 mg%, liver function test were within normal limit, blood urea and S. creatinine (Kidney Function Test) were within normal limit, urine routine and Microscopy were within normal limit, digital chest x-ray PA view was normal study and ECG was normal study.   Dr. Arvind Arya, Anaesthetist assessed the patient on 10th May, 2011 at 9 p.m. and did a pre-anaesthetic examination check up (PAC). During the PAC, the patient did not reveal any history of hypertension, diabetes or tuberculosis. The patient was not having fever and icterus/cyanosis/edema was absent.  Following was advised by Dr. Arvind Arya (Anaesthetist) -

• Consent for anaesthesia and surgery

• NPO (Nil orally) 8 hours prior to the surgery

• Tablet Alprazolam (Alprax) 0.5mg orally at bedtime for anxiolysis and good sleep.

The patient was assessed again by RMO at 9:30pm.  Her vitals were pulse -84/min, BP - 138/40 mmHg, temperature normal (Afebrile), CNS, CVS, respiratory system were normal, abdomen soft (within normal limits).  The patient was again examined by the anaesthetist just before taking the patient to the operation theatre.  The patient was conscious, oriented, afebrile, vitals were pulse - 100/min, BP - 150/82 mmHg. Chest examination showed bilateral equal air entry and CVS - normal heart sounds.  The patient was shifted to the operation theatre for planned surgery (laparoscopic cholecystectomy) under general anaesthesia.  Routine monitoring ECG, heart rate, non invasive BP, Sp02 (pulse oxymeter) was applied to the patient by Dr. Arvind Arya (Anaesthetist) and he administered the anaesthetic medicines.  The vitals were normal during induction of anaesthesia.  Painting and draping of the abdomen was done by him (Dr. Neeraj Goyal).  At this time, even before making the incision, the patient’s blood pressure started rising and to control blood pressure, Dr. Arvind Arya (Anaesthetist) administered the necessary medication.  He started making the first incision above umbilicus to create a 10 mm port for laparoscopic surgery, but he observed that the blood-pressure further increased on the pulse oxymeter and, therefore, he did not complete the full thickness incision in the abdominal wall, and stopped at subcutaneous level.  After a few minutes, the patient had frothy secretions in the endotracheal tube and oxygen saturation was decreased.  This was managed by Dr. Arvind Arya (Anaesthetist) and it was discussed and decided to stop and abandon the surgery.  The patient was managed by Dr. Arvind Arya (Anaesthetist) and he (Dr. Arvind Arya) started reversal of the patient safely from anaesthesia.  He (Dr. Neeraj Goyal) explained the condition of the patient to the patient’s family and that in view of the vitals; the surgery was abandoned for the safety of the patient.  The patient after reversal of anaesthesia became fully conscious, and was shifted to a post-operative recovery room with assisted ventilation.  It was decided to shift the patient to higher centre Medical College Hospital (GTB Hospital) in view of the patient developing hypertension and impending LVF and, as the patient might need ventilatory support and intensive care.  The hospital ambulance was arranged to shift the patient after administering necessary medication, as advised by Dr. Arvind Arya (Anaesthetist).  At the time of shifting the patient through the ambulance, the patient was fully conscious with assisted ventilation with 100% oxygen.  The vitals at the time of shifting the oatient were - Pulse - 110/min, BP - 180/110 mmHg, oxygen saturation - 96% with assisted ventilation.  The patient was transferred and shifted to GTB Hospital through an ambulance with oxygen support.  Dr. Arvind Arya (Anaesthetist), RMO and OT Technician were managing the patient during transfer to GTB Hospital.  The patient was transferred to the casualty emergency of GTB Hospital and transfer case summary of the patient was handed over to the duty doctor of GTB Hospital.   The doctors of Taneja Hospital took the highest care of the patient and managed with standard protocols and transferred the patient to a higher centre, medical college hospital (GTB Hospital).  The patient was transferred because the patient needed ventilatory support and intensive care in view of developing hypertension and impending LVF.   

He further averred that the patient was managed by the competent qualified doctors with requisite knowledge, skill and experience (both surgeon and the anaesthetist were fully qualified and registered with the Delhi Medical Council).  Standard protocol and procedure were followed during the whole course of the treatment and management.  The patient was fully investigated including blood tests, chest x-ray, ECG.  The patient was thoroughly examined before the surgery by both surgeon and the anaesthetist.   Pre-anaesthetic check-up, check up of the patient was done and night anxiolysis with other advice was given.  Standard care was provided during the course of the anaesthesia.  The patient was thoroughly monitored with five channel multi parameter monitor (ECG, HR, NIBP, Sp02 and Et C02).  Standard drugs were given for induction and maintenance of anaesthesia (balanced anaesthesia).  The patient was managed for intra operative hypertension and impending LVE (adverse event).  As per the standard protocol, the surgery was stopped and the anaesthesia was reversed for safety of the patient.  The patient was transferred to higher centre medical college Hospital for the better management and care in the interest of the patient.  Proper and adequate care was taken during transfer of the patient and handling over to the casualty emergency of GTB Hospital.  Neither any act of commission or omission was done during the whole treatment.  Nothing any contributory to negligence was made during medical management of the patient.  It is, therefore, most respectfully prayed that the allegation made in complaint are false, frivolous and lacking in material substance; and his statement of defence may be considered in the interest of justice.

Dr. Arvind Kumar Arya, Anaesthetist, Taneja Hospital in his written statement averred that the patient Smt. Allah Rakhi was admitted in Taneja Hospital on 10th May, 2011 under treatment of Dr. Neeraj Goyal(General & Laparoscopic Surgeon).  Dr. Neeraj Goyal examined the patient and diagnosed it a case of acute calculous cholecystitis.  During examination, the patient did not reveal any history of hypertension, diabetes or thyroid disease.  Physical examination showed the patient had pulse rate of 84/min, blood pressure of 138/90 mmHg.  The patient was investigated for complete blood count (CBC), liver function test, blood urea, serum creatinine, bleeding and clotting time, random blood sugar, and urine routine microscopy, ECG and chest x-ray.  Dr. Neeraj Goyal advised the patient and planned for laparoscopic cholecystectomy under general anaesthesia on 11th May, 2011 at 7.00 am.  Dr. Neeraj Goyal advised - nil per orally from 10 pm, informed consent was taken, part preparation, to start-fat free soft diet in night, injection Monocef 1 gm IV 12 hourly, injection Metrogyl 100 ml IV 12 hourly, injection Voveran 1 amp.IM, injection Aciloc 1 amp. IV 12 hourly, fluid - Ringer Lactate & Dextrose 5 % and vital charting.  After admission, the RMO (Resident Medical Officer) examined the patient on 10th May, 2011, the vitals were-BP -140/90 mmHg, pulse rate 100/min, body temp 98.6 F.  Investigation reports showed normal values which are as : HB -11.2 gm%, TLC -8100, DLC - P67 L28 E05 MO BO, ESR -78, platelet count - 2.10 lac/cc , PCV-32 MCV, MCH, MCHC - Normal values BT & CT - Normal values, blood sugar-102 mg%, liver function test – normal, blood urea and S. Creatinine - normal values, urine routine microscopy - normal values, digital chest x-ray - normal study, ECG - normal study.  Proper pre-anaesthetic examination check-up (PAC) was done by him on 10th May, 2021 at 9.00 pm. During PAC, the patient did not reveal any history of hypertension, diabetes or tuberculosis.  The patient was not having fever, pallor present; Icterus / Cynosis Edema were absent.  The vitals were pulse 100/ min BP - 150 190 mmHg, chest and CVS – normal, chest x-ray - normal study, ECG – normal Following was advised.
• Consent for anaesthesia and surgery

• NPO 8 Hours prior to surgery

• Tab Alprozolam (Alprax) 0.5 mg orally Bed time for anxiolysis and good sleep.

The patient was again examined by him just before taking the patient in operation theatre.  The patient was conscious, oriented, afebrile, the vitals were pulse 100/min, BP 150/82 mm Hg.  Chest examination showed bilateral equal air entry and CVS - normal heart sound.   The surgery (laparoscopic cholecystectomy) was planned under general anaesthesia.  Routine monitoring ECG, heart Rate, non invasive BP, Sp02 (pulse oximeter) was applied to the patient.  The patient was pre-oxygenated with 100 % oxygen for three miutes. Bain circuit was used for conduct of anaesthesia.
In Premedication, injection Glycopyrrolate 0.2 mg IV as antisialagogue, alongwith injection Midazolam 1mg IV as anxiolytic was given.  Injection Fentanyl 100 mcg IV was given as opiod analgesic (balanced anaesthesia was given). After premedication, the vitals were normal and blood pressure became normal.  General anaesthesia induction - GA was induced with induction agent Propofol 100 mg IV alongwith injection Xylocard 1 ml IV (to relieve pain of injection and to prevent laryngoscopic sympathetic stimulation).  Endotreacheal intubation was facilitated with muscle relaxant succinyl choline 75 mg IV bolus dose.  Cuffed endotracheal tube of 7.5 size was inserted into the trachea under direct vision of direct laryngoscopy.  Maintenance of anaesthesia - with mixture of nitrous oxide, oxygen (2: 1) with halothane and vecuronium bromide (muscle relaxant) 4 mg IV Vitals were normal during the induction of the anaesthesia.  The abdomen of the patient was painted with betadine and draped by Dr. Neeraj Goyal (Laparoscopic Surgeon). The Surgeon (Dr. Neeraj Goyal) made first incision to make port for laparoscopy. After incision, the blood pressure of the patient rose very high.   The patient developed hypertension.  For control of hypertension, injection Lasix (Furosemide) 20 mg IV alongwith Sublingual (S/L) Cap. Depin (Nefedepin) 10 mg was given.  It was discussed and decided to stop and abandon surgery and to reverse the patient safely from the anaesthesia.  Injection Myopyrrolate (Inj. Glycopyrrolate + Injecion Neostigmine in dose of 0.4 mg and 2.5 mg) 1 ampoule was given IV to reverse the patient from residual neuromuscular blockade.  The patient after reversal of the anaesthesia became fully conscious.  Ventilation was assisted with bain circuit giving 100 % oxygen.  The patient was shifted to post-operative recovery room with endotreacheal tube in situ and ventilation with bain circuit with 100 % oxygen.  It was decided to shift the patient to higher centre Medical College Hospital (GTB Hospital) in view of the patient developing hypertension and impending LVF, as the patient needed ventilatory support and intensive care.  The hospital ambulance was arranged to shift the patient.  Before shifting the patient in ambulance, the patient received Injection Lasix 40 mg IV, Injection Deriphylline 1 amp IV, Injection Effcoline (Hydrocortisone) 100 mg IV.  At the time of shifting the patient in ambulance, the patient was fully conscious, oriented with assisted ventilation with Ambu bag with 100 % oxygen.  The vitals at the time of shifting the patient were -pulse – 110/min, BP -180/110 mm Hg, oxygen saturation - 96% with ambu bag assisted ventilation.  Chest Examination showed bilateral crepitations present, CVS - normal heart sound.  The patient was transferred and shifted to GTB hospital through ambulance with oxygen support.  The anaesthetist, RMO and OT technician were managing the patient during transfer to GTB hospital.  The patient was transferred to casualty emergency of GTB hospital and transfer summary was handed over to duty doctor in casualty emergency of GTB Hospital.  Those doctors of Taneja hospital took highest care of the patient and managed patient with standard protocols and transferred the patient to higher centre Medical College Hospital (GTB Hospital).  The patient was transferred because the patient needed ventilatory support and intensive care in view of developing hypertension and impending LVF.   

He further averred that the patient was managed by the competent qualified doctors with requisite Knowledge, skill and experience (both surgeon and the anaesthetist were fully qualified and registered with the Delhi Medical Council).  Standard protocol and procedure were followed during whole course of the treatment and management.  The patient was fully investigated including blood tests, chest x-ray, ECG.  The patient was thoroughly examined before the surgery by both surgeon and anaesthetist.  Pre-anaesthetic check up of the patient was done and night anxiolysis with other advice was given.   Standard care was provided during the course of the anaesthesia.  The patient was thoroughly monitored with five channel multi-parameter monitor (ECG, HR, NIBP, Sp02 and Et C02).  Standard drugs were given for induction and maintenance of anaesthesia (balanced anaesthesia).  The patient was managed for intra-operative hypertension and impending LVF (adverse event).  As per the standard protocol, the surgery was stopped and the anaesthesia was reversed for safety of the patient.  The patient was transferred to higher centre medical college hospital for the better management and care in interest of the patient.  Proper and adequate care was taken during transfer of the patient and handle over to casualty emergency of GTB hospital.  Neither any act of commission nor omission was done during whole treatment.  Nothing any contributory to negligence was made during medical management of the patient.  It is, therefore, most respectfully prayed that the allegation made in complaint are false, frivolous and lacking in material substance; and his statement of defence of may be considered in the interest of justice.
On enquiry by the Disciplinary Committee as to why the patient was taken-up for the surgery even though, her blood-pressure readings were on higher side, Dr. Arvind Kumar Arya replied that since the patient had no history of hypertension, the blood-pressure was attributed to anxiety which is usually associated in pre-operative patients and further, the patient had been prescribed tablet Alprax and Midazolam, to control the blood-pressure.

Dr. Naveen Nishchal in his written statement avered that he is no longer working or aasociated with Altius Healthcare Pvt. Ltd. and not in possession of any of the records/documents of the company in the matter.  Dr. Shuchin Bajaj and Dr. Dinesh Batra are current Directors of the company and are in possession of all records/documents etc.  It is humbly requested that the matter may please be taken up with the two Directors to whom the communication by him has been addressed and which the Directors are in control of the company.  In light of the submission above, he may please be exempted from the personal appearance before the Hon’ble Disciplinary Committee of the Delhi Medical Council.  The decision in respect of the future course of action by the Delhi Medical Council may please be communicated to him as and when required.  
Dr. S.M. Taneja, Land-Lord of Taneja Hospital in his written submissions averred that he was / is a land lord/owner of the property / premises bearing no.F-15, Preet Vihar, New Delhi-110092 i.e. Taneja Hospital.  On 16th July, 2010, he entered in an agreement with Altius Health Care Pvt. Ltd. through authorized Director Dr. Shuchin Bajaj, MBBS M.D. Ph. 9911449599 which was duly authorized vide Board Resolution dated 10th July, 2010.  The Altius Health Care Pvt. Ltd. Company was promoted by Dr. Naveen Nishchal, MBBS, M.D. Ph. : 9818358589, Dr. Shuchin Bajaj and Ruchin Bajaj with the main object of running Hospitals and Diagnostic Centres.  The Altius Health Care Pvt. Ltd. having a registered office at 175, Avtar Enclave, Paschim Vihar, New Delhi-110053 approached him and had taken the said premises / property bearing no.F-15, Preet Vihar, New Delhi-110092 with the same name and title i.e. Taneja Hospital alngwith the relevant documents including registration certificate of the hospital on rent for the period 16th July, 2010 to 15th July, 2020.  Due to some temperamental differences between both the parties, the Altius Health Care Pvt. Ltd. had vacated the said premises / property bearing no.F-15, Preet Vihar, New Delhi-110092 on 02nd November, 2013 through agreement of settlement.  The said premises / property was solely running / operating/managing/maintaining by the Altius Health Care Pvt. Ltd. from 16th July, 2010 to 02nd November, 2013.  Hence, the question regarding the said alleged accident/incident on 11th May, 2011 does not pertain to him at all, at any point of time or otherwise.  Therefore, the complainant/victim was/is unknown to him.  An another similar incident occurred by the Altius Health Care Pvt. Ltd. during the period from 16th July, 2010 to 02nd November, 2013.  Whereas, the Hon’ble Court, Delhi had suspended their practice for a few months.  He is Medical Superintendent of Dr. Roshan Lal Hospital vide Regd No.DGHS/NH/0443.  Dr. Roshan Lal Hospital has no relation or connection with Taneja Hospital at F-15, Pret Vihar, Delhi-110092, which was given on rent to the Altius Health Care Pvt. Ltd. from 15th July, 2010 to 02nd November, 2013.                  
Shri Tariq, MGR. HR, Altius Healthcare Pvt. Ltd on being asked by the Disciplinary Committee to answer question pertaining to this complaint, especially the details of the doctors involved in the treatment or the medical records pertaining to the same; was not forthcoming with his response.  He, however, informed that presently Dr. Shuchin Bajaj and Dr. Dinesh Batra were the Director of Altius Health Care Pvt. Ltd.
Dr. Shuchin Bajaj, Founder Director, Cygnus in his written statement averred that he is not associated with the operations of the Taneja Hospital.  Further, during the period of 11th May, 2011, Dr. S.M. Taneja was the Owner, Medical Superintendent and the Chairman of the hospital, as registered with the Department of Health Services.  

Shri Naveen, Authorized Representative, Altius Healthcare Pvt. Ltd. in his written statement averred that Dr. Taneja was part of the team managing the operations of the Tanjea Hospital; the same can be verified by the agreement daed 16th July, 2010 submitted by Dr. Taneja, the extract of agreement read as :- the party of second part to achieve its objects, approached party of the first part for operating the hospital from the hospital premises on license fee basis with complete liberty of operation and exclusive responsibilities for operation and Dr. Taneja will appraised of and be part of the team for major decisions concerning the operation of the hospital to which party of first part agreed subject to the following terms and conditions :-
In refence to the ownership of the hospital, they want to bring attention to the clause 11 of the said agreement submitted by Dr. Taneja read as :- that Dr. S.M. Tanjea would remain the chairman of the Taneja Hospital owned by Dr. Roshan Lal Hospital Pvt. Ltd and after his demise, his son wold become chairman.  Dr. S.M. Tanjea was the Chairman of the Tanjea Hospital; same can be verified from the prescription slip/letter head submitted by the complainant Mehsar Ali.  They hereby want to further clariy that Dr. S.M. Tanjea was the Medical Superintendent of the Tanjea Hospital same can be verified from Director General of Health Servies.  They want to indicate that after repeatedly request to Dr. S.M. Tanjea for the patient file, no reply received from Dr. Tanjea.  As per the settlement agreement dated 02nd November, 2013 submitted by Dr. S.M. Tanjea to the bench, he want to draw the kind attention of the Delhi Medical Council towards clause 2 of the said agreement read as : -that it is further agreed that parties shall not institute any case claim of any type against each other before any court, authority or tribunal.  It is further agreed that the party no.2 shall not claim any right, title or interest in any movable or immovable properties of party no.1.  Similarly, the party no.1 shall not claim any right, title or interest in any movable and immovable property of party no.2. 

It is clear from the above paragraph that all the patients’ files were delivered to Dr. S.M. Taneja, as the patient files are property of the hospital.  They have recused the administrative responsibilities as well as return entire possession of all records and files to Dr. S.M. Taneja many years ago as per settlement agreement.  Since this is a ten years old case, they would request Dr. S.M. Taneja through the Delhi Medical Council to provide the relevant medical records of this patient, as the entire premiss including the medical record department are under the control of Dr. S.M. Taneja.  

He further averred that all the medical records pertaining to the present matter had been handed over to Dr. S.M. Taneja, Land-Lord of Taneja Hospital in terms of the Settlement Agreement between the Altius Healthcare Pvt. Ltd. and Dr. S.M. Taneja; Dr. S.M. Taneja denied the assertion made by Shri Naveen.  
In view of the above, the Disciplinary Committee makes the following observations :-
1) It is observed that the original medical records pertaining to this case were not produced before the Disciplinary Committee.  The Disciplinary Committee decided to determine this matter, based on the copy of medical records made available by the Court of Hon’ble ACMMM, Karkardooma, Delhi and other material on record.
2) It is observed that the patient Smt. Allah Rakhi, a 35 years old female with complaint of pain right upper abdomen off and on was admitted in Taneja Hospital on 10th May, 2011, under Dr. Neeraj Goyal (Surgeon).  She was diagnosed as case of actue Calculus Cholecystitis and planned for laparoscopic cholecystectomy under general anaesthesia on 11th May, 2011.  A pre-anaesthesia examination was done by Dr. Arvind Kumar Arya at 09.00 p.m. on 10th May, 2011, in which, it was recorded that there was no history of hypertension, tuberculosis or diabetes mellitus.  Her vitals were pulse-100/min, blood-pressure-150/90 mmHg.  Tablet Alprax 0.5 mg was prescribed.  The patient was taken-up for the surgery at 08.00 a.m. on 11th May, 2011.  As per anaesthesia notes, the patient was conscious, oriented, afebrile.  Pulse was 100/min and blood-pressure was 152/82 mmHg.  Chest-bilateral equal air entry, CVS-normal heart sound.  The patient was preoxygenerated for three minutes.  Injection Glycopyrolate 0.2 mg + injection Midazolam 1 mg + injection Fentanyl 100 mcg were given intravenous.  General anaesthesia was induced with agent Propofol 100 mg I.V. alongwith injection Xylocard 1 ml + S. Scoline 75 mg.  Cuffed Endrotracheal tube of 7.5 size was inserted.  Anaesthesia was maintained with mixture of nitrous oxide + oxygen Halothane and Vecuronium Bromide.  As per the O.T. notes, as soon as the umbilical incision was made, the blood-pressure increased to about 160/90 mmHg and further, shot up-to above 200/160 mmHg at which point anaesthesist asked the surgeon to stop the procedure.  For controlling severe hypertension, the anaesthetist gave injection Lasix 20 mg I.V. alongwith Cap. Depin 10 mg(sublingual).  The patient started desaturating and had frothy secretion in Endotracheal Tube(ETT).  ETT suction was done.  Injection Lasix 20 mg I.V. was repeated.  The patient was taken on 100% oxygen.  Injection Glycopyrrolate 1 ampule was given I.V., as the surgery was postponed and the patient became conscious.  The patient was ventilated with 100% oxygen with Ambu bag with ETT insitu.  The patient was planned to be shifted to higher centre for management of acute severe hypertension with LVF needing ventilatory support and intensive care.  It is assumed that the patient was shifted from O.T. around 09.30 a.m. to an ambulance.  At time of shifting the patient was noted to be conscious, oriented with ventilation with Ambubag with 100% oxygen.  The patient was administered injection Lasix 40 mg IV, injection Deriphylline 1 ampoule I.V., injection Efcorlin 100 mg I.V.  Vitals recorded were pulse-110/mn, blood-pressure-180/110 mmHg, oxygen saturation 96 % with Ambu Bag, chest-bilateral crepts.  The patient was admitted in G.T.B. Hospital at 10.45 a.m. on 11th May, 2011.  On examination, blood-pressure was noted to be unrecordable, pulse feeble 34/min carotid, CNS-unconsious.  The patient became pulseless at 11.30 a.m.  CPR was initiated.  However, inspite of resuscitative measures, the patient could not be revived and declared dead at 12.30 p.m.(11-05-2011).  
The cause of death as per subsequent opinion in respect of postmortem report No.603/11 of Department of Forensic Medicine, UCMS and GTB Hospital was respiratory failure due to pulmonary edema.     
3) It is observed that since the patient had no history of HTN, the pre-op raised blood-pressure could have been attributed to anxiety, which is usually associated in pre-op patient and further, tablet Alprax and Midazolam were given to control the anxiety; thus, the surgery in these circumstances could have been considered.  However, during and after anaesthetic induction, she developed hypertensive crises which led to left ventricular failure (LVF). Though, the anaesthetist tried to control it with sublingual depin, but the same could not be controlled. The patient developed fatal LVF.     
4) It is observed that even though, no Consent Form is available in the records, Dr. Neeraj Goyal in his notes of 10th May, 2021 has directed for informed consent and PAC.  Further, the patient remained admitted overnight, before being taken-up for the surgery.  These circumstances show that the patient had impliedly consented to the surgery.  
In light of the above, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of doctors of Taneja Hospital, in the treatment administered to the complainant’s wife Smt. Allah Rakhi at Taneja Hospital.  However, a copy of this order be also sent to the Directorate General of Health Services, Govt. of NCT of Delhi, to take necessary action against the Taneja Hospital authorities, for failing to provide the original medical records to the Delhi Medical Council thereby attempting to thwart the administration of justice.  
Matter stands disposed. 
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The Order of the Disciplinary Committee dated 26th August, 2021 was confirmed by the Delhi Medical Council in its meeting held on 23rd September, 2021.
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1) Shri Meshar Ali, S/o Shri Shaukat Ali, r/o C-99, Kabutar Market, Welcome, Seelampur, Delhi

2) Dr. Naveen Nischal Altius Healthcare Pvt. Ltd., 175, Avtar Enclave, Paschim Vihar, New Delhi-110063.

3) Dr. Dinesh Kumar Batra, 187, Pocket-A/3, Sector-8, Rohini, Delhi-110085.

4) Dr. Neeraj Goyal, C-241, Gaur Green Avenue, Abhay Khan-2, Indipuram Ghaziabad, Uttar Pradesh-201010.  

5) Dr. Arvind Kumar Arya, G-77A/2, Vikas Gali, Jagatpuri, Near Preet  Vihar, Krishna Nagar, Delhi-110051.
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