DMC/F.14/DC/Comp. 1156/2/2015/ 


           

        8th July, 2015

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri J.M.L. Mathur r/o. Flat No. 65(GF), Tower 4A, GH-7, Crossing Rebulik, Ghaziabad, U –201016, forwarded by the Medical Council of India, alleging medical negligence on the part of Dr. Hemant Tiwari of Fortis Hospital, Vasant Kunj, New Delhi and Dr. Nevin Kishore of Max Super Speciality Hospital, Saket, New Delhi, in the treatment administered to complainant’s son Kshitij Mathur.

The Order of the Disciplinary Committee dated 16th June, 2015 is reproduced herein-below :-

The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri J.M.L. Mathur r/o. Flat No. 65(GF), Tower 4A, GH-7, Crossing Rebulik, Ghaziabad, U –201016(referred hereinafter as the complainant), forwarded by the Medical Council of India, alleging medical negligence on the part of Dr. Hemant Tiwari of Fortis Hospital, Vasant Kunj, New Delhi and Dr. Navin Kishore of Max Super Speciality Hospital, Saket, New Delhi, in the treatment administered to complainant’s son Kshitij Mathur(referred hereinafter as the patient).

The Disciplinary Committee perused the complaint, written statement of Dr. Nevin Kishore and Dr. Hemant Tiwari and documents on record

The following were heard in person :-

1) Shri J.M.L. Mathur

Complainant

2) Shri Kshitij Mathur

Son of the complainant

3) Shri Vaibhav Mathur

Son of the complainant

4) Mrs. Ankur Mathur

Daughter-in-Law of the complainant

5) Dr. Nevin Kishore 

Pulmonologist & Critical Care Specialist,     






Max Super Speciality Hospital
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Dr. Hemant Tiwari failed to appear before the Disciplinary Committee inspite of notice. 

The complainant Shri J.M.L. Mathur stated that his son Shri Kshitij Mathur was under treatment for respiratory problem by Dr. Hemant Tiwari of Fortis Hospital, Vasant Kunj, New Delhi since September, 2009.  Dr. Hemant Tiwari got a PFT test done and post the test, the problem was diagnosed as asthma and he was given a couple of medicines alongwith the seroflo 250 mg.  Post that his son has been suffering from this off and on and was getting relief after taking medicines prescribed by Dr. Hemant Tiwari.  This continued from 2009 till 2012, as whenever his son used to take medicine on recommendation of the doctor-to repeat the medicines from the latest prescription.  And in case these medicines did not help in recovery the complainant’s son was told to see the doctor and after check-up the prescription was changed.  In December, 2012, his son suffered with similar symtoms and as advised by Dr. Hemant Tiwari he took the medicines prescribed and his son got temporary relief.  But the problem got aggravated again during January, 2013.  So, he visited Dr. Hemant Tiwari to get himself checked-up and get a diagnosed to relieve him of his condition.  This went on and off during January, 2013 where the problem used to get subdued for a short and came back again and again.  On 13th February, 2013, his again visited the clinic of Dr. Hemant Tiwari, again doctor prescribed a fresh set of medicines alongwith a couple of days of bed rest.   On next morning, Dr. Hemant Tiwari called up and sent SMS to his son to get the test for swine flu done and start on fluvir 75mg-twice a day, inspite of the fact that his son had cough & breathing problem and no fever and other ailment.  Since, there was no relief from the medicines prescribed by Dr. Hemant Tiwari, so one of the colleagues at his son’s office, advised to  contact  Dr. Navin Kishore, pulmonologist  &  critical 
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care specialist.  Since that day both the doctor and his son were busy, hence, Dr. Navin Kishore advised his son to meet him in clinic in DLF City-Gurgaon.  As the clinic was on the way his son agreed to meet him and got himself checked-up on 18th February, 2013.  After the check-up done, Dr. Navin Kishore diagnosed his son to be suffering from seasonal allergy, wheezing, no fever and cough.  He then prescribed medicines to him for seven days and was advised to contact him next Monday i.e. 25th February, 2013.  On 25th February, 2012, the complainant’s son’s condition worsened and was not in a position to travel to his office and, hence, the complainant again got in touch with Dr. Navin Kishore who then advised to meet him at Max Hospital, Saket, New Delhi.  During the preliminary examination, it was advised by Dr. Navin Kishore to get a chest x-ray done which was done at Max Hospital, Saket, New Delhi and shown to the doctor there and then.  After verifying the x-ray, Dr. Navin Kishore informed that the chest is absolutely clear but the problem is on account of acute allergy and diagnosed as follows : cold cough, no fever, no asthma, no wheeze and thereafter prescribed following medicines (1) foracort 200-2 puffs twice a day (2) omnacotril 10 mg-1 tab three times a day (3) zedex syrup- two table spoon twice a day. After taking the above prescribed medicines, there was a slight improvement for a couple of days but definitely not appreciable.  But since the prescription was for a week’s time, he continued taking the prescription hoping the things would improve gradually.  On 2nd March, 2013, the complainant’s son had breathing problem during the night and was quite uncomfortable and could not sleep during the night and there was swelling in both his legs and face.  On the morning of 3rd March, 2013, Sunday looking at the complainant’s son’s condition, the wife of the complainant’s son rang up Dr. Navin Kishore at 9.00 a.m. to inform him of the postion and seek advice so that his son could get relief.  But surprisingly, notwithstanding the ordeal of the complainant’s son faced during the night, Dr. Navin Kishore refused to talk even and stated  he  does  not 
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take any calls on Sunday and hung up the phone.  An act definitely unbecoming of a doctor.  During the same day, the complainant talked to the complainant’s relatives who happen to know doctors in Noida and advised the complainant to meet Dr. Deepak Talwar for secondary opinion and further diagnose.  It was also confirmed that being a Sunday, doctor will not be available and in a case it is emergency, the complainant could visit Metro Hospital & Heart Institute in Sector-11, Noida.  But, since that day the complainant’s son was feeling slightly better than the condition in the morning, hence, the complainant took an appointment with Dr. Deepak Talwar for subsequent day on 4th March, 2013.  On 4th March, 2013, as advised, the complainant went to meet Dr. Deepak Talwar and on seeing the earlier reports and the x-ray of Max Hospital, Saket, New Delhi, he again advised to get ECHO cardiograph, x-ray of the chest and PFT done immediately.  On comparing the reports, Dr. Deepak Talwar informed that the complainant’s son did not have any respiratory problem but his heart is enlarged, which was determined by looking at the initial x-ray and was reconfirmed by fresh x-ray, but the same was not identified by Dr. Navin Kishore.  It was a shock to the complainant to note that Dr. Deepak Talwar of other hospital could see the problem by x-ray of other reputed hospital i.e. Max Hospital.  This shows total incompetence on part of Dr. Navin Kishore who could not diagnose that the problem was cardiac and not respiratory.  The complainant was advised to get in touch with a cardiologist immediately as the condition was quite critical and serious.  The complainant then took his son to Metro Heart Institute at Sector-12, Noida on 4th March, 2013 at 6.00 p.m. where Dr. Upansani who was available for OPD checked him up and advised immediate admission to ICCU.  Dr. Upansani informed that there is retention of fluid in the body due to which there is a pressure on the heart and the complainant’s son is not able to breathe.  He also informed that it will take 4/5 days to draw out the fluid from the body and would also administer medicine  for  the  heart 
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simultaneously. The complainant’s son was kept in ICCU for seven days i.e. from evening of 4th March, 2013 to 11th March, 2013 morning and during this about twenty two litres of fluid was flushed out and the weight of the patient came down by about twenty kilograms.  The complainant further alleged that there are breaches of the Code of Ethics by both the physicians Dr. Hemant Tiwari and Dr. Navin Kishore repeatedly, as the treatment given by Dr. Hemant Tiwari and Dr. Navin Kishore was wrong, incorrect and they did not diagnose it properly.  High dose of medicine/steroids were prescribed by both the said doctors without any proper disclosure to the patient.  Both the doctors did not diagnose the ailment correctly and kept on prescribing the medicines on trial basis only.  Dr. Navin Kishore of Max Super Speciality Hospital, Saket, could not see the enlarged heart from the x-ray. Wrong prescription of medicine by the doctors of Fortis Hospital and Max Super Speciality Hospital over the long period has damaged the heart of son badly because of which he suffered critical illness and had to be hospitalized for almost month and his office also suffered  It is because of wrong advise, ill treatment, malafide behaviour and aggressive, careless and casual attitude of both the said doctors, the situation of the complainant’s son became so critical that his life reached a danger stage which was out of control.  The complainant would request the Delhi Medical Council to investigate the matter under the provisions of the said code and initiate a suitable and immediate action against both the doctors i.e. Dr. Hemant Tiwari and Dr. Navin Kishore and cancel their license to practice.  

Dr. Nevin Kishore in his written statement averred that cardiomegaly is a radiological diagnosis and not a clinical diagnosis.  The x-ray report of the patient in question clearly mentions that there is a suspicion of cardiomegaly.  When the patient is seen in the OPD by him, he saw the wet film  and  comment  on  the  pulmonary  fields  in 
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relation to his respiratory system which was normal.  The patient is always advised to collect the formal x-ray report and review with the doctor if the condition does not improve within 24-28 hours.  Cardiomegaly is a subjective diagnosis and may or may not be obvious in the early stages of a cardiac illness, hence, it is important for a patient to collect the formal x-ray report and review it with his treating physician.  The patients who are ill or in need of emergent medical assistance are advised to seek immediate medical attention in casualty/emergency departments which are open twenty four hours if they are acutely ill, as phone advise is inappropriate and can be misleading both for the patient and the doctor. 

Dr. Hemant Tiwari in his written statement averred that the patient presented to him in September, 2009 with history of recurrent cough, wheeze and breathlessness.  On the basis of family history and clinical presentation, a decision was made to perform a spirometry (PFT) test to check the lung function.  The test showed features of obstructive airway disease with reversibility with bronchodilators which was strongly in favour of asthma.  The patient was thoroughly reviewed and the triggers for the patient’s asthma were also analyzed and explained.  The patient also had a history of sinusitis, gastro-esophageal reflux disease (GERD) and obstructive sleep apnoea.   There was no history of fever, chest pain, orthopnoea or swelling of the body at that time.   There was no history of smoking or tobacco use.  Thus, a diagnosis of asthma was made in accordance with the international criteria for diagnosis of asthma (NHLB1-2007).  He had with all his wisdom made sure that the patient did not have any alternative diagnosis that could have given the patient the symptoms that the patient had.  Internationally it has been accepted that despite advance advances in the knowledge of the pathophysiology and the treatment of asthma  the  diagnostic  criteria  have  not  changed  and 
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identification of the disease relies on the physician’s analysis of the patient’s symptoms, family history and spirometric measurements of lung function.  Hence, all the above criteria were fulfilled before commencing treatment with the bronchodilators (reliever) and inhaled steroid (preventer) in line with the asthma management guidelines followed all over the world.  The whole process of establishing the diagnosis and starting treatment was fully explained to the patient and the patient was willing to follow the treatment to get relief from symptoms which had been bothering the patient for quite a while.  The patient was adequately counseled about the triggers of the patient’s asthma like how to manage the patient sinusitis and GERD and appropriate preventative steps were taken in form of nasal sprays and proton pump inhibitors.  During the course of the patient’s treatment, symptoms of obstructive sleep apnoea were again noted for which the patient was advised sleep study but the patient was unwilling for the test.  For the next three years, the patient continued to receive the treatment for his (the patient) ailments with minor alterations in his prescription, in appropriate does of both inhaled and oral medications, as and when required.  The complainant may be asked to produce all those prescriptions for review by the Hon’ble Delhi Medical Council.  The patient would respond in a single visit to the OPD and would ring him on his phone, if the patient needed any query to be answered.  The patient’s symptoms were under fair control and the patient was able to carry on with his (the patient) normal routine (despite being in a fairly busy job) without any significant disruptions.  He would like to mention at this point that there were no new major symptoms during this period or any acute presentation to the emergency department of any hospital.  There was never a complaint from his family or the complainant that the patient was either deteriorating or having more frequent problems with the patient’s breathing.  There was no long absenteeism from work by the patient.  In the month of February, 2013 when the patient  visited  his 
Contd/:

(8)

clinic, late in the evening with the patient’s brother, the patient had been feeling more unwell than unusual despite the previous medications and was advised by him to get admitted to Fortis Hospital for detailed investigations and management but the patient was not inclined, citing time constraint work pressure.  The patient did not complain of chest pain, orthopnoea or swelling of face or feet in that visit and accordingly the patient was prescribed oral medications with the advice to reconsider the patient’s decision if there was no relief.  He performed a thorough clinical examination and also measured his (the patient) oxygen saturation which was normal (>97% on room air).  Being close to the family, he made it a point, next morning, to follow-up himself (as mentioned by the complainant himself in complaint) to see how he was faring.  He had a detailed conversation with the patient and reiterated the need for admission/further investigations if there was no relief with his prescription.  When he felt a lack of keenness in the patient’s attitude, he advised the patient to go for an early H1N1 test.  The complainant in his complaint has downplayed the intent of a doctor who was thinking hard and was concerned for wellbeing of his patient.  The cough and progressive breathlessness not responding to regular asthma treatment made him think of a differential diagnosis of swine flu, pulmonary embolism or a cardiac cause.  After his phone call, he did not get any feedback from the patient and was not aware that the complainant had suddenly decided to change the doctor despite the fact that it was the first time in 3.5 years of his association that the patient had not responded to the regular treatment.  Whenever in the past the patient got better, he stopped getting calls from the family so no news meant good news.  No chance was provided to him to review the patient after the patient’s call despite the warmth, dedication and the feeling of belongingness he had give to the complainant’s family.  The patient responded well to the treatment for three years.  No patient will follow-up with  a  doctor  for  that  duration  of  time  if  they  are  not  
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satisfied with the doctor’s conduct and the patient’s medications.  If indeed the patient’s symptoms of cough and breathlessness were due to cardiomyopathy in September, 2009 as suggested by the complainant, then there would not have been any relief with his treatment and the patient’s condition would have worsened much before 2013 and the family would have also changed their doctor earlier on.  As the complainant has himself mentioned in his (the complainant) letter, the patient developed edema (swelling of legs/face) on 2nd May, 2013 which quite clearly indicates that this symptom did not exist till the time the patient was in contact with him.  As most of the able physicians, pulmonologists and cardiologists would agree, cardiac and pulmonary diseases are known to co-exist and the symptoms also overlap.  They are certainly not mutually exclusive as implied in this particular case by the complainant that the patient was diagnosed with cardiomyopathy in 2013 so the patient could not have had asthma in 2009.  The past diagnosis of asthma could not have been challenged on the basis of the current spirometry done in March, 2013, as the patient had been on the treatment for a long time which can render the PFT inaccurate.  He undertook to treat the patient’s medical condition to relive the patient of the patient’s chronic symptoms which he did to the best of his ability for three years as the patient approaches the doctor with the hope of getting cured and it is every doctor’s duty to keep that hope alive.  He instilled confidence in the patient that the patient could overcome the symptoms and lead a normal life with minimal disruptions in the patient’s routine.   The patient did not have to miss office or suffer hospitalization during the three years of the treatment.  He was always willing to respond to the patient’s calls and never neglected the patient willfully or intentionally, nor did he withdraw from the patient’s care, rather it was the opposite.  He did everything in his capacity as a qualified and experience medical practitioner to cure and render the patient fit.  He employed the standard medical procedure and protocol 
Contd/:

(10)

to treat the patient with circumstances, medical condition exhibited and diagnosed in the patient.  

In view of the above, the Disciplinary Committee observed that the patient had signs & symptoms suggestive of bronchial asthma as the patient improved clinically on therapy for asthma and was asymptomatic between the episodes of breathlessness during the three years follow-up with Dr. Hemant Tiwari.  Until the present episode, the patient was responding to therapy and was doing well.  However, surprisingly no chest x-ray was done during the entire period of three years when there was a regular contact between the patient & Dr. Hemant Tiwari.  
Dr. Nevin Kishore who followed-up the patient after Dr. Hemant Tiwari, agreed with the diagnosis of bronchial asthma and continued with the same line of therapy.  He got a chest x-ray done on 25th February, 2013, as the patient was not responding after one week of therapy.  Dr. Nevin Kishore read the x-ray as normal and documented it in the treatment card and continued with similar therapy even though the heart was enlarged and reported by the radiologist; Dr. Nevin Kishore claimed that the x-report was not brought to his notice by the patient.  
It is noted that it was only on 2nd March, 2013, the patient observed swelling in his legs and arms for which he consulted Dr. Deepak Talwar, consultant at Metro Hospital & Heart Institute, New Delhi who advised echo and chest x-ray.  The echo revealed LVEF-15% with LV Apical Mass with Mod MR.  The patient was referred to cardiology for admission.  The patient was admitted in CCU of Metro Hospital & Heart Institute on 4th March, 2013 and was diagnosed as a case of idiopathic dilated   cardiomyopathy  (biventricular),   LV ejection    fraction-15%,      
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M.R., severe PVH, congestive cardiac failure, large LV apical clot.  He was treated conservatively.  After about six days, he was shifted to the ward where he was gradually ambulated.  The patient was discharged on 14th March, 2013.  
It is observed that the symptoms with which the patient presented to Dr. Hemant Tiwari during the period of three years when he was under his treatment are typically of Bronchal Asthma and the fact that during this period the patient responded to the treatment prescribed by Dr. Hemant Tiwari; Dr. Hemant Tiwari cannot be faulted for making the diagnosis of Bronchal Asthma.  It is, however, observed that as a standard protocol, Dr. Hemant Tiwari should have advised chest x-ray of the patient.  Whether the x-ray could have shown up cardiomegaly is debatable because there is always a possibility that it may not have been present during that period; we, therefore, would not want to speculate about the presence or its absence.  The Disciplinary Committee holds that Dr. Hemant Tiwari erred in not advising chest x-ray.  With regard to the line of the treatment being followed by Dr. Nevin Kishore, it is observed that Dr. Nevin Kishore acted prudently by advising chest x-ray on 25th February, 2013, but erred in overlooking the presence of cardiomegaly which was very evident in the chest x-ray film.  
In view of the observations made herein-above, the Disciplinary Committee recommends that a warning be issued to both Dr. Hemant Tiwari (Delhi Medical Council Registration No. 35837) and Dr. Nevin Kishore (Delhi Medical Council Registration No. 15232) with a direction that Dr. Hemant Tiwari should undergo ten hours of Continuing Medical Education (C.M.E.) on the subject of chest disease and submit a compliance  report  to  this  effect  to  the  Delhi  Medical 
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Council and similarly Dr. Nevin Kishore should undergo ten hours of Continuing Medical Education (C.M.E.) on the subject of radiology relating to interpretation of x-rays and submit a compliance report to this effect to the Delhi Medical Council.
Complaint stands disposed.
Sd/:


            
          Sd/:
                    

(Dr. O.P. Kalra)
         

(Dr. Ajay Lekhi)           

Chairman,

        


Delhi Medical Association 

Disciplinary Committee 


Member,

      



                 


Disciplinary Committee

       Sd/:


       


Sd/:

           

(Shri Madan Lal)



(Dr. Ashwani Khanna)          

M.L.A.,

       


Expert Member

Member,


 

Disciplinary Committee 
       

Disciplinary Committee

      Sd/:







(Dr. Vimal Mehta)


  

  



Expert Member

Disciplinary Committee    

The Order of the Disciplinary Committee dated 16th June, 2015 was taken up for confirmation before the Delhi Medical Council in its meeting held on 3rd July, 2015 wherein “the Council confirmed the Order of the Disciplinary Committee dated 16th June, 2015.  The Council also confirmed the punishment of warning awarded to Dr. Hemant Tewari (Delhi Medical Council Registration No. 35837) and Dr. Nevin Kishore (Delhi Medical Council Registration No. 15232) by the Disciplinary Committee.








      By the Order & in the name of 








                 Delhi Medical Council 







          

         (Dr. Girish Tyagi)







                       

           Secretary
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Copy to :-
1) Shri J.M.L. Mathur, r/o, Flat No.65(GF), Tower 4A, GH-7, Crossing Republic, Ghaziabad, UP-201019.
2) Dr. Nevin Kishore, Through Medical Superintendent, Max Super Speciality Hospital, 1, Press Enclave Road, Saket, New Delhi-110017.

3) Dr. Hemant Tewari, B-5/6-4247, Vasant Kunj, New Delhi-110070.
4) OSD to DHS, Directorate of Health Services, Govt. of NCT of Delhi, F-17, Karkardooma, Delhi-110032-w.r.t. letter No.F-23/8/DHS/PG Cell (MCI)/ 2009-10/23285 dated 29.4.14-for information. 

5) Additional Secretary, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi-110077-w.r.t. No.MCI-211(2)(52)/2013-Ethics./24734 dated 30-7-13-for information.
6) Registrar, Uttar Pradesh Medical Council, 5, Sarvapally Mall Avenue Road, Lucknow-226001, Uttar Pradesh (Dr. Hemant Tewari is also registered with Uttar Pradesh Medical Council under registration No- 37964 dated 7-12-93)-for information & necessary action. 
7) Secretary, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi-110077(Dr. Nevin Kishore is also registered with the Medical Council of India under registration No.-14712/7/2/1996)-for information & necessary action.
8) Secretary, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi-110077-for information & necessary action.

         





           


(Dr. Girish Tyagi)   






               

Secretary

