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                       21st October, 2013 

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a representation from Police Station, Sagar Pur, New Delhi, seeking medical opinion, in respect of death of Smt. Samina (referred hereinafter as the patient) and her new born baby, allegedly due to medical negligence on the part of the doctors of Shakuntala Nursing Home, RZ-I-81A, Sagar Pur (West), Opposite Vidyut Board Colony, New Delhi-110046.

The  Order  of  the  Disciplinary  Committee  dated  27th August, 2013  is   reproduced   herein-
below :-

“The Disciplinary Committee of the Delhi Medical Council examined a representation from Police Station, Sagar Pur, New Delhi, seeking medical opinion, in respect of death of Smt. Samina (referred hereinafter as the patient) and her new born baby, allegedly due to medical negligence on the part of the doctors of Shakuntala Nursing Home, RZ-I-81A, Sagar Pur (West), Opposite Vidyut Board Colony, New Delhi-110046.

The Disciplinary Committee perused the representation from Police, written statement of Dr. Varshma Sharma, Dr. Vikas Gupta, Dr. B.P. Dhami, Dirctor Shakuntla Nursing Home & Hospital, copy of medical records of Shakuntla Nursing Home, post-mortem report No. 1035 dated 4.11.2011 and other documents on record.
The following were heard in person. 

1) Shri Anees



Complainant

2) Dr. Varsha Sharma

Consultant  Gynaecologist,  Shakuntla 

Nursing Home & Hospital

3) Dr. B.P. Dhami


Medical    Superintendent,   Shakuntla  

Nursing Home & Hospita

Dr. Vikas Gupta failed to appear before the Disciplinary Committee. 

Contd/:

(2)

It is alleged by the complainant Shri Anees that his wife was admitted on 2nd November, 2011 in Shakuntla Nursing Home & Hospital for delivery.  The doctors told him that it will be a normal delivery.  Around 8.00 p.m. in the night, the doctors informed him that the condition of his wife was not well, therefore, they have to conduct an operation on her for delivery and that he should made arrangement for blood.   Around 10.00 p.m., he was informed that during operation the baby could not be saved, but his wife was safe.  The doctors said they have to conduct hysterectomy and ask him to arrange for further units of blood.  Subsequently, his wife also died due to negligence of the doctors of Shakuntla Nursing Home & Hospital.  He requested that strict action should be taken against the doctors of Shakuntla Nursing Home & Hospital for causing death of his wife and the baby.
Dr. Varsha Sharma in her written statement averred that the patient Shamina was a case of G5P4L4 with nine months amenorrhea with Rh negative pregnancy, in early labour.  The patient was brought to her by a Dai at 12.00 p.m. on 2nd November, 2011.  She said that the patient had pains since two-three days.  As stated by the Dai after the death of the patient, she said the patient had undergone 2/3 terminations of pregnancy.  This fact was not revealed earlier during admission.  Also there was no hlo anti-D injection in previous pregnancies/deliveries.  The patient’s blood group was ‘O’ negative.  The investigations were two months old, so again blood samples were sent.  Hb-9.7g %, TLC-10,800 Cells Cumm, DLC-P78 L20 EO2, urine R M (WNL).    The patient had mild contractions as she was grand multigravida, only IVI-10kc followed by DNS was given.  The patient gradually developed contractions and progressive clinical dilatation and effacement.  There was constant bearing down efforts by the patient from 8.30 p.m.  At 10.00 p.m., the patient  developed  strong  contractions  and 
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started bearing down.  On examination, the vitals were stable, PA ut T/S p/v-9 cm, aphalic-90% effaced, FHS @ 120/130/min and P/v 9cms, 90% effaced, vx 10L.  After one strong contraction and bearing down, she said that she had severe pain abdomen.  On examination, P-120/min, blood-pressure-100/60 mmHg, P/Acct relaxed, fetal pouts were palpable, FHS not localized by ultrasound, sudden loss of contraction, P/v-9 cm, 90 % effaced and vx10/ which recorded back to 1-21.  It was sudden uterine rupture, diagnosed immediately.  The patient’s husband was called for and explained about uterine rupture, fetal death and need for immediate caesarean section and impending caesarean hysterectomy to save mother.  The complainant was also explained and consent was taken about loss of fertility and also requirement of blood.  The complainant was also informed that it is a rare blood group and availability is difficulty.  The patient was operated with Dr. Vikas Gupta surgeon and Dr. Mohit Garg Anaesthetist.  Both of them also explained the high risk to the patient’s husband.  On table it was decided to proceed with caesarean hysterectomy and the patient’s husband Anish was called in operation theater and was explained about the situation and requirements of blood.  The patient was shifted to I.C.U. post-operatively at 11.45 p.m.   The attendants of the patient were clearly told about the requirement of blood.  They were able to bring one pint PCV and six pints FFP at 1.30 a.m. which was transfused.  The patient’s condition kept on deteriorating due to unavailability of blood.  The investigations reports and consent forms indicate that she had informed in detail about the case.  The post-mortem report suggests that the death was due to hemorrhagic shock which is due to unavailability of rare blood group ‘O’ negative.  The sudden uterine rupture was diagnosed and immediately managed to best of her capacity and expertise.  She further states that there was no negligence on her part and that she tried her best for the patient.  
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Dr. Vikas Gupta in his written statement averred that the patient was admitted at 12.00 p.m. on 2nd November, 2011 for delivery under Dr. Varsha Sharma as per records.  As told by Dr. Varsha Sharma and as per records, the patient was given a fair trial for normal delivery.  He was informed sometime between 10-10.10 p.m. by Dr. Varsha Sharma regarding the impending rupture of uterus and asked him to rush to the hospital immediately.  He reached the hospital in 10-15 minutes and by that time the patient had already been shifted to the operation-theater room and Dr. Mohit Garg (Anaesthesist) was already there in the operation-theater, attending the patient.  The patient was examined by him with Dr. Varsha Sharma in the operation-theater and he could palpate the foetal parts in the abdomen.  He called the complainant in the operation theater and clearly told the complainant that the patient is in grave situation and he may require doing the hysterectomy and he is required to arrange the blood immediately.  Pre-operation anaesthetist notes are in file, showing the blood-pressure 80/60 and pulse-rate-113/min.   Dr. Varsha Sharma and he explored the abdomen.  The details of the findings are in operation-theater’s notes.  They again called the complainant in operation-theater and told the complainant that the foetus is still born and that there is gross loss of blood due to rupture of uterus.  The complainant was told that they are doing hysterectomy and that the patient is serious and they need to arrange the blood very fast.  They finished the hysterectomy and the patient was immediately shifted to ICU.  They called almost all blood-banks in Delhi and NCR regarding the availability of blood (O negative blood-group) and no blood-bank offered O negative blood.  The attendants of the patient could arrange only one unit of P. Cell volume and six plasmas at around 1.30-2.00 a.m. and these units were transfused immediately.  Despite  of  all  their  efforts  and non-
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availability of blood, the patient went into haemorrhagic shock.  He did his best in his expertise to save the patient’s life but as blood could not be arranged and he felt helpless to do anything so that he could save the patient’s life.  The post-mortem report also states that the patient collapsed due to haemorrhagic shock.  He hereby states that there was no medical negligence on his part and he did his best for the benefit of the patient.
Dr. B.P. Dhami, Director, Shakuntla Nursing Home & Hospital in his written statement averred that the patient Shamina was admitted in the Shakuntla Nursing Home & Hospital on 2nd November, 2011 at 12.00 p.m.  The patient was brought by a Dai and admitted under Dr. Varsha Sharma for delivery.  The patient was a grand multigravida with ‘O’ negative blood group.  As told by Dr. Varsha Sharma a fair trial for normal delivery was done.  At about 10.00-10.15 p.m. on 2nd November, 2011, it was informed by Dr. Varsha Sharma to the attendants and the complainant about the uterine rupture and fetal death.  They were explained about emergency laprotomy and impending caesarean hysterectomy.  The consents forms are indicating that Dr. Varsha Sharma had informed the complainant about the condition in detail.  The patient was operated by Dr. Vikas Gupta, Surgeon, Dr. Varsha Sharma, Gynaecologist and Dr. Mohit Garg Anaesthetist after checking the consent.  All of them explained the condition to the complainant.  On table it was decided to do hysterectomy in order to save mother.  After calling the complainant in operation theater and explaining the condition and taking consent, caesarean hysterectomy was done.  Blood forms alongwith sample were given well in advance to the relatives.  All the major and minor blood banks were contacted in Delhi and NCR.    The patient was shifted to ICU post-operatively  at  11.45 p.m.  
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The relatives were separately and clearly told about the requirement of blood to save the patient.  Meanwhile, the patient’s condition kept on deteriorating due to unavailability of blood.  At 1.30 p.m., they were able to bring one pint PCV and six pints FFP which were transfused immediately.  After informing the critical condition of the patient to the complainant and attendants of the patient, the patient was shifted to the Deen Dayal Upadhayaya Hospital.  The consent form is indicating timely information to the complainant.  The post-mortem report also states that the patient collapsed due to hemorrhagic shock.  This was due to unavailability of ‘O’ negative blood in sufficient amount in Delhi and NCR.  The doctors of the Shakuntla Nursing Home & Hospital have not done any negligence in managing the patient.  They have done their best for the benefit of the patient.  

In light of the above, the Disciplinary Committee observes that the patient late Samina gravid five para four reported to the Shakuntla Nursing Home & Hospital on 2nd November, 2011 at 12.00 noon with discomfort abdomen.  She had consulted the dai who reportedly accompanied her to the Shakuntla Nursing Home & Hospital.  The patient was admitted and was being observed for progress of labor.  Haemoglobin done at the time of admission was 9.7 gm%.  Blood was not arranged at the time of admission.  The patient progressed in labor till full dilatation when she complained of severe pain.  On auscultation fetal heart sound was not heard.  The doctor suspected rupture and laparotomy was undertaken.  The blood-pressure at the time of operation was 80/60 mmHg.  There was around two litres of blood in the peritoneal cavity.  Dead foetus was outside the uterus.  Hysterectomy was done.  The patient was not given enough blood replacement due to non-availability.  The  patient  went  into 
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irreversible haemorrhagic shock.  The patient was grand multi, with low haemoglobin and was also dia handled.  Blood should have been arranged at the time of admission since she was stable at that time.  
In view of the observations made herein-above, it is the decision of the Disciplinary Committee that no medical negligence can be attributed in the treatment administered to late Samina at Shakuntla Nursing Home, however, the treating doctor should be careful to arrange the blood in advance in such cases.
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/:



                  


  


(Dr. Vijay Zutshi)                           


Expert Member
                            

Disciplinary Committee   
The Order of the Disciplinary Committee dated 27th August, 2013 was confirmed by the Delhi Medical Council in its meeting held on 9th October, 2013.
                      





                By the Order & in the name of 

  





                             Delhi Medical Council 







                 (Dr. Girish Tyagi)








                  Secretary
Copy to : -
1) Shri Anish, r/o, 597/313, Gali No.-6B, Geetanjali Park, West Sagarpur, New Delhi.

2) Dr. Varsha, through Medical Superintendent, Shakuntala Nursing Home & Hospital, RZ-I-81A, Sagarpur (West), Opp. Delhi Vidyut Board  Colony, New  Delhi-110046.
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3) Dr. Vikas Gupta, through Medical Superintendent, Shakuntala Nursing Home & Hospital, RZ-I-81A, Sagarpur (West), Opp. Delhi Vidyut Board  Colony, New  Delhi-110046.

4) Medical Superintendent, Shakuntala Nursing Home & Hospital, RZ-I-81A, Sagarpur (West), Opp. Delhi Vidyut Board  Colony, New  Delhi-110046.
5) S.H.O., Police Staton Sagar Pur, New Delhi-110046-w.r.t. DD No. 5 B dated 3.11.11 P.S. Sagar Pur, New Delhi-for information. 
(Dr. Girish Tyagi)








                          Secretary
