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     2nd December, 2013

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Mrs. Meena Srivastava r/o. Y 16-A, Hauz Khas, New Delhi(referred hereinafter as the complainant), alleging medical negligence on the part of Dr. S.K. Bakshi, Dr. Sudhir Kumar and Sukhmani Hospital, in the treatment administered to complainant’s husband late R.K. Srivastava (referred hereinafter as the said patient) at Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029 (referred hereinafter as the said Hospital), resulting in his death on 9.1.2009.
The Order of the Disciplinary Committee dated 27th August, 2013 is reproduced herein-below :-

“The Disciplinary Committee of the Delhi Medical Council examined a complaint of Mrs. Meena Srivastava r/o. Y 16-A, Hauz Khas, New Delhi(referred hereinafter as the complainant), alleging medical negligence on the part of Dr. S.K. Bakshi, Dr. Sudhir Kumar and Sukhmani Hospital, in the treatment administered to complainant’s husband late R.K. Srivastava (referred hereinafter as the said patient) at Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029 (referred hereinafter as the said Hospital), resulting in his death on 9.1.2009.
The Disciplinary Committee perused the complaint, written statement of Dr. S.K. Bakshi, Dr. Sudhir Kumar, Dr. B.S. Gandhi, Medical Superintendent, Sukhmani Hospital, copy of medical records of Sukhmani Hospital and other documents on record. 

The following were heard in person:-

1) Smt. Meena Srivastava
             Complainant 

2) Smt. Charu Sachdev 

    Daughter of the complainant

3) Shri Gulshan Sachdev

    Son-in-law of the complainant
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4) Dr. Sudhir Kumar                      Consultant   Surgeon, Sukhmani                     Hospital 

5) Dr. S.K. Bakshi                     
Consultant Medicine, Sukhmani Hospital

6) Dr. B.S. Gandhi                            
Medical    Superintendent, Sukhmani Hospital 

It is alleged by the complainant that her husband Shri R.K. Srivastava was a patient of diabetes.  The patient fell ill on 24th December, 2008 with swelling in right leg alongwith high fever and nausea/vomiting.   Dr. S.K. Bakshi who checked the problem and prescribed certain tests alongwith some medicines to control the problem.   Even after period of four-five days, the fever did not come to normal, the patient went again on 31st December, 2008 to the doctors of Sukhmani Hospital for re-check.  Dr. S.K. Bakshi asked the patient to get himself admitted at Sukhmani Hospital. The patient was immediately then admitted at Sukhmani Hospital on the same day while suffering from swelling and pain in right leg accompanied by high fever.  There was puss discharge from right leg which was diagnosed as cellulites.   Dr. S.K. Bakshi and Dr. Sudhir Kumar convinced the complainant that everything was going to be alright and there is no fear for anything serious which proved to be a lie.  Dr. S.K. Bakshi and Dr. Sudhir Kumar kept on trying injective medicines without applying proper medical mind.  The patient was given anti-biotic with no response.  The patient’s white blood cells (neutrophils) started, rising suggesting uncontrolled infection.  When Dr. S.K. Bakshi could not control infection and swelling in right leg, Dr. S.K. Bakshi called upon Dr. Sudhir Kumar, the surgeon.  Even after five days of being in hospital, the medical condition of the patient did not improve.  The complainant was advised M.R.I. on 7th January, 2009.  It was very clear from M.R.I. and subsequent reports that a serious level of septicemia had set in. On contrary the doctors and the Hospital informed the complainant and her family that a surgery was required for  draining  out 
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the cellulites accumulated in swollen right leg of the patient.  The surgery was done on 8th January, 2009 at about 10.45 a.m. which lasted for one hour without taking into consideration, the level of septicemia, the level of diabetic condition, deficient management of medicines required at pre-surgical staged for such patient, the ability of the Hospital in conducting such surgeries, without the facility of an intensive post-operative care unit.  The fact that in case an emergency rises, the hospital does not and did not cum to possess an ambulance.  It is pertinent to mention here that while going through the case sheet, deceased Shri. R.K. Srivastava was given ecosprin from the date of admission i.e. 31st December, 2008 but the same was not stopped on week prior to the surgery.  On 8th January, 2009 in the night, the patient had been vomiting and started feeling uneasy and discomfort which was informed to the doctor and nurse on duty at that time.  On 9th January, 2009 in the morning, the patient was not able to breathe properly and was feeling pain in left abdomen.  The blood-pressure of the patient was falling which is clearly reflected in the case diary/sheet.  The words “everything is fine and going well” came from Dr. S.K. Bakshi and Dr. Sudhir Kumar even when TLC had increased to 55700/cm and the patient was becoming restless.  The deficient hospital does not have a blood bank which is a mandatory requirement before conducting such surgeries or at least the hospital could have directed its own staff and the complainant’s family to arrange for blood in advance of the surgery.  Since the hospital cooperation was not forthcoming, the complainant was forced to organize blood/plasma from the Rotary Blood Bank.  Moreover, the complainant was not told that the blood/plasma should be kept at normal temperature.  The blood arranged was given at about 4.30 p.m.  On 9th January, 2009 when the patient’s conditions  worsen  in  the  evening,  the  complainant  and  her 
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family were asked by Dr. S.K. Bakshi, Dr. Sudhir Kumar and Dr. B.S. Gandhi, who came there in the hospital to shift the patient to Apollo Hospital wherein Dr. Sudhir Kumar is also working. The doctors and the hospital purposely did all this being fully well aware that in absence of ICU facility such medical interventions and surgeries should not have been conducted in such backlane conditions of the hospital.   As no ambulance was provided by the Hospital, the complainant had to organize an ambulance from outside for shifting the patient and no doctor from the Hospital accompanied the ambulance.  No intravenous drip, breathing aid (oxygen) was not available in the ambulance.  It is pertinent to note here that the discharge summary issued by the Hospital dated 9th January, 2009 states that surgery was conducted on right leg, whereas Dr. S.K. Bakshi has given handwritten discharge summary which states that surgery is conducted on left leg.  In this condition, the patient went into coma and stopped breathing.  The patient lay numb in the van, before reaching Moolchand Hospital, which is about six kilometer of heavy traffic.  The transfer hastened the death of the patient as is obvious the patient died enroute within ten minutes of leaving the Sukhmani Hospital.  In the ambulance the patient’s hands fell on the side and the patient stopped responding, on taking the patient to the hospital enroute Moolchand, the patient was declared dead.  The death of the patient has only occurred due to the gross negligence on the part of the doctors and the Sukhmani Hospital which is established on record beyond doubt especially when the operation was performed even at the stage when the sugar level was fluctuating.  Not only this but while shifting the patient to another hospital, the patient was not  provided  with  a  proper 
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ambulance, having ICU facilities and not even a doctor.  Not only this, as a result of gross negligence of the doctors and the Sukhmani Hospital as they failed to perform the operation in proper manner, the death of the patient has occurred.  

Dr. S.K.Bakshi stated that the patient presented on 27th December, 2008 with high grade of pain and swelling right leg since 21st December, 2008 (delay of seven days from appearance of fist symptom to medical consultation), high grade intermittent fever since 24th December, 2008 and symptoms of hyperglycemia.  The patient was diagnosed as uncontrolled DM with cellulites right leg.  The patient was advised admission so that he can be given IV antibiotics for infection control, injection insulin for diabetes control and for multi specialty supportive care.  The patient refused admission and insulin treatment, therefore, the patient was prescribed OHA for diabetes, oral antibiotics i.e. co-amoxyclav and levofloxacin for infection control and was advised investigations.  The patient again consulted on 31st December, 2008 with investigations which showed that the patient’s diabetic status was poorly controlled as shown by HbAIC report of 9.25 (mean plasma glucose 252 mg%) dated 27th December, 2008 and evidence of infection i.e.  TLC: 14300 with neutrophils 82%.  The patient did not have evidence of renal failure as is evident by normal blood-pressure, S. Creatinine: 1.13 mg (0.5-1.3), BUN 23.4 (4.7-23.4), urine albumin:  Nil inspite of having high fever and sepsis.  At this time, out of three things that the patient was suffering from i.e. uncontrolled hyperglycemia, high grade fever and right leg swelling, two things i.e. blood sugar and fever were controlled as evident by blood sugar values of 65 mg (F) and 113 mg (PP) on 29th December, 2008 and absence of fever  since  one  day.   On  advice  that 
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parental antibiotics are better for infection control and hence leg swelling, the patient reluctantly agreed to get himself admitted for IV antibiotic only.  The patient did not want to spend money, therefore, only pus culture was sent for investigation.  Initial antibiotics i.e. co-amoxyclav (nov IV) and levofloxacin were continued as the patient had shown response by becoming afebrile and third antibiotic injection cefuroxime was added, rest OPD treatment was continued.   On 1st January, 2009, the patient was comfortable, no complaints, afebrile, blood-pressure 130/80 mmHg, TLC report in the evening 20100 with 88% polymorphs.  In view of the high TLC, injection vancomycin and tablet clindamycin were added to the treatment and injection cefuroxime stopped.  On 2nd January, 2009, the patient asymptomatic, comfortable, afebrile, pulse-90/min, blood-pressure-130/80 mmHg.  Blood surgar-86 mg(f), 157 mg (PP). Diabetic status was controlled.  On 3rd January, 2009, the patient had loose motion during night (antibiotic induced diarrhea), otherwise the patient was comfortable, afebrile.  According to R.M.O. notes, pain and swelling had decreased in the limbs, pulse-90/min, and blood-pressure 120/80 mmHg.  Pus C/s sent on 31st December, 2008 reported sterile.  Surgical consultation was requested from Dr. Sudhir Kumar, inspite of the patient reluctance.  Dr. Sudhir Kumar examined the patient and his clinical diagnosis was cellulitis right leg with septicemia and he advised x-ray right leg, x-ray chest PA view, MRI right leg to rule out pus pockets and Doppler study to rule out DVT.  Dr. Sudhir Kumar advised injection pipercilline plus tazobactum, leg dressing and elevation which was done.  X-ray right leg done showed no evidence of gas in subcutaneous tissue, x-ray chest revealed mild eventration of right diaphragm.  The patient  refused  MRI  right  leg  and 
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doppler study for reasons best known to them.  On 4th January, 2009 morning, the patient was comfortable his right leg swelling had decreased, vitals temperature normal, pulse-94, blood-pressure-120/80 mmHg.  In his morning rounds, the patient commented that pain and swelling of leg is less and the patient is feeling better.  The patient was again advised M.R.I. and doppler which the patient refused saying that these investigations are being done outside and the patient wanted to wait as he is feeling better.   According to Dr. Sudhir Kumar notes, leg edema decreased, erythema decreased, ulceration dry, no discharge.  On 5th January, 2009, the patient was comfortable, afebrile, leg inflammation was less.  As the patient had resued M.R.I. and doppler, Dr. Sudhir Kumar suggested injection clexane for DVT prophylaxis, which was started.  On 6th January, 2009, the patient was comfortable, afebrile, leg swelling and pain decreased.  TLC -15200.  On 7th January, 2009 morning, Dr. S.K. Bakshi found that the patient’s leg swelling has increased since night.  Injection LWH was stopped and M.R.I. advised again to rule out abscess.  Dr. Sudhir Kumar also examined at 12.30 p.m. and found fluctuating areas over calf and advised M.R.I. to rule out abscess/haematoma.  This time the patient agreed for M.R.I. and went at 1.30 p.m. to Focus Imaging Centre.  At time of his rounds, M.R.I. report was done available.  Dr. Sudhir Kumar came for rounds at 10.00 p.m.  By that time M.R.I. report was available showing irregular multi-lobulated walled-off abscesses in the posteromedial compartment of leg-abscess with cellulits.  Dr. Sudhir Kumar discussed the M.R.I. and surgery requirement with the patient and relatives thoroughly and advised the need for surgery (incision and drainage plus-minus debridement under SA/GA), in view of the multilobulated walled off abscess in the leg.  The nature and  risk  of  this  procedure  was  explained  to  the  patient  and 
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attendants by Dr. Sudhir Kumar and they agreed to the same on 7th January, 2009 night.  Dr. Sudhir Kumar Planned surgery next day morning and advised PAC by Dr. Pradeep Singh.  The surgery was done in the morning of 8th January, 2009 i.e. incision and drainage plus debridement and fasciotomy under spinal anaesthesia by Dr. Sudhir Kumar and Dr. Pradeep Singh (Anaesthetist).  Adequate glycemic control was obtained for the purpose of anaesthesia, blood sugar was 166 mg in morning of surgery.  Surgical findings-large multiloculated abscess in the posterior part of left leg also communicating with the posterior compartment, fascial necrosis involving deep fascia and individual sheaths of posterior compartment muscles.  Half a liter of blood stained foul smelling pus and debris were removed from the abscess cavity, and adequate hemostasis was achieved.  The wound was further packed to control oozing from raw areas which normally occurs from inflamed tissues.  Surgery finished at 11.30 p.m. and Dr. Sudhir Kumar wrote the post-operative orders which were followed.  Dr. S.K. Bakshi saw the patient after surgery in morning and in evening and found that the patient was comfortable and diabetic status was well controlled as evident by random blood sugar 148 mg at 7.00 p.m.  On 9th January, 2009, Dr. Sudhir Kumar examined the patient at 10.30 a.m. and changed the dressing.  Dr. S.K. Bakshi examined the patient at 11.00 a.m. and found the patient looking pale, pulse-140/min, blood-pressure 90/50 mmHg, SPO2-94%, No H/o chest pain or breathlessness, he immediately advised two units fresh whole blood transfusion, two units fresh frozen plasma, IV fluids normal saline and hemeccele-fast, added antibiotic injection meropenam (injection zaxter, injection vitamin-K).  The complainant presented at that time, was explained regarding the urgency for blood transfusion.  Dr. S.K. Bakshi left around 12.00 noon.  Later  the 
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son-in-law of the patient Shri Gulshan Sachdev reached the Hospital and rang him up at 12.53 p.m. questioning whether blood transfusion is really required.  The R.M.O. has confirmed matching blood availability at Rotary Blood Bank.  On stressing the urgency of blood transfusion, he agreed to do so.  He again rang up around 2.00 p.m. that he has reached Rotary Blood Bank and is getting blood.  He again rang up around 3.37 p.m. that he has collected the blood and will be reaching the hospital shortly.  At no point he volunteers to pick Dr. S.K. Bakshi up from his residence as alleged, and Dr. S.K. Bakshi was at that time in a different hospital and not at home.  Dr. S.K. Bakshi reached the hospital again at 4.00 p.m. and found the patient restless since afternoon, c/o pain abdomen, not able to pass urine, breathlessness, there was no history of any chest pain/fever/vomiting.  On examination pulse-132/min, blood-pressure-80 mmHg and SPO2 -94%.  Immediately ECG was taken which showed sinus tachycardia only and no evidence of any ischaemia or arrhythymia, urgent blood sugar was done, result 93 mg, as the patient main complaint was pain abdomen and distension since morning, Dr. Sandeep Sharma (Ultrasonologist) was requested for urgent ultrasound and urgent surgical review by Dr. Sudhir Kumar requested.   Ultrasound study was done and reported normal.  Blood was brought by the attendants of the patient by now and blood transfusion started at 4.30 p.m. and the patient advised to shift to higher institution as the patient had not responded to fluid resuscitation and required CVP monitoring, arterial blood-pressure monitoring and ICU support.   Dr. Sudhir Kumar examined the patient at 5.00 p.m. and discussed the case with Dr. S.K.Bakshi and it was decided to shift the patient to higher institution as the patient required ICU support.  The attendants of the patient were reluctant to shift the patient and wanted to wait till next day and see  the 
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response to blood transfusion.  Ultimately they agreed to shift the patient to Apollo Hospital under Dr. Sudhir Kumar care around 5.45 p.m.  Immediately ambulance was arranged by the hospital and Dr. Sudhir Kumar left for Apollo Hospital to make arrangements for the patient.  The patient was transferred to ambulance, at the time of shifting around 6.00 p.m., the patient blood-pressure was 90/60 mmHg, pulse-124/min, RR-28/min.

Dr. S.K. Bakshi further stated that the patient was suffering from uncontrolled T2DM and was irregular in treatment.  The patient was admitted to Sukhmani Hospital for control of infection by IV antibiotics only, and not for blood sugar control.  The patient’s blood sugar was already controlled i.e. FBS-65 mg and PP blood sugar-113-mg on 29th December, 2008.  The patient‘s blood sugar remained under control throughout the patient’s stay in the hospital.  The patient was prescribed appropriate injectable antibiotics on empirical basis.  Regarding ?gross/severe infection and ?mild renal failure according to Safdarjung Hospital, certain points need to be noted.  The patient was not critically/seriously ill at the time of admission as the patient’s APACHE II score (acute physiology chronic health evaluation II) was zero. The patient was suffering from cellulitis right leg which is labeled as sepsis and not sever sepsis or septic shock according to the definitions used to describe the condition of septic patient.  Renal failure-the patient had normal serum creatinine 1.13 mg/dl (rang-0.50-1.3), normal Bun: 23.40 mg/dl (range-4.7-23.4), urine albumin nil, inspite of having high grade fever and sepsis, normal blood-pressure.  The patient had refused insulin at the first consultation itself when his blood sugar was high and the patient was suffering from high grade fever and the patient again refused 
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(insulin at the time of admission which would have been obvious as now the patient’s sugar was very well controlled and the patient had become afebrile.  In the treatment of sepsis according to harrison’s principles of internal medicine, 18th edition, volume-2-use of insulin to lower blood glucose levels to 10-120 mg/dl is potentially harmful and does not improve survival rates.  Most experts now recommend using insulin only if it is needed to maintain the blood glucose concentration below-150 mg/dl.  Delayed surgical consultation-clinical diagnosis at the time of admission was cellulitis right leg.  The treatment of cellulitis is by antiobitocs and not by surgery according to reference harrison’s principles of Internal medicine.  The patient had class II cellulitis according to eron’s severity classification system which requires IV antibiotics only.  Surgical intervention is required when you suspect complicating abscess.  In this case surgical opinion was taken after seventy two hours of antibiotics as per British protocol.  Surgeon diagnosis was right leg cellulitis with septicemia and he advised antibiotics plus dressing and not only surigical intervention.  He advised MRI to rule out pus pockets and doppler study to rule out DVT and no surgical intervention was seen at the time.  Clinical picture suggestive of abscess was noted by Dr. S.K. Bakshi and Dr. Sudhir Kumar on 7th Jaunary, 2009 only.  Delay by the patient- First consultation delay of seven days from onset of symptoms.  Admission delay of five days.  M.R.I. leg of delay of four days.  

Dr. Sudhir Kumar stated that as a consultant surgeon wroking in Sukhmani Hospital, he was asked to evaluate a patient admitted in Sukhmani Hospital under the care of Dr. S.K. Bakshi (physician in-charge of the case) on 3rd January, 2009.  The patient had been  admitted  since 
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31st December, 2008 with a history of recurrent swelling of the right leg for the past four-five years that had increased over the last ten days and was associated with fever and pain the affected limb.  The patient was a known diabetic with poor glycemic control.  On examination, the patient had tachycardia and an inflamed and diffusely swollen right leg.  TLC was 20,900/mm.  The patient was on IV antibiotics for cellulitis of the right leg.  Refer to his notes dated 4th January, 2008.  Similar findings were noted by the duty doctor four days back, there had been no change in the patient’s clinical condition since admission.  Dr. Sudhir Kumar’s clinical impession of the case was that the patient obviously had cellulites but in view of the recurrent nature of the swelling and the level of septicemia, there was something more to it.  To rule out/confirm his suspicion of chronic deep venous thrombosis or pus pockets i.e. an abscess in the right leg, he requested for imaging investigation, x-rays, M.R.I. and M.R. venogram/venous doppler of the right leg.  In the meantime, he suggested further measures to treat cellulitis and septicemia, namely change of antibiotic therapy, limb elevation and hygroscopic dressing to the affected leg.  The next day on 4th January, 2009 on inspection of the right leg at the time of dressing change there was considerable improvement in the patient’s leg swelling but leucocytosis persisted.   On 5th January, 2009, the foot and leg inflammation had reduced but right thigh swelling was noted.  He restressed the need for imaging of the leg to look for?  DVT, abscess and also suggested prophylactic administration of low molecular weight heparin o the patient as the patient was not ambulatory.  He re-evaluated the patient on 7th January, 2009 and upon examination of the right leg, noted a fluctuant area over the calf region, the swelling over the foot and remainder of  the  right  leg  had  reduced  considerably.  He 
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again stressed that the patient needs imaging (M.R.I. and doppler).  As the patient then finally underwent M.R.I. of the right leg and a large multiloculated abscess was indeed found in the posterior compartment, the further plan of treatment for surgery to drain the abscess was discussed with and agreed to by all concerned parties.   Relevant preparation and planning was done for the surgery.  The operation was done 8th January, 2009 under spinal anaesthesia and all surgical goals were achieved, i.e. complete drainage of the abscess, debridement of affected fascial structures and release of posterior compartment muscles and confirmation of their viability via fasciotomy.  Blood loss was minimal, good hemostasis was achieved and the operative  wound  was  packed  and  left open and covered with a pressure dressing as it is a standard practice for management of abscess drainage wounds.  The patient remained stable during and immediately after the operation. On the evening, when he saw the patient again, the patient was comfortable and stable hemodynamically.  The mild soakage of the dressing was not at all alarming and was managed with simple overdressing.  On the morning of 9th January, 2009 (post-operative day one), the patient was complaining of vomiting, restlessness, chest (retrosternal) and abdominal pain.  The wound was re-inspected, some clots and mild oozing were noted in the wound cavity.  There was absolutely no significant bleeding.  Dressing was changed and investigations done to find the cause of the patient’s discomfort and hypotension.  During the day, the patient continued to complain of chest, abdominal pain, restlessness and shortness of breath, the patient remained in hypotension and did not respond to fluid challenge and colloids, including blood.  He attended the patient him 5.00 p.m. on 9th January, 2009 and after examining the patient and noting down the treatment  the  patient  received,  concluded 
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that the patient was in septic shock or that the patient had a concomitant cardiac event and was not responding to the treatment being given.  In his assessment, the patient definitely was not suffering from a surgical complication.  The patient was not responding to the treatment measures instituted by the primary consultant physician in charge of the case.  In this situation, he advised for urgently shifting the patient to a higher centre with ICU and intensive care facility. (To Indraprastha Apollo Hospital where the he was attached as an attending surgeon at the time).  Unfortunately, the patient expired during transit.  The  charges of medical negligence are untrue and wholly denied as at every stage of providing treatment to the patient, only standard management strategies were applied, the patient and the attendants of the patient were regularly counseled.  There were regular discussions between all the doctors involved in the patient’s care to formulate the best plan of treatment, the same were conveyed to the attendants of the patient and they consented to the same. 

Dr. B.S. Gandhi, Medical Superintendent, Sukhmani Hospital stated that the complainant’s husband was the patient of diabetes mellitus for many years and on irregular treatment.  Diabetic status was poorly controlled as shown by HbAIC (average sugar levels of last two-three months) repot of 9.25 (mean plasma glucose 252 mg%) dated 27th December, 2008.  The patient had high-grade fever with swelling of the right leg since 24th December, 2008.  The patient also gave a history of recurrent swelling of the right leg on and off for the last four-five years, but the patient consulted the doctors on 27th December, 2008 i.e. after the delay of three days, this fact shows the negligence on the part of the complaint and the patient.  The patient approached Dr. S.K. Bakshi on 27th December, 2008.  At  that  time,  the  patient  was  suffering  from  high-
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grade fever with swelling and pain of the right leg.  The patient was evaluated in prescribed and well settled manner of medical treatment, antibiotics and OHA had been given to control the pain and diabetes.  Dr. S.K. Bakshi advised the patient and attendants of the patient for admitting the patient but they did not heed the said advice and did not get the patient admitted on 27th December, 2008.  This fact clearly shows the negligence on the part of the complainant and the patient.  The patient again approached Dr. S.K. Bakshi on 31st December, 2008, and upon the strict advice of the Dr. S.K. Bakshi, the patient was admitted in Sukhmani Hospital with pain and swelling of the right leg.   The treatment was started and pus sample from ulcers over the leg was sent for C/S test.  The patient also refused to get the M.R.I. done which was advised by the Dr. S.K. Bakshi and Dr. Sudhir Kumar on 3rd January, 2009 after considering the report of the C/S test.  This fact also shows the negligence on the part of the complainant and the patient.  The patient finally got the M.R.I. done only on 7th January, 2009, that too upon repeated requests and advise of Dr. S.K. Bakshi and Dr. Dr. Sudhir Kumar.  The M.R.I. report showed the details of the abscess and tissue damage in the right leg.  The doctors were counseled about the M.R.I. with the patient and attendants of the patient and advised the need for surgery (incision and drainage) in view of the multilobulated walled off abscess in the leg and septicemia.  As surgery in the form of incision and drainage is the recommended treatment of choice for this condition, the same was recommended to the patient and attendants.  The nature sand risk of this procedure was explained to the attendants of the patient and they agreed to the same on 7th January, 2009 night.  The surgery was done in the morning of 8th January, 2009 after taking all due and standard treatment.  The surgery was aimed at removing  the  source  of 
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sepsis.   Adequate glycemic control was obtained for the purpose of anaesthesia.  As part of the reason of the uncontrolled blood sugar was sepsis, it was imperative that the surgery not be delayed.   Regular monitoring of the patient’s blood sugar was done.  The surgery was successfully completed.  The half liter of pus and debris were removed from the abscess cavity, and adequate hemostais was achieved.  The wound was further packed to control oozing from raw areas which normally occurs from inflamed tissues.  No blood was dripping from the wound, as per the evening notes of Dr. S.K. Bakshi on 8th January, 2009.

The patient was hemodynamically stable on the morning of 9th January, 2009, the dressing was changed by Dr. Sudhir Kumar at 10.30 a.m.  On the morning rounds at 11.00 a.m., Dr. Sudhir Kumar examined the patient and found the patient looking pale, with tachycardia and hypotension.  Dr. Sudhir Kumar advised for blood transfusion.  Blood is always arranged by the attendants of the patient as mandatory donation of blood is required simultaneously.  The resident doctor had checked the availability of blood at Rotary Blook Bank and informed the attendants of the patient in the morning to arrange for the blood which they delayed.  As the patient became hemodynically unstable after noon time on 9th January, 2009 and required ICU support, the patient advised to shift to a higher facility and the patient was referred to Indrapratha Apollo Hospital without any delay.  The complainant and other attendants did not initially agree to shift the patient to a higher centre as per notes of Dr. S.K. Bakshi.  Precious time was wasted by the attendants of the patient due to their indecision and delay in deciding about this issue.  After spending of more precious time, attendants of the patient were ready to transfer the patient.  The ambulance was arranged by the hospital, and there was no delay once the attendants of the patient agreed  to  shift  the  patient.  
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While the decision was being taken by the attendants of the patient about shifting the patient and attendants of the patient had consented to take the patient to Indraprastha Apollo Hospital, Dr. Sudhir Kumar rushed to Indraprastha Apollo Hospital in advance to make the necessary arrangements and make booking for an ICU bed.  Irresponsible behaviour of the attendants of the patient can be gauged from the fact that though Dr. Sudhir Kumar personally visited Indraprastha Apollo Hospital and made all arrangements for the patient but the attendants of the patient did not reach Indraprastha Apollo Hospital and instead went to some other hospital and same was confirmed when Dr. Sudhir Kumar called the son-in-law of the patient. 
In view of the above, the Disciplinary Committee makes the following observations :-

1. The deceased, late Shri R.K. Srivastava was a patient of diabetes mellitus, diagnosed for a period of ten years on treatment with oral drugs (details of adequacy of control is not available).  Although, not a regular patient of Dr. S.K. Bakshi, he had consulted him during the present illness which began as cellulitis of the right leg and progressed to abscess formation and septicemia, despite oral antibiotics, prescribed by Dr. S.K. Bakshi.
Finally, when the patient was admitted on 31st December, 2008, the disease had progressed with pus discharge.  He was administered a reasonable initial combination of antibiotics, however, he did not show significant improvement.   Subsequently, the condition deteriorated as evident by continuing pus discharge, persistent and even increased swelling, increasing WBC Counts and 
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blood-sugar levels.  Finally, the patient underwent local surgery for drainage of pus on the 8th January, 2009.  Within two days of the surgery, after minor initial improvement, the patient complained of chest pain, vomiting and restlessness from the evening of 8th January, 2009 itself.  The condition of the patient further deteriorated the next day, with an attempt to shift a critically ill patient elsewhere for further management in an ambulance without the accompanying doctor.  The patient probably passed away in the ambulance itself and was declared dead on arrival in the casualty of the higher centre.  
2. There was non-availability of intensive care unit facilities, which is surprising considering the type of surgeries performed, as claimed by Dr.  B.S. Gandhi, Medical Superintendent, Sukhmani Hospital.  If available, why were those facilities not extended to the patient, is perplexing.  
3. There was non-availability of an equipped ambulance with the hospital.  Even, if the hospital was not owning an ambulance, it should have a ready arrangement with one of the well equipped ambulance services.  Why the patient should ask to arrange for the ambulance is again unexplainable.  

4. There seems no justification in refusal of the hospital for an accompanying doctor in the ambulance for transferring such a critical patient. 
5. There seems to be no problem regarding the selection of antibiotics because in a case of soft tissue infections in a diabetic, the choice is largely empirical as the infections  are  caused  by  a  mixture  of 
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organisms which are at times not obtained in cultures.  However, there seems no justification in delaying the institution of insulin therapy despite such a severe infective process and septicemia.  
6. The events on the evening of the 8th January 2009 and 9th January, 2009 indicate an acute cardiac event or pulmonary thrombo-embolism, which were not even considered while making therapeutic/transfer decision.  
7. The delay in surgery despite discharging pus and worsening sepsis was unjustified.  
In light of the observations made herein-above, it is the decision of the Disciplinary Committee that there was medical negligence; although the same does not tantamount to criminal negligence, in the treatment administered to the complainant’s husband late R.K. Srivastava at Sukhmani Hospital.  The Disciplinary Committee, therefore, recommends that name of Dr. S.K. Bakshi (Dr. Sunil Kumar Bakshi) (Delhi Medical Council Registration No. 4984) and Dr. Sudhir Kumar (Delhi Medical Council Registration No. 26421) be removed from State Medical Register of Delhi Medical Council for a period of one month and a copy of this Order be sent to the Directorate of Health Services, Govt. of NCT of Delhi to look into the infrastructure and other facilities at Sukhmani Hospital and take appropriate action.
Complaint stands disposed.”
Sd/:

 Sd/:

      

Sd/:
(Dr. O.P. Kalra)

 (Dr. Anil Agarwal)
     (Mrs. Avnish Ahlawat)
Chairman,


 Delhi Medical Association,  Legal Expert 
Disciplinary Committee 
 Member, 

              Member,




 Disciplinary Committee       Disciplinary Committee


Sd/:



     Sd/:

(Dr. Atul Goel)

     (Dr. P.N. Agarwal)

Expert Member,

     Expert Member

Disciplinary Committee 
     Disciplinary Committee
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The Order of the Disciplinary Committee in complaint No. 848 of Mrs. Meena Srivastava r/o. Y 16-A, Hauz Khas, New Delhi, alleging medical negligence on the part of Dr. S.K. Bakshi, Dr. Sudhir Kumar and Sukhmani Hospital, in the treatment administered to complainant’s husband late R.K. Srivastava at Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029, resulting in his death on 9.1.2009, came up for confirmation before the Delhi Medical Council in its meeting held on 9th October, 2013 in Conference Room, Delhi Medical Council wherein the Council observed that the matter be referred back to the Disciplinary Committee for re-consideration on the issue regarding whether there were significant shortcomings in adherence to medical and surgical protocol, for the same to constitute act of medical negligence.

The Order of the Disciplinary Committee of the Delhi Medical Council dated 27th August, 2013 in complaint No. 848 of Mrs. Meena Srivastava r/o. Y 16-A, Hauz Khas, New Delhi(referred hereinafter as the complainant), alleging medical negligence on the part of Dr. S.K. Bakshi, Dr. Sudhir Kumar and Sukhmani Hospital, in the treatment administered to complainant’s husband late R.K. Srivastava (referred hereinafter as the said patient) at Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029 (referred hereinafter as the said Hospital), resulting in his death on 9.1.2009, was taken up for re-consideration in terms of the Council minutes dated 9th October, 2013 before the Disciplinary Committee Delhi Medical Council in its meeting held on 1st November, 2013 wherein the Council in the present case has queried as to whether there were significant shortcomings in adherence to medical and surgical protocol, for the same to constitute act of medical negligence 
The Order of the Disciplinary Committee dated 1st November, 2013 is reproduced herein-below : 
“The Order of the Disciplinary Committee of the Delhi Medical Council dated 27th August, 2013 in complaint No. 848 of Mrs. Meena Srivastava r/o. Y 16-A, Hauz Khas, New Delhi(referred hereinafter as the complainant), alleging medical negligence on the part of Dr. S.K. Bakshi, Dr. Sudhir Kumar and Sukhmani Hospital, in the treatment administered to complainant’s husband 
Contd/:

(21)

late R.K. Srivastava (referred hereinafter as the said patient) at Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029 (referred hereinafter as the said Hospital), resulting in his death on 9.1.2009, was taken up for re-consideration in terms of the Council minutes dated 9th October, 2013 wherein the Council in the present case has queried as to whether there were significant shortcomings in adherence to medical and surgical protocol, for the same to constitute act of medical negligence.

On re-consideration, the Disciplinary Committee observes that in the present case; there were significant shortcomings in adherence to medical and surgical protocol, as has been highlighted in the Disciplinary Committee Order dated 27th August, 2013, for the same to constitute act of medical negligence. 

The Disciplinary Committee re-affirmed its Order dated 27th August, 2013.

Matter stands disposed. 

Sd/:

 Sd/:

      

Sd/:

(Dr. O.P. Kalra)

 (Dr. Anil Agarwal)
     (Mrs. Avnish Ahlawat)

Chairman,


 Delhi Medical Association,  Legal Expert 

Disciplinary Committee 
 Member, 

              Member,





 Disciplinary Committee       Disciplinary Committee


Sd/:



Sd/:



      Sd/:

(Dr. Prem Aggarwal)
(Dr. Atul Goel)

    (Dr. P.N. Agarwal)

Eminent Publicman,
Expert Member,

     Expert Member

Member,


Disciplinary Committee        Disciplinary Committee

Disciplinary Committee 
The subsequent Order dated 1st November, 2013 of the Disciplinary Committee after re-consideration, was placed before the Council in its meeting held on 27th November, 2013 for confirmation wherein whilst confirming the Order dated 27th August, 2013 and 1st November, 2013 of Disciplinary Committee, the Council observed that in the facts and circumstances of this 
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case, both Dr. S.K. Bakshi (Dr. Sunil Kumar Bakshi) (DMC registration No.. 4984) and Dr. Sudhir Kumar (DMC registration No. 26421) have been guilty of violating the provisions of Regulation 2.4 of Indian Medical Council (Professional Conduct, Etiquette and Ethics), Regulations, 2002 which states that “A physician is free to choose whom he will serve. He should, however, respond to any request for his assistance in an emergency. Once having undertaken a case, the physician should not neglect the patient, nor should he withdraw from the case without giving adequate notice to the patient and his family. Provisionally or fully registered medical practitioner shall not willfully commit an act of negligence that may deprive his patient or patients from necessary medical care.” The Delhi Medical Council, therefore, directs that name of Dr. S.K. Bakshi (Dr. Sunil Kumar Bakshi) (DMC registration No. 4984) and Dr. Sudhir Kumar (DMC registration No. 26421) be removed from State Medical Register of Delhi Medical Council for a period of one month and a copy of this Order be sent to the Directorate of Health Services, Govt. of NCT of Delhi to look into the infrastructure and other facilities at Sukhmani Hospital and take appropriate action.  

The Council further observed that the decision of the Delhi Medical Council holding Dr. Sunil Kumar Bakshi and Dr. Sudhir Kumar guilty of medical negligence is final.  However, the Order directing the removal of name from the State Medical Register of Delhi Medical Council shall come into effect after 30 days from the date of the Order.   The same is to be incorporated in the final Order.

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) Mrs. Meena Srivastava, r/o, Y-16A, First  Floor, Hauz Khas, New  Delhi-110016.

2) Dr. S.K. Bakshi, Through Medical Superintendent, Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029.
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3) Dr. Sudhir Kumar, Through Medical Superintendent, Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029.

4) Medical Superintendent, Sukhmani Hospital, B-7 Extn./126A, Safdarjung Enclave, New Delhi-110029.

5) S.H.O., Police Station Safdarjung Enclave, New Delhi-110029-w.r.t. letter No. 525/ SHO/S.J. Enclave dated 2.2.12-for information.
6) Director Health Services, Directorate of Health Services, Govt. of NCT of Delhi, F-17, Swasthya Sewa Nideshalaya Bhawan, F-17, Karkardooma, Delhi-110032-for information & necessary action. 
7) Secretary, Medical Council of India, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077- (Dr. Sunil Kumar Bakshi and Dr. Sudhir Kumar are registered with the Medical Council of India vide registration Nos 3199-07/01/1983 and 16025/06/02/1997 respectively )-for information & necessary action. 







(Dr. Girish Tyagi)










 Secretary
