DMC/DC/F.14/Comp.3448/2/2023/
                                                             12th September, 2023

O R D E R

The Delhi Medical Council through its Executive Committee examined a complaint of Dr. Ashish Kapoor, r/o H. No. 2347, 2nd Floor, Hudson Lane, GTB Nagar, Kingsway, New Delhi alleging medical negligence on the part of doctors of Max Hospital, 2, Press Enclave Road Saket New Delhi-110017, in the treatment of complainant’s father Shri Mohan Kapoor, resulting in his death on 10.5.2021. 

The Order of the Executive Committee dated 10th July, 2023 is reproduced herein below:-
“The Executive Committee of the Delhi Medical Council examined a complaint of Dr. Ashish Kapoor, r/o H. No. 2347, 2nd Floor, Hudson Lane, GTB Nagar, Kingsway, New Delhi alleging medical negligence on the part of doctors of Max Hospital, 2, Press Enclave Road Saket New Delhi-110017(referred hereinafter as the Hospital), in the treatment of complainant’s father Shri Mohan Kapoor(referred hereinafter as the patient), resulting in his death on 10.5.2021. 

The Executive Committee perused the complaint, written statement of Dr. Pranav Shankar Medical Superintendent of Max Super Speciality Hospital enclosing therewith, written statement of Dr. Vivek Nangia, copy of medical records of Max Super Speciality Hospital and other documents on record. 
Complainant Dr. Ashish Kapoor alleged that there were grave issues and negligence in clinical management, flouting of government guidelines and inappropriate billing at Max Hospital, Saket, New Delhi. His father, Shri Mohan Kapoor was admitted to Max Hospital Saket on 28th April, 2021 with the hope of getting the best care for COVID 19 a hospital could provide in Delhi. However, he lost him on 10th May, 2021. His admission details were- MAX ID SHPS0000130576 and IPID number 408438. He had shared his concerns with Dr. Saurabh Lall, GM Operations, Max Hospital Saket on 10th June, 2021 and subsequently with Dr. Mradul Kaushik and was assured of a diligent review of all his listed concerns, even after multiple reminders, he has not received any satisfactory response from the Hospital on the concerns raised by him. Being a powerful corporate hospital, they very conveniently ignored all his concerns and made literally difficult for him to reach out to them. He wishes to submit that the doctor, he admitted him under, thinking that he is the Head of Pulmonology and will give best care, Dr. Vivek Nangia, did not visit his father even one single time. Not only him, his colleague Dr. Naveen Kishore or any of their team members also never bothered to visit the ailing patient. While 2 consult visits have been charged in the bill daily (@Rs. 1600/- each). There were no efforts to clinically evaluate the patient, monitor the progress or customize the treatment. There were other Pulmonologists in the hospital who he saw visiting their patients twice daily in the ICU for clinical evaluation and monitoring. If only ICU patients could be treated through telemedicine, they would not have a shortage of doctors in the world. He was appalled at the lack of commitment and concern for a patient that due to disinterest and non-availability of treating doctors and their teams, continued to deteriorate while admitted and ended up landing in the ICU and even then the treating team did not bother to display any sign of concern or care to manage the situation and choose to remain conveniently aloof while religiously billing the patient for visits never made. Dr. Vivek Nangia called him only once on the night of 10th May when his father passed on. During the brief call, it was amply evident that he knew absolutely nothing about his father’s case. There was a complete lack of coordination between the primary care team headed by Dr. Omender primarily because Dr. Vivek Nangia’s focus remained billing rather than patient care. In addition to pointing out the gross negligence on part of the treating team, he would like to highlight certain specific clinical concerns he have been requesting answers for but the Max management has conveniently chosen to dodge persistently; He is unable to fathom why a highly toxic drug like Amphoterecin B was repeatedly given to his father. While there was no evidence of fungal infection/ mucor. Despite seeking repeatedly, the Max management has been unable to provide any answer. He would also like to know why drugs like Ulimustatin and Immunocin Alpha were administered to him. Expensive test like IL-6 were done twice on a single day which is beyond any reasonable understanding and seems to be done to inflate bills. PPE kits were charged for multiple visits in a day by the consultant and primary team however none of them visited even once. He lost his father on the night of 10th May, 2021 after a cardiac arrest during intubation. Shattered he cleared the bills presented to him so he could perform the last rites on 11th May 2021. It is only later when they were perusing the documents that they discovered startling facts. The total amount of the bill is Rs. 1072570. 
With respect to the negligence in treatment, flouting the Covid 19 guidelines by GNCTD and inappropriate billing, he has been pursuing the case with DGHS, nursing home cell has acknowledged the issues and forwarded the issue to Sub Divisional Magistrate Saket. There has been no progress since last almost 3 months. They have been continuously scheduling rescheduling and cancelling meetings. This has happened 5 times in the past two months. In reference to the GNCTD Order No. 52/DGHS/PH-IV/COVID-19/2020/prsecyhfw/14450-14649 dated 20th June, 2020, he find gross dispensaries in the billing. His father was admitted under the Covid package rolled out by Delhi Government, but the final bill was done on open billing, flouting the GNCTD rate fixation circular for Covid 19. Details of billing dispensaries below. To list a few broad headings under which they have levied undue charges for items over and above that prescribed by the GNCTD vide their above mentioned order despite them being already included in the package prescribed by the Government of National Capital Territory of Delhi. 

a. Charging additional amounts of items like PPE kits.

b. Levying ventilator charges, oxygen charges, ventilator initiation charges.

c. Levying Imaging charges for HRCT, USG, ECHO, X-rays.

d. Charging for blood tests, urine tests, ECGs and even blood sugar tests using glucometer.

e. Charging for basic items like I/v cannulae, needles, gloves and syringes.

f. Charging for normal saline, besic medicines for diabetes, lipid control, BP medications, calcium etc.

g. the bill has a discrepancy of Rs. 11.966 details of which have not been shared.

h. Details of non-payables for Rs. 58040 have not been shared in the bill even after repeated requests.

It is his humble submission to please examine his complaint from the perspective of medical negligence on part of the Max Hospital, Saket and specifically on part of the treating team lead by Dr. Vivek Nangia. Examine his complaint from the perspective of financial fraud committed on the family of a deceased person by Max Hospital, Saket. If the Max Hospital, Saket and their treating teams can indulge in such unbecoming, even shameless acts against the ailing father of a medical doctor, he shudder to think of what they may have done/ do to the general uniformed public.           

Dr. Vivek Nangia, Dr. Pranav Shankar Medical Superintendent, Max Super Speciality Hospital in their joint written statement averred that the patient was brought to COVID ER on 28.04.2021 with the history high grade fever, dry cough, breathlessness (decreased oxygen saturation) and multiple co-morbidities i.e. chronic diabetes, chronic hypertension, chronic hypothyroidism, non-alcoholic liver cirrhosis with a COVID (+ve) report since 20.04.2021. However, it came to fore that patient was already taking COVID treatment (i.e. Doxycycline, lvermactine, Zinc, Vitamin C, Dexamethasone, Medrol, Ceftum and AB Flu) in addition to his regular medicines (i.e. insulin Gargaine, Oxra 10mg OD, Glimipride 2mg OD, Thyronorm 75 MCG OD, TGlip 20mg OD, Rosuvastatin 5 mg OD, Cilnidipirine 10mg BD, Irbesartan 150mg BD, Liver S2 DS BD, Nebicard 5mg OD, Calcium Carbonate 500mg OD) for which there were no prescriptions or reports provided to the hospital. When patient’s medical condition continued to deteriorate, he was brought to the hospital ER on 28.04.2021. On 30.04.2021 the patient was advised IVIG, Plasma transfusion & Inj. Remdesivir for which family/attendant initially did not give consent.  Further, on 01.05.2021(after 24 hours) family/attendants finally consented for Remdesivir, IVIG, Bevacizumab on SPO2 of 90% on 95% FiO2 NIV and accordingly the patient was put on NIV due to desaturation on high flow oxygen support through NRBM. 

As the medical condition of the patient kept on deteriorating; on 02.05.2021, he was fast tracked to COVID ICU and attendant was given special permission to visit the patient for extended duration in the COVID ICU. Further, on 03.05.2021 and 04.05.2021 medical status of the patient in ICU was as follows:- 
i) Drop in SPO2 to 80-85% with 80-90% FiO2 NIV

ii) GC critical and drugs on flow was N.Peri, Solumedrol, Clexane, Covifor, Specipime, IVIG. 

It is pertinent to note here that the team of treating doctors of the Hospital was regularly visiting to Patient and keep updating medical status of the patient to his attendants. On 06.05.2021, the condition of patient continued to deteriorate and hence, there was an escalation of treatment protocol that was advised and subsequently administered. On 07.05.2021, the complainant desired to shift the patient to another hospital. However, the same could not be done considering the medical condition of the patient. Further on 08.05.2021 to 09.05.2021, as per the medical status of patient in ICU, FiO2 support were increased upto 100% but, SPO2 was achieved only 88-90% and patient continued to desaturate intermittently. On 10.05.2021, the medical condition of the patient continued to be critical and he was maintaining a saturation of 85-86% on 100% NIV support. However, around 8pm on the very same day, the saturation level of the patient dropped to 72% and accordingly he was advised for intubation, but the family of the patient did not consent for the same. Further, at about 8.30o pm the attendant of the patient was re counselled for intubation as the SPO2-65-70% at 100% FiO2. Considering which the attendant/family gave verbal consent for intubation and accordingly the patient was intubated as per clinical requirement; however, at about 9.53 pm the patient underwent cardiac arrest and unfortunately expired at around 10.30pm. The allegation raised against the treating team and the hospital are denied as false, frivolous and unwarranted. 

In response to the allegation that Dr. Vivek Nangia and his team did not visit the patient, lack of coordination between Dr. Vivek Nangia and the Dr. Omendra Singh from Critical care team and patient was not provided due care.

It is averred that the patient was seen in the COVID ward by Dr. Vivek Nangia and his team on regular basis. Moreover, the patient along with other patients were constantly monitored and visited by Dr. Vivek Nangia and his team. Primary treating team along with critical care team of Dr. Omendra Singh was constantly in touch with the family through phone calls to updated the status of the patient. The patient was provided care based on his symptoms and as per prevailing protocol. 

In response to the allegation that need for following not justified:
· Administration of Amphoteracin B (anti fungal), Unilastin and immunocin Alpha not justified; 
· Conducting of investigation IL-6. 

It is averred that the patient was critically ill since his admission in the hospital and the condition remained same throughout his admission. It is further relevant to note here that patients with co-morbidities fall under very vulnerable and high risk category in COVID infection. At the time of admission all basic investigations alongwith urine culture was sent which turned positive or Candida Albicans and it was sensitive to Amphoteracin B due to which, the patient was administered with Anti-fungal drugs. Amphoteracin B is also considered to be the drug of choice in such cases where secondary fungal infections happen quite often and it can be a diagnostic challenge in such critically ill patients. It is respectfully submitted that was based on CDC (Centre of Disease control and prevention) guidelines for COVID-19 disease where fungal were reported positive in any of the body fluid sample empirical  antifungal drug were used as per the culture sensitive report. In the present case, Unilasin and Immunocin Alpha are both immune modulating agents and highly anti-inflammatory drugs were in an attempt to save the patient’s life. Both the drugs are approved for use in patients with sepsis. With respect to IL-6 Investigation, it is imperative to mention that despite of acute crisis and overwhelmed situation of the hospitals across Delhi NCR (including the hospital) amidst corona virus pandemic, the patient was provided with the best medical care in out Covid ICU. Moreover, IL-6 is one of the significant indicators in the treatment of COVID-19 especially in cases of suspected Cytokine storm. Only 4 samples were taken for IL-6 on different days during the complete stay of the patient to track the progress as per medical protocol. 
In response to the allegation that billing not done in accordance with the prevailing guidelines issued by the government. 

It is averred that at the time of patient’s admission in the hospital, Ms. Divya (daughter in law of the patient) informed that they will pay for the treatment in Cash, accordingly, the patient was admitted under Government approved package i.e. COVID-19 Pacakage(SKT). Subsequently, patient’s attendant informed that they would be making payment through their insurance company and accordingly provided documents of their insurance company, i.e. United India Insurance Company Limited to convert the patient category under insurance scheme.  Accordingly the patient’s category was changed to GIPSA (21)-Vipul Medcorp Insurance TPA Pvt. Ltd. (SKT). Infact, upon receipt of query of ID proof, patients’s daughter-in-law had submitted patient’s ID proof to our TPA department via email. This shows that the complainant desired to seek cashless treatment. Since the patient availed the COVID -19 treatment as a cashless TPS beneficiary with Vipul Medcorp and patient was accordingly charged as per the agreed rated between the insurance company and the hospital and IRDAI guidelines and government order GNCTD Order No. 52/DGHS/PH-IV/COVID-19/2020/prsecyhfw/14450-14649 dated 20.06.2020 and IRDA order IRDAI/HLT/MISCU/CIR/189/07/2020 dated 14.07.020. Infact IRDAI issued a press release on 14th July, 2020 directing general and health insurance providers to ensure that the provider hospitals offer cashless services to COVID-19 patients. The circular suggests that cashless facility at such network provider shall be made available as per terms agreed between isurer and the network provider.

The said directions have been reiterated by IRDAI vide its circular no. HLT/REG/CIR/011/01/2021 dated 13th Jan, 2021 whereby in para 2, it is mentioned that “cashless claims”under a health insurance policy shall be settled as per the tariff decided by the parties in compliance with regulation 31 of IRDAI (Health Insurance) Regulations 2016”.  This has also been clarifies and accepted by DGHS as per the minutes of meeting no. 23/Misc./Covid-19/DGHS/NHC/2020/Pt. XXIV/344 issued by the DGHS dated 14.05.2021(“MOM”). The Pr. Secretary (Health & FW) has also accepted the aforesaid position and confirmed the practice by expressly stating “that a large numbers of patients admitted in private hospitals are covered under the insurance scheme/panels and they are billed under the agreed rates with the concerned insurance company panel”.  Towards the treatment provided to the patient bill was made of Rs. 11,30,610/-(Rupees Eleven Lakhs Thirty Thousand Six Hundred and Ten only). The said amount was raised vide two separate bill one for medical treatment amounting to Rs. 10,72,570.46 vide bill bearing no. DD21ID0000004643 and other non payable items amounting to Rs. 58,039.87/- vide bill vide number DD21ID000000464. It is worth to mention that both bills were duly received and counter signed by the attendant Ms. Divya Kapur. It is also respectfully submitted the TPA at the time of providing approval letter and the insurance company at the time of settling the claim of the hospital did not raise nay objection which clearly shows that the bill was rightly charged and was in accordance with the agreed GIPSA tariff. The request letter by the hospital on 11.05.2021 to the TPA stating that the treatment amount is Rs. 11,30,610/-, final approval of Rs. 5,00,000/- issued by the TPA on the same date and the claim settlement letter dated 06.06.2021 issued by the insurance company pursuant to which the hospital has received Rs. 5,00,000/- including TDS as per agreed GIPSA tariff. It is submitted that the Hospital is totally committed in providing the best possible care to their patients with sincerely and diligence, in the instant case also, the patient was given the best possible treatment as per his prevailing clinical condition. Prior to the surgery, the patient and his attendants were duly explained about the surgery and the risks associated with it. The patient was undertaken for surgery only after obtaining written consent. Moreover, the attendants were kept informed, from time to time, about the clinical condition of the patient. It is further submitted that the doctors, nursed and other para medical staff at the Hospital are highly qualified and immensely experienced in their respective fields. They have consecrated their lives to the service of humanity. They maintain utmost respect for human life and practice their medical profession with conscience and dignity. Health of their patient is their first consideration.  They prescribe regimens for the benefit and good of the sick according to the best of their ability and judgment within the set medical protocols. They never do injustice or harm anyone. They always keep themselves far from ill-doings. In the instant case also, treating doctors and other staff performed their bonafied, promptly and diligently and to the bes of their ability and judgment. In the present case, the treating doctors and other staff had performed their duties bonafide and to the best of their ability and judgement.  In view of the aforesaid submission and in light of the medical records being provided along with this statement of defence, it is humble submitted that allegation of medical negligence made by the complainant is not admissible qua the answering hospital, its treating doctors and its staff, and is liable to be dismissed. 

In view of the above, the Executive Committee makes the following observations:- 
1) Shri Mohan Kapoor, 73 years old male, a known care of Hypertension, Type II diabetes mellitus, Hypothyroidism, non alcoholic liver cirrhosis, presented with complaint of fever 7-8 days (around 100-1010 F) for 3 days cough since 27.04.2021 decreased SPO2 at home (85% on room air). The patient took Doxy, Ivermectin, Zinc, Vitamin C for 5 days, 4 days course of Dexamethasone 6mg and took Medrol 16mg on 28.04.2021 alongwith Ceftum 500 and Abflow N, but got partial relief. On 20.04.2021, COVID-19 test was positive. On arrival in hospital on 28.04.2021, he was conscious, oriented, pulse 105/min, BP-134/72mmHg, RR-30/min, SPO2-97%, at 6 litre oxygen with mask, chest- bilateral air entry+, CVS-S1, S2+, Per-abdomen soft, non tender, CNS-No focal neurological deficit. The patient was admitted in COVID ward under care of Dr. Vivek Nangia (Director Pulmonology & Head, Respiratory Critical Care) for the evaluation and management. His initial blood investigation showed CBC (HB-12.5, TLC-10.8, Platelet Count-165), RFT (Sodium-135, Potassium-402, Urea-39.1, Creatinine-0.7), LFT (Billirubin Total-0.57, direct-0.16, indirect-0.41, TP-6.5, Albumin-3.4, Globulin-3.1, SGOT-40, SGPT-27). Procalcitonin 0.039, D Dimer-258->1606.2, CRP-24.82->72.26, Covid-19 antibody 2.59, IL6 37.46, Ferritin-295.7. Urine culture & sensitivity-candida albicans. He was started on I/V antibiotics, I/V Steriods, oxygen support and other supportive treatment. CT chest done on 30.04.2021 showed multiple large non segmental areas of ground glassing and associated interlobular septal thickening involving all the lobes- likely COVID related changes. CT Covid severity score-17/25, CORADS 6. In view of the high oxygen demand, NIV support was started. Patient was started on immunoglobulin therapy. Condition of the patient deteriorated further with worsening hypoxemia. His SPO2 was low even on NIV support, for which he was shifted to COVID ICU on 02.05.2021. On 07.05.2021 X-ray chest showed persistent lung opacities.  His general condition was critical, and not able to maintain oxygen saturation even on NIV with high FiO2 100%. In view of worsening hypoxia, patient was electively intubated and put on mechanical ventilation. Even on high ventilator support, the patient was not able to maintain targeted oxygen saturation.  Critical condition and grave prognosis of the patient was explained to relatives. On 10.05.2021 at 9.53 pm the patient had cardiac arrest. CPR was started, however, despite resuscitative efforts, the patient could not be revived and declared dead at 10.23 pm on 10.05.2021. Cause of death severe Covid-19 pneumonia with refractory hypoxemia, hypertension, Type II diabetes mellitus, hypothyroidism, non alcoholic liver cirrhosis. 
2) The patient Shri Mohan Kapoor died of COVID-19 pneumonia which he developed on top of several co-morbidities viz. Diabetes, Hypertension, Hypothyroidism, liver disease and was admitted to the Max Hospital as a case of worsening COVID-19 illness despite being on various COVID-19 attributable medications. 
3) The various allegations made in the complaint have been adequately answered by Dr. Vivek Nangia in his written statement. 
4) The patient was duly examined, investigated and treated as per accepted professional practices in such cases. He died due to his underlying condition.

In view of the observation made hereinabove, it is, therefore, the decision of the Executive Committee that primafacie no case of medical negligence is made out on the part of doctors of Max Hospital, in the treatment of complainant’s father Shri Mohan Kapoor. 

Complaint stands disposed.
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The Order of the Executive Committee dated 10th July, 2023 was confirmed by the Delhi Medical Council in its meeting held on 21st August, 2023.
By the Order & in the name of                                                                                                                           Delhi Medical Council

     
                                             


                                 (Dr. Girish Tyagi)

                      


                        
                                                   Secretary
 Copy to:
1. Dr. Ashish Kapoor, r/o H. No. 2347, 2nd Floor, Hudson Lane, GTB Nagar, Kingsway, New Delhi. 

2. Medical Superintendent, Max Super Specialty Hospital, 2, Press Enclave Road, Saket, New Delhi-110017. 
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