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                                      10th April, 2019
O R D E R 
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Smt. Mahima Arora, w/o Shri Sunny Arora, r/o- 2677, Outram Lane, Kingsway Camp, Delhi-110009, forwarded by the Medical Council of India, alleging medical negligence on the part of doctors of Jivodaya Hospital, Ashok Vihar, Phase-1, Delhi-110052. 
The Order of the Disciplinary Committee dated 18th March, 2019 is reproduced herein-below:-
The Disciplinary Committee of the Delhi Medical Council examined a complaint of Smt. Mahima Arora, w/o Shri Sunny Arora, r/o- 2677, Outram Lane, Kingsway Camp, Delhi-110009 (referred hereinafter as the complainant), forwarded by the Medical Council of India, alleging medical negligence on the part of doctors of Jivodaya Hospital, Ashok Vihar, Phase-1, Delhi-110052 (referred hereinafter as the said Hospital).  

The Disciplinary Committee perused the complaint, written statement from Jivodaya Hospital enclosing therewith joint written statement of Dr. Malaya Ghosh, Dr. Pooja Jain, copy of medical records of Jivodaya Hospital and other documents on record.

The following were heard in person :-

1) Shri Dharam Pal

Father-in-law of the Complainant 

2) Dr. Malaya Ghosh

Consultant, Jivodaya Hospital

3) Dr. Pooja Jain


Co-Consultant, Jivodaya Hospital

4) SR. Sudeep. SD 

Administrator, Jivodaya Hospital

The complainant Smt. Mahima Arora in her complaint alleged that he was taking treatment permanently, as she was pregnant and registered her name in Jivodaya Hospital, for delivery vide registration No.2334 /16. The doctors of the said hospital had fixed the date of delivery i.e. 18.05.2017 and as per advice, she was admitted in the said hospital and the concerned doctor of the said hospital had told her that surgery would be done for delivery.  As per the advice of the concerned doctor, she was ready for surgery and all the formalities were completed and caesarean operation was done on 18.05.2017 in the morning hours and she delivered a female child. When she and other family members have confirmed from the concerned doctor whether the surgery was successful or not, the doctor(s) confirmed that the surgery was successful.  The next day i.e. 19.05.2017 her health became serious but no proper medicines was provided to her.  When her health was going from worse to worst, then the doctor(s) of the Jivodaya Hospital had taken her in to the OT during night hours at 11.00 p.m.  And next morning on 20.05.2017 at 5.00 a.m., the doctor(s) had told regarding the seriousness and that the bleeding was not stopping and due to this reason the blood of her body had almost finished and all her organs were not working properly.  And in critical situation, the said hospital had also backed out and advised her to go to other hospital for saving her life.  The  complainant  and family members came to know that due to the negligence of the said hospital, the caesarean operation had failed and some veins had been disturbed/ cut by the doctors negligently and due to this reason the bleeding did not stop and also urine was not passing properly.  As per advice of the said hospital, family members took her to an another hospital (Fortis Hospital) on 20.05.2017 at 5.00 a.m.  There they kept her in ICU for a month and also kept her on ventilator during her treatment, and due to this her family members suffered great trauma.  The Delhi Medical Council can also understand the condition of the baby without mother. In the Fortis Hospital, she had been given a session of heparin free hemodialysis with 2 liter UF with 6 unit "FFP transfusion.  At evening her hemoglobin dropped to 7GM%, so she was transfused 1 unit for PRBC. On 21.05.2017, her clinical condition deteriorated. Further, she was dialyzed with UF 2.5 liters and given 8 units of FFP.  Her investigation showed drop in hemoglobin-5.6, platelet count 28000 and LDH increased to 2670, indirect bilirubin also increased.  Due to negligence of the said Jivodaya Hospital, her kidney had been damaged and her family members had taken her to Max Hospital, Saket, New Delhi, for BYFC where she got very serious and was taken back to Fortis Hospital and they kept her in ICU for one week.  It is very regretted that the dialysis was required for saving her life twice in a week.  Due to the negligence of the said hospital, her kidney had permanently damaged and was she is now dependent on dialysis on regular basis. Family members have spent more than 40 lakh on her treatment. And only due to the negligence of the above said Jivodaya Hospital her mental and physical health was deteriorating day by day and family members were facing huge financial crises. So, the Delhi Medical Council is requested to take appropriate action in this matter and grant her justice. 

Dr. Malaya Ghosh, Consultant, Jivodaya Hospital stated that the complainant Smt. Mahima was given all possible care in Jivodaya Hospital during her stay. They at Jivodaya Hospital work in a very systematic and duty-bound way and it is thus impossible that any patient will be left unseen or unattended.  The complainant’s caesarean section was done on 18/05/2017 for a valid reason with a proper written and informed consent.  The surgery was uneventful.  It was performed by qualified and experienced doctors. The complainant’s 24 hour post-op period was uneventful. During this period, the complainant was checked by the operating surgeon and the resident on duty regularly.  On the next day i.e. 19/05/2017, the records confirm that the complainant was continuously monitored by the different doctors from time to time and was given all necessary medical care.  It was the complainant first post-operative day when the complainant was allowed oral fluids.  On the afternoon of the same day, the complainant had vomiting and loose motions. Exact cause of this problem is difficult to pinpoint.  The   complainant was   already   on antibiotics and I.V fluids, so same medications were continued. A matter of concern was her sudden decrease in urine output which developed after 4.00 p.m. of 19/05/2017.  The complainant who had 2250 ml output on first post-operative day, why should she have oliguria?  There was no episode of excessive bleeding per vagina, neither any evidence of shock or low B.P.  The patient was apparently quite comfortable; the complainant was sitting up and was also feeding her baby.  When examined by the obstetrician in evening (around 6.00 p.m.), there was no abnormal bleeding from anywhere.  The complainant’s dressing was dry, vaginal bleeding was within normal limits, uterus was contracted and vitals were stable. Every patient complains of some pain on first post-operative day.  The complainant also complained the same way.  There was no tachycardia, no fall in B.P, no abdominal distension, no abnormal tenderness in abdomen. There was no breathlessness, no pedal oedema. Therefore, watery loose motions and vomiting was thought, as the most likely cause of decreased urine output.  The complainant was encouraged to drink fluids and I.V fluid was continued.  When the complainant urine output did not show any improvement a fluid challenge was advised. The complainant’s Foley's catheter was also changed to rule out any blockage causing decrease in urine output. The complainant’s soakage of wound was also sudden. It appeared around 10.00 p.m.  The complainant was attended to by the resident doctor and the operating surgeon almost immediately.  Obstetrician recorded her pulse: 100/min, B.P : 110/60.  The complainant was conscious and well oriented but the complainant looked pale.  The complainant complained of pain at the stitch site and on opening the dressing, collection of blood was also seen under the skin. Ultrasound was done urgently and a parietal hematoma was confirmed. To rule out any surgical cause of bleeding/urinary obstruction and to relieve pain by draining the hematoma a decision of exploratory laparotomy was taken.  As per record (surgeon and obstetrician), no obvious bleeder was found. There was no broad ligament or vesicouterine pouch hematoma. It is to be noted that parietal hematoma appeared 36 hours after the primary surgery which would not have been the scenario if any major bleeder was left at the time of primary surgery.  Only oozing was found.  While closing the skin, oozing from the skin wound was again observed suggestive of presence of? DIC. Blood parameters were yet to come; only low platelet count (60,000) was reported.  Therefore, the allegations that the caesarean section had failed and some veins had been disturbed/cut by the doctors negligently, are vehemently denied.  The allegations made are thus absolutely false and baseless. Infact, the complainant’s sudden decrease in urine output followed by appearance of wound soakage in absence of any feature of shock or surgical trauma could not be explained at that moment.  As the complainant was unable to maintain oxygen saturation and there was no urine output, a decision of shifting her to a nearby higher centre for ventilatory support and nephrology care was taken.  It has been highlighted that they also consulted an obstetrician and nephrologist in Fortis Hospital, arranged a bed in I.C.U for the complainant and accompanied her to Fortis Hopsital, Shalimar Bagh. The complainat’s health status and the treatment regimen given to the complainant, was regularly followed up by them.  She had a primary wound healing at the surgical site.  There was no wound infection.  Considering post partum hemolytic uremic syndrome (HUS), as a strong possibility, the complainant was given repeated sessions of plasmapheresis.  The complainant’s platelet count improved alongwith her general condition but still there was no urine output.  At a later date, the complainant’s kidney biopsy, done from a place of her choice (Max, Saket) confirmed the diagnosis of HUS.  HUS is a rare disorder involving body’s immune system. It is complement mediated disorder and can present in post-partum period with sudden acute renal shutdown.  Pregnancy is known to be one of the precipitating factors.  It can occur in uneventful delivery. It is known to cause profound renal involvement resulting in End Stage Renal Disease (ESRD).  According to William’s obstetrics (24th Edition), its incidence amongst pregnant ladies is 1: 25,000.  The majority (71%) of cases of HUS in pregnancy develop in post-delivery period.  Mortality rate in pregnancy related HUS is as high as 50-60%.  The treatment with plasmapheresis has decreased mortality rate significantly, though ESRD occur in 50%.  HUS has been listed as a cause of acute kidney injury in postpartum period. Various international published articles referring to the same are also attached.  It is because of their prompt action and timely referral; the patient's life could be saved. Now with the complainant’s diagnosis of HUS, it can be explained why the complainant had AKI (Acute Kidney Injury), in the absence of features of shock.  It is very unfortunate that in spite of her sincere and diligent efforts, the complainant has thrown wild accusations against the doctors and the hospital. 

Dr. Pooja Jain, Co-Consultant, Jivodaya Hospital reiterated the stand taken by Dr. Malaya Ghosh. 
SR. Sudeep. SD, Administrator, Jivodaya Hospital in his written statement averred that the complainant Smt. Mahima was admitted in Jivodaya Hospital on 17/05/2017 at 09.10 p.m. for undergoing an elective caesarean section on 18/05/2017.  She underwent an elective LSCS on 18/05/2017 around 9.30 a.m. for being primi-gravida at 38 weeks 2 days gestation with breech presentation, after taking written consent. The surgery was totally uneventful in view of any difficulty faced by the surgeons. Spinal anaesthesia was given following which, she delivered a healthy female body weighing 3 kg at 10.02 a.m. on 18/05/2017.  Post-surgery, she was shifted to post-operative care room at 11 a.m. as per the routine care at Jivodaya Hospital.  The post-operative findings were : uterus, bilateral tubes and ovaries normal, liquor clear and blood loss average. Post- operative, urine catheter drained: 500 ml clear urine.  She was given a routine post-operative injection Ceftriaxone (Monotor-XP), injection Metrogyl, injection Rantac, Perinorm and analgesic. Both the surgeons and anaesthetist monitored the complainant till the time complainant settled down in post-operative room.  She was seen in the post-operative care room at 1.30 p.m. by the resident doctor and found to be in stable condition with 700 ml urine output.  After that, she was checked at regular intervals and her vital parameters, uterine tone, breeding per vagina and urine output was all monitored as per standard norms. In the evening at around 7.30 p.m., she was checked by the treating doctor herself and all her parameters were found to be normal.  She was also checked regularly by the resident doctor in night.  Day after, the elective surgery 19/05/2017, she was first checked by the duty doctor at 7.15 a.m. and found to be comfortable and stable. Her total urine output was 2250 ml (last 24 hours), bowel sounds were present, vitals were normal. She was allowed liquids orally in addition to continuation of 3 more vacs of intravenous fluids as for every caesarean done under spinal anaesthesia.  She was again checked by the duty doctor at 9.00 a.m. and found to be absolutely fine with no complaints. At 9.50 a.m., she was checked by the treating consultant followed by the co-consultant and on being found stable she was shifted to her room.  She was continuously monitored by the nursing personnel after being shifted to her room.  The duty doctor during her round at 3.30 p.m. observed that the complainant has had a bout of watery loose motions and an episode of vomiting. She complained of back pain. Her pulse was 88/min, B.P 130/80, abdomen soft, uterus well contracted, and urine clear.  As the complainant was already on antibiotics, the same treatment was continues, and a stool culture was advised. At 5.40 p.m., she was seen by the unit co-consultant. She was feeding her child at that time and complained about pain in back and abdomen. On examination her vitals were stable- pulse-96/min, blood pressure- 110/60, and abdomen was soft, dressing dry and uterus well contracted.  Bleeding through vagina was normal. She had accepted liquids orally of about 1210 ml (frooti, coconut water and plain water). She also received intravenous fluids of about 1000 ml by that time. Her total urine output was 350 ml since morning, plus two watery loose motions and one vomiting. In the presence of normal vitals, the pain abdomen was considered as normal post-operative pain maybe slightly aggravated due to bouts of vomiting and loose motions. She was already on intravenous fluid which was made fast and she was told to have plenty of oral fluids keeping in mind that the urine output was low. At 8.30 p.m., nursing staff informed the co-consultant that the complainant has no further urine output for which she was advised to start two vacs of ringer lactate and give it fast within one hour, as a fluid challenge. At 10.00 p.m., the resident doctor again checked the complainant as there was no further urine output. The catheter was changed to rule out any blockage.  Around the same time the doctor found the dressing to be slightly soaked on one side. When no urine came even after changing the catheter she informed the treating consultant about the same as well as the soakage of abdominal dressing. The treating consultant told her to administer 20mg I.V. Lasix stat. The treating consultant saw the complainant at 10.30 p.m. at that time the complainant complained of throbbing pain in the lower abdomen and she looked pale as well. Her pulse was 100/min and blood pressure at that time was 110/60. After removing the dressing of abdominal wound, collection of blood was seen underneath the wound. An emergency call was sent for urgent ultrasound of the abdomen. The whole gynae. consultant team, physician, and general surgeon of the hospital were called for evaluation and deciding the further line of treatment.  Three units of fresh frozen plasma and two units of packed cell volume were also arranged keeping in mind the possibility of disseminated intravascular coagulation. Blood investigations: HB, platelet, PT, APTT and KFT were sent ultrasound was done on emergency basis and the report showed 100*98 mm hematoma in the parieties, uterus was empty and free fluid was seen in the both flanks and hepatorenal angles.  Rest of the abdominal viscera was found to be normal. The complainant and her relatives were explained about the condition of the complainant regarding sudden development of decreased urine output and appearance of blood collection in the abdominal wound and an informed consent was taken for emergency exploratory laparotomy. The complainant was given ASA grade II risk assessment on PAC sheet before re-laparotomy.  The per-operative findings were as follows:  around 150 cc of clot and liquefied blood was removed from underneath the rectus sheath. No spurter or any bleeder found in the parities. Non clotted blood of about 800 cc was found in the peritoneal cavity, but there was no hematoma anywhere. Uterine incision site, posterior surface of uterus and whole broad ligament was found to be normal, no bleeding point found at any of the peritoneal surface or visceral area. The operation was assisted by the general surgeon and senior gynecologist of the hospital to ensure haemostasis and presence of bleeder from any site inside of abdomen. The urologist did cystoscopy and found the bladder to be empty and normal.  As a precautionary measure he catheterised both the ureters also. During the surgery total of 80 mg lasix was given but there was no urine output. Nearly 3 litres of fluid was given intraoperative in form of 3 bottles of crystalloids, 1 bottle of colloid, 2 units of packed cell volume, 2 units of platelets. There was no urine output during the whole course of surgery. The whole procedure and administration of fluid and medicine was supervised by the anaesthetist and physician of the hospital. Since there was already volume overload, 2 units of platelets and one unit of fresh frozen plasma were withheld and after the completion of procedure, extubation was attempted. After extubation, the complainant could not maintain oxygen saturation and she needed intensive care and possibility 'of dialysis was also there due to oliguria. A decision to transfer the complainant to a higher centre was taken. The whole proceedings were explained to the relatives of the complainant and they were given the choice to choose the tertiary hospital according to their suitability. The relatives chose to go to Fortis Hospital, Shalimar Bagh. A gynaecologist from Fortis Hospital was requested to visit the hospital, she was explained the whole condition. A consultation from nephrologist of Fortis Hospital was sought over phone and after making all the arrangements for admission at Fortis Hospital, the complainant was shifted to Fortis Hospital, Shalimar Bagh alongwith proper transfer summary. The treating doctor and her team accompanied the complainant and the relatives to the Fortis Hospital to make sure they explain the whole sequence of events to the Fortis Hospital’s doctors and settle the complainant in ICU.  They kept a track of the condition of the complainant and also of the treatment given to her in Fortis Hospital.  She was treated keeping in mind post-partum hemolytic uremic syndrome (HUS) as a strong possibility and was managed on these lines including plasmapheresis.  Kidney biopsy done later clinched the diagnosis.    
In view of the above, the Disciplinary Committee observes that the complainant was admitted on 17.05.17 at 9.20 p.m. in the said Hospital for elective LSCS (Lower Section Caesarean Section).  Elective LSCS was performed on 18.5.2017 for breach at 10.02 a.m. and female baby delivered. There was no antenatal complication. In the postoperative periods, the complainant was alright and stable and shifted to room.  The complainant was seen regularly by the doctors on duty.  Around 32 hours(i.e. 10.30 p.m. 19.05.2017), after LSCS the complainant was found to have anuria and her dressing was soaked with blood. The complainant was managed. Blood investigations showed deranged renal function test and Hb of 7.1 gm and platelet count 60,000. USG showed hematoma. The complainant was re-explored (laparotomy done at 3.20 a.m. on 20.05.2017) and managed with anaesthetist and physicians.  On relaparotomy, about 150 cc of clot and liquefied blood removed from underneath the rectus sheath.  Peritoneal cavity had no clot, but non clotted blood of about 500 to 800 ml sucked out.  However, since the patient required ICU care and dialysis for anuria, she was transferred to I.C.U. of Fortis Hospital, Shalimar Bagh on 20th May, 2017.  The complainant was admitted on 20th May, 2017 in Fortis Hospital.  On presentation, she was tachypenic, restless conscious considering postpartum HUS as a strong possibility.  She was given plasmapheresis with dialysis.  She was duly investigated and treated conservatively.  Since the complainant remained anuric, she was planned for kidney biopsy but the same was refused by the complainant and her attendants.  The complainant, thereafter, was discharge on 5th June, 2017 on medication with advice to review in OPD.  Again the complainant was admitted on 8th June, 2017 in Fortis Hospital as a follow-up of acute kidney injury (dialysis dependent) with severe breathless condition.  Her chest x-ray showed pulmonary edema.  Echo showed LVEF-30%.  She was managed conservatively with I.V. antibiotics and other supportive medications and underwent haemodialysis/SLED.  She responded to the treatment and was discharged in stable condition on medication on 15th June, 2017.  The complainant was subsequently admitted in Max Super Speciality Hospital, Saket on 21st June, 2017; the initial investigations revealed serum creatinine of  7.2mg/dl.  The permcath was inserted on 21st June, 2017.  The native kidney biopsy was done on 21st June, 2017.  The complainant was discharged on 22nd June, 2017.  The histopathology (S-7478/17) of biopsy kidney report dated 28th June, 2017 gave the impression of ‘Renal Cortical Necrosis (Patchy) and vascular changes; compatible with pregnancy retained TTP/HUS.  
In light of the observations made herein-above, it is the decision of the Disciplinary Committee that in this case, the complainant was treated as per accepted professional practices in such cases, hence, no medical negligence can be attributed on the part of doctors of Jivodaya Hospital, in the treatment administered to the complainant.  
Complaint stands disposed. 
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The Order of the Disciplinary Committee dated 18th March, 2019 was confirmed by the Delhi Medical Council in its meeting held on 27th March, 2019. 
      By the Order & in the name      








                  of Delhi Medical Council 








                               (Dr. Girish Tyagi)







                                           Secretary

Copy to:- 
1) Smt. Mahima Arora, w/o Shri Sunny Arora, r/o- 2677, Outram Lane, Kingsway Camp, Delhi-110009.
2) Dr. Malaya Ghosh, Through Medical Superintendent, Jivodaya Hospital, Ashok Vihar, Phase-1, Delhi-110052. 
3) Dr. Pooja Jain, Through Medical Superintendent, Jivodaya Hospital, Ashok Vihar, Phase-1, Delhi-110052.

4) Medical Superintendent, Jivodaya Hospital, Ashok Vihar, Phase-1, Delhi-110052.
5) Section Officer, Medical Council of India, Pocket-14, Phase-1, Sector-8, Dwarka, New Delhi-110077-w.r.t. letter No. MCI-211(2)(Gen)/2018-Ethics/10798 dated 23-05-18-for information. 
6) Chairperson, Delhi Commission for Women, C-Block, IInd Floor, Vikas Bhawan, I.P. Estate, New Delhi-110002-w.r.t. letter D.O. No.DCW/2397/FK/2018 dated 12-10-18-for information. 
                                  (Dr. Girish Tyagi)

                                               Secretary
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