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        31st October, 2008 

O R D E R

The Delhi Medical Council examined a representation from the office of DCP (North East Distt) seeking medical opinion in respect of death of late Marry Singh w/o Shri Azad Singh, allegedly due to medical negligence on the part of doctors of Kalyan Hospital, Delhi, where she was operated upon on 6.5.2008. 

Briefly stated the facts of the case are that late Marry Singh (referred hereinafter as the patient), a 50 year old female, diagnosed case of Chronic Cholecystitis with Choletithiasis was admitted on 4.5.2008 at Kalyan Hospital, G-22, Dilshad Colony, Delhi (referred hereinafter as the said Hospital) and underwent Laparoscopic Cholecystectomy on 6.5.2008 (between 4.30 pm to 6.00 pm).  The surgery was undertaken by Dr. Rajan Kapoor (surgeon) and Dr. Vivek (Anaesthetist).  As per records at 6.30 pm a distress call was received and immediately after that resuscitation was started and patient declared dead at 7.15 pm.  The cause of death as per post-mortem report No. 306/08 was “combined effect of hemorrhagic shock and consolidation of both lungs.”

The Delhi Medical Council perused the representation from police, written statements of Dr. Rajan Kapoor, Dr. Vivek, Dr. Neeraj Goyal, Dr. S.K. Jain, Medical Superintendent, Kalyan Hospital, copy of medical records of Kalyan Hospital, Post mortem report No. 306/08 and heard the following in person :-

1.

Shri Azad Singh


Complainant 

2.
      Mr. Albert



son of the complainant 

2.
Dr. Vivek



Anaesthesiologist, Kalyan Hospital

3.
Dr. Rajan Kapoor


Surgeon, Kalyan Hospital

4.
Dr. Neeraj Goyal


Surgeon, Kalyan Hospital

5.
Dr. S.K. Jain 



Medical Superintendent, Kalyan Hospital
Dr. Neeraj Goyal stated that he neither examined / treated nor was in anyway involved with the management of the patient late Marry Singh.
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Shri Azad Singh stated that Dr. Neeraj Goyal did not treat late Marry Singh.  Post-operatively when the patient came out from the operation theatre she was gasping.  She was shifted to a room and not to an ICU.  Attempts were made to administer oxygen but there was no oxygen in the cylinders.  The patient died in the room itself.  The Kalyan Hospital did not have any requisite medical equipment to manage the condition of the patient.  

Dr. Rajan Kapoor stated that the surgery on late Marry Singh was conducted by him.  He is a holder of post-graduate qualification of M.S. (Surgery) and has experience of more than 9 years as a Laparoscopic Surgeon.  He has done approximately one thousand laproscopic surgeries in his practice.  After physicially examining the patient and reviewing all her investigations, the patient was diagnosed as a case of chronic Cholecystitis with Cholelithiasis and was advised laparoscopic Cholecystectomy surgery under general anaesthesia.  The patient was referred to the anaesthetist for pre-anaesthetic check-up.  Since, it was reported on 5.5.2008 that the patient had some cough, the surgery was postponed to 6.5.2008.  Dr. Rajan Kapoor  further  stated  that  the  patient  was  examined  by him once again before surgery and nothing abnormal was found with her clinical condition.  The patient did not have any complaints of cough, fever, dyspnoea or any other problem.  Her PAC was fit for laparoscopic Cholecystectomy under general anaesthesia.  The surgery itself was uneventful.  Post-operatively the patient was shifted to the recovery room.

Dr. Vivek stated that he was the anaesthetist involved in the treatment of late Marry Singh.  On 5.5.2008, the patient was investigated for pre-anaesthetic check-up.  The X-ray chest findings were “Homogenous opacity at Right lower-zone”; the opinion of Radiologist was “consolidation patch (Rt.) / raised (Rt.) hemi-diaphragm”.  On auscultation, chest had crepitations in the left basal lung fields, with normal vescicular breath sounds.  The rest of the left lung fields were clinically clear.  Even though X-ray chest (PA view) showed a small patch on lower-zone Rt. lung, but on clinical examination the Rt. lung fields were clinically clear.  Since the patient had reported mild cough off and on but without expectoration; antibiotics, anti-histaminic, nebulization and steam inhalation were advised to the patient and surgery was postponed till the chest was completely clear clinically.  On 6.5.2008, the patient did not complain of any cough, expectoration or fever or any other problem.   On examination of the patient, general condition was fair, General Physician Examination – Pulse within normal limits, temperature  was  normal; BP  was  within  normal limits, Resp Rate – within normal limits, Throat was 
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normal, systemic examination – On auscultation – Chest fields were clear with normal vesicular breath sounds and no adventitious sounds were heard, CVS-S1 and S2 were normal, no adventitious sounds were heard.  Her blood counts LFT, KFT, urine examination – all were within normal limits.  The patient was then scheduled for Laparoscopic Cholecystectomy under general anaesthesia.   
The Delhi Medical Council notes that as per the notings of 3.00 pm (6.5.2008) on the medical records, finding of chest are B/L crepts+ve.   
Dr. Vivek further stated that on 6.5.2008 at 4.30 pm general anaesthesia was given under standard protocol.  The surgical procedure was successfully completed within an hour i.e. about 6 pm uneventfully and without any complications. The patient was reversed from general anaesthesia in a normal manner and gained consciousness within 5 minutes and showed signs of complete reversal.  Her post-op pulse was 90/min, regular and BP was 130 mmHg.  After examining and observing the patient in the Operation theater for 15 minutes, the patient was shifted to Post-op room with post-operative orders.  About 15minutes later, at about 6.30 pm, distress call was received from the recovery room of the Hospital RMO that the patient is not breathing properly.  Dr. Vivek further stated that he immediately rushed to the recovery room and found that the patient was gasping and cyanosed.  Her radial pulse was not palpable, femoral pulse was very feeble and slow.   Cardiac thumping and cardio-pulmonary-brain-resuscitation was initiated.  All necessary management was administered to the patient in the form of life-saving i.v. injections and cardio-version (DC shock).  Despite all efforts the patient did not respond to the management and was declared dead at 7.30 pm on 6.5.2008. Dr. Vivek stated that in his opinion, the cyanosis that developed about ½ an hour after surgery was due to Hypoxic hypoxia.  

It is observed that shock scaling 160 joules and 320 joules are not routinely used and available in the machines.

On being asked by the Delhi Medical Council as to why was the repeat X-ray not done in this patient as advised by Radiologist in X-ray report dated 4.5.2008, Dr. Vivek stated that on 6.5.2008, the patient did not give any history of cough, expectoration or fever or any other problem.  Since the patient’s vitals were within expected normal parameters, he did not felt the requirement for a repeat X-ray and declared the patient fit for surgery.
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In view of the above, the Delhi Medical Council arrived at the following findings :-
1. Preoperative X ray chest showed “homogenous opacity at right lower zone” and diagnosed as “consolidation patch right side”. The patient was advised “repeat X ray chest after a course of antibiotics” by the radiologist. These facts were not taken into consideration before taking up the patients for surgery. No opinion of a physician was taken nor was the X- Ray repeated after a course of antibiotics. Patient had bilateral crepitations till the day of surgery again suggestive of consolidation. 
2. During the course of surgery a detailed chart of the vitals likes pulse, blood pressure, oxygen saturation, airway pressure and end tidal Co2 levels are not mentioned. Only a single reading of the pulse, B.P (only systolic), oxygen saturation (98%) is mentioned. It is not clear at what point of time these readings were taken. The same vitals were not monitored postoperatively also.
3. From the records it appears that the patient was shifted to the room without any proper monitoring of the vitals. As per the testimony of relatives, the patient was blue and gasping when she was shifted out of the operation theatre (OT). It seems patient was cyanosed and in cardiorespiratory failure and this was missed due to inadequate monitoring. The postmortem report corroborates the above and revealed the cause of death as “consolidation of both lungs”. 
4. Although the surgeon claims the surgery to be uneventful the postmortem report reveals approximately1000ml of blood in the peritoneal cavity. This amount is very large after a normal laparoscopic surgery. This was again missed due to lack of postoperative monitoring and contributed significantly to the death of patient. 
5. As per the testimony and the available records the patient died in less than twenty to twenty five minutes of the surgery though she was declared dead at 7.30pm on 6th May, 2008 after attempting resuscitation.
6. It is also noted that in spite of directions of the Delhi Medical Council, Dr. S.K. Jain, Medical Superintendent of Kalyan Hospital did not provide the details of all the facilities available in the recovery room of Kalyan Hospital.

Therefore, both lung consolidation and hemorrhagic shock contributed to the cardio-respiratory 
collapse and death.
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Dr. H.S. Kukreja in his dissenting note held that as per post mortem report cause of death is combined effect of haemorrhagic shock and bilateral consolidation.  As the event was sudden, consolidation as cause of death is unlikely.  However, all the features can be part and parcel of shock lung due to haemorrhage.  

In light of the findings made hereinabove, it is the decision of the Delhi Medical Council that both Dr. Rajan Kapoor and Dr. Vivek failed to exercise reasonable degree of skill, knowledge and care in the treatment administered to late Marry Singh, which was expected of an ordinary doctor possessing those skills and knowledge.

The Delhi Medical Council, therefore, issues warning to Dr. Rajan Kapoor (DMC Registration No. 21916) and Dr. Vivek (DMC Registration No. 21741), stricture to be recorded in the State Medical Register.  

A copy of this Order be sent to Director Health Services for investigating the infrastructure available at Kalyan Hospital for undertaking surgical procedures and to initiate appropriate action under the provisions of Delhi Nursing Home Registration Act as there appears to be serious deficiency in the Nursing Home, to tackle this complication. 
Matter stands disposed.

By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)

Secretary                             

Copy to :-
1) Shri Azad Singh, H.No. 293, Gali No. 6, West Kanti Nagar, Krishna Nagar, Delhi
2) Dr. Vivek, Through Medical Superintendent, Kalyan Hospital, G-22, Dilshad Colony, Delhi- 110095 
3) Dr. Rajan Kapoor, Through Medical Superintendent, Kalyan Hospital, G-22, Dilshad Colony, Delhi – 110095 
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4) Dr. Neeraj Goyal, Through Medical Superintendent, Kalyan Hospital, G-22, Dilshad Colony, Delhi – 110095 
5) Medical Superintendent, Kalyan Hospital, G-22, Dilshad Colony, Delhi – 110095 
6) Dy. Commissioner of Police, Office of the DCP, North East District, Delhi – with reference to letter No. 9982/SO/DCP/North East Distt. dated 30th May, 2008 

7) Director Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalay Bhawan, F-17, Karkardooma, Delhi – 110032 – for information & necessary action. 

   (Dr. Girish Tyagi)

   Secretary
