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   20th May, 2020 O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Sanjay Kumar Bhatt, c/o Shri Bal Krishan Bhat, C-4/4/10, Janak Puri, New Delhi-110058, forwarded by the Medical Council of India, alleging medical negligence on the part of doctors of Dada Dev Matri Avium Shishu Chikitsalaya Dabri, New Delhi-110045 (referred hereinafter as the said Hospital), in the treatment administered to the complainant’s wife Smt. Goldy Bhatt, resulting in her death.

The Order of the Disciplinary Committee dated 20th January, 2020 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Sanjay Kumar Bhatt, c/o Shri Bal Krishan Bhat, C-4/4/10, Janak Puri, New Delhi-110058 (referred hereinafter as the complainant), forwarded by the Medical Council of India, alleging medical negligence on the part of doctors of Dada Dev Matri Avium Shishu Chikitsalaya Dabri, New Delhi-110045 (referred hereinafter as the complainant), in the treatment administered to the complainant’s wife Smt. Goldy Bhatt (referred hereinafter as the patient), resulting in her death.
The Disciplinary Committee perused the complaint, written statement of Dr. Brijesh Kumar, Medical Superintendent, Shri Dada Dev Matri Avium Shishu Chikitsalaya enclosing therewith joint written statement of Dr. Priti Garbiyal, Specialist and Dr. Farhana Khatoon, Senior Resident, Obstetrics & Gynaecology, Dada Dev Matri Avium Shishu Chikitsalay, written statement of Dr. Shah Nawaz Ahmad
Senior Resident, Anaesthesia and Dr. Rohit Malhotra Junior Specialist, Anaesthesia, Dada Dev Matri Avium Shishu Chikitsalaya, copy of post-mortem report No.415/2015 dated 15.03.2015, copy of medical records of Shri Dada Dev Matri Avium Shishu Chikitsalaya and other documents on record. 
The following were heard in person :-
1) Shri Sanjay Kumar Bhatt       
Complainant

2) Shri Bal Krishan
Brother of the Complainant

3) Dr. Priti Garbiyal
Specialist, Obstetrics & Gynaecology, Dada Dev Matri Avium Shishu Chikitsalaya
4) Dr. Farhana Khatoon           
Senior Resident, Obstetrics & Gynaecology, Dada Dev Matri Avium Shishu Chikitsalaya
5) Dr. Shah Nawaz Ahmad
Senior Resident, Anaesthesia, Dada Dev Matri Avium Shishu Chikitsalaya
6) Dr. Rohit Malhotra
Junior Specialist, Anaesthesia, Dada Dev Matri Avium Shishu Chikitsalaya

7) Dr. Brijesh Kumar 
Medical Superintendent, Dada Dev Matri Avium  Shishu Chikitsalaya

8) Dr. B.N. Mishra
HOD, Forensic Medicine, Deen Dayal Upadhaya Hospital
The Disciplinary Committee further noted that the notice sent to Dr. Purendra Pratap Singh returned undelivered in the office of the Delhi Medical Council with noting from the postal-department ‘left’.  

The complainant Shri Sanjay Kumar Bhatt alleged that it is sad and shocking that his wife the patient Ashu @ Goldy Bhatt died in Dada Dev Matri Avium Shishu Chikitsalaya on 23rd March, 2015 due to the doctors’ negligence.  He admitted his wife on 22nd March, 2015 at said hospital for delivery of baby.  She was in hospital under the treatment of the doctors and was operated on 23rd March, 2015 at 11.00 a.m.  She gave birth to a male baby at 11.30 a.m., but who was admitted to ICU for the treatment.  After sometime, the hospital authorities referred the patient to the DDU Hospital for further treatment.  The doctors at DDU Hospital declared her brought dead.  After autopsy report performed DDU, it is evident that she died due to negligence of the doctors as per the autopsy report.  Autopsy report was given to them in the first week of October, 2015.  Now, in the light of above facts, the Delhi Medical Council is requested to look into the matter carefully and ensure two things by recommending suitable compensation for the deceased family because ill fated ailing baby the patient is craving for justice.   Ensure that such incidents do not occur in any government or private hospital because by this death the whole family is destroyed.  
Dr. Farhana Khatoon, Specialist, Obstetric & Gynaecologist, Dada Dev Matri Avium Shishu Chikitsalaya stated that she was the senior resident, Obstetrics & Gynaecology who performed the LSCS (lower segment caesarean section) on 23rd March, 2015.  She stated that the patient Ashu aged 32 years was admitted in Shri Dada Dev Matri Avum Shishu Chikitsalaya on 22nd March, 2015 at 10:36 p.m. under CR No.3832 with diagnosis-primigravida at 41 weeks+1 day of gestation known case of hypothyroidism with thrombocytopenia  (platelet count 1.12.lakh/mm3) for induction of labour.  At the time of admission, the pulse rate - 80/MIN, BP = 130/80 mmHg, temperature normal. Respiratory rate 18/minute, urine albumin/sugar nil, general physical examination- pallor absent, mild pedal edema + no cyanosis, no dehydration, chest bilaterally clear, CVS-S1 S2 normal. No murmurs.  Per-abdomen examination-uterus-term size/cephlaic/ relaxed/fetal heart rate+/regular-140/min. NST - reassuring on 22nd March, 2015, beat to beat variability +, baseline 136/min, no deceleration, accelerations +/10 min and per vaginum Examination - Os closed cervix uneffaced, no leaking P/V-, no bleeding P/V.  Before admission, the complainant was explained regarding high risk in view of low platelet counts and chances of excessive bleeding during or after the course labour.  The complainant understood the risk and gave written consent on high risk for admission in hospital and for further management of patient.  After admission, the patient was induced with tablet Misoprostol 25 microgram sublingually 4 hourly with due pulse rate, blood pressure, fetal heart rate monitoring and per vaginal examination.  Provisional pre-anaesthetic check up was done and PAC fitness was given by anaesthetist in case of operative interference if needed.  The patient had one episode of bleeding per vaginum at 09:30 a.m. on 23rd March, 2015 and fetal heart rate showed decelerations and decision for caesarean section was taken up with provisional diagnosis of placenta previa with bleeding P/V and definitive diagnosis of fetal distress.  The patient was shifted to OT at 10:15 am on 23rd March, 2015.  At 10:30 am, subarachnoid block was given to the patient and effect was inadequate and the patient became uncooperative and developed sudden jerky movements of both arms and legs and complained of pain for which general anaesthesia was given. Preoperatively in OT, pulse rate 160/min, blood pressure-130/80 mmHg, urine albumin-nil, FHR-I10/min and bleeding P/V + mild.  Per operatively, placenta found low lying, placenta removed in total, the baby delivered as vertex.  The baby did not cry immediately after birth, the baby was handed over to paediatrician.  The baby was shifted to nursery (intubated), mild atonic post-partum haemorrhage +, managed with injection oxytocin, total blood loss during per operative period around 500 ml +, no extension of angles, baby shifted to nursery (intubated).  The baby details-male baby, time of birth-1130 a.m., birth weight -3.1 kgs on 23rd Mach, 2015.  Immediate post-operative PR-180-190/min and BP-150/96mmHg.  Urine output was l00 ml clear per abdomen, soft bleeding per vaginum within normal limit.  At 12:15 pm on 23rd March, 2015, post operative-mild  atonic post partum haemorrhage +, managed with inj oxytocin, injection prostadin, uterine massaging done.  Tablet  Misoprostol 1000 microgram given per rectally. Uterus remained well contracted and bleeding P/V well controlled thereafter at 1:00 p.m. on 23rd March, 2015. PR - 180-190/min and BP -150/96 mmHg.  Urine output-500 cc clear. Chest Bilaterally clear, CVS-S1S2 normal, per abdomen soft, no abdominal distension, uterus well contracted bleeding P/V within normal limit.  
Dr. Priti Garbiyal, Specialist, Obstetrics & Gynaecology, Dada Dev Matri Avium Shishu Chikitsalaya, stated that at 02:00 pm on 23rd March, 2015, the decision for transfer of the patient to Deen Dayal Hospital was taken as patient’s pulse rate and blood pressure  remained towards higher side with mild twitches and was  having this on giving adequate medications by the anaesthetist and so reversal of the patient was  not tried out due to lack of ICU facilities and the decision for referral to higher centre was (DDU Hospital) taken up.  The condition at the time of referral on 23rd March, 2015 at 02:00 pm was :- patient intubated PR-110/MIN, BP-136/88 mm Hg, chest bilaterally clear, CVS-S1S2 normal.  Per abdomen-soft, no abdominal distention, uterus well contracted, bleeding p/v- within normal limits.  The patient was transferred to Deen Dayal Upadhyay Hospital with Obstetrics & Gynaecology SR and anaesthesia SR in ambulance.  The patient developed cardiac arrest on the way in ambulance for which cardiopulmonary resuscitation was done at Deen Dayal Upadhyay Hospital premises and the patient was declared dead at casualty of Deen Dayal Upadhyay Hospital.  Investigations- 22nd March, 2015-blood group-A positive, HB-10.2 g/dl, RBC-3.8, TLC-12, 200, DLC-N70, L20 and platelet count-88,000/cu mm.  Repeat platelet count was done outside on 22nd March, 2015-1.12 lakh/cu mm, Serum billrubin-total-0.5, direct-0.2, SGOT-18. alkaline phosphates-132. Total serum protein-6.6.  Bleeding time-2 minutes, 5 seconds, clotting time-4 minutes 10 seconds, PT-11.4, APTT-30.1, INR-0.78. Blood urea-2.1, serum creatinine-0.8, serum uric acid-5.7. USG findings on 26th February, 2015 as single live fetus cephalic placenta anterior upper segment, liquor clear, adequate, no GCA.  
She further stated that the patient Ashuu, 32 years femlae, was admitted on 22nd March, 2015, primigravida, 41 + 1 weeks gestation (Post dated) for delivery.  The patient was known patient of hypothyroidism.  The patient was under antenatal care at Shri Dada Dev Matri Avium Shishu Chikitsalaya since 27th November, 2014.  The patient was last seen 29th January, 2015.  The patient was asked to report after two weeks. Expected date of delivery was 15th March, 2015.  Platelet count on admission was 1.12 lakhs cmm.  High risk in view of decreased platelet count was explained and written consent from the complainant was obtained at the time of admission.  Risk of excessive bleeding was specifically mentioned and explained during or after the course of labour.  The complainant understood the risk and gave his written consent in both Hindi and English language, where, it was clearly mentioned that Dada Dev Matri Avium Shishu Chikitsalaya does not have ICU and blood bank.  As per standard guidelines, induction of labour was started with regular monitoring on 23rd March, 2015.  It was decided for LSCS in view of placenta praevia and foetal distress.  Placenta praevia was diagnosed only in labour, while in ultrasound report placenta was mentioned upper segment.  At that time, risk associated with caesarean delivery, regional and general anaesthesia was explained and written consent was taken.  Apart from this high risk to the patient in view of thrombocytopenia, risk of excessive haemorrhage was clearly explained and written consent was obtained.  The complainant agreed for delivery at this hospital and gave written informed consent.  The patient had seizures before starting caesarean section. These were managed as per protocol and she was given general anaesthesia.  In view of risk to fetus, planned caesarean section was done and baby delivered. Caesarean section itself was uneventful.  The patient had acute hypertension and tachycardia during pre-operative period.  The patient was referred to Deen Dayal Upadhyay Hospital for ICU care in view of persistent seizures, high blood pressure and tachycardia.  The patient was shifted in ambulance accompanied with anaesthetist and obstetrician.  The patient had cardiac arrest, as the patient reached Deen Dayal Upadhyay Hospital and CPR was unsuccessful around 2.00 p.m.  Post mortem was done on 25th March, 2015.  She further stated that the patient had several risk factors at the time of admission- primigravida, post dated, hypothyroidism and thrombocytopenia.  Expected date of delivery was 15th March, 2015 was known to her.  The patient started ANC at this hospital in mid trimester.  The patient was last seen on 29th January, 2015 and was asked to come after two weeks.   The patient reported eight days after due date of delivery after long gap of seven weeks even though during last quarter close and frequent follow up was required  in view of risk factors associated with her.  The patient and her husband were explained number of times high risk related to her management and risk of excessive haemorrhage was specifically mentioned and consent in both Hindi and English was obtained.  The complainant was told about non availability of ICU and blood bank at this hospital and he gave consent in writing that his wife will be managed in this hospital.  LSCS itself was uneventful and was done in view of risk to fetus.  Post mortem was done on 25th March, 2015 which is two days after death of the patient on 23rd March, 2015 by Dr. Purendra Pratap Singh, junior resident at Deen Dayal Upadhyay Hospital and why date and stamp were not put in the p.m. report.  This is contrary to the norms related to post mortem.  There were serious errors in identity of body as per records submitted.  The patient is no where available in hospital records. DR. B.N. Mishra Medical Officer, forensic department has only attested the report after that Dr. Purendra pratap singh posted as junior resident in forensic department at DDU Hospital on contractual basis and he has no expertise in performing forensic medicine procedures, qualification and experience of Dr. Purendra Pratap Singh is not available.  Authority letter for doing post mortem to him by the hospital is not attached.  There is no date on post mortem report.  It is a glaring mistake.  It appears that there was long gap in preparing the postmortem report after post mortem; postmortem report mentioned that after some time patient condition deteriorated.  The entire case record and transfer summary findings have not appeared anywhere in record meaning that summary of ante mortem findings was never reviewed by him.  Complete case file of the patient was never requested by him.  It is no where mentioned in post-mortem report (PMR).  As per postmortem report "no bleeder points could be traced out either uterine cavity or adjacent to uterus".  There is no mention of any injury / laceration / tearing at any blood vessel anywhere.  At the time of admission on 22nd March, 2015, the patient patient had Hb 10.3 gm% and it is mentioned on page no.2 of the post mortem report that 1.5 litres of fluid and blood is present in peritoneal cavity.  It is possible that this amount mentioned is on rough imagination and estimation, because colour and nature of fluid is not mentioned in the post mortem report.  Also amount of blood clots is not mentioned in the PMR which clearly shows irregularity in preparing post mortem report. However, it may be related to thrombocytpenia as per investigation report.  It can be related to DIC and consumptive coagulopathy which may be an outcome of several serious systemic diseases and risk of thrombocytpenia was explained to the complainant, written and informed consent was taken in both Hindi and English language before admission of the patient.  Seizures before staring surgery has no relation to clinical features related to haemorrhage, as mentioned in postmortem report.  It is not a manifestation of haemorrhage.  The cause of death is mentioned as haemorrhagic shock in conclusion.  Shock is never evident in post mortem; it is an ante-mortem diagnosis.  It can only be inferred on the basis of clinical details. He never reviewed clinical case detail at any stage and has never been mentioned in post mortem report.  It is mentioned in conclusion haemorrhagic Shock as a result of tearing some large blood vessels of uterus or adjacent parts during operation.  It has been clearly mentioned in findings on previous page that no bleeder points could be traced out, either uterine cavity or adjacent to uterus. There is no mention of any injury / laceration / tearing to any blood vessel anywhere. Both these finding are contradictory to each other.  Postmortem doctor cannot comment tearing of some large blood vessels of uterus or adjacent parts in postmortem report.  He has to be specific about name of blood vessel and specific place where it got teared or injured and kind of injury.  It is very vague and simple imagination and not facts.  The patient was normal at 10.25 am and then had seizures which were controlled.  Cesarean was done around 11 a.m.  The patient had seizures before and following surgery.  The patient died around 2.00 p.m. These features and short time span does not correlate with haemorrhagic shock. With near normal haemoglobin; the patient can have normal blood loss up to 1000 ml; mildly symptomatic on 1.5 litres, easily managed with IV Fluids and sometimes with Blood transfusion. Shock and death only because of early haemorragic shock will require at least more than 2000 ml blood loss and death even more about 3000 ml.  The post mortem report conclusion mentioned negligence.  This is highly irregular, as negligence is an inference by experts on the basis of entire medical and Post mortem report.  It is never part of Post mortem report.  This is not a comment made by the post mortem doctor.  There is nothing in entire record even to support it.  Responsibility of the doctor is to restrict himself to only findings in post mortem. Again Dr. Purendra Pratap Singh mentioned Delhi Medical Council will find out about negligence.  This is again never part of post mortem report and appears to instigate or motivate attendants of the patient woman.  He has clearly overreached his responsibility as postmortem duty doctor.  It shows his predetermined biased attitude.  This is highly irregular and contrary to norms, rules and procedure related to post mortem. Post mortem doctor is always to restrict himself to findings. It is evident that there are gross errors, irregularities and contradictions at several steps in postmortem report and while conducting post-mortem and preparing postmortem report.  It has no correlation with available medical records and finding mentioned in postmortem report.  Whenever, the postmortem is done in a case where negligence is suspected and demanded, video recording / photograph of the positive findings related to negligence is prepared or to be prepared and should be attached with the post mortem report, which is not done in this case.  This is also a gross irregularity and gross mistake on a part of Dr. Purendra Pratap Singh, Junior Resident at Deen Dayal Upadhyay Hosptial.  In view of above, no case of negligence is made out in management of the patient.  It is to be specifically noted that Dr. Purendra Pratap Singh, Junior Resident at Deen Dayal Upadhyay Hospital is colour blind who had prepared postmortem report and seen red blood in peritoneal cavity and mentioned negligence against management done by doctors of Dada Dev Matri Avium Shishu Chikitsalaya.  He is not eligible for doing post-mortem and further reporting.   
On enquiry by the Disciplinary Committee, Dr. Priti Garbiyal, Specialist, Obstetrics & Gynaecology and Dr. Farhana Khatoon, Senior Resident, Obstetrics & Gynaecology, Dada Dev Matri Avium Shishu Chikitsalaya confirmed that during the L.S.C.S., Trinaxa drug was not used, even though Trinaxa is available in the operation theatre.  On that day, however, it was not checked as to what all drugs were available in the O.T.  Further, in this case, there was no complication of hemorrhagic shock.  
Dr. Shah Nawaz Ahmad in his written statement averred that he was involved in the anaesthetic management of the patient Ashu 32 years, female wife of the complainant Shri Sanjay Bhat with CR No.3832 on 23 March, 2015 under the supervision Dr. Rohit Malhotra, Junior Specialist Anaesthesia and the sequence of events as per records and his memory are as follows : The patient was posted for emergency LSCS in view of fetal distress with placenta previa.  The patient was received in O.T. 1 at 10.40 a.m. after PAC and after taking high risk consent in view of decreased platelet count (1.2 lakh) and telephonically informing Dr. Rohit Malhotra.  The patient’s preoperative vitals were :- B.P. 138/88 mmHg, pulse-118/min, CVS-S1 S2 NAD, R/S AE-BLE, clear, SPO2-97%.  Sub- arachnoid block was given under all antiseptic precautions in sitting position in L4-L5 inter-space by midline approach with 26 G spinal needle and 2.00 cc of 0.5 % bupvacaine (H) was injected after confirming clear and free flow of CSF and negative aspiration for blood, but no effect of block was seen.  While waiting for the block to act, after 15 minutes of SAB, the patient started to have abnormal jerky movements of both arms and legs off and on though, she was conscious and was able to speak and complained severe pain around perineal and coccygeal region and the patient’s B.P. rose to 150/90 mmhg and HR rose to 148 beats per minute, SPO2 was 99%.  He called Rohit Malhotra who was the consultant on duty and he came immediately and was thereafter continuously present during the whole procedure.  Dr. Rohit Malhotra duly assessed the patient and general anaestehsia was administered in view of block failure, abnormal movement and foetal distress.  The patient was premedicated with injection glyco 0.2 mg I.V. and injection Midaz 1 mg I.V.  Induced by injection Propofol 100 mg and injection Scoline 75 mg I.V. The patient was intubated by Dr. Rohit Malhotra with size 6.5 ET tube, A/E OL checked + cuff inflated and tube secured at 18 mark and ETCO2 sensor attached.   The patient was maintained in O2 N2O (50:50) with injection isoflurance 0.2% and injection Vecuroniu.  Injection Fortwin 24 mg I.V. was given after delivery of the baby.  Injection Oxytocin 50 mg by IV fusion, injection prostadin 250 mg i.m. was given as per the direction of obstetrician.  In view of atonic PPH, she was also given tablet Misoprost 1000 mcg per rectal and uterine massage as per obstetrician notes.  The patient remained hypertensive with persistent tachycardia and oliguric, despite appropriate fluid resuscitation during the surgery which was managed symptomatic-ally with injection Metroprolol 1 mg follow by 1 mg titrated to response and injection Lasix 10+10/10 mg.  Obstetrician considered giving injection MgSo4 (? preeclampsia/eclampsia) to the patient but was withheld due to decreased urine out.  All the end of surgery at 1.15 p.m., as the effect of muscle relaxant vecuronium was wearing off, the patient again started to have jerky movement of both arms and legs.   The decision not to reverse the patient, and shift to tertiary care centre (DDUH) for further management was taken in view of the following points.  Preoperative condition of the patient on OT table having jerky movements which was difficult to control with OT staff trying to restrain her,’ Hypertension and tachycardia intra-operatively despite of adequate depth of anaestehsia and analgesia requiring injection Betaloc intermittently,’ Abnormal jerky movements resembling the preoperative period when muscle relaxant effect was wearing abnormal jerky movements resembling the postoperative period when the muscle relaxant effect was wearing off; Overall, the general condition of the patient was -PIH, placenta prevea, intra-operative bleeding.  Inadequate backup facilities in Dada Dev Hospital (lack of ICU, cardiology, blood bank, advanced diagnostic let. etc.)., if the patient deteriorated on reversal.’  She was not reversed and was kept intubated and ventilated on transport ventilator.  High risk was explained to the patient’s relative and written informed consent was taken before shifting the patient.  The patient was accompanied by himself and Dr. Farhana (S.R. Obst. & Gyane.) alongwith other support staff in the ambulance.  Just before reaching DDUH (Deen Dayal Upadhaya Hospital) casualty, but in the hospital premises, the patient developed sudden cardio respiratory arrest, for which appropriate CRP was done as per  protocol and continued in DDUH casualty but unfortunately, the patient could not be revived.  He would also like to bring to the notice of the Delhi Medical Council that he was a resident and all the decisions regarding management of the patient including administration of drugs, dosages, timings etc., and the decision not to reverse the patient and shifting the patient to higher centre were taken by his senior Dr. Rohit Malhotra in consultation with Obst. & Gyanae. team.  Finally, he would like to conclude by reasserting the fact that although this type of incident is really devastating for the whole family, but at the same time, he would like to emphasize that the best and safest possible care was given to the patient as per her clinical condition.         
On enquiry by the Disciplinary Committee, Dr. Shahnawaz Hussain, Senior Anaesthesia Dada Dev Matri Avium Shishu Chikitsalaya stated that he did check the anaesthetic drug before administering but did not cross check afterwards.  He had personally loaded the drug.  

Dr. Rohit Malhotra, Junior Specialist, Anaesthesia, Obstetrics & Gynaecology, Dada Dev Matri Avium Shishu Chikitsalaya in his written statement averred that that he himself alongwith his two other colleagues Dr. Aparajitha Bhuyan, Junior Specialist & HOD, Dr. Sahnawaz Hussain, Senior Resident(names mentioned on the Anaesthetic Notes) were involved in the anaesthetic care of the patient Smt. Goldy Bhatt on 23 March,2015.  To sum up the sequence of events as per his recall and anaesthesia Notes submitted, the patient came to OT 1st Floor (emergency maternity O.T.) for caesarean section in view of foetal distress and placenta praevia.  She was high risk emergency caesarean section in view of low platelet count (1,20,000), Prteins ++, hypertension (? preeclempsia) and placenta praevia and high risk consent was taken.  Her preoperative vitals BP 138/88, Pulse 118/min., CVS S1,S2 normal, chest B/L clear,Sp02 97%.  Spinal anaesthesia was administered to the patient for caesarean section by Dr. Shahnawaz Hussain taking all aseptic precautions, ensuring free flow of CSF and negative aspiration for blood.  While awaiting for the effect of anaesthesia to be established fully which normally takes 5-15min, patient started having jerky movements of both upper and lower limbs (?atypical convulsions).  Her blood pressure increased to 150/94 and HR 148/ min.  He was called by Dr. Shahnawaz Hussain and on assessing the patient; they decided to give G.A. in view of inadequate effect, convulsions and foetal distress.  Standard general aanaesthesia was given to the patient with injection Midazolam, Glycopyrrolate (pre medication) followed by injection propofol, suxamethonium, vecuronium and injection Fortwin after delivery of  the baby.  WHO surgical safety checklist was followed as routine.  Dr. Aparajitha Bhuyan was also called by them for help in view of the clinical condition of the patient.  Injection Oxytocin 50 mg by I.V. infusion, injection prostadin 750 mcg I.M. was given to the patient as per the direction of obstetrician in view of atonic PPH.  She was also given tablet Misoprost 1000 mcg per rectal and uterine massage to which she responded as per Obstetrician notes.  The patient remained hypertensive and oliguric (despite of appropriate fluid resuscitation) during the operation which was managed symptomatically with injection Metoprolollmg followed by 1 mg titrated to the response, injection lasix 30 mg obstetrician considered giving injection Mgs04 (? preeclempsia/eclempsia) to the patient but withheld in view of decreased urine output.  At the end of the operation, they decided to shift the patient to Deen Dayal Upadhyay Hospital for further management, as Dada Dev Hospital does not have ICU facilities, other support specialities and diagnostic facilities.  She was not reversed from anesthesia and was kept intubated and ventilated on transport ventilator.  Her vitals at the time of shifting were pulse rate 106/ min., BP 138/84, Sp02 97% on 100% oxygen.  High risk was explained to the relatives and written informed consent was taken as per the obstetrician comments in the notes.  Dr. Shahnawaz Hussain, Dr. Farhana (Obstetrician) along with other support staff accompanied the patient in the ambulance. Just before reaching/on arrival to Deen Dayal Upadhyay Hospital, the patient developed cardio-respiratory arrest for which appropriate resuscitation care was given to her but unfortunately she could not be revived.  
His explanation to the whole episode is as : they tried and managed to give safe and best possible care to the patient while giving anaesthesia.  Uneventful spinal injection with negative aspiration for blood was given to avoid intravascular injection.  Even with intravascular injection chances of having convulsions with very small volume of local anaesthetic (2 ml) that too in the lumbar region are theoretical and negligible.  The same may be verified from the literature and standard textbooks of anaesthesia.  General anaesthesia was administered with standard anaesthetic drugs, as mentioned in the chart as this was the only best way to control the convulsions and at the same facilitate delivery by caesarean section in view of foetal distress.  All the decisions regarding treatment in the operation theatre and transfer to Deen Dayal Upadhyay Hospital were taken after thorough consultation with Dr. Aparajitha Bhuyan as no further treatment could be offered at Dada Dev Hospital and the patient required care at tertiary centre with ICU facilities for further diagnosis and the treatment of her condition.  Dr. Shahnawaz Hussain was taking care of the patient in the ambulance and despite limited space, resources and help in the moving ambulance in busy traffic he (Dr. Shahnawaz Hussain) tried to save her during the cardio-respiratory arrest by giving appropriate cardiopulmonary resuscitation with the help of other team members in the ambulance till he reached the casualty of Deen Dayal Upadhyay Hospital.  In such scenarios,  it is extremely difficult to diagnose the exact cause of cardiac arrest which could be any known complications like secondary haemorrhage, pulmonary embolism, arrhythmias, pneumthorax, bronchospasm, anaphylaxis or a combination of these.  In conclusion, this kind of incident (maternal deaths) is really unfortunate and devastating for the whole family but at the same time, he would like to emphasise upon the fact that they tried to give the best and safest possible anaesthesia care to the patient as per the circumstances and her clinical condition.  The same may be verified from anaesthesia records of the patient, Dr. Aparajitha Bhuyan and Dr. Shahnawaz Hussain.
On enquiry by the Disciplinary Committee, Dr. Rohit Malhotra stated that as per the standard procedure, all anaesthetic drugs are checked before administration.  Further, the jerky movement which the patient suffered must have been due to suspected preeclampsia.  
Dr. B.N. Mishra, HOD, Forensic Medicine, Deen Dayal Upadhyay Hospital stated that the post-mortem report No.415/2015 was prepared by Dr. Prendra Pratap Singh, Junior Resident, Department of Forensic Medicine, Deen Dayal Upadhyay Hospital and that he agree with the contents of the same.  
On enquiry by the Disciplinary Committee, Dr. B.N. Mishra stated that during the post-mortem since there was large amount of blood collection in the peritoneal cavity, the specific vessels could not be detected but it must have been a large blood vessels.  
In view of the above, the Disciplinary Committee makes the following observations :-
1) It is noted that the patient Smt. Ashu, 33 years old female reported to the emergency of the said hospital on 22nd March, 2015 at 1.13 p.m. with complaints of pain abdomen.  She was 41 + 1 weeks pregnant.  Her condition on evaluation was found to be fair with blood-pressure of 120/80 mmHg.  She was advised admission with CBC investigation and PAC at 2.00 p.m.  After investigation at 10.30 p.m., it was observed that the patient can be admitted with high risk explained (for platelet count of 1.2).   She was observed to be PAC fit and admitted in LR (labour room) at 10.30 p.m.(22/3/15).  As per initial assessment of obst. & gynae. department, the patient was primi-gravida with 41 weeks pregnancy with hypothyroidism and was admitted for induction of labour (IOL).  There was no medical history of DM/TB/HTN/Asthma, no surgical history of photosensitivity; no treatment taken as per records and history.  The patient was on tablet Eltroxin 25 mcg 1 OD.  Her LMP was 8th June, 2014 and EDD -15th March, 2015.  
As per the Progress of labour chart, the patient’s condition was regularly monitored.  However, at 9.30 a.m. (23/03/15), the patient was noted to have bleeding per vagina and, thus, decision was taken for emergency LSCS in view of fetal distress.  As per records since husband or relative were not available, consent could be taken only at 10.15 a.m. (the fetal heart rate at 10.00 a.m. was 120/min.) and the patient was shifted to O.T.
As per the anaesthetist notes, the patient was received in O.T. I at 10.40 a.m. after PAC and after taking high risk consent because of decreased platelet count (1.2 lakh).  Preoperative vitals were :- B.P. 138/88 mmHg, pulse-118/min, CVS-S1 normal, R/S AE-BLE, clear, SPO2-97%.  Sub arachnoid block (SAB) was administered after antiseptic precautions in sitting position in 4-5 inter-space by midline approach with 26 G spinal needle and 2.00 cc of 0.5 % Bupivac (H) was injected after confirming clear and free flow of CSF and negative aspiration for blood.  However, no effect of the block was seen.  While waiting for the block to act, after 15 minutes of SAB, the patient started to have sudden jerky movements of both arms and legs off and on at 11.15 a.m. (? atypical convulsions), she was able to speak and was complaining of pain around perineal and coccygeal region.  Her blood pressure was 150/94 mmHg and HR rate was 148 beats per minute, SPO2 was 99%.  The patient was given general anaesthesia with glycopyrrolate 0.2 mg I.V. and injection midazolam 1 mg I.V.  Induced with injection Propofol 100 mg + injection Scoline 75 mg I.V. intubated with size 6.5 ET tube, Air entry checked bilaterally also was +, cuff inflated and tube secured at 18 week and ETCO2 sensor attached.   The patient was maintained with O2 N2O(50:50) with injection Isoflurane 0.2%, injection Vecuronium 4 mg I.V. and injection Fortwin after delivery of the baby.  All through the intra-operative period, the blood pressure was between 140-170 systolic and 85-95 diastolic and H.R. was between 140-170 beats/minute.  Injection Betaloc 1 mg slow I.V., again injection Betaloc 1 mg was repeated. Injection Lasix 10 mg I.V.+10 mg +10 mg I.V. was given.  Intra-operative blood loss was 500-600 ml, urine outpur-400ml, clear.  Total I.V. fluids 5 vacs infused (R.L.).  After surgery ended and effect of vecuronium weared off, the patient started to have jerky movement again of both legs and arms.  The patient’s urine albumin was 2 + in dipstick method (done twice).  Injection MgSo4 was loaded but not given, due to low urine output despite injection Lasix.  Hence, the patient was not reversed and shifted to DDU Hospital for further management at 2.00 p.m.  Vitals at the time of shifting as pulse-106/min, B.P.-138/84 mmHg and SPO2-94%.  

Further, as per the surgeon notes, there was mild Atonic PPH present, which was managed with injection Oxytocin.  The baby was delivered at 11.30 a.m., (3.1 kg male), placenta was low lying.  Placenta and membrane were removed in toto.  The baby did not cry immediately after birth.  The baby was handed over to the paediatrician and shifted to nursery intubated.  Uterus was closed in two layers.  Blood loss was approximately 500 ml.  The surgical procedure was completed at 11.45 a.m.  At 1.00 p.m., decision was taken for transfer to Deen Dayal Upadhaya Hospital and at 2.00 p.m., the patient was transferred to Deen Dayal Upadhaya Hospital in ambulance intubated with Anaesthesia Senior Resident, Gynae. Senior Resident and Gynae. Junior Resident.  Apparently, the patient was declared dead at 3.00 p.m. (23/03/2015) in Deen Dayal Upadhaya Hospital.
The opinion as to cause of death as per post-mortem report No.415/2015 dated 25th March, 2015 was hemorrhagic shock as a result of tearing some large blood vessels of uterus or adjacent parts during operation (LSCS).  
2) It is observed that the signs and symptoms including the effects after spinal anaesthesia administered in this case do not match with the conventionally described features after the subarachnoid block that is achieved with bupivacaine injection in the subarachnoid space.      

Possibility of inadvertent injection of some drug other than Bupivacaine in the subarachnoid space arises.  However, the anaesthesiologist, on enquiry, denied and said with surety such an error did not occur.  Moreover, there is no proof to verify injection of some other drug than Bupivacaine in the subarachnoid space, including retrieval of broken ampoules.  

3) It is observed that the post-mortem report No.415/2015 suffers from glaring infirmities as the opinion as to cause of death being stated as hemorrhagic shock as a result of tearing some large blood vessels of uterus or adjacent parts during of operation(LSCS), does not reconcile with the post-mortem findings relating to the uterus whereas it is mentioned that no bleeder points could be traced out either in  uterine cavity or adjacent to uterus.  

It is incumbent upon the doctor preparing the post-mortem report to identity the blood vessel which he has attributed to the collection of blood of 1.5 litre in the peritoneal cavity and not make a vague remark as to tearing of some large blood vessels.
Dr. Purendra Pratap Singh could not be examined by the Disciplinary Committee and the explanation of Dr. B.N. Mishra, HOD Forensic Medicine who has countersigned the said post-mortem report, also was not found to be very convincing.  

Dr. B.N. Mishra, therefore, is advised to ensure that port-mortem reports which are prepared under his charge, do not suffer from infirmities of the nature highlighted hereinabove, in future, and meet the standard requirements of post-mortem examination.  
4) It is, thus, apparent that the patient suffered from anaesthesia related complications (however, the nature of complications could not be determined based on material on record), and unfortunately, the same proved to be fatal for the patient, inspite of reasonable steps, being taken by the doctors of Dada Dev Matri Avium Shishu Chikitsalaya to manage the complications. 
In light of the observations made hereinabove, it is decision of the Disciplinary Committee that no medical negligence can be attributed on the part of doctors of Dada Dev Matri Avium Shishu Chikitsalaya Dabri, in the treatment administered to the complainant’s wife Smt. Goldy Bhatt
Complaint stands disposed.  
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The Order of the Disciplinary Committee dated 20th January, 2020 was confirmed by the Delhi Medical Council in its meeting held on 28th February, 2020.  
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