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                               14th October, 2024
O R D E R 
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Ramesh Bali, r/o- 19/284, Sarai Rohilla, Delhi-110035, alleging medical negligence on the part of the doctors of Aura Clinic, C-1/120, Janakpuri, New Delhi-110058, in the treatment administered to the complainant’s son Shri Saurabh Bali, resulting in his death on 19.10.2023. 
The Order of the Disciplinary Committee dated 28th August, 2024 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Ramesh Bali, r/o- 19/284, Sarai Rohilla, Delhi-110035 (referred hereinafter as the complainant), alleging medical negligence on the part of the doctors of Aura Clinic, C-1/120, Janakpuri, New Delhi-110058 (referred hereinafter as the said Centre), in the treatment administered to the complainant’s son Shri Saurabh Bali(referred hereinafter as the patient), resulting in his death on 19.10.2023. 
It is noted that the Delhi Medical Council has also received a representation from the Office of the Dy. Commissioner of Police-I, West District, New Delhi whose subject matter is same as that of complaint of Shri Ramesh Balil; hence, the Disciplinary Committee is disposing both of these matters by this common Order.

The Disciplinary Committee of the Delhi Medical Council perused complaint, representation from Police, written statement of Dr. Tapeshwar Sehgal and Dr. Mohit Maurya of Aura Clinic, copy of medical records of Aura Clinic, post mortem report No. 1802/2023 dated 20.10.2023, written submission of the complainant and other documents on record.   
The following were heard in person:-   

1) Shri Ramesh Bali


Complainant 

2) Shri Mohit Bali



Brother of the complainant

3) Smt. Aastha



Wife of the complainant 

4) Dr. Mohit Maurya 


Anaesthetist, Aura Clinic

5) Dr. Tapeshwar Sehgal

Plastic Surgeon and Medical Superintendent 






Aura Clinic 





The complainant Shri Ramesh Bali alleged that during initial consultation Dr. Tapeshwar Sehgal assured Shri Saurabh Bali of competency to perform a gynecomastia surgery and claimed to have modern equipment and qualified staff. An advance payment was requested without prescribing necessary pre-surgery precautions like alcohol or smoking restrictions. On the surgery day, Shri Saurabh Bali and his companions noted the clinic's inadequate facilities and the operation theater's makeshift setup. Despite concerns, Shri Saurabh Bali proceeded with surgery preparations, including changing into ill-fitting OT clothes. The surgery, initially estimated to take an hour, lasted over three hours. Concerns escalated when Dr. Tapeshwar Sehgal unexpectedly performed a second surgery alongside gynecomastia, causing distress to the family and friends waiting outside. Around 2:16 PM, Shri Saurabh Bali most likely went into cardiac arrest, prompting CPR by Dr. Tapeshwar Sehgal. His condition deteriorated rapidly, leading to panic among family members and delays in updates from clinic staff. Despite efforts to obtain updates and transparency, the family received vague responses from clinic staff. Dr. Tapeshwar Sehgal failed to provide clear updates and was reportedly dismissive of the severity of Saurabh's deteriorating condition. Saurabh's mother discovered his lifeless body in the operating room. The clinic staff's uncooperative attitude further exacerbated the family's anguish. Dr. Tapeshwar's Sehgal refusal to provide treatment summaries or procedural documents added to their distress. The complainant urged legal action against Dr. Tapeshwar Sehgal, Dr. Mohit Maurya (anesthetist), and clinic staff under relevant IPC sections for medical negligence. He demanded the recovery of procedural documents, test reports, and surveillance footage, along with verification of Dr. Tapeshwar's qualifications and medical license. A police complaint was filed at PS Janak Puri, but effective action is yet to be taken, emphasizing the urgency of addressing the negligence and ensuring justice for Saurabh's untimely death. The complainant seeks justice for the loss of Saurabh Bali due to gross medical negligence and requests that stringent actions be taken against Dr Tapeshwar Sehgal, Dr Mohit Maurya (Anesthetist) and other staff and doctors of Aura Cosmetic Surgery.
It was further alleged that Dr. Taphewshar Sehgal performed a fat removal surgery on the patient Shri Saurabh Bali, despite his (the patient) minimal body fat, making the patient an unsuitable candidate for such a procedure.  This unnecessary surgery underscores a significant lapse in medical judgment.  Dr. Tapeshwar Sehgal failed to arrange pre-surgery appointments for the patient, necessitating the patient to independently arrange the vital blood samples.  Had the patient not taken the initiative, the surgery would have proceeded without necessary health checks or blood work.  This omission reflects a lack of established protocols for the surgical preparations.  Evidence for this oversight is documented in numerous phone recordings and messages and readily available for review.  The operating theatre utilized for the surgery was inadequately equipped, indicating insufficient readiness and attention to procedural necessities.  The general anaesthesia was administered without the presence of competent team of the physician, revealing deficiencies in professionalism and adherence to safety protocols.  The anaesthesiologist demonstrated inadequate responsiveness during questioning and failed to maintain crucial vital sign records during and post-surgery, highlighting a severe lapse in the patient monitoring and documentation.  There was delay in declaring the patient deceased compounded by the clinic’s lack of essential life-saving equipment, illustrating critical gap in the emergency readiness and response during the life-death situations.  The hospital staff’s evasive responses and lack of information deeply distressed their family.  When the team of Dr. Tapeshwar Sehgal emerged from the operating room, their insensitive inquiry ‘kya ho gaya, kyo roo-roo kar dukhi kare jaa rahe ho’, followed by his abrupt revelation that the patient had suffered a cardiac arrest and was on a ventilator, demonstrated their callousness and disregard.   Additionally, the casual attitude of Dr. Tapeshwar Sehgal and playing with games on his phone during a medical emergency further underscored his disregard for human life and their concerns during the critical hours following the surgery.  Despite their urgent pleas for updates and clarity, neither Dr. Tapeshwar Sehgal nor any qualified personnel were available to provide the information, leaving them in profound worry and uncertainty.  Their subsequent refusal to provide the treatment summaries or procedure documents only exacerbated their grief and confusion, highlighting the devastating impact of negligence of Dr. Tapeshwar Sehgal on the life of the patient.  

It is noted that the police in its representation has averred that as per the report of SHO, Janak Puri, a PCR call vide GD No.112A dated 19th October, 2023, Janak Puri was received regarding the death of the patient Shri Saurabh Bali, aged 36 years while undergoing the cosmetic surgery at a private clinic namely Aura Clinic, C-1/120, Janak Puri, Delhi.  The complainant Shri Ramesh Bali, father of the patient also gave the complaint in the Police Station vide LC-1926/SHO/JP dated 19th December, 2023, PS Janak Puri, Delhi where he alleged that the surgery of his son (the patient) was performed by Dr. Tapeshwar Sehal in his private clinic, despite not having the necessary infrastructure.  The operation was conducted by Dr. Tapeshwar Sehgal and his associate Dr. Mohit Maurya, thereby, putting the patient in life threatening conditions, leading to his death.  The complainant requested for a thorough enquiry into the conduct of Dr. Tapeshwar and his associate Dr. Mohit Maurya and other doctors and staffs of the said clinic for appropriate necessary legal action.  Later, the postmortem of the patient was conduct at DDU Hospital and the cause of death as opined by the doctors is ‘at this stage, the cause of death appears to be pulmonary fat embolism as a result of suction of liquid fat into blood stream through torn in right lateral thoracic vein or branches of abdominal subcutaneous venous plexus during surgical procedure (liposuction).  Manner of death appears to be accidental’.  It is, therefore, requested that an opinion of the Delhi Medical Council is required to ascertain that whether it is a cause of medical negligence or not.  
Dr. Tapeshwar Sehgal, Plastic Surgeon and Medical Superintendent, Aura Clinic in his written statement averred that it is true that the patient Shri Saurab Bali visited him in the month of June, 2023 for the consultation for removal of excess fat from chest, lower abdomen and flanks.  The patient was rightly assured about his competence to perform the surgery, as he is well qualified to conduct these surgeries and he has a vast experience of more than fifteen years of conducting such surgeries.  Also his centre is well equipped to conduct these surgeries.  Although, it was a day care surgery but his centre is registered as nursing home, therefore, fit to conduct the surgeries under G.A.  The patient did visit his clinic on 18th October, 2023.  It is wrong to suggest that the patient was denied to visit, as claimed.  The patient was well attended and consultation was done for around thirty minutes where the patient was explained the nature of the surgery and outcome.  After that, proper PAC was done by Dr. Mohit Maurya (Anaesthetist).  Abstinence is clearly mentioned in PAC paper as well as told to the patient, as alleged that the patient was not prescribed any pre-operative precaution regarding consumption of alcohol and smoking.  The history of alcohol consumption was not given by the patient.  ‘Tumhe surgery ki zaroorat nahi h’, it was his (Dr. Tapeshwar Seghal) advice to every patient, undergoing the cosmetic surgery that this surgery was being done for the cosmetic reason only and not for any medical benefit.  The same was explained to this patient also, this was done to maintain the ethical practice in medical profession and the surgery was done only after the proper consent was taken by the patient for both abdomen liposuction, back liposuction (360 liposuction) and gynaecomastia  reduction surgery, as alleged that they were informed about gynaecomastia surgery only.  All merits and de- merits were explained thoroughly.  The patient was advised per-operative blood investigations as per the protocol.  It is true that his surgical centre does not have in-house laboratory but he has tie-up with City Diagnostics, Tilak Nagar, New Delhi, which is one of the most reputed diagnostic laboratory in Delhi. Most small nursing homes and the surgical centre of his centre’s size does not have in-house laboratory.  The blood samples were sent to City Diagnostics on 18th October, 2023 for necessary blood investigations.  On 19th October, 2023, the patient was received at reception; blood investigations were collected by the patient himself and the patient was examined.  The blood reports were found to be within normal limits.  It is being alleged with malafide intention that the blood reports were spurious. City Diagnostic is one of the most reputed diagnostic laboratories in Delhi and authenticity of the reports can be checked.  It is wrong to allege that the operation theatre was merely ‘make do’ operation theatre.  Operation theatre at his centre is well equipped with (a) skanray (Athena) anaesthesia workstation with volume control, pressure control modes of Fio2, peak pressure monitoring, isoflurane and sevoflurane vapouriser (b) multi-para monitor (Philips) with ECG, NIBP, SPO2, EtCO2, IABP, temperature, respiratory rate monitoring (c) surgical table (d) LED OT lights (E) defibrillator and (f) central oxygen and nitrous oxide supply.  They have been doing such surgeries routinely in this operation theatre.  As claimed in the written complaint, the patient had all the right to not give consent if, at any point before the surgery, the patient nor any other family member found the hospital or any person employed in the hospital to be not satisfactory or as he claims that spurious reports were made.  It is true that the surgery went uneventful and he came out of the operation theatre to inform the attendants about it and the process of reversal of anaesthesia was being done by the anaesthetist Dr. Mohit Maurya.  It is true that he rushed back to the O.T. and was informed by the anaesthetist that the patient was reversed well and had gained consciousness and responded to verbal commands.  At about 02.20 p.m., the patient had sudden cardiac arrest with asystole.  CPR was started immediately according to standard guidelines and the patient was re-intubated with 7.5 cuffed ET tube, cuff inflated and ventilated with 100% O2.  RBS was checked and it was 150 mg%.  CPR was continued till 04.00 p.m.  This patient was put on anaesthesia machine ventilator.  It is clear from the written statement of the relatives that they saw them performing CPR.  Despite all resuscitative efforts, the patient was not revived and declared dead, pupils were bilateral non-reactive and fixed, confirmatory ECG was done and it was flat line.  As the cardiac arrest was just after extubation, the anaesthetist Dr. Mohit Maurya was still at the patient side only, so CPR was immediately started without any delay.  It is wrong to allege that he was nowhere to be found, he and the anaesthetist Dr. Mohit Maurya were inside the O.T. throughout the resuscitative process and it is clear in that complaint that the patient’s relative saw them doing CPR in O.T. Not even for one second, the patient was left unattended.  It is true that shifting of the patient to nearby Mata Chanan Devi Hospital was considered.  But shifting was not done, as the patient had cardiac arrest and CPR was in process throughout.  It was not feasible to shift the patient when CPR was going on; CPR had to be stopped for shifting.  So shifting of the patient to nearby Mata Chanan Devi Hospital was abandoned and this was duly informed to the attendants. 
As per the opinion of the postmortem, it has been mentioned in the postmortem report that the cause of death appears to be pulmonary fat embolism.  Fat embolism occurs in up-to 8.5% of the patients, undergoing the liposuction. No specific treatment for fat embolism is there, only supportive measures like haemodynamic stability, mechanical ventilator therapy.  This was all given in the resuscitative phase to the concerned patient.  The main cause of death associated with liposuction-pulmonary fat embolism is leading cause (Reference 1 page2-Re vista brasileria de cirugia plastica).  In a large scale investigation by Grazer and de jong (2000), in 2000 through census data resource, the mortality rate due to liposuction was 19.1/100000 and the main cause were pulmonary thrombo-embolism in 23.1% of deaths (Reference 2).  Fat embolism has an asymptomatic interval lasting 12-72 hours after the surgery; however, in some cases, the signs have been seen intra-operatively.  Pulmonary signs and symptoms are customarily the earliest and manifest in75% of the patients.  Most severe cases could perhaps present with disseminated intravascular coagulation, right ventricular dysfunction, shock and death (Reference 3-page 1-Journal of surgical case report volume 2020).  Fat embolism has no pathognomic feature, which make this heterogeneous disease challenging to diagnose (Reference 3-page-4 Journal of surgical case report).  More than 90% of the deceased died within five days after the surgery and 69% of the patients onset of symptoms occurred within twenty four hours after the surgery (Reference 4-page 1-Healthcare (Basel) 2023 May; 11(10):1391).  Pulmonary fat embolism in one of the most severe complication of liposuction (Reference 4-page 2-Healthcare(Basel) 2023 May; 11 (10): 1391.  A total of 23% of the patients presented initially with cardiac arrest.  The time of onset ranged from 0 to 13 days after the surgery.  Most patients (69%) had onset of symptoms within twenty four hours after the surgery (Reference 4-page 6-Healthcare (Basel) 2023 May: 11(10): 1391).  Therefore, 39 patients were included for outcome analysis. In-total 13 patients died.  Among the 13 patients who died, 12 died within five days after the surgery and 1 died twenty days after hospitalization (Reference 4-page 8- Healthcare (Basel) 2033 May; 11 (10) :1391).  The overall mortality from FES after suction is approximately 10-15% and mortality correlates within severity of respiratory insufficiency (Reference 5 page 80- College of American pathologist Arch Pathol Lab Med (2018) 142 (7) : 871-875.  Regarding alleged negligence in point 4 of opinion in postmortem examination, in point 4a, it is alleged that there was no desirable indication of liposuction.  It is unfair for forensic board to assess that desirable indication of liposuction.  It should be the field of a plastic surgeon to comment upon the indication of the surgery.  In point 4b of the opinion, it is alleged that negligence was due to small size of surgical centre.  Since DGHS has already given the certification of nursing home to this centre, so it is unfair to comment on size of the centre as deemed unfit for the surgery.  Point a and b of the opinion 4 look contradictory each other.  In point a, it has been alleged that amount of fat is so small, that surgery should not have been done and in point b, it is alleged that the surgery is so big; it should not have been done at small surgical centre.  It was unfair on the part of forensic board to have commented on non-availability of the ICU, ICCU, Blood Bank, etc., as an evidence for negligence.  Most of the small nursing homes and the surgical centres in Delhi are not required to have compulsory ICU and Blood Bank facility.  The certification given by the DGHS specifically mentions that certification as nursing home without ICU and Blood Bank.  Therefore, it is not a compulsory requirement to run a nursing home to have ICU and Blood Bank.  Regarding tearing of lateral thoracic vein as negligence; since liposuction is a blind procedure, so tearing of small vein is a common phenomenon, not every tearing of small veins lead to pulmonary embolism.  Pulmonary embolism can happen even without tearing of vein due to permeation of fat globules through micro vascular structure.  Therefore, it is requested that there was no negligence on the part of the surgeon (Dr. Tapeshwar Sehgal) or the anaesthetist, as alleged.  Even, the surgical centre/nursing home was sufficiently equipped to perform these surgeries.  Every death is an unfortunate event more-so, if is a young patient.  He has condolences with the family, it should not have happened.  But unluckily, it happened due to reasons beyond their control.  He requests the Delhi Medical Council to conduct enquiry in fair manner, considering the points, raised by him.  

On enquiry by the Disciplinary Committee, Dr. Tapeshwar Sehgal stated that when the patient consulted him on 18th October, 2023 about his medical condition of gynecomastia, he did explain to him about the surgical option as a remedy to his medical condition but he did not issue any prescription. Further, apart from the O. T. notes of 19th October, 2023 he has not recorded any notes regarding pre surgery examination or details/ records of patient's complaint, clinical examination and diagnosis or the nature of surgery which he intended to perform. He further stated that the patient had fat deposition in flank and gynecomastia grade II. He further admitted that doing surgeries of such nature is a routine practice with him; however, he does not give emphasis on proper record keeping.  
Dr. Tapeshwar Sehgal also confirmed that the post mortem board had visited Aura Clinic and had conducted an inspection of the premises. 

Dr. Mohit Maurya, Anaesthetist, Aura Clinic in his written statement averred that the patient Shri Saurabh Bali, 36 years old male, came for 360 liposuction and bilateral gynaecomastia reduction surgery.  PAC was done on 18th October, 2023.  During the PAC, he found that there was no history of cold, cough and fever. No history of chronic illness like diabetes mellitus, hypertension, thyroid disease.  The patient had history of smoking.  There was no history of any drug allergy, effort tolerance was > 2 flight of stairs.  The patient had history of some ?? Ankle surgery in the past under spinal anesthesia.   On examination, there was no pallor, cyanosis, icterus, blood pressure was 140/90 mmHg, pulse rate was 90/minute; SPO2 was 98% on room air.  Respiratory system-air entry was bilateral equal and clear, CVS-S1 S2 was normal.  On airway examination, the patient was MPC class 2, mouth opening was > 3 fingers, bilateral tonsils were enlarged.  TM distance was > 6 cm, there was no loose or missing tooth.  All routine investigations were done including the CBC, S. creatinine, S. urea, SGOT, SGOT, S. cholesterol, S. TSH, RBS, urine routine and ECG.  All investigations were in normal limits.  The patient was given fitness for the surgery under ASA 2 risk with eight hours of NPO.  The patient was advised for abstinence from smoking. On 19th October, 2023, the patient came for the surgery.  The patient was reassessed.  The history was confirmed and noted.  NPO status was > 8 hours was confirmed.  The surgical and anaesthesia consent were taken prior to the surgery.  As claimed in the written complaint, the patient had all the right to not give the consent if, at any point before the surgery, he or any other family member found the hospital or any person employed in the hospital to be not satisfactory or as he claimed that the spurious reports were made. 20 G IV cannula was applied.  The patient was taken on O.T. table at 11.00 a.m., the monitors attached (ECG, NIBP, SPO2), vitals were checked and noted, blood pressure was 120/90 mmHg, pulse rate was 75/minutes, SPO2 was 100%.  Pre-medication was given with injection Glycopyrrolate -0.2 mg Iv, injection Midazolam-1 mg IV, injection Fentanyl-100 micrograms I.V.  The patient was pre-oxy-generated with 100% O2 for three minutes.  The anaesthesia was induced with injection Propofol -130 mg IV.  The mask ventilation was checked, the patient can be ventilated, injection Atracurium 30 mg was given IV.  The patient was ventilated for three minutes.  The patient was intubated with 7.5 cuffed ET tube, the tube was fixed at 22 cm, cuff inflated, position was confirmed by EtCO2 reading, air entry checked was bilateral equal.  The anesthesia was maintained on O2+N2O+isoflurane+intermittent atracurium on closed with controlled mechanical ventilation.  The patient was turned prone.  All pressure points were padded, air entry was bilateral equal and the surgery was started.  All liposuction of back was completed.  The patient was turned supine. Air entry was bilateral equal and the surgery was started.  The drugs given during the course of the surgery were as : injection Dexa-8 mg IV, injection Dynapar-75 mg IV, injection PCM-1 gm IV, injection Emset-4 mg IV, injection Monocef-1 gm (after test dose), injection Rantac-50 mg IV, injection Hydrocortisone-100 mg IV.  Total four points of RL was given.  Urine output was 300 ml, blood loss was 200 ml.  During the surgery, the blood pressure was maintained in range of 130-120/90-70 mmHg, pulse was in range of 70-90/minute, SPO2 was 99/100 %, ETCO2 was35-40.  The surgery finished at 02.10 p.m.  The patient was breathing spontaneously, reversal was given with injection Neostigmine -3 mg IV + injection Glycopyrrolate -04.mg IV.  The patient was extubated with good air blast at 02.15 p.m.  The patient was conscious, oriented to time, place and person; the patient was obeying commands.  At this time, the pulse was 90/minutes, blood pressure was 128/74 mmHg, SPO2 was 100% on face mask with O2 @ 6 l/min; ECG-NSR.  At about 02.20 p.m., the patient had sudden cardiac arrest with asystole.  CPR was started immediately according to standard guidelines and the patient was re-intubated with 7.5 cuffed ET tube, cuff was initiated and ventilated with 100% O2. This patient was put on anaesthesia machine ventilator. It is clear from the written statement of the relatives that they saw them performing the CPR.  RBC was checked and it was 150 mg%.  Shifting to higher centre was considered but abandoned, as the CPR was going on, they cannot shift the patient with ongoing CPR with asystole.  Poor prognosis was explained to the patient’s relatives.  CPR was continued till 04.00 p.m.  Despite, all resuscitative efforts, the patient was not revived and declared dead.  Pupils were bilateral non-reactive and fixed.  Confirmatory ECG was done and it was flat line.  According to postmortem report, the patient had suffered from pulmonary fat embolism, as fat embolism carries very high risk of mortality and specific treatment is there, only supportive measures can be done, as done in this case; unfortunately, the patient was not revived.  It is requested that there was no negligence on his part or the surgeon, as alleged.  Every death is an unfortunate, even more so, if it is a young patient.  He has condolences with the family, it should not have happened.  But unluckily, it happened due to the reasons beyond their control.  

On enquiry by the Disciplinary Committee, Dr. Mohit Maurya stated that the surgery started at 11.15 a.m. and finished at 02.15 p.m. At 02.20 p.m., the patient was reversed and extubated; he had sudden bilateral up rolling of eyes followed by asystole. The patient at that time was on the O. T. table itself. CPR was initiated; however, he could not be revived and was declared dead at 04.00 p.m. on 19th October, 2023. He further stated that the CPR was performed while the patient was being ventilated with a ventilator.

In light of the above the Disciplinary Committee makes the following observations:

1) The patient Shri Saurabh Bali, a 36 years old male who was diagnosed with Lump bilateral chest with abdominal obesity was taken up for surgical procedure of Liposuction abdomen and chest with lump excision bilateral chest under General Anesthesia on 19-10-23 at the said Centre.  The surgery was performed by Dr. Tapeshwar Sehgal and anesthesia was administered by Dr Mohit Mathur.  The surgical procedure, as per the Anesthesia Chart started at 11:15 a.m. and finished at 02:15 p.m.  At 02:30 p.m., the patient was reversed and extubated; he had sudden bilateral up rolling of eyes followed by asystole. C.P.R. was initiated; however, he could not be revived and declared dead at 04.00 p.m. on 19-10-23.  The cause of death as per the postmortem report no.1802/2023 was pulmonary fat embolism as a result of suction of liquid fat into the blood stream through torn right lateral thoracic vein or branches of abdominal subcutaneous venous plexus during surgical procedure (liposuction).Top of ForBottom of Form
2) As per the note mentioned by the anesthetist, the patient came for Liposuction 360+bilateral Gynecomastia reduction surgery.  There were no reported co-morbidities.

3) Details regarding the initial history and clinical examination by the surgeon, which led to the diagnosis, have not been documented by the surgeon.  In-fact, there is no prescription mentioning the diagnosis and proposed surgery relating to the patients consultation on 18-10-23 with Dr. Tapeshwar Sehgal. 

4) The operation notes do not include essential details such as the duration of the surgery, the volume of tumescent fluid infiltrated, the details of the drugs used in the fluid, the quantity of lipoaspirate (fat removed), or the extent of gland excision. 
5) The consent form for the surgery is labeled as Informed Consent, but it appears to be a generalized form applicable to various types of surgeries.  Specifically, the procedure is listed as bilateral chest lump excision with abdominal liposuction.  At Serial No.5, the complication mentioned is infection, bleeding, deformity and possibility of embolic phenomenon has not been mentioned anywhere.  Importantly, it has not been signed by the patient. 

6) While an anesthesia consent form is present, it lacks crucial information.  It does not specify the type of anesthesia used (general, local, regional), nor does it detail the risks associated with anesthesia that should have been explained to the patient.  

The consent for the surgery and the anesthesia taken in this case was inadequate because it did not include essential information.  Informed Consent is a critical ethical and legal requirement in medical procedures, including surgery and anesthesia.  Informed Consent should include a clear explanation of the nature of the surgery to be performed.  This includes details such as the specific procedure, why it is being done, what it aims to achieve, and any potential alternative treatments.  The patients must be informed about the potential risks and complications associated with the surgery.  This ensures they understand what could go wrong and can make an educated decision about proceeding with the procedure.

Similarly, Informed Consent should cover the type of anesthesia that will be administered.  This includes explaining whether it will be local, regional, or general anesthesia, and any associated risks or side effects. Patients need to be informed about potential complications related to anesthesia administration.  This could include risks such as allergic reactions, respiratory problems, or anesthesia awareness.

An Informed Consent is crucial in ensuring that the patients are fully informed about their medical care.  When obtaining the consent for the surgery and the anesthesia, it is essential to provide comprehensive information about the procedure, its risks, and the anesthesia involved, so that the patients can make informed decisions about their treatment.Top of 
7) These points highlight several critical issues related to documentation, Informed Consent, and procedural details in the case of the surgical procedure performed.  Addressing these gaps is essential for ensuring proper patient care, legal compliance, and ethical standards. 
8) Top of Form

9) Bottom of Form

Addressing the gaps identified in documentation, Informed Consent, and procedural details is crucial for several reasons:

a) Accurate documentation ensures that all aspects of the patient's condition, treatment, and outcomes are properly recorded and communicated among healthcare providers.  This facilitates continuity of care and helps in making informed medical decisions.
b) Proper documentation is not only essential for providing optimal patient care but also for meeting legal standards and requirements.  Incomplete or inaccurate records can lead to legal challenges and liabilities for healthcare professionals and institutions.
c) Ethical principles in medicine emphasize the importance of informed consent, thorough documentation, and transparency in healthcare practices.  The patients have the right to understand the risks, benefits, and alternatives of proposed treatments, as well as the right to participate in decisions affecting their health.
d) The detailed records and documentation provide valuable data for quality improvement initiatives. They allow healthcare providers to evaluate outcomes, identify areas for improvement, and implement changes to enhance patient care and safety.
e) Comprehensive documentation of informed consent, procedural details, and patient assessments helps mitigate risks associated with medical procedures. It allows for early identification and management of complications, thereby reducing adverse events.

It is, thus, imperative that that consent forms are specific to the procedure being performed and include all relevant risks, including rare but serious complications like fat embolism.  The doctors should document essential details such as surgical duration, fluid volumes, and outcomes consistently and thoroughly.  There is clear communication among the surgical team, anesthesiologists, and the patients to ensure everyone is informed and on the same page regarding the procedure and associated risks.

By addressing these critical issues, doctors can uphold standards of care, protect patient rights, and maintain trust in the healthcare system. It's essential for both individual patient management and the broader integrity of medical practice.

8)     It has been categorically emphasized by the anesthetist that the CPR was performed while the patient was being ventilated with a ventilator. 
Performing CPR (Cardiopulmonary Resuscitation) by ventilating the    patient with a ventilator with its own respiratory rate is not accepted as a correct method according to established protocols.  CPR should be conducted in a specific protocolized manner with a recommended cardiac compression to ventilation ratio of 30:2 to ensure effective cardiac compressions with effective manual ventilations for achieving a successful outcome.  If CPR is performed incorrectly, the resuscitation procedure becomes ineffective, useless and even harm the patient. Following protocol has to be adhered to in case a patient who is on a ventilator support requires CPR:

a) 
Disconnect the ventilator: Before starting CPR, disconnect the patient from the ventilator to allow for manual ventilation and proper chest compressions.

b) 
Manual ventilation: Restore manual ventilation using a bag-valve-mask (BVM) device to maintain the recommended ratio of cardiac compressions to repirations (30:2 for adults).

c) 
CPR with ventilator: If the patient is on a ventilator and cannot be disconnected (e.g., due to high oxygen requirements), CPR can still be performed but the ventilator should be essentially set to manual mode, and the caregiver should provide manual breaths during the resuscitation efforts.

d) 
Ratio adjustment: When using a ventilator during CPR, the compression-to-ventilation ratio may also need to be adjusted to accommodate the mechanical breaths.

The anesthetist failed to use the correct method of CPR which might have resulted in an unsuccessful outcome of failure to revive, even if there was a chance of revival.
9)     The post mortem report highlight the infrastructure deficiencies at the said Centre by detailing that the Centre was small sized consisting of two- three rooms and facilitated for simple cosmetic procedures rather than any big operation under general anesthesia; similarly, there was no emergency management equipment available like ICU, ICCU, Blood Bank, ventilator etc., to handle such post-operative emergencies; in present case, when the condition of the patient deteriorated, the concerned doctors could not managed effectively to save the life of the deceased.
It is noted that Aura Cosmetic Surgery Clinic is registered with the Directorate General of Health Services under Registration no./DHS/NH/1770 dated 13-04-2023.  Despite being registered with the Directorate General of Health Services, the clinic's infrastructural deficiencies, as highlighted in the postmortem report, raise serious concerns.  The regulatory authority may need to reassess the clinic's suitability and capability to perform surgeries under general anesthesia.  This reassessment is crucial to ensure that the patient safety is not compromised due to inadequate facilities and preparedness.

10) The tragic incident involving the death of the 36-year-old patient at Aura Cosmetic Surgery on October 19th, 2023, underscores several critical points of concern related to the patient safety, surgical protocol adherence, and emergency preparedness at the clinic.  The occurrence of a pulmonary fat embolism resulting in the patient's death raises questions about the safety protocols during the surgical procedures, particularly in liposuction surgeries.  Proper pre-operative assessments and risk evaluations, including identifying potential anatomical vulnerabilities like the thoracic veins, are crucial for the patient safety. Adherence to established surgical protocols, including procedural standards for liposuction and lump excision surgeries, is essential.  It is imperative that the surgical teams follow rigorous guidelines to minimize risks such as fat embolism and ensure the patient outcomes are optimized.  Effective emergency protocols, including access to necessary equipment and trained personnel, are vital to managing unforeseen complications and improving patient survival rates.  In conclusion, this incident serves as a stark reminder of the critical importance of maintaining high standards of the patient care, adherence to surgical protocols, and readiness to respond to emergencies in clinical settings.  Addressing these concerns and taking corrective actions is essential to prevent similar tragedies in the future and uphold the patient safety as the foremost priority in healthcare practice.

In light of the observations made hereinabove, it is the decision of the Disciplinary Committee that Dr. Tapeshwar Sehgal did not exercise reasonable degree of skill, care and knowledge in the management of this case which was expected of a reasonable prudent doctor; it is, therefore, recommended that the name of Dr. Tapeshwar Sehgal (Delhi Medical Council Registration No.25352) be removed from the State Medical Register of the Delhi Medical Council for a period of 90 days with a direction that he should undergo 15 hours of Continuing Medical Education (C.M.E.) on the subject related to “Body contouring surgery“  and submit a compliance report to this effect to the Delhi Medical Council.  Similarly, for failure to exercise due diligence and shortcomings in the treatment, highlighted hereinabove on the part of Dr. Mohit Maurya, the name of Dr. Mohit Maurya (Delhi Medical Council Registration No.DMC/R/9687) be also removed from the State Medical Register of the Delhi Medical Council for a period of 60 days with a direction that he should undergo 15 hours of Continuing Medical Education (C.M.E.) on the subject related to “Basic and Advanced Cardiac Life support“. 

Further, the Directorate General of Health Services, Govt. of NCT of Delhi is requested to conduct a thorough evaluation of Aura Cosmetic Surgery Clinic. This evaluation should focus on assessing whether the clinic meets the necessary standards and possesses the required infrastructure to safely conduct surgeries under general anesthesia.  The objective is to prevent similar incidents in the future and safeguard the lives of the patients, undergoing medical procedures at such facilities.
Matter stands disposed.
Sd/:


              


  Sd/: 

                    

(Dr. Maneesh Singhal)     


(Dr. Alok Bhandari)                   

Chairman,


  


Delhi Medical Association,          

Disciplinary Committee 
       

         Member,                   


  


Disciplinary Committee

Sd/:






 Sd/:
(Dr. Manoj Jha),




(Dr. A.K. Sethi)


Expert Member,




Expert Member,
Disciplinary Committee 



Disciplinary Committee 
The Order of the Disciplinary Committee dated 28th August, 2024 was confirmed by the Delhi Medical Council in its meeting held on 03rd October, 2024.

The Council further confirmed the punishment of removal of the name of Dr. Tapeshwar Sehgal(Delhi Medical Council Registration No.25352) from the State Medical Register of the Delhi Medical Council for a period of 90 days, awarded by the Disciplinary Committee with a direction that he should undergo 15 hours of Continuing Medical Education (C.M.E.) on the subject related to “Body contouring surgery“, within a period of three months from the date of the Order and submit a compliance report to this effect to the Delhi Medical Council.  

Similarly, the Council also confirmed the punishment of removal of the name of Dr. Mohit Maurya(Delhi Medical Council Registration No.DMC/R/9687) from the State Medical Register of the Delhi Medical Council for a period of 60 days, awarded by the Disciplinary Committee with a direction that he should undergo 15 hours of Continuing Medical Education (C.M.E.) on the subject related to “Basic and Advanced Cardiac Life support“, within a period of three months from the date of the Order and submit a compliance report to this effect to the Delhi Medical Council.

The Council further observed that the Order directing the removal of name from the State Medical Register of Delhi Medical Council shall come into effect after 60 days from the date of the Order.

This observation is to be incorporated in the final Order to be issued.  The Order of the Disciplinary Committee stands modified to this extent and the modified Order is confirmed.

                                                                                                                 By the Order & in the name of 








                         Delhi Medical Council 








                                     (Dr. Girish Tyagi)



                                                                                                   Secretary 

Copy to :-

1) Shri Ramesh Bali, r/o- 19/284, Sarai Rohilla, Delhi-110035.
2) Dr. Mohit Maurya, Through Medical Director, Aura Clinic, C-1/120, Janakpuri, New Delhi-110058.
3) Dr. Tapeshwar Sehgal, Medical Director, Aura Clinic, C-1/120, Janakpuri, New Delhi-110058.
4) Dy. Commissioner of Police, Office of the ADDL. Dy. Commissioner of Police-I, West District, New Delhi -w.r.t. letter No.151/SO/DCP/West (R-1), Delhi dated 02.01.2024-for information & necessary action. 
5) Director General of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalaya Bhawan, F-17, Karkardooma, Delh-110032-for information & necessary action. 
6) National Medical Commission, Ethics and Medical Registration Board, Pocket-14, Phase-1, Sector-8, Dwarka, New Dehi-110077- w.r.t. letter No.R-106018/72/2023Ethics/006144 dated 05.02.2024 for information & necessary action and further, Dr. Tapeshwar Sehgal is also registered with erstwhile Medical Council of India under Registration No.16602 dated 19.06.1997- for information & necessary action. 
                                                                                                                               (Dr. Girish Tyagi)

                       




                                             Secretary
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