DMC/DC/F.14/Comp.545/2009/




       23rd December, 2009

O R D E R

The Delhi Medical Council examined a complaint of Shri R.K. Dutta r/o. B-55, 1st Floor, NDSE-I, New Delhi – 110049, alleging medical negligence on the part of Dr. Neelam Aggarwal, in the treatment administered to complainant’s wife late Nilu Dutta (referred hereinafter as the patient) at Manav Medicare Centre,  E-11, South Extension Part-I, New Delhi – 110049 (referred hereinafter as said Centre)resulting in her as well as her baby’s death on 2.11.2008. 

The Delhi Medical Council perused the complaint, written statement of Dr. Neelam Aggarwal, written submissions of Shri R.K. Dutta, medical records of Manav Medicare Centre, other documents on record and heard the following in person :-
1) Shri R.K. Dutta

Complainant 
2) Dr. R.N. Lal


Brother in law of the complainant

3) Dr. Ajay Chaudhary

Friend of the complainant
4) Mr. Anshuman Gunjan

Nephew of the complainant

5) Dr. V.K. Aggarwal

Medical Director, Manav Medicare Centre

6) Dr. Neelam Aggarwal 

Consultant Obst. & Gynae., Manav Medicare Centre 
7) Dr. Debashis Dhar

Consultant Anaesthetist, Manav Medicare Centre 
8) Dr. Ashok Bhatt
Consultant Anaesthesiologist, Manav Medical Centre 

9) Dr. Yogesh Gautam
Medical Superintendent & Consultant Surgeon, Manav Medicare Centre

Briefly stated the facts of the case are that the patient with history of G2  P1 L1 Ao with 42 weeks pregnancy was scheduled for Elective Caesarean Section on 2.11.2008 at 10.30 am.  However, she was admitted on 1.11.2008 at 7.30 pm at the said Centre with complains of discomfort / pain-irregular.  At that time, it was decided to go for trial of scar if the patient went into active labour in night, with the direction to regularly monitor fetal heart rate (FH).  At 6.00 am (2.11.2008) the patient  went  into  active  labour.    She  was  administered epidural analgesia around 6.45 am and 
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continuous cardiotocography (CTG) was commenced to monitor the fetal heart rate and uterine contractions.  Around 9.15 am the patient was administered second dose of epidural analgesia.  At 10 am she was transferred to the delivery room.  At 10.30 am crowning of head was seen with the patient bearing down.  However, at around 11 am patient complained off sudden chest discomfort and became unresponsive.  Resuscitative measures were initiated with the help of anaesthetist and pediatrician.  Baby delivered by outlet forceps and handed over to the pediatrician A/S O/1, 0/5 Fresh still-birth.   Patient continued to remain asystole and in spite of all resuscitative measures could not be revived and declared dead at 11.30 am (2.11.2008).  The family of the patient’s were advised autopsy but the same was refused.  As per the death summary of the said Centre, the likely cause of death was amniotic fluid embolism.  
It is alleged by the complainant that the following acts / omissions on the part of Dr. Neelam Aggarwal of the said Centre constituted medical negligence :-
As per history recorded in prescription, 15.10.2004, C/S, Elect. C/S small pelvis.  It was not excluded throughout the ante-natal checkup that pelvis was adequate to give birth by normal delivery and patient died while she was being tried normal delivery at Manav Medical Centre on 2nd November, 2008.  No ultrsonography was done from 14.8.2008 till death (throughout antenatal checkup) to see the condition of the mother and baby (evident from the prescription) when there is history of 1st baby by Caesarean section 4 years back.  Undue delay by doctor endangering the life of the mother and the baby-LMP-10.1.2008, EDD-17.10.2008 294 days (42 weeks) on 29.10.2008.  1st baby 4 years back by C/S.   Patient having such history in India, obstetricians hardly wait even few days post EDD, while the treating obstetrician allowed the pregnant mother to go into post maturity (which is very risky, evident from documents / books) endangering the life of the mother as well as the baby, leading to this disaster.   

It is also alleged that the second dose of epidural anaesthesia was repeated by Dr. Neelam Aggarwal and not the anaesthetist and that the anaesthetist was not present during labour procedure.  It was further alleged that it is documented that baby can be salvaged upto 10 minutes after the death of the mother, in this case, no effort was taken to save the baby, no cause of still birth is mentioned.  In death certificate, amniotic fluid embolism is written as the cause of death.  The nursing home was not equipped well to deal with such deadly complications.  They should not take up such type of cases in city like Delhi.  
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Dr. Neelam Aggarwal in her written statement averred that the baby’s head was visible at the perineum within 5 hours of active labour (2.11.2008, 5.30 am to 10.30 am) which demonstrates that the pelvis was not small for this baby.  The only way to check if a pelvis is adequate to give birth by normal delivery is trial of labour.  This trial of labour or trial of scar (if previous LSCS) is done under guidelines within safe limits to mother and baby.  These guidelines were strictly followed during the intra-partum care of Mrs. Dutta.  Various modes of delivery were discussed thoroughly with Mr. and Mrs. Dutta on there first visit and again at subsequent antenatal visits.  A decision of trial of vaginal delivery with epidural analgesia was taken.  It was again discussed on 1.11.2008 when she was admitted in prelabour, although possibility of LSCS was kept in mind.   Routine ultrasonography as a standard practice is recommended at 11-14 weeks of gestation for fetal number, viability, gestational age, placental location and nuchal translucency; and follow-up scan at 18-20 weeks gestation as a level two scan for fetal abnormality.  Subsequent ultrasonography is indicated only if any maternal or fetal factor of concern is detected during clinical checkups.  There was no such indication at her first visit on 14.8.2008 at 30 weeks or thereafter.  The fetal growth and presentation were clinically satisfactory.  The history of first baby 4 years back by caesarean section per se doesn’t indicate sonography in the third trimester.  37 to 42 weeks is the normal span in which a term labour can commence spontaneously and intervention in this is indicated only if maternal or fetal factors warrant urgent delivery.  No such maternal or fetal feature was detected before 30.10.2008.  There was no undue delay in planning delivery at 42 weeks gestation.  As Mr. Dutta is keenly interested in numerology and astrology, he strongly stated on their visit on 30.10.2008 (42 weeks) that the auspicious date and time for delivery would be 2.11.2008 after 10.30 am.  As there was no clinical urgency felt and in order to accommodate the family’s beliefs, elective LSCS was planned for 2.11.2008 at 10.30 am, indication: non-commencement of spontaneous labour.  However, a few hours before the scheduled time, she went into spontaneous labour and progressed well.  There were no intrapartum complications or problems to forewarn the patient or her family.  All the intrapartum care was provided in a transparent and honest manner.  Mr. Dutta was by his wife’s bedside throughout during first and second stage of labour.  Despite his apprehension, he was encouraged to come into the delivery room so as to give emotional and moral support to the patient.  Delivery was expected without any complications.  Mr. Dutta is well-educated and has witnessed himself all  the events personally, including inside the delivery room.  Epidural analgesia was provided by 
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a very senior anesthetist and the whole procedure was totally under his guidance and supervision.  The anesthetist attached to Manav Medicare Centre work as a team.  There are five of them working in a group so as to be available round the clock whenever the situation arises.  Adequate anesthetist care during epidural analgesia and trial of labour was provided.  Salvaging the mother takes precedence over salvaging the baby.  This catastrophic incident was so devastating that all efforts were directed at resuscitating the mother.  Amniotic fluid embolism is a rare and unpredictable complication.  The mortality for the mother and fetus is very high, even in the best medical centers worldwide.   Even when the greatest care is taken, this mishap is unavoidable as there are no identifiable predisposing factors.  Our medical centre also set up an internal audit consisting of two gynecologists, a surgeon and two anesthetists to look into this matter.  It was concluded that this mishap, though being very unfortunate and devastating both for the family and doctors concerned, was unavoidable.  
Dr. Debashis Dhar, Consultant Anaesthesiologist, Manav Medical Centre stated that on 2.11.2008 he administered both the first and second dose of epidural analgesic to the patient and was also present during the labour management and subsequent resuscitation of late Neelu Dutta.  

In light of the above, the Delhi Medical Council observes that the condition of the mother and baby were all right.  The condition of the fetus was being assessed only clinically, rather than by biophysical profile.  Without any high risk factor, patient with or without previous LSCS, can be allowed to wait till 42 weeks.  However, patient went into spontaneous labour and progressed normally.  The progress of the labor was rather quick and baby was delivered with ease.   This itself implies that pelvis was adequate for vaginal delivery.  Unfortunately patient collapsed when fully dilated and could not be resuscitated.  In the absence of autopsy report the most probable cause of death seems to be amniotic fluid embolism as is asserted by Dr. Neelam Aggarwal and reflected in the records of the said Centre.  Amniotic fluid embolism is a rare but known complication which carries a high mortality.  

As far as still birth of the baby is concerned, the attending doctor tried hard to resuscitate the mother which seemed a priority at that time and in the event of shock, baby could not be salvaged.
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It is, therefore, the decision of the Delhi Medical Council that the line of treatment adopted in the management of this case was as per accepted professional practices in such case and no medical negligence can be attributed on the part of Dr. Neelam Aggarwal of Manav Medicare Centre. 

Complaint stands disposed.

By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)

Secretary

Copy to :- 

1) Shri R.K. Dutta, B-55, 1st Floor, NDSE-I, New Delhi – 110049

2) Medical Director, Manav Medicare Centre, E-11, South Extension Part-I, New Delhi – 110049 

3) Dr. (Mrs.) Neelam Aggarwal, Consultant Obst. & Gynae., Manav Medicare Centre, E-11, South Extension Part-I, New Delhi – 110049 

4) Medical Superintendent (Nursing Homes), Directorate of Health Services, Govt. of NCT of Delhi, Swasthiya Sewa Nideshalay Bhawan, F-17, Karkardooma, Delhi – 110032 – With reference to letter No. F.23/(65)/MSNH-II/DHS/HQ/2008-09/3104 dated 22nd January, 2009.
5) Additional Secretary, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi – 110077 – with reference to letter No. MCI-211(2)(486)/2008-Ethics/20747 dated 26.2.2009

6) Superintendent (H&FW), Deptt. of Health & Family Welfare, Govt. of NCT of Delhi, 9th Level, A-Wing, Players Building, Delhi Secretariat, I.P. Estate, New Delhi – 110002 – With reference to letter No. F.342/C-18/2009/H&FW/6854 dated 9th October, 2009.   

(Dr. Girish Tyagi)

Secretary

