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   31st August, 2017

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Prashant Singh, 164, Lawyers Chamber, High Court of Delhi, New Delhi-110003, alleging medical negligence on the part of Dr. D.K. Singh and Dr. P.D. Gulati of Tirath Ram Shah Charitable Hospital, in the treatment administered to the complainant’s mother Smt. Archana Singh at Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054.  
The Order of the Disciplinary Committee dated 21st August, 2017 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined acomplaint of ShriPrashant Singh, 164, Lawyers Chamber, High Court of Delhi, New Delhi-110003 (referred hereinafter as the complainant), alleging medical negligence on the part of Dr. D.K. Singh and Dr. P.D. Gulati of Tirath Ram Shah Charitable Hospital, in the treatment administered to the complainant’s mother Smt. Archana Singh(referred hereinafter as the patient) at Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054 (referred hereinafter as the said Hospital.  

The Disciplinary Committee perused the complaint, written statement of Dr. D.K. Singh, Dr.P.D. Gulati, Dr. Sharda Prasad Ghatak, Dr. PradeepChhetri, Dr. Bharat Singh, Medical Superintendent of Tirath Ram Shah Hospital, copy of medical records of Tirath Ram Shah Hospital and other document on records.0
The following were heard in person :-

1) Shri Prashant Singh 


Complainant

2) Shri Amit Kumar


Son in law of the Patient

3) Dr. D.K. Singh
Physician, Tirath Ram Shah Charitable Hospital

4) Dr. P.D. Gulati
Consultant Nephrology,Tirath Ram Shah Charitable Hospital

5)Dr. Sharda Prasad Ghatak
Tirath Ram Shah Charitable Hospital

6) Dr. Pradeep Chhetri
Consultant Nephrology, Tirath Ram Shah Charitable Hospital


5) Shri Heera Adhikari
Administrative Officer, Tirath Ram Shah Charitable Hospital

The complainant Shri Prashant Singh alleged that the patient his mother Smt. Archana Singh is a kidney patient and has been consulting in the Tirath Ram Shah Charitable Hospital for her treatment for more than five years. On 14th May, 2013, his mother was not feeling well so, Dr. D.K. Singh who was associated with the hospital advised her to admit in the hospital for the first time. Accordingly, Dr. D.K. Singh and Dr. P.D. Gulati suggested her dialysis and first time dialysis to be done through neckline and while inserting the neckline Dr. D.K. Singh left the guide-wire in the right IJV, SVC and heart which they came to know after two months. After frequent and regular dialysis of his mother, she instead of improving, continued to be deteriorate and developed chest congestion and cough with regular fever. Further, his mother was also facing repeated acute blood shortages for which there were 2-3 units of blood transfusion after every 15-20 days in order to save her life. When the complainant asked from the abovementioned doctors about her continuous bad health, both the doctor said that it is a part of CRF disease. Once again she was admitted in Tirath Ram Shah Charitable Hospital on 20th July, 2013 for treatment of infection developed by the guide-wire and other said problems and she was kept in ICU for 10 ten days but without any improvement in her condition. Later on she was discharged without any improvement and without disclosing the actual cause of her deteriorating medical condition and complications which developed during the wrong treatment done by both the doctors. Dr. P.D. Gulati as nephrologist has been visiting and looking after his mother and her treatment was being done under his guidance and supervision but with overall supervision and control of Dr. P.D. Gulati in Tirath Ram Shah Charitable Hospital. Further, the complainant also noticed the attitude of Dr. D.K. Singh towards patients and attendants was very harsh if any of his patients ask any small things, he (Dr. D.K. Singh) immediately says come to his private OPD.  When there was no improvement in the condition of his mother, she got chest and neck x-rayed again in the Tirathram Shah Charitable Hospital on 16th August, 2013 wherein it was detected that the above doctors showing utter medical negligence had left the guide-wire in the right IJV, SVC and heart. Since by now, the complainant and his family members realized that both the abovementioned doctors have not been discharging their duties sincerely and have done professional misconduct and showing utter medical gross negligence, he immediately showed her to Sir Ganga Ram Hospital where she was operated upon and has been there under treatment now for the gross negligence and misconduct done by both the abovementioned doctors of Tirath Ram Shah Charitable Hospital. The doctors of Sir Ganga Ram Hospital diagnosed “RETAINED GUIDEWIRE IN RIGHT IJV, HEART, IVC, SVC AND EXTERNAL ILIAC VEIN WITH RIGHT ILIO-FEMORAL DVT”.  The doctors of Sir Ganga Ram Hospital attended to his mother and operated her and removed the guide-wire after four hours surgery and thereafter as a result of their due medical care and the said medical complications have been adequately treated, she has recovered. Further, her general medical conditions has also improved and now she is not suffering from any of the chest congestion, cough with regular fever and loss of blood for which both the doctors of Tirath Ram Shah Charitable Hospital have declared her as anemic. The complainant had spent first Rs. 3,00,000-(Rupees Three Lacs) on her treatment in Tirath Ram Shah Charitable Hospital which was a shear wastage and which created an unwanted and unreasonable medical health hazard even risking the life of his mother as a result of the medical commissions and omissions of both the doctors of Tirath Ram Shah Charitable Hospital. Further, in order to save the life of his mother he spent further Rs. 2,00,000/-(Rupees Two Lacs) for her treatment in Sir Ganga Ram Hospital so far. Since the aforesaid commissions and omissions on the part of both the doctors of Tirath Ram Shah Charitable Hospital constitutes professional misconduct and gross medical negligence, therefore, they are liable for cancellation of their enrollment with the Delhi Medical Council and other disciplinary actions including criminal action.  In view of the above, the complainant hereby requests the Delhi Medical Council to take strict actions against both the doctors of Tirath Ram Shah Charitable Hospital i.e. Dr. D.K. Singh (MD. Medicine) and Dr. P.D. Gualti (Nephrologist).

Dr. P.D. Gulati in his written statement averred that as per Hospital records the patient Mrs. Archana Singh was admitted at Tirath Ram Shah Hospital on 14 May, 2013 under the care of Dr. D.K. Singh. She was referred to him on 14th May, 2013. He examined her and found her having advanced stage of hypertensive kidney failure with fluid overload, severe anemia, as indicated by clinical assessment; her HB was 6.9gm % and S. creatinine was 9.6 mg%. She was advised heamodialysis with ultra filtration (removal of excess fluid). On 15th May, 2013, the patient was received in dialysis unit of the hospital at 4:00pm for haemodialysis with jugular canula already inserted in the neck by the admitting physician Dr. D.K. Singh who incidentally is in-charge of the ICU at the hospital and regularly performs such procedures on his patients. Informed consent for haemodialysis was taken by the dialysis staff. The patient had her first haemodialysis with ultra filtration (one and half liter of fluid removed); the process was uneventful. Subsequent dialysis was planned as per clinical assessment and laboratory results. The patient had four haemodialysis sessions and receive three units of blood on dialysis during seven days of hospital stay. She was discharged on21st May, 2013 in improved condition with the advice to get AV fistula made early and report for the repeated twice weekly haemodialysis as OPD patient. On 11th July, 2013, the patient reported for her scheduled dialysis without the jugular canula. A new jugular canula had to be inserted for haemodialysis; the procedure, this time, was done by the other nephrologist of the hospital Dr. Pradeep Chhetri who has been actively involved in the procedure of canula insertion for over 20 years. As per the dialysis records, the patient had regular twice weekly haemodialysis through the canula till the AV fistula matured; the dialysis procedures were smooth and without any major complications. The canula procedures which involved guide wire insertion on both the occasions i.e. on 15th May, 2013and 11th July, 2013, were not done by him.  The patient had her AV fistula made from another hospital; the fistula was found to have matured in the third week of July, 2013; hence, further haemodialysis was started 26th July, 2013 and were done through the AV fistula. As per hospital records, the patient was readmitted on 20th July, 2013 through casualty under care of Dr. D.K. Singh. On being referred, he examined her on 21st July, 2013; the patient was quite sick and febrile because of severe chest infection and anemia; the patient’s HB was 5.8 gm% and s. creatinine was 7.3 mg%.   The patient was given haemodialysis on 22nd July, 2013 with 2 units of blood, after her pyrexia subsided. During the hospitalization period of 12 days this time, the patient was assessed by him 5 times for the need of haemodialysis. The patient received 4 sessions of haemodialysis with 3 units of blood during the hospitalization period.  The patient’s haemoglobin improved from 5.8 to 9.8 gm % at the time of discharge on 02nd August, 2013. During the patient’s hospital stay, she was all along under the overall supervision and control of Dr. D.K.Singh and not himas wrongly mentioned in the complaint. Anemia in the patient’s case was largely explained by the advanced kidney failure (deficiency of erythropoietin); it was perhaps aggravated by acute infection. It may be mentioned here that the patient did not require any blood transfusion during haemodialysis from 19th May, 2013 to 21st July, 2013; the requirement of blood transfusion in the patient’s case was mostly during the hospitalization period. As per the complainant that the patient needed blood transfusion every 15 days, is not correct.  The attendants of the patient brought to him an x-ray of the chests on 16th August, 2013; on carefully examining the x-ray, he noticed a thin linear radio-opaque shadow suspected to be the guide wire on the right side of the neck. He immediately advised the attendant to consult a vascular surgeon at Sir Ganga Ram Hospital as there was no vascular surgeon at Tirath Ram Shah Hospital. Therefore, it is incorrect on the part of the complainant to say that she was taken to Sir Ganga Ram Hospital on their own. From the above mentioned facts, it is evident that the question of negligence or misconduct on his part does not arise at all. He was never involved in both the procedures of jugular canulation performed on the patient. He was only a referral consultant and gave his best, honest and sincere advice in the treatment of her case, both during the patient’s hospital stay and haemodialysis as an out-patient. Not only that the attendants of Mrs. Archana Singh were advised by him to consult a vascular surgeon at Sir Ganga Ram Hospital for removal of guide wire, as soon as it was noticed on x-ray of the chest. It needs to be mentioned that no technical or clinical effects attributable to the presence of left over guide-wire in the jugular vein, were ever observed during her three months of regular twice weekly haemodialysis and also during the period of her admission at the Tirath Ram Shah Hospital.

Dr. P.D. Gulati on enquiry from the Disciplinary Committee stated that till 11th July, 2013 no manipulation of the jugular line was required as there was no problem in undertaking dialysis.  Infact on 11th July, 2013 when the patient reported to him there was no jugular line; it must have come out earlier either on 8th , 9th , 10th or 11th itself but he did not give any plausible explanation.  He further informed about the absence of jugular line to Dr. D.K. Singh. He then asked his junior Dr. Pradeep Chhetri to put in the central line. He did not advise any x-ray; Dr. Chhetri was supposed to get the x-ray done as he had inserted the central line.

Dr. D.K. Singh in his written statement averred that the patient Smt. Archana Singh is a kidney patient (CRF) for the last many years and has consulted him many times before 14.05.2013.  She consulted him on 14.05.13, and he advised her admission in the hospital and diagnosed her as a case of hypertension with CRF with severe anaemia with fluid overload and metabolic acidosis.  The Patient was seen by him and Dr P.D. Gulati and she was advised dialysis through neck line (right internal jugular vein).  Right jugular catheterization was done by him on 15.05.2013, and all protocols were followed as under:  the procedure was done in a single prick and guide wire was taken out and good back venous blood flow ensured.  Good back venous flow checked in distal ends of the catheter and no obstruction to flow was noticed on pushing the saline in distal ends of catheter.  It itself speaks that catheter was used for good cause of dialysis for more than 55 days while it is usable only 15 to 21 days.  He never received any complaint from dialysis room or from the patient regarding the catheter.  If guide wire is left in the catheter its usage becomes very difficult because of obstruction and blockage caused by it, and catheter lumen becomes easily thrombosed.  He is the ICU in-charge and performs such procedures routinely.  The patient was admitted on 14.05.2013, and discharged on 02.05.2013 in a much improved condition (uraemia decreased and haemoglobin improved).  During the above said stay, the patient underwent dialysis 4 times (because of increased urea and creatinine). Three units of blood was transfused (because of low haemoglobin - 6.9gm%, on very first day of admission).  The complainant further alleged an acute shortage of blood after the above said procedure. In this regard he would say that the patient was severely anaemic (HB 6.9%] on the very first day of admission, because of her disease process (CRF and uraemia because of severe erythropoietin deficiency).  The blood transfusion was done to correct the patient’s anaemia as her body was not producing enough haemoglobin. If the complainant attributes the patient’s anaemia to any other reason it should be explained logically and scientifically.  After the patient’s discharge from the hospital on 02.05-2013, she never visited him for any reason, until she was again admitted in the ICU on 20.07.2013.  This time she was diagnosed as a case of hypertension with CRF with uraemia with anaemia chest infection and septicaemia with encephalopathy. This time also all evidence based treatment was done.  On the fourth day of admission, the patient was shifted to the ward and rest of the treatment was done in the ward.  On significant improvement, the patient was discharged from the hospital. It is further evident from the dialysis record that she was coming for dialysis as an outpatient after discharge from the hospital.  Two chest x-rays were done during this period, on 22.07.2013.  The radiology report does not show the presence of any guide wire whatsoever.  The patient was discharged on 02.08.2013 in a much improved condition and she never visited him again thereafter. The expenditure incurred during the above period was totally justified and as per the hospital charges.  Further the complainant has alleged that his behaviour with the patients and attendants is very harsh. In this regard, he would say he is extremely professional in his conduct and no such complaint of being harsh has ever come to his notice.  The patient came for dialysis on 16.08.2013 and on his routine round senior nephrologist, Dr P.D. Gulati detected some opacity which appeared like a guide wire in the x-ray chest for which he advised removal by avascular surgeon. The very fact that the complainant went straight to the vascular surgeon speaks that he was well guided by the nephrologist.  Dr. D. K. Singh further stated that first time the patient was admitted under his care from 14.05.2013 to 21.05.2013. During this period line insertion was done followed by 4haemodialysis and 3 unit blood transfusion. The patient was discharged in a much improved condition and no antibiotic usage was there. Whatever money was spent by the complainant in this regard is totally justified.  Right internal jugular catheterization was done by him on15.05.13 and all central venous catheterization related protocols were followed and guide wire removed at the same time, as is evident from prolonged usage of catheter for approx. 55 days.  The person who removed the catheter line inserted by him is not clear. In the dialysis department there is a central line insertion and removal registerand every catheter line which is removed is mentioned date wise in the register and sent for culture sensitivity.  This line removal is a complex process and only qualified personnel as doctors, nurses or technicians can remove it, and failing which it may lead to certain complications (also the line removal process entails stitch removal).  To his surprise, the complainant got the line changed by another doctor on 11.07.2013 and paid Rs.2500/ for the same.  The procedure which he performed (right internal jugular catheterization) was repeated on 11.07.2013 by another doctor (Dr. Pradeep Chhetri, a nephrologist with the hospital).The complainant never disclosed the above fact to him or Delhi Medical Council in his complaint. Here, he would like to say that the guide wire may have been left in the patient's body during this procedure. This right jugular catheter was removed on 22.07.13 in the lCU and sent for culture sensitivity. 

Dr. D.K. Singh on enquiry from the Disciplinary Committee stated that on 15thMay, 2013 after the procedure he advice x-ray but the same unfortunately was not done.  Dr. D.K. Singh also stated that he was not informed on 11th July, 2013 about absence of jugular line by Dr. P.D. Gulati.  On being asked as to why Dr. D.K. Singh despite of diagnosing, the patient with bronchitis on 20th June, 2013 did not advise x-ray, no explanation was forthcoming from Dr. D.K. Singh.

Dr. Pradeep Chhetri in his written statement averred that the patient Smt. Archana Singh, 58 years old female was a case of chronic kidney disease on haemodialysis since May, 2013 in Tirath Ram Shah Charitable Hospital.  On July, 2013, the patient came without any working vascular access for haemodialysis.  After instructions from Dr. P.D. Gulati; right sided jugular vein connulated under total aseptic condition and double lumen catheter was inserted over guide-wire.  Guide-wire removed and catheter stitched to skin.  There was no problem in cannulation and the patient had no signs or symptoms suggestive of any problem.  Post-procedure haemodialysis was uneventful.  The x-ray done on 22nd July, 2013, which he got recently from the Hospital’s x-ray department records showed catheter in correct position, but another guide wire is visible by the side of catheter which is clearly not from procedure done on 11th July, 2013.  

On enquiry by the Disciplinary Committee, Dr. Pradeep Chhetri stated that on 11th July, 2013, he inserted the C.V. line in jugular vein.  He further stated that they do not get check x-ray, after putting C.V. line; as a protocol, unless there is some problem.  


Dr. Sharda Prasad Ghatak in his written statement averred that he gave his finding on x-ray investigation of the patient Smt. Archana Singh referred by Dr. Dinesh Kumar Singh on 22.07.2013. He had mentioned in this report that “Broncho- Vascular markings are increased and coarse bilaterally”and “Few patchy and streaky lesions in right apex”.  He again gave his findings on x-ray investigation of the patient Smt. Archana Singh referred by Dr. Dinesh Kumar Singh on 22.07.2013. He had mentioned in this report that there is mild increase in Broncho-vascular markings seen especially on right side”. The patient was x-rayed again on 16.08.2013, a guide wire was detected in right IJV, SVC and heart in the x-ray film.  He accepts that he omitted to mention the presence of guide wire in the chest x-ray films reported on 22.07.2013 and 27.07.2013.  Chest x-ray report of 22.07.2013 and 27.07.2013 of the patient was clinically correlated by the referring physician. It was mentioned in these two reports by him “Please Correlate clinically”.  He sincerely regrets the omission in the report. He resolves to be more careful in future. 
Shri HeeraAdhikari, Administrative Officer, Tirath Ram Shah Charitable Hospital stated that they do not have any central line insertion protocol/checklist at Tirath Ram Shah Hospital.

Dr. Bharat Singh, Medical Superintendent, Tirath Ram Shah Charitable Hospital in his written statement averred that the patient was admitted in the hospital as a case of hypertension with CRF with fluid overload with severe anaemia in the first instance on 14th May, 2013 and discharged on 21st May, 2013 in a satisfactory condition. The patient was again admitted in the hospital on 20th July, 2013 and continued to receive treatment till 02nd August, 2013 when she was discharged on 02nd August, 2013 in a satisfactory condition.

In view of the above, the Disciplinary Committee makes the following observations :-

1) The patient Smt. Archana Singh, 58 years old female with a diagnosis of hypertension with CRF with fluid overload with severe anaemia was admitted in the said Hospital on 15th May, 2013 under Dr. Dinesh Kumar Singh (Dr. D.K. Singh).  The patient underwent right jugular catheterization on 15th May, 2013, which was done by Dr. D.K. Singh.  The patient was treated conservatively with PCV transfusion and haemodialysis and was discharged on 21st May, 2013.  As per the complaint, the patient thereafter subsequent to discharge on 21st May, 2013 underwent regular dialysis, but her condition did not improve, infact she developed chest infection, cough with fever, which the doctors as per complainant attributed to chronic renal failure disease.  As per Dr PD Gulati and Dr. Pradeep Chhetri the patient presented to the dialysis unit without the juglar catheter on 11.07.13 and the patient again underwent reinsertion of the right juglar catheter at the said Hospital which was done by Dr. Pradeep Chhetri. The patient was again admitted in the said Hospital on 20thJuly, 2013 under Dr. D.K. Singh in ICU.  The patient was diagnosed as a case of hypertension with CRF (on regular haemodialysis) with anaemia with chest infection with septicaemia with encephaltopathy.  As per records “the dialysis initially was done by subclavian route and blood transfusion was also given.  However, on 22nd July, 2013, the patient’s subclavian catheter was taken out and subsequent dialysis was done by A-V fistula”.  However, all the concerned doctors testified that the repeat canulation was in fact right juglar catheter and that this was wrongly recorded in the discharge summary. The patient was treated with antibiotics for fever, severe cough in addition to dialysis.  The patient became afebrile and cough also diminished, hence, she was discharged on 2nd August, 2013.  Subsequently in dialysis follow-up on 16th August, 2013, the patient was advised to undergo chest x-ray, which revealed suspicion of a foreign body in lung, the jugular? possible guide-wire and the patient was advised to consult vascular surgeon, by Dr. P.D. Gulati.  The patient, thereafter, was admitted in Sir Ganga Ram Hospital on 20th August, 2013 and underwent snaring and extraction of retained guide-wire in right IJV, SVC, heart, IVC and right EIV through left CFV approach on 20th August, 2013.  The procedure findings as per the Discharge Summary of Sir Ganga Ram Hospital was ‘Retained guide wire’ in right IJV, SVC, heart, IVC and right EIV, Right IJV thrombosed, right ilio femoral DVT.  The patient was discharged on 21stAugust, 2013.  As per the complaint subsequent to removal of guide-wire the condition of the patient started improving as her chest congestion, cough and fever subsided.  

2) It is observed that on examination of chest x-ray films S.No. 010112 dated 16th August, 2013 and x-ray spine cervical S.No.010122 dated 16th August, 2013 of the said Hospital(there are no Chest X-rays provided between 15.05.13 to 22.07.13) that it cannot be proved beyond doubt that which of the two procedures was responsible for the retained guide wire. However circumstantial evidence viz. onset of symptoms started after first procedure and secondly separate course of the guide wire and catheter as seen on chest x-ray dated 22.07.2013 point that the retention of guide wire might have happened during the first procedure.  Dr. D.K. Singh’s plea that guide wire manipulation is done in dialysis unit is not borne out by the dialysis records provided to the Disciplinary Committee.

3) It is also noted that no post-catheterization x-ray were done after the procedure done on 15th May, 2013 and thereafter on 11th July, 2013, in violation of the standard protocols which mandate that a post-catheterization x-ray should be done before using the catheter for hemodialysis to check the catheter position and to exclude early complications(ref- NKF-KDOQI Clinical Practice Guidelines For Vascular Access: Update 2000)

4) It is apparent on examination of x-ray film No.8917 dated 22nd July, 2017 and No.09271 dated 27th July, 2013, that Dr. Sharda Prasad Ghatak did not exercise due diligence, as he failed to make mention of presence of guide-wire in the aforementioned x-ray reports.  
5) It is apparent from the records that the patient had to unfortunately suffer for considerable period because of the presence of guide-wire which was left negligently in her body, as she developed severe coughs, chest infection, for which she required ICU admission as well has to undergo surgical procedure at Sir Ganga Ram Hospital for removal of the guide-wire.  

In light of the observations made herein-above, the Disciplinary Committee recommends that name of Dr. D.K. Singh (Dr. Dinesh Kumar, Delhi Medical Council Registration No.3809) be removed from the State Medical Register of the Delhi Medical Council for a period of 15 days; the name of Dr. Pradeep Chhetri (Delhi Medical Council Registration No.9827) be removed from the State Medical Register of the Delhi Medical Council for a period of 7 days; the name of Dr. Sharda Prasad Ghatak (Delhi Medical Council Registration No.52641) be removed from the State Medical Register of the Delhi Medical Council for a period of 7 days.  No medical negligence can be attributed on the part of Dr. P.D. Gulati. 

Complaint stands disposed. 

Sd/:



   
                   Sd/:



(Dr. Subodh Kumar)   



(Shri Bharat Gupta) 

Chairman,

       



Legal Expert 

Disciplinary Committee 


  
Member,









Disciplinary Committee 

         Sd/:






Sd/:

(Dr. Sandeep Mahajan) 



(Dr. Sunil Kumar Puri)

Expert Member,




Expert Member,

Disciplinary Committee 



Disciplinary Committee 

The Order of the Disciplinary Committee dated 21st August, 2017 was taken up for confirmation before Delhi Medical Council in its meeting held on 24th August, 2017 wherein “whilst confirming the decision of the Disciplinary Committee, the Council observed that in the facts and circumstances of this case, the punishment of removal of name of Dr. D.K. Singh awarded by the Disciplinary Committee for a period of 15 days from the State Medical Register of the Delhi Medical Council was a bit harsh and the same was not warranted.  It was further observed that interests of justice will be served if name of Dr. D.K. Singh is removed for a period of seven days from the State Medical Register of the Delhi Medical Council.  The Council, therefore, directed that name of Dr. D.K. Singh (Delhi Medical Council Registration No.3809 be removed for a period of seven days from the State Medical Register of the Delhi Medical Council. 

The Council also confirmed the punishment of removal of name awarded to Dr. Pradeep Chhetri (Delhi Medical Council Registration No.9827) and Dr. Sharda Prasad Ghatak (Delhi Medical Council Registration No.52641) by the Disciplinary Committee.

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 30 days from the date of the 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) Shri Prashant Singh, Advocate, 164, Lawyers Chamber, High Court of Delhi, New Delhi-110003.

2) Dr. D.K. Singh, through Medical Superintendent, Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054.

3) Dr. P.D. Gulati, through Medical Superintendent, Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054.

4) Dr. Padeep Chhetri, through Medical Superintendent, Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054.

5) Dr. Sharda Prasad Ghatak, through Medical Superintendent, Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054.

6) Medical Superintendent, Tirath Ram Shah Charitable Hospital, 2A, RBL Isher Das Sawhney Marg, Rajpur Road, Delhi – 110054.
7) Medical Superintendent, Directorate Health Services, Govt. of NCT of Delhi, F-17, Karkardooma, Delhi-110032-w.r.t. letter F.No.23/267/NW/ Comp./NH/ DHS/ HQ/13/176617-18 dated 29.11.2013-for information. 

8) Registrar, Uttar Pradesh Medical Council, 5, Sarvapally Mall Avenue Road, Lucknow-226001, Uttar Pradesh (Dr. D.K. Singh is also registered with the Uttar Pradesh Medical Council under registration No-32322-18/10/1988)-for information & necessary action. 

9) Registrar, Rajasthan Medical Council, Sardar Patel Marg, C-Scheme, Jaipur, Rajasthan 302001 (Dr. Pradeep Chhetri is also registered with the Rajasthan Medical Council vide registration No-9784/5/6/84) -for information & necessary action.
10) Secretary, Medical Council of India, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077 (Dr. Sharda Prasad Ghatak is also registered with the Medical Council of India under registration No. 25734 dated 12.05.04)-for information & necessary action.

11) Medical Superintendent, Directorate Health Services, Govt. of NCT of Delhi, F-17, Karkardooma, Delhi-110032-w.r.t. letter F.No.23/267/NW/ Comp./NH/ DHS/ HQ/13/176617-18 dated 29.11.2013-for information. 

12) Secretary, Medical Council of India, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077-for information & necessary action.











 (Dr. Girish Tyagi)







                                       Secretary
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