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3rd December, 2008  


Shri Rajiv Bansal





Complainant


House No. 12-13, 


Pocket-C-2, Sector-16,


Rohini


Delhi – 110085 

Vs.

1. Dr. Rajiv Parakh





Respondents


Through Medical Director 


Sir Ganga Ram Hospital


Sir Ganga Ram Hospital Marg,


New Delhi - 110060

2. Dr. A.K. Bhalla


Through Medical Director 


Sir Ganga Ram Hospital


Sir Ganga Ram Hospital Marg,


New Delhi – 110060

3. Dr. D.S. Rana


Through Medical Director 


Sir Ganga Ram Hospital


Sir Ganga Ram Hospital Marg,


New Delhi – 110060

4. Dr. Nalini Kaul


Medical Director


Sir Ganga Ram Hospital


Sir Ganga Ram Hospital Marg,


New Delhi - 110060

O R D E R

The Delhi Medical Council examined a complaint of Shri Rajiv Bansal, alleging medical negligence on the part of respondent 1 to 4, in the treatment administered by them to the complainant at Sir Ganga Ram Hospital.
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Briefly stated the facts of the case are that Shri Rajiv Bansal (referred hereinafter as the patient) a known case of Deep Vein Thrombosis two years back, on irregular anticogulatns, presented  with  complaints  of pain in both calf and thigh, numbness and weakness in both legs at Sir Ganga Ram Hospital, New Delhi (referred hereafter as the said Hospital) on 29.4.2007.  He was diagnosed as a case of Bilateral ileo-femoral embolus with left leg compartment syndrome and underwent Bilateral embolectomy with left leg fasciotomy on 29.4.2007, itself.  Subsequently the patient developed rhabdomyolsis induced ARF.  He underwent multiple sessions of hemodialysis, left AV shunt was made to facilitate dialysis.  Patient was treated with broad spectrum IV antibiotics and other supportive treatment.  Patient, however, sought discharged against medical advice on 21.5.2007.  The patient subsequently got himself admitted at AIIMS on 21.5.2007.  On admission he was anuric with advanced azotemia.  He had an AVS which was clotted.  He was kept on regular thrice weekly HD (Hemo-Dialysis) through DLJC.  He was investigated for a procoagulant, which were normal except for hyper-homocysteinemia.  His urine output improved, renal functions recovered partially and was not requiring dialysis.  He had weakness in legs for which he was advised regular physiotherapy.  He was discharged on 13.6.2007.

The Delhi Medical Council perused the complaint, written statement of Dr. Rajiv Parekh, joint written statement of Dr. A.K. Bhalla and Dr. D.S. Rana, written statement of Dr. Nalini Kaul, Medical Director, Sir Ganga Ram Hospital, copy of medical records of Sir Ganga Ram Hospital and discharge summary of AIIMS.  The following were heard in person :-

1) Shri Rajiv Bansal

Complainant





2) Shri R.V. Bansal

Father of the complainant 

3) Dr. S.K. Bansal

Brother of the complainant 

4) Dr. Rajiv Parakh

Vascular Surgeon, Sir Ganga Ram Hospital
5) Dr. A.K. Bhalla

Nephrologist, Sir Ganga Ram Hospital
6) Dr. D.S. Rana

Nephrologist, Sir Ganga Ram Hospital
7) Dr. Nalini Kaul

Director Medical, Sir Ganga Ram Hospital
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It is alleged by the complainant that on Friday night 4th May, 2007 he was taken up for first dialysis, while still being in the said hospital.  In spite of full knowledge that he was receiving fragmin (low molecular weight heparin).  He was administered high unsupervised doses of heparin during dialysis by in experienced Residents of Nephrology Department without any supervision by a Senior Consultant. Few hours after that he started bleeding from his left leg which kept on increasing.  In spite of repeated requests and shouting nobody took care of him for the next 14-15 hours.  Senior doctor’s were not available, vascular surgery doctor were busy in OT and Dr. A.K. Bhalla Nephrologist and his colleagues were busy in some conference.  Only a junior resident Dr. Laxmi was available who was totally confused and incompetent.

Till Saturday (5.5.2007) evening no care was taken of him till his condition became very poor and pitiful.  Blood was started on him on Saturday evening only after 16 hours of bleeding and nothing was done to take care of his bleeding.  When he became breathless, totally white and shivering set in, then only after a big fight he was transferred to ICU on Saturday night after 18-20 hours of bleeding.  His blood pressure had fallen down to very low levels, barely recordable.  He was put on ionotropes, slow dialysis and was almost put on a ventilator by ICU consultant, function in his right leg was almost lost.  Finally in ICU Dr. H. Singh Nephrology consultant visited him at 10.30 pm only. 

During surgery he required only one unit of blood while 4 days after surgery almost 20 units of blood were transfused to him in ICU and ward.  Which surgery required 20 units of blood 4 days past surgery were discharge is contemplated?  A patient who is transferred after one day in ICU to ward requires to go back to ICU after 3 days of ward recovery.  He was told that rhabdomyolysis causes reversible (in one week recovery) kidney damage (ATN Acute Tubular Necrosis).  Due to severe bleeding, hypotension and infection, the single factor ARF (Acute Renal Failure) became multi factorial ARF requiring 6-8 weeks to recover.  He was transferred to ward after one week in ICU after repeated request and put on daily dialysis.  80% of times dialysis was not done either due to shunt blockage or other technical problems, his recovery time had increased drastically due to this.  Senior doctors A.K. Bhalla never visited him 4 to 5 days at a stretch although his daily visit charges and daily dialysis charges are added in the final bill, this is because he was in the low paying semiprivate ward.  Getting no respite from his deteriorating condition, he was forced to change hospitals.  
Dr. Rajiv Parekh in his written statement averred that post-operatively there was gradual improvement of  perfusion  in  both  the legs, patient had palpable pulses in both the legs and was anticoagulated with 
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low molecular weight heparin and antiplatelet drugs.  Nephrology unit reference was sought (Dr. D.S. Rana,  Dr. A.K. Bhalla,  Dr. Ashwani Gupta  and  Dr. Dinesh Khullar)  for  reperfusion  injury.  Plastic surgeon was doing daily dressing of the leg fasciotomy wound, which revealed healthy muscles with no hematoma.  There was deterioration of renal function, which was daily monitored by Nephrology unit.  Patient was transferred under Nephrology unit under Dr. D.S. Rana, Dr. A.K. Bhalla, Dr. Ashwani Gupta and Dr. Dinesh Khullar on 5.5.2007 for hemodialysis.  

Dr. A.K. Bhalla and Dr. D.S. Rana in their joint written statement stated that on the following day, after undergoing the surgical procedure, the patient started passing cola coloured urine.  A diagnosis of Rhabdomyolsis with acute renal failure and hyperklemia was made.  Patient was treated conservatively for hyperklemia and an attempt was made to maintain urine output with IV fluids and diuretics.  Patient however developed non-oliguric acute renal failure.  The operative wound in the necrosed area got infected.  Patient’s renal functions continued to deteriorate and he was given heparin free hemodialysis through double leumen subclavian catheter.  Patient had uneventful hemodialysis though he had been oozing from fasciotomy wound, without any increase during hemodialysis.    On 5.5.2007 patient was transferred under Nephrology unit since patient had ARF requiring dialysis.  Patient was in shock? Septic and was shifted to ICU.  In ICU he continued to get heparin free slow low efficiency dialysis (SLED).  He received hemodialysis on 8.9.2007, 9.5.2007, 10.5.2007, 11.5.2007, 12.5.2007, 14.5.2007, 16.5.2007, 17.5.2007, 18.5.2007 & 19.5.2007.  Patient went LAMA on 21.5.2007 to AIIMS.  During this period patient received various broad spectrum antibiotics, anti-fungal treatment, anticoagulant and antiplatelet drugs.  The patient had hyper coagulability state as his double lumen catheter got clotted and then AV shunt again was repeatedly getting clotted and was to be revised once and de-clotted twice, in spite of his being on IV heparin for bilateral llio-femoral embolectomy.  Patient was still oliguric on the day he left the hospital (urine output of 300 ml/24 Hr.).  He was advised to continue alternate day hemodialysis.  During hospital stay patient received total of 13 hemodialysis, 9 blood transfusion and two units of fresh frozen plasma.  On 11.5.2007, once patient was fully conscious, it was noticed that he was having no movement of right foot.  For this neurology consultation was sought and they advised MRI of  dorso lumbar spine and nerve conduction studies.  However MRI was normal, it was diagnosed
to be sequelae of thrombosis of iliofemoral arteries.  Patient may require shifting to ICU any time depending upon the seriousness of his condition.  Since this patient had hypercatabolic ARF with sepsis with a world over mortality of 60-70% in the best of centres, it is not surprising that patient required ICU care during management of this highly technical and complicated illness.  There is no doubt that to
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begin with this patient had one single factor that is Rhabdomyolysis for acute renal failure.  The cause for Rhabdomyolysis in this patient was necrosis of muscles due to block of ilio-femoral arteries.  Embolectomy in such a serious patient coupled with faciotomy of necrosed (dead tissue) is highly prone for serious infections and bleeding disorders, which will also be additive factors for development of acute renal failure and making the total management complicated adding towards morbidity and mortality.  It is because of all these factors that in such cases of acture renal failure the mortality still remains high in spite of all technical progress made in ICU management and the best antibiotics available today.  Infections lead to ARF makes the patient more prone to infections and bleedings and thus a vicious cycle is set in.   The allegations that on Saturday and Sunday hospital came to standstill is totally wrong and is denied.  One of the consultants of the treating unit takes ward round even on Sunday and is also on call duty for any emergency.  The qualified postgraduate senior residents are on round the clock duty in the Department of Nephrology.  The patient’s condition worsened on 5.5.2007 (Saturday) and was efficiently managed and shifted to ICU for better care.  It may be mentioned here that in ICU the critical care consultant is available round the clock.  Since the patient had constant ooze from left calf and was having ARF with sepsis with hypercatabolic state, acute anemia and bleeding are common complication of this condition.  So patient required blood transfusion and in our hospital, we have voluntary blood donation policy as per the guidelines laid down by Hon’ble Supreme Court and no paid blood transfusion is permitted.  Therefore attendants were told to bring voluntary donors.  All consultants of Department of Nephrology who examine this patient put their best efforts to provide the best medical care. Sir Ganga Ram Hospital has got limited beds in the general ward (free beds).  Patients from paying ward can be shifted to general ward on their but it may take sometime.  This patient made request only on 19.5.2007 and by 21.5.2007 he was due to transfer to male general ward (free ward).  But since the family had been able to manage bed at AIIMS, New Delhi they shifted the patient without getting properly discharged and without clearing the hospitals bills on 21.5.2007 amounting to absconding.  The patient had reasons (rhabdomyolysis + sepsis) to develop acute kidney (renal) failure.  The commonest histological lesion in such patient is acute tubular necrosis (ATN) and severe insult can cause acute cortical necrosis.  Nothing can be commented about ATN / partial CAN / complete CAN without kidney biopsy.  However, no negligence on the part of treating team lead to any type of acute renal failure in this patient.  
In light of the above, the Delhi Medical Council observes that the patient had B/L lower limb arterial thrombosis and had acute renal failure at the onset of his illness was seen by Nephrologist on 30.4.2007 
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and regularly following this and managed conservatively till 3rd May, 2007 and as his condition deteriorated with deterioration renal function, he was given haemodialysis on 4th and 5th.  He did not receive heparin during dialysis as per records as well as per Dr. A.K. Bhalla.  Patient did bleed and had hypotension, oliguria and required large number of units of blood.  This most likely was due to sepsis also confirmed by the discharged summary of AIIMS.   There has been no negligence on the part of doctors of Sir Ganga Ram Hospital, may be they needed to communicate with the family, better. 

The allegation of the complainant that on his demand for medical records from Sir Ganga Ram Hospital, the same were not provided to him is found to be baseless.  It is noted that Director Medical, Sir Ganga Ram Hospital vide its letter dated 8th June, 2007 in response to complaints letter dated 24th May, 2007, has asked him to collect the medical records from medical records department.  

It is also noted from the medical records of the said Hospital that subsequent to initiation of Hemodalysis at 7.15 pm on 4.5.2007, even though number of notings have been made on the progress notes, no time has been put except for 5.5.2007 at 2.00 am and then 5.5.2007 at 5.00 pm.  This reflects lack of diligence on the part of doctor concerned with regard to record keeping.  It is, therefore re-emphasized that all doctor should inculcate the habit of record keeping as part of good medical practice.  

Matter stands disposed.   
By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)

 Secretary

Copy to :-
1) Shri Rajiv Bansal, House No. 12-13, Pocket-C-2, Sector-16, Rohini, Delhi – 110085 

2) Dr. Nalini Kaul, Medical Director, Sir Ganga Ram Hospital, Sir Ganga Ram Hospital Marg, New Delhi – 110060
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3) Dr. Rajiv Parakh, Through Medical Director, Sir Ganga Ram Hospital, Sir Ganga Ram Hospital Marg, New Delhi – 110060

4) Dr. A.K. Bhalla, Through Medical Director, Sir Ganga Ram Hospital, Sir Ganga Ram Hospital Marg, New Delhi – 110060

5) Dr. D.S. Rana, Through Medical Director, Sir Ganga Ram Hospital, Sir Ganga Ram Hospital Marg, New Delhi – 110060

6) Medical Superintendent Nursing Homes-I, Directorate of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalay Bhawan, F-17, Karkardooma, Delhi – 110032 – F.23(257)/MSNH-I/DHS/NH/HQ/24245-47 dated 19.9.2007 – for information 

  (Dr. Girish Tyagi)

  Secretary
