DMC/DC/F.14/Comp.3271/2/2024/                                        

       14th October, 2024                                                     

O R D E R 

The Delhi Medical Council through its Executive Committee examined a complaint of Ms. Poonam, D/o Late Shri Rajinder Pal Bajaj, C-29, Inderpuri, New Delhi-110012, forwarded by the Directorate General of Health Services, Govt. of NCT of Delhi, alleging medical negligence on the part of the doctors of Venkateshwar Hospital, Sector-18A, Dwarka, New Delhi-110075, in the treatment administered to the complainant’s father late Shri Rajinder Pal Bajaj at Venkateshwar Hospital, resulting in his death on 26.10.2020. 

The Order of the Executive Committee dated 30th August, 2024 is reproduced herein below:- 
“The Executive Committee of the Delhi Medical Council examined a complaint of Ms. Poonam, D/o Late Shri Rajinder Pal Bajaj, C-29, Inderpuri, New Delhi-110012 (referred hereinafter as the complainant), forwarded by the Directorate General of Health Services, Govt. of NCT of Delhi, alleging medical negligence on the part of the doctors of Venkateshwar Hospital, Sector-18A, Dwarka, New Delhi-110075 (referred hereinafter as the said Hospital), in the treatment administered to the complainant’s father late Shri Rajinder Pal Bajaj (referred hereinafter as the patient) at Venkateshwar Hospital, resulting in his death on 26.10.2020.
The Executive Committee perused the complaint, written statement of Dr.(Col) Vivek Gupta, Medical Superintendent, Venkateshwar Hospital, enclosing therewith joint written statement of Dr. Pratibha Gogia and Dr. Tarun Bhatnagar, copy of medical records of Venkateshwar Hospital and other documents on record.
The complainant Ms. Poonam in her complaint has alleged that her father Shri Rajinder Pal Bajaj (the patient), aged 86 years old, died due to negligence of Dr. Pratibha Gogia and other doctors on duty in the ICU COVID on 26th October, 2020.  Her father got admitted in Venkateshwar Hospital, Dwarka on 07th October, 2020.  On 08th October, 2020, Dr. Pratibha Gogia shifted her father to a ventilator.  She tried explaining to her (Dr. Pratibha Gogia) that due to her father’s age, he is not able to wear the oxygen mask properly, so, if any other arrangements can be made.  But, she (Dr. Pratibha Gogia) is very arrogant and aggressive and does not care for the patient’s problem.  After being on ventilator for a long time, her father developed infection and VAP (Ventilator Associated Pneumonia).  Her father’s blood-pressure started falling down and platelets count went low (even the observation that his platelets were falling was reported to them on the day of death by the doctor).  On the day before his father’s death i.e. 25th October, 2020 (Sunday), no senior doctor visited the ICU and the doctors on duty were not capable of treating the patients on ventilators.  The doctors should consider the age of the patient while giving the treatment but sorry to say that Dr. Pratibha Gogia was doing on experiment with her father and she has taken for granted that he will not survive.  For the hospital, she (Dr. Pratibha Gogia) might be a good doctor, as she (Dr. Pratibha Gogia) is giving the business to the hospital.  She lost her father; she wants necessary action to be taken-up against those responsible for this negligence.  
Dr. Pratibha Gogia and Dr. Tarun Bhatnagar in their joint written statement averred that the patient Shri Rajinder Pal Bajaj, 86 years old male, was admitted in Venkateshwar Hospital with complaints of fever for five-seven days with respiratory distress.  The x-ray chest PA- B/L MZ, LZ opacities.  The patient’s COVID RT PCR was positive.  The patient started on O2 by high flow mask (full face-8-10 lit.).  The patient worsened on the treatment.  The patient was intubated and put on mechanical ventilator due to persistent hypoxia on 08th October, 2020.  The patient was planned for HRCT chest since admission, but due to high oxygen demand, could not be taken to C.T. scan.  The first x-ray chest  done on the admission, showed extensive bilateral opacities and continued to remain the same.  The patient was monitored closely with C.B.C., L.F.T. and K.F.T.  The platelets count on the admission was 1.58 lakhs.   The daily platelet counts were monitored.  They were above one lakh till 24th October, 2020.  The platelets were transfused on 26th October, 2020 in view of low count of 50,000 and tracheal bleed.  L.F.T. of the patient was done daily, as all parameters, Gamma G.T and other parameters were deranged.  They are a part of viral illness and its effect on the lung.  The patient’s attendant well counseled two-three time daily about the overall condition of the patient and its prognosis.  The prognosis was not good in view of advance age and extensive lung involvement.  
Dr. (Col) Vivek Gupta, Medical Superintendent, Venkateshwar Hospital in his written statement averred that the patient late Rajinder Pal had been treated in Venkateshwar Hospital for his cardio-logical related condition before the alleged incident.  As per the medical report dated 29th January, 2019, the patient had presented himself with no previous co-morbidity with complaints of bilateral lower chest and upper abdominal heaviness on and off constricting type since 23rd January, 2019, non-radiating, increases on exertion associated with sweating, breathlessness not associated with palpitation/syncope/lateral occipital cortex (LOC).  On evaluation at an outside hospital, the patient was diagnosed with acute coronary syndrome, non-ST-elevation myocardial infarction (ACS-NSTEMI), mild left ventricular systolic dysfunction (LV dysfunction) and was admitted one day prior to the admission outside (Columbia Asia Hospital).  The patient received the required treatment at the hospital for coronary artery disease (CAD) after the transluminal angioplasty (PTCA) was done to the left anterior descending artery (LAD).  The patient improved symptomatically and was stable at discharge.  The patient was a known case to the hospital when the patient was again admitted on 07th October, 2020 on exhibiting symptoms of high-grade fever, body-ache, shortness of breath and decreased oral intake associated with generalized weakness and severe uneasiness for the past few days.  With these symptoms, the patient was rushed to the emergency room of the hospital where the patient’s preliminary symptoms were recorded in the Triage Assessment Sheet dated 07th October, 2020 around 13.30 hours.  As per the in-patient initial assessment record, the patient also tested positive for COVID-19 and pneumonia, due to which, the patient exhibited symptoms of respiratory distress and required immediate oxygen support.  As per the hospital records, it is understood that on 07th October, 2020, the patient, aged about 86 years , as per the assessment in the emergency room, the patient was recommended to be admitted to the hospital immediately and the same was done at around 20.04 hours.  Given the patient’s age and other co-morbidities, the patient was immediately allotted a bed in the ICU especially outlined for COVID-19 patients.  The patient was registered under UHID No.200223540 and IPID number 20/70939.  A General Consent Form was understood and signed by Shri Sunil Bajaj, son of the patient inter alia authorizing the admission and the treatment of the patient on 07th October, 2020.  On examination of the patient at the emergency, the patient was febrile, blood pressure was 140/70mmHg, pulse rate was 108/minute; body temperature was 104 degree F and systemic examination bilateral harsh vasicular sound was present on the auscultation chest.  All other routine and necessary investigations were done, which showed the results as : Hb-12.7, TLC-5.18, platelet count-158, ESR-62, BUN-16.3, creatinine-0.89, sodium-133, potassium-4.56, SGOT-67, SGPT-45, ALP-119, CRP-153.0, ferritin-874.1, D-dinner-353.8, procal-1.50, Il6-63.90, LDH-395, Trop-3.770, CKMB-49, urine analysis showed pus cells (1-2hpf), protein-1+.gluicose-1+, blood-1+, RBC-numerous.  Arterial Blood Gas (ABG) test was conducted.  Aerobic blood and urine culture showed no growth after forty eight hours.  However, the patient demonstrated respiratory distress.  The chest x-ray was done on 07th October, 2020 itself, which showed extensive non-homogeneous opacities as noted in the bilateral middle zone and lower zone involving bilateral costophrenic angles likely bilateral pleural effusion with associated consolidation.  It is also submitted that these were routine tests that were carried out diligently every day including the chest x-ray, in order to closely monitor the health of the patient.  In view of poor performance on the Glasgow Coma Scale (GCS), the patient was shifted to the ICU and was heavily dependent on high-flow oxygen mask.  However, the mask could not provide him with the required saturation of the oxygen in his blood.  After twenty four hours of high-flow oxygen supply, the patient’s condition could not be maintained by non-invasive oxygen support.  Given the critical condition of the patient, the severity of the disease, age and co-morbidities, it was then when upon due explanation a written consent from the patient’s son was taken and the patient was intubated and put on mechanical ventilator on 08th October, 2020 around 21.15 hours.  Informed written consent for the insertion of Central Venous Pressure(CVP) line was also taken on 09th October, 2020.  Thereafter, two units of plasma were transfused on 09th October, 2020 when the patient was in the ICU.  The follow-up chest x-ray on 09th October, 2020 showed continued patchy non-homogenous opacities in bilateral lung fields and had more markings in bilateral middle zone and lower zone.  The patient was managed with IV fluids, I.V. antibiotic, injection Remdac and other supportive treatment.  The guarded prognosis explained to the attendant.  During the time, the patient was in the ICU from 07th October, 2020 to 26th October, 2020, critical care flow sheet was filled in daily, methodically cataloguing the various vitals of the patient.  Further, the chest x-ray was done daily in order to keep a close monitoring on the non-homogenous opacities in bilateral lung.  Additionally, progress notes were diligently maintained by the hospital where multiple rounds of progress were recorded on 07th October, 2020 to 12th October, 2020, 16th October, 2020, 18th October 2020, 20th October, 2020 to 26th October, 2020.  It is in these notes, all the doctors who visited the patient, be it the head of the critical care or a nephrology specialist, kept a record of the patient’s health progress.  On 14th October, 2020, the sample taken from the patient at the admission showed positive for Klebsiella Pneumoniae on the aerobic culture and sensitivity ET test.  This is the normal time taken by the culture to exhibit signs of the disease.  The patient tested positive for pseudomonas bacteria, which was detected in his (the patient) secretion.  Once the test results were out, the antibiotic doses to the patient, were modified and the patient received the utmost care with due diligence.  As per the Critical Care Flow Sheet and the Progress Reports, till 24th October, 2020, the patient had his blood platelet count above one lakh.  However, it started dropping dramatically by 25th October, 2020 and the patient also had oral bleeding on 26th October, 2020 with platelet count of merely 50,000.  A blood transfusion was also administered on the patient around 13.45 hours on 26th October, 2020, given the dropping platelet count and oral bleeding.  However, the patient developed further complication in the form of sudden bradycardia followed by asystole, cardiopulmonary resuscitation (CPR) was immediately started as per Advanced Cardiovascular Life Support (ACLS) protocol, all life supporting medication was given, but the patient could not be revived and was unfortunately, declared dead at 06.56 p.m. on 26th October, 2020, inadvertently mentioned as 27th October, 2020 in the Death Summary.  The death certificate of the patient records that the patient had COVID-19 and underwent a septic shock, despite the best efforts of the hospital, suffered a cardiac arrest due to the patient’s ongoing medical conditions and could not be revived.  The cardiopulmonary resuscitation evaluation form alongwith the ECG reports, clearly outlines the defective ECG of the patient on the day of the patient’s demise.  The Death Summary showed that the patient was COVID-19 positive, which made the patient vulnerable to bilateral pneumonia (Klebsiella Pneumoniae).  Further, the diagnosis showed that the patient suffered acute febrile illness, lower, respiratory tract infection, bilateral pneumonia, COVID-19 positive and pre-existing coronary disease.  During to the ongoing infection, the patient developed systemic inflammatory response syndrome (sepsis) that led to multiple organ dysfunction syndromes (MODS), leading to the patient’s death.  The patient was given utmost care and the treatment and regular check-ups were ensured on the part of the hospital.  The patient was immediately put on intubation and ventilator after the family informed and due consent was taken in writing from the patient’s son.  The Central Venous Pressure (CVP) line was immediately inserted after the family was informed and due consent was taken in writing from the patient’s son.  I.V. antibiotic were started to treat the active infections.  Platelets counts/PT/INR was regularly monitored.  The senior doctors, heads of the departments and specialists of various teams regularly visited the patient.  Critical Care Flow Sheet was regularly maintained from 08th October, 2020 to 26th October, 2020.  Nurse Handover Checklist was maintained from 17th October, 2020 - 26th October, 2020.  Blood transfusions were given immediately to the patient.  All life saving support was provided as immediately as possible.  The detailed briefs were given the patient’s family and informed written consents were taken for all life procedures.  It is pertinent to mention that all time, a team of highly qualified and experienced doctors of the hospital attended to the patient with the utmost care, skill and diligence.  The patient was treated holistically in consultation with eminent clinicians and experts across various fields of medicine.  Further, the family of the patient were informed and counseled about the status of the patient and the treatments being given.  In view of the aforementioned facts and circumstances, he requests the Delhi Medical Council to dismiss the complaint of the complainant, as the same lacks credence.  It is further requested that no proceedings be initiated against the hospital in view of the submissions made hereinabove. 
In light of the above, the Executive Committee makes the following observations :-

1) It is observed that the patient Shri Rajinder Pal Bajaj, 86 years old male, was known case of CAD (Coronary Artery Disease) post PTCA (Percutaneous Transluminal Coronary Angioplasty) to LAD (left anterior descending artery).  The patient presented to the said Hospital on 07th October, 2020 with complaints of high grade fever, body-ache, shortness of breath and decreased oral intake associated with generalized weakness and severe uneasiness since few days.  On examination, the patient was febrile, blood pressure was 140/70 mmHg, pulse rate was 108/minute, temperature was 104 degree F and systemic examination bilateral harsh vasicular sound was present on the auscultation chest. All routine and necessary investigations were done which Hb-12.7, TLC-5.18, platelet count-158, ESR-62, BUN-16.3, creatinine-0.89, sodium-133, potassium-4.56, SGOT-67, SGPT-45, ALP-119, CRP-153.0, ferritin-874.1, D-dinner-353.8, procal-1.50, Il6-63.90, LDH-395, Trop-1 (3.770), CKMB-49, urine analysis showed pus cells (1-2hpf), protein-1+, gluicose-1+, blood-1+, RBC-numerous.  Aerobic blood and urine culture showed no growth after forty eight hours.  Aerobic C&S Et showed Klebsiella pneumonia.  Antibiotics were stepped-up.  Phosphorous-2.37, magnesium-2.54.  The chest x-ray done on 07th October, 2020, showed inhomogeneous opacities in bilateral middle zone and lower zone involving bilateral costophrenic angles likely bilateral pleural effusion with associated consolidation.  Two unit of plasma were transfused during the ICU stay of the patient.  In view of the poor GCS, the patient was shifted to the ICU.  CVP (Central Venous Pressure) line insertion was done on 09th October, 2020 all under aseptic precautions.  Repeat chest x-ray done on 09th October, 2020, showed patchy non-homogeneous opacities in bilateral lung fields more markings in bilateral middle zone and lower zone.  In view of poor GCS, the patient was intubated and put on ventilator support on 09th October, 2020.  The patient was managed with I.V. fluids, I.V. antibiotic, injection Remdac and other supportive treatment. The guarded prognosis was explained to the attendant of the patient.  On 26th October, 2020, the patient developed sudden bradycardia followed by asystole.  CPR was initiated and all life supporting medication was given but the patient could not be revived and declared dead at 06.56 p.m. on 26th October, 2020.  
2) Given the diagnosis of severe bilateral COVID pneumonia in an eighty six years old male patient with underlying co-morbidity of Coronary Artery Disease (ACS-NSTEMI), the diagnostic and therapeutic approach followed are in accordance with standard of care.  
3) The patient was examined, investigated and treated as per accepted professional practices in such cases.  The patient died due to his underlying condition which had a poor prognosis, inspite of being administered adequate treatment.  
In light of the observations made herein-above, it is the decision of the Executive Committee that prima-facie no case of medical negligence is made out on the part of doctors of Venkateshwar Hospital; in the treatment administered to the complainant’s father late Shri Rajinder Pal Bajaj.
Complaint stands disposed. “
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The Order of the Executive Committee dated 30th August, 2024 was confirmed by the Delhi Medical Council in its meeting held on 03rd October, 2024.
By the Order & in the name of                                                                                                                           Delhi Medical Council
     
                                             


                                 (Dr. Girish Tyagi)

                      


                        
                                                    Secretary
Copy to:

1. Ms. Poonam, D/o Late Shri Rajinder Pal Bajaj, C-29, Inderpuri, New Delhi-110012.

2. Medical Superintendent, Venkateshwar Hospital, Sector-18A, Dwarka, New Delhi-110075.

3. Medical Superintendent Nursing Home, Directorate General of Health Services, Govt of NCT of Delhi, Nursing Home Cell, 3rd Floor, DGD Building, S-1, School Block, Shakarpur, Dehi-110092. (w.r.t. No. F.23/93/SW/Comp/NHC/DHS/2021/10553 dated 15.03.2021).-for information. 
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