
DMC/DC/F.14/Comp.1969/2/2019/


                                 30th October, 2019
O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a representation from Directorate of Health Services, Govt. of NCT of Delhi, seeking investigation into complaint of Shri Ashok Kumar Gupta, r/o Sudna Gayatri, Mandir Road near Davi Mandap, Teli Patti, Maidininagar District Palaangu, Jhaarkhand, Pin Code-822102 against Arogya Hospital, Chitra Vihar, Delhi.
The Order of the Disciplinary Committee dated 26th August, 2019 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a representation from Directorate of Health Services, Govt. of NCT of Delhi, seeking investigation into complaint of Shri Ashok Kumar Gupta, r/o Sudna Gayatri, Mandir Road near Davi Mandap, Teli Patti, Maidininagar District Palaangu, Jhaarkhand, Pin Code-822102 (referred hereinafter as the complainant) against Arogya Hospital, Chitra Vihar, Delhi. 
The Disciplinary Committee perused the complaint, written statement of Dr. Umesh Varma, copy of medical records of Arogya Hospital and other documents on record. 
The following was heard in person :-

1) Dr. Umesh Varma 
Consultant & Medical Superintendent, Arogya 

                                   Hospital 

The Disciplinary Committee noted that the Shri Ashok Kumar Gupta failed to appear before the Disciplinary Committee, inspite of notice. 

In the interest of justice, the Disciplinary Committee decided to proceed with the matter in order to determine it on merits.

The Disciplinary Committee noted that as per the complainant of Shri Ashok Kumar Gupta, on 31st May, 2016, the complainant’s son (the patient) Shri Manish consulted Dr. Birender Kumar for general weakness and swelling in feet.  Dr. Briendra Kumar advised blood investigations.   The investigation dated 1st June, 2016 reported the hemoglobin to be 8.80.  On 3rd June, 2016 around 7.30 p.m. after consultation with Dr. Briendra Kumar, the complainant and his son reported to Arogya Hospital, Chitra Vihar at 8.30 p.m. (03-06-2016).  On 3rd June, 2016, the complainant’s son was admitted in Arogya Hospital.  He (the patient) remained fine throughout the night.  On 9th June, 2016 at 9.00 a.m., Dr. Umesh Varma told them that his son was suffering from some unknown disease, and thus, he was shifted to I.C.U.  On 5th June, 2016, Dr. Umesh Varma told that some investigations have been sent outside, and after they recive their results, he will update them further.  It was told that his (the patient) HB was 9.3.  Even on 6th June, 2016, his son was talking and having his food.  On 7th June, 2016 at 9.00 a.m. in morning, it was informed that the HB had fallen to 6; hence, blood was to be transfused.  After the complainant arranged for blood, two bottles were transfused to his son.  Around 11.00 to 12.00 p.m. in the night, his son complained of burning sensation in his abdomen.  The doctors did not pay much heed to this.  On 8th June, 2016 at 8.30 a.m., Dr. Umesh Varma told that the HB of his son had fallen to 4 and that he had passed blood in his stools.  Thereafter, the complainant arranged for four bottles of blood from outside agency.  At around 12.00 noon, he was informed that his son’s condition had become critical and after half an hour, the doctor declared him dead.  He wants to know why his son died and whether he was given proper treatment or not.  
Dr. Umesh Varma, Consultant & Medical Superintendent, Arogya Hospital in his written statement averred that the patient Shri Manish Kumar was admitted in Arogya Hospital on 3rd June, 2016 at 10.10 p.m. with complaints of increasing weakness nine months, reduced appetite, swelling over both lower limbs with oozing of fluid from them x 15 days, increasing drowsiness; there was history of alcohol intake for about four years and was having excessive anxiety for nine months followed by business loss.  The patient latter also give history of having swelling in lateral side of neck two years ago needing aspiration and?  Excision of lymph node.  He was having weakness, tiredness and difficulty in doing even daily routine activities.  There was no history of GI bleed or haemoptysis and no history of DM HT CAD COPD.  On examination, the patient was emaciated.  The vital BP 110/60 pulse 130 RR-26/min SPO2 94% on room air.  The patient’s RBS was 86 at the time of admission.  The general examination showed pallor ++ bilateral pitting pedal oedema.  Systemic examination showed chest bilateral crepts CVS tachycardia CNS conscious abdomen was soft bowed sounds+.  The patient was admitted with admitting diagnosis of weakness and swelling of both lower limbs under evaluation?  Anaemia with hypoprotenemia.  The patient was started with nebulisation of duolin budecort, limb elevation, high protein diet, Razo emset tazocef IVF was advised at 50 ml hr.  Routine investigations were sent including CBC ESR GBP LFT KFT, thyroid profile blood culture mountox, HIV Malaria Antigen, CXR and USG.  The investigations showed HB 9.3 TLC 6600 DLC No 86 L 10 ESR 32 S Bil 1.2 SGOT 86.3 SGPT 67 SAP 760, PLC 1.16 urea 35 creatinine 0.86 NA 108 K 4.25 HIV non reactive malaria antigen negative CXR?  Fine infiltrates in bilateral lung?  Millary Koch’s??  Aspiration with right pleural effusion.  The detailed high risk consent was obtained from the complainant, explaining in detail the current condition of the patient and possible treatment option and outcome.  The patient was having falling SPO2 and fever, for which oxygen was started and PCM was given alongwith hydrocort and the patient was shifted to ICU and sodium correction was initiated.  In view of negative HIV report but features s/o immune compromised status western blot test was done alongwith CECT chest and WA stool R/M and occult blood.  ABG was done and albumin was infusion started and alongwith ATT tolvaptant and supportive care.  The patient episode of hypotension with blood pressure falling to 80/60 mm Hg; inatropes were initiated as noradrenalin double strength @ 3 ml/hr, which was later increased as per blood pressure and 3% NACL stopped after Na correction.  Pulmonary medicine review was done by Dr. Manish Tripathi and his advice was also incorporated in the treatment.  The poor general condition of the patient was again explained to the attendants at 8.00 p.m. on 4th June, 2016.  On 5th June, 2016, the patient was maintaining vitals with SPO2 on 100% with oxygen with respiratory rate of 20 with BP of 110/70 with inatropes was having negative balance.  The patient’s TSH came as 7.2, Eltroxin was started.  The patient’s repeat HB was 8.6 albumin was 2.0 K 2.5 urine ketones negative HBSAG and HCV negative.  Potassium replacement was initiated.  Again, written communication about the health of the patient was done with the complainant.  The patient was maintaining his (the patient) vitals; started orally accepting and passed stools Repeat investigations showed : S Aalbumin 2.7 NA 137 K 2, 24 Ca of .99 Hb 7.1 TLC 2600 DLC N 82 SGOT 56 had faecal occult blood positive with candida+.  Bone narrow aspiration and biopsy iron and B 12 level was planned alongwith plan for IV iron GMCSF UGIE and colon.  Two units PRBC requested for and transfused as repeat Hb came 4.8 TLC 3100 DLC on 80 PLC 0.91 albumin.  Nephrology review was done by Dr. Lalit and his advice incorporated in the treatment.  He had hematochezia at 8.30 a.m. on 8th June, 2016 leading to shock.  Immediate fluid resuscitation was started, plasma expander given, revici terlipressin given.   Ryles tube was placed and gastric lavage was done which was clear.  Was proposed for UGI endoscopy and colon if general condition permitted.  Three units blood was requested for and lab investigations were done.  The investigations showed : HB 3.8 k 3.5 Na 130.  He had cardiac arrest at 11.40 a.m.  CPR was started as per protocol and the patient was declared dead at 12.15 p.m. on 8th June, 2016.  The patient was emaciated malnourished alcohol user with past history of?  Tubercular lymphadenitis presenting with anaemia hypoprotenemia with dyselectrolytemia, Having?  Military Koch’s.  He was admitted in a sick condition with hypotension and hypoxia.  The detailed written informed consent was obtained.  He was managed well with inatropes and supportive care.  He was reviewed by the pulmonologist and the nephrologists.  The patient expired due to cacexia hypoprotenemia with massive lower GI?  Kochs.  
In view of the above, the Disciplinary Committee observes that the patient Shri Manish Kumar was suffering from severe chronic disease with malnutrition and was with known case of TB lymphadenitis.  The patient was sick and emaciated.  The patient was admitted with generalized anasacra with weakness.  The patient’s chest x-ray was suggestive of Millary Koch’s with pleural effusion.  The patient was having low protein and dyselectrolytemia.  All the efforts were done to correct dyselectrolytemia and low albumin.  The patient was started on antibiotics and was planned for further investigations.  Pulmonary and nephrology referral was taken.  However, one of the differential diagnosis in above case scenario could have been chronic liver disease (as the patient was alcoholic) with upper gastro intestinal bleed, which could have explained his disease process.  It would have been better to had a gastroenterology referral in this case to rule out this possibility.  The patient’s reports suggest that there was a drop-in haemoglobin from 9.7 to 3.8 which could have been due to bleeding inside.  No ultrasound, PT/APTT, endoscopy or other investigations were done to rule out this possibility. 
In light of the observations made herein-above, the Disciplinary Committee recommends that a warning be issued to Dr. Umesh Varma(Delhi Medical Council Registration No.16332).
Complaint stands disposed. 
Sd/:



    

Sd/:



(Dr. Subodh Kumar)      


(Dr. Ashwini Dalmiya)
  

Chairman,

         

Delhi Medical Association, 

Disciplinary Committee   

Member,


 

                     


Disciplinary Committee

Sd/:
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Disciplinary Committee   
The Order of the Disciplinary Committee dated 26th August, 2019 is confirmed by the Delhi Medical Council in its meeting held on 30th September, 2019.  

The Council also confirmed the punishment of warning awarded to Dr. Umesh Varma(Delhi Medical Council Registration No.16332) by the Disciplinary Committee.
 







   By the Order & in the name      








               of Delhi Medical Council 








                           (Dr. Girish Tyagi)







                                       Secretary
Copy to:-

1) Shri Ashok Kumar Gupta, r/o Sudna Gayatri, Mandir Road near Davi Mandap, Teli-Patti, Maidininagar District Palaamu, Jhaarkhand, Pin Code-822102.

2) Dr. UmeshVarma, Through Medical Superintendent, Arogya Hospital, Chitra Vihar, Delhi-110092.
3) Medical Superintendent, Arogya Hospital, Chitra Vihar, Delhi-110092.
4) Addl. Director, PG Cell, Directorate of Health Services, Govt. of NCT of Delhi, F-17, Karkardooma, Delhi-110032-w.r.t. letter No.F-23/9/PG Cell/DGHS/2016/ 180845 dated 25.10.2016-for information.
5) Registrar, Uttar Pradesh Medical Council, 5, Sarvapally Mall Avenue Road, Lucknow-226001, Uttar Pradesh (Dr. Umesh Varma is also registered with the Uttar Pradesh Medical Council under registration No.42152 dated 17.04.1998)-for information & necessary action.
6) Secretary, Medical Council of India, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077-for information & necessary action. 

                    






                  (Dr. Girish Tyagi)

                                 




                                Secretary
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