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        10th June, 2014

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a complaint of Dr. Dilip Mathur, House No.50, Allahabad High Court Judge’s Colony, Sector-105, Noida-201304, Uttar Pradesh, alleging medical negligence on the part of doctors of Bhardwaj Hospital, NH-I, Sector-29, Noida-201301, Fortis Escorts Heart Institute, Okhla Road, New Delhi and Medanta, the Medicity, Gurgaon, Haryana, in the treatment administered to late Justice J.S. Verma, resulting in his death on 22.4.2013 at Medanta, the Medicity.

The Order of the Disciplinary Committee dated 3rd June, 2014 is reproduced hereinbelow-
“The Disciplinary Committee of the Delhi Medical Council examined a complaint of House No.50, Allahabad High Court Judge’s Colony, Sector-105, Noida-201304, Uttar Pradesh (referred hereinafter the complainant), alleging medical negligence on the part of doctors of Bhardwaj Hospital, NH-I, Sector-29, Noida-201301, Fortis Escorts Heart Institute, Okhla Road, New Delhi and Medanta, the Medicity, Gurgaon, Haryana, in the treatment administered to late Justice J.S. Verma (referred hereinafter as the patient), resulting in his death on 22.4.2013 at Medanta, the Medicity.
The Disciplinary Committee perused the complaint, written statement of Dr. Sanjiv Bhardwaj, Consultant Interventional Cardiologist, Fortis Escorts Heart Institute and Bhardwaj Hospital, Dr. Randhir Sud, Chairman, Institute of Digestive & Hepatobiliary Sciences, Dr. Yatin Mehta, (Intensivist), Chairman, Institute of Anaesthesiology & Critical Care, Dr. R.R. Kasliwal of Medanta – The Medicity, rejoinder of the complainant, reply of Dr. A.K. Dubey, Medical Superintendent, Medanta – The Medicity, medical records of Fortis Escorts Heart Institute, Bhardwaj Hospital and Medanta – the Medicity and other documents on record and viewed the VCD supplied by the Complainant. 
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The following were heard in person  :

1) Dr. Dilip Mathur
Complainant

2) Dr. R. Mathur

Wife of the complainant

3) Ms. Shubhra Verma   Daughter of the patient

4) Ms. Kamini Jaiswal
Family Cousin

5) Dr. Sanjiv Bhardwaj
Consultant Interventional Cardiologist,




Fortis Escorts Heart Institute & Bhardwaj





Nursing & Maternity Home Pvt. Ltd.

6) Dr. V.R. Gupta 

Medical Superintendent, Fortis Escort Heart 





Institute

7) Dr. Ravi Kasliwal
Chairman, Division of ClinicalandPreventive





Cardiology, Medanta, The Medicity

8) Dr. Yatin Mehta
Chairman,  Institute  of  Anaesthesiologyand 





Critical Care, Medanta, The Medicity

9) Dr. Randhir Sud
Chairman, Institute of Digestive     and 





Hepatobiliary Sciences, Medanta, The Medicity 

10) Dr. A.K. Dubey
Medical Superintendent, Medanta,The Medicity

11) Ms. Richa Singh
Consultant, Medanta-The Medicity

12) Dr. A.K. Chanda
Medical Superintendent, Bhardwaj Hospital

It is stated by the complainant that Hon’ble Justice J.S. Verma was a very active and healthy individual who looked after his health.  This has been proved by the Verma Commission report  following  the  Delhi 
Contd/:

(3)

gang rape which was headed by Justive Verma with a month long physical and mental input requiring on analytical mind and critical thinking.  Upto 18 – 20 hours every day for 28 days was spent from 26th Dec 12 until 23rd Jan 13 to produce a report which has been acknowledged world wide.  His only significant  medical  condition was of an asymptomatic CAD, which was well managed by diet and exercise.  The patient had blood tests regularly with minor abnormalities.  
ESCORTS HOSPITAL
On 30th Nov 2012 he had further blood tests which showed significant abnormal Liver Functions and clotting.  These were shown to Dr. P. Jain, Physician at Escorts Hospital on 19th Dec 2012.  Dr. Jain has noted the abnormal results but no Ultrasound scan was arranged or Gastroenterology referral suggested.  The medical protocol for investigation of unexplained abnormal liver function tests is an Ultrasound scan of the liver.

BHARDWAJ HOSPITAL
More Liver Function tests and coagulation tests were done on the 12th March 2013 at Bhardwaj hospital, NOIDA, requested by Dr. Sanjeev Bhardwaj, while the patient was admitted there for suspected Atrial Fibrillation.  He was under the primary care of Dr. Sanjeev Bhardwaj (visiting Cardiologist from Escorts hospital).  The hospital owned by Dr. Arvind Bhardwaj had an arrangement with Escorts, as part of a peripheral centre of Escorts.
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During this admission, an additional anticoagulant-pradaxa (dabigatran) was started by Dr. Sanjeev Bhardwaj.  This was whilst the patient was already on clopidogrel, which is an anti-platelet.  This was without checking the reports of the blood tests, which he had ordered.  These results had shown significantly deranged liver function tests and very significantly abnormal coagulation tests.  It is basic and common knowledge to all medical practitioners that in the presence of deranged liver function tests and blood clotting, anticoagulants/anti-platelets should not be prescribed.  The known contraindication to prescribing dabigatran is in patients with hepatic impairment especially if APTT and prothrombin time is already prolonged as in this patient’s case (APTT-48 sec, normal=28 sec & PT-18 sec, normal=13 sec).  This report was ignored by Dr. Sanjeev Bhardwaj, even though the conclusion of the blood test report alerts the treating physician to look into the causes of the abnormal test.  There is a known extremely high probability, that this can cause significant bleeding.  
In addition, he was also started on Amiodarone by Dr. Sanjeev Bhardwaj at this admission, which is associated with hepatotoxicity.  The treatment with amiodarone should not be commenced in the patients with lever function abnormalities.  Amiodarone is also known to have drug interaction with anticoagulant dabigatran by increasing its plasma concentration with the risk of causing fatal bleeding.  Crucially the dose of diabigatran should be reduced in those who are over seventy five years of age and on Amiodarone.  The patient, therefore, prescribed  dabigatran  on  a  much  higher  dose  than  recommended, 
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which caused fatal bleeding and complications resulting in his death.  The combination of drugs (Amiodarone, Pradaxa and Clopidogrel) resulted in fatal bleeding causing multiple organ failure and death.  Had the tests that Dr. Sanjeev Bhardwaj himself ordered been checked by him, then the deranged liver functions and coagulation would have been very clearly visible from the liver function tests report.  Had the liver function and coagulation tests been reviewed and these medications not commenced, this outcome would not have occurred.  
No scans (ultrasound, CT or MRI) were requested by Dr. Sanjeev Bhardwaj for the deranged Liver Function Tests.  These scans would have indicated the causes of the deranged Liver Function Tests, so that active further management could be instituted.  There was also no gastroenterology referral suggested or done at Bhardwaj Hospital.  According to the medical protocol, an ultrasound scan (or other liver and biliary imaging) should be requested in patients who have evidence of abnormal live function tests.  
The patient was reviewed again on 21st March, 2013 by Dr. Sanjeev Bhardwaj who requested further blood results, without reviewing the results of previous blood tests.  He advised to continue Pradaxa (Diabigatran) in the same higher than recommended dose alongwith Amiodarone and Clopidogrel.  On this review, he also prescribed urso-deoxycholic acid tablets, without any scan.  This tablet also should not be prescribed in the presence of impaired live functions.   The indication for prescribing this tablet is to attempt dissolution of certain gall stone and also in Primary Biliary Cirrhosis.  It is unclear what the indication for starting this tablet was.  It is important to note that this medication is also not recommended in patients with liver function test 
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abnormalities.  It arises that if Dr. Sanjeev Bhardwaj had seen the abnormal blood tests to initiate this treatment, then why  did  he  not  stop  Pradaxa  and  Amiodarone?   If significantly abnormal coagulation was noted, then why was no attempt made to find to cause (through relevant scans), or correct it?  And why was he not given any written information to look for any signs of occult or overt bleeding?  

ESCORTS HOSPITAL
Justice Verma was awarded NDTV Indian of the year award on the 15th April by the Hon’ble Prime Minister and he travelled to Mumbai the 16th April to deliver a lecture in the University.  While in Mumbai, he felt unwell and returned to Delhi the next day and was taken directly to Escorts hospital from the airport.
The patient was admitted with severe upper gastrointestinal bleeding at Escorts Hospital on 17th April, 2013 where he had an endoscopy and multiple blood transfusions were given.  Repeated blood transfusions cause citrate in the transfused blood to bind calcium.  This can cause significantly low levels of calcium, especially in the body of those patients who have liver dysfunction.  Replacement with intravenous calcium is required to maintain normal serum calcium levels.  Low calcium levels can cause significant impairment of cardiac function and fatal cardiac arrhythmias and can easily be prevented by administration of intravenous calcium.  ECG at Escorts Hospital had already showed prolonged QTc secondary to hypocalcaemia.  This was not recognized and no measures were taken to correct the aetiology.   The reports of the tests which were carried out at Escorts Hospital indicate that calcium levels were never tested and no calcium infusion was given.  
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MEDANTA HOSPITAL
The patient was advised to be shifted to Medanta Hospital and he was admitted on 19th April, 2013 at 4.43 p.m. Arterial blood gases done at 4.50 p.m. showed low levels of calcium 0.98 (normal 1.15-1.29).  The ECG showed new ischaemic changes and evidence of significant QTc prolongation, which is a precursor impending cardiac arrhythmias.  There was a significant delay in the cardiology review and hypocalcaemia was not corrected to prevent any further deterioration in his condition.  At 9.14 p.m., 4.5 hrs later, the patient developed sudden severe ventricular arrhythmia.  The patient’s repeat blood gases showed evidence of severe hypocalcaemia  with  corrected calcium of 0.75 (normal -1.15-1.29).  This episode of life threatening ventricular arrhythmia occurred due to severe hypocalcaemia especially in a patient of lever disease because his calcium levels were not corrected despite an opportunity that was available for 4.5 hrs.  This episode of ventricular arrhythmia which resulted eventually in death was preventable if the causative factors were recognized and corrected in time.  
The resuscitation at Medanta Hospital also did not follow any ALS (Advanced Life Support) guidelines, which clearly mentions that chest compression is an integral part in management of resuscitation.  They state that importance of uninterrupted chest compression cannot be over emphasized.  Even short interruptions to chest compression are disastrous for outcome and every effort must be made to ensure that continuous, effective chest compression is maintained throughout the resuscitation attempt.  Following a shock, CPR should be immediately resumed and carried out for two  minutes.   There  should  not  be  any 
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interruption to the chest compression during this period, before the next shock is delivered.   There is evidence to suggest that chest compression may convert ventricular fibrillation to another less life threatening rhythm.  This also ensures that blood perfusion to the heart and the brain is maintained during resuscitation.  Any reversible cause like low levels of calcium should be corrected.  According to the eyewitness accounts and as stated by the medical personnel present at the time, twenty seven shocks were given without any chest compression or attempts to correct any reversible factor.  The complainant has significant concern that inappropriate CPR was performed without any efforts for effective chest compression and CPR.  This effort at resuscitation was carried out very reluctantly by the doctors, only after it was clearly indicated by the relatives that if no action was taken  by  the  treating  doctors,  it  will  amount  to  clinical 
negligence.  
The patient was reviewed by the cardiologist, Dr. Ravi Kasliwal, only after the catastrophic events started (much after 6.00 p.m.) but subsequent reviews of his medical records seem to show that a cardiologist reviewed him at 6.00 p.m.  The complainant is extremely surprised to note that entry, as despite repeated reminders by the family, even after 6.00 p.m., the complainant was constantly being informed that the cardiologist would review him soon.  The complainant was also informed that cardiologist attended after the catastrophic events started.  This entry into notes of a cardiology review that had taken place at 6.00 p.m., therefore, came to him as big surprise-at no time did the family and friends who  were  constantly 
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present at the ICU notice or were informed that this review has taken place.  
At Medanta, after shifting the patient from Escorts Hospital, there was poor coordination, enthusiasm and communication between the treating physicians to treat the patient’s condition.  The named responsible treating intensivist Dr. Yatin Mehta did not attempt to coordinate or communicate effectively.  This was apparent in the poor management and oversight that generated clinical slack and a poor outcome.  During several conservations, it was communicated to the family, by him and others that simply because of the patient’s age, poor prognosis was a foregone conclusion.   The patient was in all respects an extremely active, fit and energetic eighty years old with a zest and passion for life.  Prior to his treatment in March/April he had had no symptoms of the heart condition diagnosed in 1993, because of his careful control and a healthy lifestyle.  
Although, the patient was under the care of renowned gastroenterologist, Dr. Radhir Sud, no attempt was made to manage the hepatic encephalopathy.  The complainant was also surprised  to  be  informed  in  ICU  that  he  was constipated with an underlying diagnosis of hepatic encephalopathy.  As part of the treatment for hepatic encephalopathy purgation to clear any blood from the gut and repeated phosphate enemas may be required.  This does not appear to have been given.  
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The complainant summarized his allegations, as under :-

1. Dr. Sanjeev Bhardwaj, without the review of the abnormal live function test and coagulation blood results initiated treatment with a further combination of hepatotoxic drugs, Amiodarone, anticoagulation with Pradaxa (Diabigatran) and Clopidogrel at Bhardwaj Hospital.  The dose of the drugs given was also no modified as per the recommendation for a patient of more than seventy five years of age with underlying liver disease.  Without the prescription of these medications the fatal bleeding would not have occurred and not resulted in multi organ failure and death.  

2. Failure by Dr. Sanjeev Bhardwaj to diagnose Chronic Liver disease by requesting Scans (ultrasound/CT/MRI) despite the Liver Function tests being abnormal.  It is criminal negligence not to review the blood tests which were ordered by him and this failure on his part resulted in the death of the patient.  

3. Failure again by Dr. Sanjeev Bhardwaj at Escorts Hospital to recognize and treat fluid overload and hypocalcaemia following aggressive blood transfusion and subsequently by Dr. Ravi Kasliwal consultant cardiologist at Medanta Hospital lead to fatal ventricular arrhythmia.  Dr. Ravi Kasliwal failed to review a critically ill patient who was admitted under his care, as the complainant was informed that Dr. Ravi Kasliwal was busy in his  Defence  Colony’s clinic.   The complainant was informed that at the time of fatal ventricular arrhythmias were triggered by hypocalcaemia, another consultant cardiologist was asked to review and manage the patient.  Replacement Calcium to correct calcium levels after multiple blood transfusions  is  a  normal  practice.    If   hypocalcaemia   was   timely 
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corrected without a delay of 4.5 hours at Medanta Hospital, it would have prevented subsequent fatal ventricular tachycardia and ventricular fibrillation.  

4. Institute of ineffective CPR due to reluctance related to age and foregone conclusion of poor prognosis, twenty seven shocks and no/inadequate chest compression, lead to significant metabolic derangement and adversely affected the chances of survival.  

5. Despite rising serum Ammonia level, there was little done to clear the GI tract of blood and reduce its absorption to prevent and treat hepatic encephalopathy.  Failure to institute early, appropriate and effective management for the treatment of Hepatic encephalopathy, by the treating gastroenterologist, Dr. Randhir Sud, eventually lead to the patient’s death.  

6. Lack of ownership and thereby coordinating his care by the intensivisit, Dr. Yatin Mehta and any of his treating physicians, contributed to the patient’s poor outcome.  

The patient, who was leading an active and normal life, had a compensated liver disease.  Dr. Sanjeev Bhardwaj bears primary responsibility.  Dr. Sanjeev Bhardwaj failed by ignoring the condition, inspite of the abnormal blood results with clearly documented conclusion in the report to consider liver disease.  The  whole sequence 
of catastrophic events started after he was commenced on combination of drugs Amiodarone, Pradaxa (Dabigatran) and clopidogrel.  This combination caused the serious life threatening upper gastrointestinal bleed, and led to decompensation of liver disease and the fatal complications.  Dr. Ravi Kasliwal also bears major responsibility.  He was his treating cardiologist, but failed to review a  critically  ill  patient
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 under his care until after the critical event was over and the patient was seen by another cardiologist.  Early review and appropriate treatment to correct a simple and preventable complication related to hypocalcaemia would have prevented fatal ventricular arrhythmias.  Both Dr. Randhir Sud and Dr. Yatin Mehta compounded the negligence and, therefore, the outcome.  Dr. Randhir Sud failed to reverse or at least treat hepatic encephalopathy early.  Dr. Mehta failed to provide a coordinated, appropriate and, therefore, effective management plan.  Thus, both contributed to the patient’s death.  

Dr. Dilip Mathur further alleged that Dr. Balbir Singh had documented that one episode of non-sustained TDP was seen and has advised at 6.00 p.m. on 19th April, 2013, injection Magnesium 2gI/V TDS, injection esmolol.  Inspite of being advised by the cardiologist at 6.00 p.m., only injection esmolol was given at 7.30 p.m.(one hour thirty minutes later than advised) and the patient (late Justice J.S. Verma) was not given injection magnesium at all until after the cardiac arrest at 9.30 hours and then subsequently started regularly from the 21st April, 2013 when it was already too late.  This reflects gross negligence that, inspite of the patient being in the intensive care unit in a life threatening state, and inspite of being advised by the cardiologist, potentially lifesaving medications were not given in an attempt to correct the electrolyte imbalance and thus at least attempt  to  prevent 
fatal ventricular arrhythmia.  It seems that the advice given by their own cardiologist was not considered necessary to be followed or Dr. Balbir Singh wrote in the notes but failed to communicate this verbally.  This not only reflects poor management and coordination on the part of the self-proclaimed internationally renowned specialist but also exhibits
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 apathy in the management of their patients.  Assuming that the patient was seen by the cardiologist, why was no advice given to monitor magnesium and calcium levels and to correct it to normal values vigilantly?  Cardiologist should have alerted that Torsade’s de-pointes (Tdp) is a syndrome of polymorphic ventricular arrhythmia occurring in the setting of marked prolongation of the electrocardiographic QT interval. TdP can also occur as a complication of electrolyte imbalance secondary to magnesium and related calcium and potassium deficiency.  TdP is usually short-lived and terminates spontaneously if the electrolyte abnormalities are corrected appropriately.  Hypomagnesaemia and the electrolyte abnormalities are common in elderly but as the patient had hepatic derangement, the patient was more prone to suffer from the consequences of these electrolyte abnormalities.  There is evidence to suggest that hypomagnesaemia present on admission to the intensive care unit is associated with a mortality rate approximately twice that of comparably ill normomagnesemic patient.  As these abnormalities were not recognized and corrected in time, he experienced multiple episodes of the arrhythmia, eventually developing ventricular fibrillation and cardiac arrest.  In this patient’s case, the electrolyte imbalance related to magnesium and related calcium and potassium deficiencies were a precursor for fatal cardiac arrhythmias on a background of CAD and acute liver failure.  Sure if a cardiologist had seen him and recognized these complications  and  taken  urgent  appropriate  steps  to   correct 
them, they could have averted the subsequent fatal complications.  The Medanta, the Medicity Hospital has claimed as per their response, another dose of 2gm injection calcium chloride was given.  In the set of notes  given  to  the  complainant  previously, information  such   as   a 
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second dose of calcium chloride at 8.00 p.m. was not there and it is now claimed to have been given.  The complainant’s doubt the authenticity of this documentation for the reasons that it is not recorded in the nursing notes while every other small detail is recorded, including the calcium chloride given at 5.00 p.m.  The BG was done at 4.50 p.m. and then again after the patient suffered VT at 9.14 p.m.  ABGs were done 9.18 p.m., showed the ionized calcium of 0.75 mmoI/L suggesting significant hypocalcaemia.  Assuming that injection calcium chloride was given at 8.00 p.m.,after the results of laboratory blood result (were ordered at 5.19 p.m.) were available at 7.49 p.m., why was it not followed by regular blood tests to check the corrected or ionized calcium?  As said earlier regular monitoring of bloods for electrolyte imbalance and correction with magnesium and calcium would have prevented the fatal cardiac arrhythmias.  

The Medanta-the Medicity has claimed as per their response, the chest compressions as part of CPR were given as per ACLS guidelines.  Several eye witnesses have confirmed that the CPR was not coordinated and well lead to least initially.  There was a group of doctors and other staff, who rushed out of the room after each shock, with no obvious person continuing chest compression.  Assuming chest compressions were being given, what was the need for all the staff to rush out of the room at each shock?  This was very odd.  

At the time of transfer from Escorts Hospital to  Medanta, it  was  made 
clear to the family that specialist cardiologist, intensivist and gastroenterologist  would  be   available   on   the   patient’s arrival,  to 
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oversee and monitor the patient’s care.  The transfer was agreed to after Dr. Naresh Trehan called the complainant sister-in-law by phone and gave complete reassurance with Dr. Ravi Kasliwal, Dr. Yatin Mehta and Dr. Randhir Sur as the named doctors.  The first cardiologist review is documented at 6.00 pm.  If it is assumed that the patient was seen by the cardiologist at 6.00 p.m., then the instruction given by the cardiologist to give injection magnesium was not followed.  Also injection esmolol was given one hour thirty minutes after it was suggested inspite of the patient being, haemodynamically compromised with pulse-149/min & the blood-pressure 90/50 mm of Hg.  There was no information to the family about this, until the cardiac event at 9.18 p.m.  Dr. Yatin Sud was the only specialist available until 7.30 p.m., saying that since now the problems are cardiac, they will be managed by the cardiac team.  There was lack of responsibility in coordinating the care associated with apathy.  In their defense three doctors from Medanta have only tried to project repeatedly, that the poor and grave prognosis was a foregone conclusion.  The family agreed to the suggestion of doctors at Fortis Escort’s to shift the patient to Madanta with the realistic expectation that this may be the hospital that will be able to provide the best quality of care to the critically ill patient by recognizing and treating the reversible factors, with complete faith in the expertise of the specialists in various fields.  After all everyone expects and strives to provide the best for their loved ones, least realizing that there will be mismanagement of even the reversible factors due to absence of the specialists to closely monitor to advise and coordinate the management of critically ill patient under their care, at least in the initial stage.   The 
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obvious question is why three specialists were not present to closely monitor and manage the critical illness with the efficient coordination amongst the teams and the leadership and skills expected of them.  The expert opinion given by Dr. Sharma in defence of Dr. Kasliwal has no factual details of scientific.  His comments are rhetorical and obviously biased in support of his colleague.  The complainant is confident that the esteemed panel will concur with his views.  

The family was appalled and shocked at the extreme insensitivity and aggressive as well as patronizing stand taken by Dr. Naresh Trehan from Medanta Hospital by his comments on the national TV in CNN IBN Face the People live telecast on the 9th October, 2013.  Dr. Naresh Trehan broke the professional medical code of conduct that he as a doctor has to maintain.  Dr. Naresh Trehan was unethical and unprofessional in divulging the detailed medical diagnosis, detailed treatment and the patient’s previous medical history.  If Dr. Naresh Trehan had a disagreement with the complainant’s statements, Dr. Naresh Trehan should have said that he disagreed and await a detailed investigation such as the current one.  Dr. Naresh Trehan’s language too was unprofessional by statements such as anybody who knows a b c of medicine should know how they dare sit in judgment.  All Dr. Naresh Trehan’s and demeanor reflected an attitude of vengeance since the family had spoken out in the media inspite of his earlier warning.   

A basic principle of the code of conduct, is to maintain the patient’s privacy and confidentially.  The family on the contrary has refrained from even taking names of the doctors in the media.  What is most disturbing  is  the  arrogance  shown   by   Dr. Naresh Trehan,   lack  of 
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humility, remorse or any attempt to understand the rationale for complaint regarding negligence?  Dr. Naresh Trehan had previously warned the complainant’s sister-in-law that he would go public with the medical details to stigmatize, if the media was made aware of the medical negligence.  Dr. Naresh Trehan’s intention to do so was confirmed in the above interview that was broadcast by CNN IBN.  This is grossly unethical.  The doctors should not promote the stigma or defamation of the patients who have certain illnesses.  In future, any doctor who does this cannot be trusted to act in the best interest of the patients, who could have unfortunately acquired these illnesses through iatrogenic causes.  This also misinforms the public about such illnesses.  It is a very basic medical knowledge that Hepatitis B is endemic to South Asia and has various modes of transmission including venipuncture’s in hospital procedures, dental extractions as well as through blood transfusions.  Barring blood transfusion, the patient in his life time had been exposed several times to all the above mentioned factors.  Immediately after the patient’s death, Medanta hospital made no attempt to speak to the family, before releasing the news in the media.  The entire family including the patient were in the ICU.  The news was released without any courtesy, consideration to speak, discuss or inform the family.  The family of the patient was not expecting any miracle at Medanta.  The complainant too have a detailed and factual knowledge of the patient’s medical condition on arrival at Medanta and are not unrealistic.  The family would have accepted the outcome and appreciated the efforts of the doctors, had there been extreme care in the management and no significant failings.  The close management by a cardiologist on the patient’s arrival and by Dr. Yatin Mehta and Dr. Naresh Trehan overseeing and coordinating the care, in a attempt to correct the reversible factors, was needed which the Medanta failed to provide.  
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Dr. Dilip Mathur also alleged that Dr. Sanjiv Bhardwaj has exaggerated the co-morbidities with malafide intent; the patient never had a MI.  The hypertension and dyslipidemias were mild, very well controlled with medications.  The diabetes was more recently diagnosed requiring oral medication, after being diet controlled for few years.  The patient’s piles only occasionally bled.  The patient had not touched tobacco for over fifty years.  Carotid arthrosclerosis of twenty percent is insignificant and thus illustrates the complainant’s point that with regimented life style, the patient atherosclerosis was under control.  This degree of carotid atherosclerosis may even be better than in some fit and healthy individuals.  It appears that Dr. Sanjiv Bhardwaj either lack knowledge of the significance of this degree of carotid atherosclerosis or is trying to misinform the learned panel by suggesting that this is co-morbidity.  As Dr. Sanjiv Bhardwaj had prescribed the medications, he cannot absolve his responsibility of initiating the wrong combination of medications in the presence of abnormal liver function and coagulation test results.  It was Dr. Sanjiv Bhardwaj’s responsibility to ensure that there was no co-administration of drugs like clopidogrel and amiodarone with dabigatran which predispose to increased risk of bleeding.  

It is further alleged by Dr. Dilip Mathur that Dr. Sanjiv Bhardwaj is an unsafe doctor who lacks knowledge of pradaxa when Dr. Sanjiv Bhardwaj describes dabigatran as a very safe drug.  Dr. Sanjiv Bhardwaj quotes the RE-LY study but fails to understand that the RE-LY, although not powered to assess safety in the elderly, employed 110 mg and 150 mg twice daily regimens.  The 110 mg twice daily regimen was not approved for use in the  United States.   Dr. Sanjiv Bhrdwaj  is 
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unaware that pradaxa is under the watchful eyes of FDA, due to a high risk of bleeding in the elderly age group and increasing caution with restriction in its use.  This is due to numerous case reports of haemorrhage reported in elderly patients (median age : 80 years), with a quarter of these reports occurring in patients more than 84 years of age.  Some reports have resulted in fatality, particularly in those with low body weight and mild-to-moderate renal impairment; the risk is expected to be higher in patients receiving other interacting drugs (e.g., amiodarone) (legrand, 2011).  Co morbidities of the patient as listed by Dr. Sanjiv Bhardwaj, he states-known case of bleeding piles grade three.  This is an attempt to justify that the patient was not fit.  Yet he had no hesitation in prescribing pradaxa and is contradicting himself by stating that there was no bleeding.  Dr. Sanjiv Bhardwaj states that there is no contraindication to amiodarone with marginally raised transaminases.  Contrary to his statement, there was direct evidence of derangement in all liver function test, and not just transaminases, including S bilirubin more than double the normal (2.1 with normal up to 1).

Dr. Dilip Mathur also alleged that there was mismanagement at Escorts Hospital under care of Dr. Sanjiv Bhardwaj and shifting to Medanta Hospital.  The decision to shift to Medanta was at the suggestion, advice and strong insistence of doctors at Fortis Escorts Hospital including Dr. Sanjiv Bhardwaj.  The complainant was informed that better care would be provided with regards to liver care at Medanta Hospital.  The complainant strongly refutes Dr. Sanjiv Bhardwaj’s statement that the decision was by the family.  Hypoclacaemia (ionized calcium less than 0.9) developed while at Escorts Fortis Hospital.  This is  also  evidenced  in  the  serial   ECG’s   showing   evidence   of   QTc 
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prolongation.  Again there is evidence from Dr. Sanjiv Bhardwaj statements that he is unaware that Amiodarone related AQ/QTc prolongation occurs during sinus rhythm, but does not significantly change measures of QT dispersions.  QT dispersion measured in the twelve lead ECG after initiation of amiodarone does not appear to be a useful marker for subsequent arrhythmic events.  Type and incidence of major arrhythmic side effects associated with amiodarone therapy is very low, proarrhythmia<1, dradycardia and atrioventricular block 3-5 percent.  There was strong risk for developing hypomagnesaemia and hpocalcaemia.  This occurred due to hepatic failure resulting in impairment of citrate metabolism and also as a consequence when large quantities of citrate were given as part of multiple blood and FFP transfusion.  This was an easily correctable complication had it been recognized and timely corrected.  It was not recognized and or corrected as is evidenced from the medical, nursing notes and the drug charts.  

In summary, there is clear evidence of gross mismanagement and negligence on the part of Dr. Sanjiv Bhardwaj.  There is also evidence of apathy, inaction and failure to fulfil their responsibility, by Dr. Ravi Kasliwal, Dr. Yatin Mehta and Dr. Randhir Sud which compounded the progressive decline in the patient’s condition and contributed to the fatal outcome.  It is important to the complainant to highlight that Dr. Naresh Trehan, when speaking to his sister-in-law, addressed himself as a personal friend of the patient and gave reassurance of prompt care on transfer from Escorts.  He was not there to coordinate the specialists which was so crucially required and resulted in a poor outcome.  Thereafter, he had complete disregard for medical ethics by revealing the patient’s all medical details on national TV, in an  attempt 
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to silence the family out of vengeance.  This was unprofessional and breached the code of conduct of Medical Council of India.

Dr. Sanjiv Bhardwaj in his written statement averred that the patient was admitted to Bhardwaj Hospital on 12th March, 2013 under Dr. V.A. Bhardwaj, a physician for uneasiness.  It may be noted that Dr. V.A. Bhardwaj has been family physician for the patient for many years and knew about the medical condition of the patient.  The patient was also being following up by AIIMS doctor regularly and used to consult Dr. V.A. Bhardwaj.  It is relevant to note that all other non-cardiac related disorders were being reviewed by the doctors and Dr. V.A. Bhardwaj at Bhardwaj Hospital.  At the time of admission, he did not have any evidence of angina or congestive heart failure.  Subsequent to admission, the patient’s investigations, revealed anemia Hb 11.4 gm, LFT: Serum bilirubin total - 2.1mg/dL, Dirct - 0.8mg/dL (asymptomatic unconjugated hyperblirubinemia), SGOT - 73, SGPT - 37, PTTK<28 control 48 second, PT 13/18, INR 1.3 on heparin, HbA/C 7.2, Serum creatinine 0.9.  It is also stated that SGOT is found in liver, heart and skeletal muscle.  As noted in all his reports SGOT was elevated more than SGPT.  The patient remained stable and on review by Dr. V.A. Bhardwaj and other doctors it was reaffirmed that he had been having minor elevation in serum transaminases and S. Bilibrubin for many years and after doctors and the patient himself stated that these were attributed to the long term statin therapy.  Therefore, all the doctors and the patient himself felt that there was no need for any investigations or scan.  As documented in literature deranged liver function test is labeled if serum transaminases are >3 times ULN (40).  In liver disease transaminases should be elevated five to ten times the upper normal limits.  Typical reference range for PTTK is between 30-50 sec.    depending   upon    the     laboratory.      Deranged    clotting
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parameters if PTTK is more than three times the normal value.  The patient’s serum creatinine was normal, no history of bleeding diasethesis, age eighty years, no other significant contraindication to dabigartan.  After stabilizing the patient, the patient and his relatives were informed that because of AF and multiple co-morbidities, the patient was at very high risk of stroke and needs to be started on anticoaguolants.  Risk of bleeding was explained to the patient and the relatives.  After obtaining telephonic consent (although no consent is required for drug administration) from Dr. Rashmi Mathur daughter of the patient in United Kingdom after explaining the whole medical history and that he was at very high risk of stroke because of his multiple co-morbidities and atrial fibrillation, the patient had to be started on anticoagulants to prevent stroke.  Dabigartan was considered as the agent of choice of anticoagulation.  She consented and after stopping heparin, the patient was started on diabigartan 110 mg BD.  Clopidogrel was continued because of coronary artery disease.  In the RELY Train, there is no increased risk of bleed in the patients on diabigartan and clopidogrel.  The patient was stable at discharge and was not advised any further test.  The patient was reviewed on 21st March, 2013 and the patient was doing well and the patient had not done any further test and was advised to continue dabigartan, but to keep watch for bleeding and was advised to repeat lipid profile on follow-up.  During the patient’s stay at Bhardwaj Hospital as a cardiologist, he was consulted for his cardiac condition such as atrial fibrillation and CAD.  Other medical conditions were being treated by the doctors at Bhardwaj Hospital.  He did not prescribe ursodoxycholic acid as seen in his treatment advised at Bhardwaj Hospital.  But on net search   ursodeoxycholic    acid    is    routinely    prescribed    by    the
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gastroenterologist for the patient with asymptomatic marginally raised serum transaminases and has no hepatotodxicity.  The patient was admitted to Fortis Escorts Heart Institute on 17th April, 2013 with history of haemtemesis and malena for last two days.  At the time of admission, the patient was haemodynamically stable with blood-pressure 130/80, pulse 80/min.  The patient’s investigation revealed Hb 7.6, S.Cr 1.1, PT11.8/21.3 INR 1.84, PTTK 26/51, SG OT 119, SGPT 61, Serum bilirubin 1.9.  As noted the patient had stopped dabigartan for last two days and the patient’s clotting parameter PT/PTTK were within normal limit.  It is categorically stated that to attribute bleeding to dabigartan, the aforementioned parameters should have been deranged.  Urgent gastroenterology consultation and critical care team consultation was done and the patient was started on treatment.  Four units of packed RBC, 2 FFP were arranged.  On 17th April, 2013, the patient was given four units packed cells and two units of FFP over twenty four hours.  Massive blood transfusion is defined as >6-8 units over short period.  With FFP, there is no interaction with calcium.  In Fortis Escorts Heart Institute, daily ABG was done which revealed serum ionized calcium 0.9, which is normal and is a better indicator then serum calcium.  Hypocalcemia is only defined if calcium is <0.7 and that requires replacement with intravenous calcium.  The ECG showing prolonged QT interval was a physiologic effect of Amiodarone and possible because of underlying coronary artery disease and not due hypocalcaemia.  Amiodarone is not a proarrythmic agent.  At Fortis Escorts Heart Institute, there was no evidence of fluid overload because the patient was haeamodynamically stable, CVP was within normal limits, ABG normal, SPO2 normal, chest clear, x-ray chest within normal limits.  No evidence of hypocalcemia.  Dabigartan is a very safe drug.  The patient was class 1 indication for dabigartan because of atrial fibrillation and the patient was at a very  high  risk  of 
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stroke because of his multiple co-morbidity HT, DM, bleeding piles, carotid artery disease.  Dabigartan was given in the lowest dose of 110 mg BD as recommended and the patient had only marginally raised transaminases and PTTK was within normal range.  No interaction of dabigartan with Amiodarone and clopidogrel.  Therefore, there is no indication that the bleeding occurred because of dabigartan and it was due asymptomatic occult chronic liver disease and active bleeding from grade 3 oesophageal varices and subsequently to which the patient developed multiple organ failure. 
Dr. Sanjiv Bhardwaj further stated that the complainant’s assertion that the patient’s only risk factor was asymptomatic coronary artery disease is not correct.  The patient had multiple co-morbidities such as (a) long standing hypertensive on nebicard (b) long standing diabetes mellitus on glyciphage SR (c) long standing dyslipedemia on statins (simvastatin) for last fourteen years (d) known case of bleeding piles grade-III (e) the patient was ex-tobacco chewer.  It is stated that the patient was elderly with other co-morbid conditions, hence, acitrom was not considered.  Dabigartan is a direct thrombin inhibitor and a very safe drug, half life of twelve hours, eight percent renal clearance, dabigartan has the largest and longest experience.  The said drug has advantages over warfarin like rapidly effectively, does not interact with any food/medication, does not require monitoring and associated with lower risk of ischemic stroke.  Amiodarone is a class-III anti-arrthymic agent and is a very safe drug and liver toxicity occurs at a rate of 0.6% annually and only on long term amiodarone therapy.  No contraindication to amiodarone in the patients who have marginally raised transaminases.  Amiodarone has no drug interaction with dabigartan  and  it  does  not  cause  any  increased  risk  of  bleed   as 
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documented in RELY trial.  No requirement of dose adjustment with amiodarone.  In the RELY trial, dabigartan 110 mg BD lowest dose was non-inferior to warfarin with significantly lower risk of bleeding compared to higher dose of dabigartan 150mg BD.  In patients who are on dabigartan there is no need to monitor any coagulation parameters like PTTK and PT.  Since the patient’s renal function was normal there was no requirement of adjusting the patient’s dose and the patient was on the lowest dose of dabigartan 110 mg which is effective for preventing stroke with no risk of bleeding.  Dabigartan is a very safe drug.  The patient was class-I indication for dabigartan because of atrial fibrillation and the patient was at a very high risk of storke because of his multiple co-morbidity HT, DM, bleeding piles, carotid artery disease.  Dabigartan was given in the lowest dose of 110 mg BD as recommended and the patient had only marginally raised transaminases and PTTK was within normal range.  No interaction of dabigartan with amiodarone and clopidogrel.  Therefore, there is no indication that the bleeding occurred because of dabigartan and it was due to asymptomatic occult chronic liver disease and active bleeding from grade 3 oesophageal varices and subsequently to which, the patient developed multiple organ failure.

Dr. Sanjiv Bhardwaj also stated that a decision by the family was taken to shift the patient to Medanta-the Medicity.  At time of shifting, the patient was conscious, oriented blood-pressure 110/68, pulse 100/min and was not on any iontropic support.  At Escorts Hospital, there was no evidence of fluid overload because the patient was haemodynamically stable, CVP was within normal limits, ABG was normal, SPO2 was normal, chest was cleared, x-ray chest was within normal limits.  No evidence of hypocalcaemia.    
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Dr. Yatin Mehta in his written statement averred that at around 9.30 p.m., the patient had non-sustained intermittent ventricular tachycardia with hemodynamic compromise (pulseless VT), at this point of time, the patient was given D.C. shock by Dr. Sachin Gupta and cardiac massage (CPCR) was started by Dr.  Jagadeesh K.N. till return of systemic circulation, and during the course was also intubated, alongwith bolus of injection, adrenaline was given in the presence of Dr. Balbir Singh.  Other supportive medicines like injection betalock, xylocard, calcium chloride, potassium chloride, sodium bicarbonate, cardarone were given.  With the repeated D.C. Shocks and cardiac massage alongwith medication, the patient’s blood pressure stabilized.  Late on, the patient also had numerous episodes of ventricular tachycardia, however, at that point of time, the patient was having a palpable pulse, the patient was cardioverted each time and AED pads were attached.  At around 10.00 p.m. after the successful CPCR, the patient continued to be critical, and was being maintained on artificial ventilation and medications as per the records.  At that time, his pupil’s were reacting.  Echocardiography was done by Dr. R.R. Kasliwal which revealed the ejection fraction of left ventricle of heart around 40-45%.  

Dr. R.R. Kasliwal in his written statement averred that when the patient was admitted to the ICU at Medant, the Medicity Hospital, he received a call from Dr. Yatin Mehta for cardiac assessment.  He requested for an urgent Echo, as he was not in the premises at that time and also requested him to call his colleague and chairman, Cardiology & Electro Physiology, Dr. Balbir Singh who he trusts as equally competent to deal with cardiac arrhythmias.  Around 5.30 p.m. on the day of admission, the Echo-Cardiography was performed.   After 
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examining the patient between 5.30 to 6.00 p.m., Dr. Balbir Singh advised to start injection Esmolol, injection magnesium sulphate and to maintain serum potassium between 4-5.  Dr. Balbir Singh again attended the patient when cardio-pulmonary-cerebral resuscitation was administered between 9.30 p.m. on 19th April, 2013.

Dr. Randhir Sud in his written statement averred that the management of hepatic encephalopathy is done by instituting multiple steps: eliminating precipitating causes like bleeding, infection, hypoxemia and hypotension alongwith clearing the gut of old blood to reduce ammonia.  Hypoxemia and hypotension were corrected by inhaled oxygen through mask and later mechanical ventilation and vasopressors right from the time of admission to Medanta.  Lactulose therapy though ryles tube and enemas was instituted at the earliest keeping in view of the patient’s medical status at adnmission, other co-morbidities and associated conditions have been detailed hereafter.  The patient had received lactulose orally till noon of 19th April, 2013 which had to be discontinued as it is contraindicated in a patient who is incoherent and at risk of aspiration to give oral medications.  Ryles tube was purposely avoided at the time of admission in view of recent variceal band ligation and fear of precipitating.  As the patient was continuing to have malaena, decision was taken to insert Ryle’s tube on 20th April, 2013, morning to rule out any re-bleed from varices.  As there was no active bleeding, the opportunity was taken to given syrup lactulose through Ryle’s tube for purgation.  The arterial ammonia levels by evening of 20th April, 2013 had come down to 35 micromoles per litre.  Moreover, the patient was arousable both in the morning and evening of 20th April, 2013 is indicating adequate management of hepatic  encephalopathy.   As   the   patient   developed   progressively 
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hepatocelluar failure because of poor hepatic reserve and associated conditions there was a rise in ammonia levels subsequently, inspite of continued treatment of hepatic encephalopathy.  The patient was admitted to Medanta in extremely critical condition, after having received treatment at two previous hospitals.  Despite every possible effort on the part of the treating team, he was unable to reverse the patient’s critical condition.  A bare reading of the complaint and review of the medical record demonstrates that the complainant has no cause of action against the treating team at Medanta, as all due care, precautions and proper medical treatment as per the highest standards was provided to the patient. 
Dr. A.K. Dubey, Medical Superintendent, Medanta- the Medicity stated that it is clear from the medical records that, within an hour of admission to Medanta Hospital, Dr. Manish Mathur, Consultant, Cardiologist examined the patient and conducted echo-cardiography at around 5.30 p.m. on 19th April, 2013 and discussed the finding with Dr. R.R. Kasliwal.  In view of the findings, Dr. R.R. Kasliwal requested Dr. Balbir Singh to review the patient.  Dr. Bablir Singh examined the patient between 5.30 p.m. to 6.00 p.m and based on the echo-cardiography report advised injection esmolol, injection magnesium sulphate and to maintain serum potassium.   Dr. Balbir Singh also recorded that patient had suffered an episode of non-sustained torsade’s de pointes (TDP).  Accordingly, magnesium, calcium and potassium levels of the patient were advised to be monitored periodically.  The record reflects that this was done.   Dr. Balbir Singh was also physically present and attending to the patient during the time he developed intermittent ventricular trachycardia with haemodynamic  compromise  (pulse-less VT).   Subsequently,   at 11.0 
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p.m. on 19th April, 2013, the patient was also reviewed by Dr. R.R. Kasliwal.  It is clear from the above that there was no delay in cardiac evaluation and the treatment of the patient at Medanta was in accordance with the highest standards of medical care. 

The complainant alleges that the medication advised by Dr. Balbir Singh was not given to the patient in a timely manner and Dr. Balbir Singh failed to observe the probability of torsade’s de pointess (TDP).   This allegation is completely incorrect.  Dr. Balbir Singh examined the patient between 5.30 and 6.00 p.m. on 19th April, 2013 and advised injection esmolol to keep the blood-pressure between 90-100, injection magnesium sulphate 2 gms TDS and to maintain serum potassium between 4-5.  As per the advice of Dr. Balbir Singh, the patient’s blood-pressure was being regularly monitored and was to be kept between 90 to 100.  Between 5.00 p.m. to 7.00 p.m, the patient‘s blood-pressure was borderline and below 100 and, therefore, esmolol was not started.  However, when the patient’s blood-pressure rose above 100, then, as per Dr. Balbir Singh’s advice esmolol was started.  Once the blood-pressure was brought below 100, esmolol was stopped at 8.00 p.m.  Magnesium sulphate, as per Dr. Balbir Singh’s advice, was given at 6.00 p.m. and 10.00 p.m.  Serum potassium was also regularly monitored and was kept within normal range with infusion of injection KCL.  Further, with regard to TDP, as evident from Dr. Balbir Singh’s notes at 6.00 p.m. on 19th April, 2013, Dr. Balbir Singh recorded one episode of non-sustained TDP.  Dr. Balbir Singh advised to periodically monitor the magnesium, calcium and potassium levels of the patient and this monitoring is reflected in the record.  It is, therefore, incorrect to state that the advice of Dr. Balbir Singh was not followed or that Dr. Balbir Singh  failed  to  advice  that  in  light  of  an 
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episode of non-sustained TDP the levels of magnesium, calcium and potassium must be monitored.  It is evident from the records that the treating doctors treated the hypocalcaemia and electrolyte imbalance by monitoring and correcting magnesium, calcium and potassium levels.  

The complainant states that he doubts the authenticity of the prescription chart which reflects that a second dose of calcium was administered at 8.00 p.m.  The administration of the second dose of calcium at 8.00 p.m. on 19th April, 2013 is a matter of fact.  During the treatment of any patient various charts/ notes/records/statements are maintained by every hospital, which record different aspect of treatment.  Nursing notes are maintained to record the activities undertaken or observed by the nurse.  A prescription chart is maintained to record all the medicines administered to the patient from time to time.  Therefore, while reviewing the treatment given to any patient, all notes, records and charts must be read together.  This particular chart is signed and dated by Dr. Sachin and its veracity cannot be doubted.  

The complainant has alleged that CPR was not coordinated and well led.  This allegation is completely incorrect.  It is also interesting to note that in the complaint a different allegation was made on the basis of the unsubstantiated account of an alleged eyewitness, regarding the CPR.   The allegation in the rejoinder is now different.  As stated in the reply dated 17th November, 2013 filed by Dr. Yatin Mehta, they reiterate that cardiopulmonary cerebral resuscitation (CPCR) was conducted strictly in accordance with the ACLS guidelines prescribed by the American Heart Association (AHA).  The complainant  has  repeated 
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his allegation that Dr. Yatin Mehta was unable to coordinate the care on admission and later in the intensive care unit.  He reiterates that on arrival at Medanta, the patient was immediately examined by a team of doctors including Dr. Yatin Mehta.  Thereafter, the concerned specialists from intensive care, cardiology and gastroenterology i.e. Dr. Yatin Mehta, Dr Balbir Singh, Dr. R.R. Kasliwal and DR. Randhir Sud were in constant communication and held frequent meetings to chart the course of treatment for the patient.  Dr.  Yatin Mehta, alongwith his team of intensivists including Dr. Deepak Govil, Associate Director, Clinical Care Medicine, continuously monitored the patient during his treatment at Medanta Hospital.  

The complainant also repeats his allegation that the treating doctors at Medanta Hospital failed to recognize and the treat the reversible factors namely bleeding, hepatic encephalopathy and electrolyte imbalance due to their assumption of poor outcome related to the patient’s age.  It is evident from the medical records that no effort was spared by any doctor at Medanta Hopsital to treat the critical condition of the patient.  Management of hepatic encephalopathy is done by instituting multiple steps including eliminating bleeding, infection, hypoxemia and hypotension alongwith clearing the gut of old blood to reduce ammonia.  Accordingly, antibiotics were changed from injection monocef to cefotaxim IV for control of infection and to prevent any possibility of thrombocytopenia which may happen with monocef.  Antibiotics are also an effective means for treatment of hepatic, encephalopathy.  Further, hypoxemia and hypotension were corrected by inhaled oxygen through mask and later mechanical ventilation and vasopressors right from the time of admission to Medanta Hospital.  Lactulose therapy through ryles tube and enemas was instituted at  the 
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earliest keeping in view of his medical condition at admission, other co-morbidities and associated conditions.  The patient had received lactulose orally till noon of 19th April, 2013 which had to be discontinued as it is contraindicated in a patient who is incoherent and at risk of aspiration to give oral medications.  Ryles tube was purposely avoided at the time of admission in view of recent variceal band ligation and fear of precipitating bleeding. As the patient was continuing to have malaena, decision was taken to insert ryle’s tube on 20th April, 2013, morning to rule out any re-bleed from varices.  As there was no active bleeding the opportunity was taken to give syrup lactulose through ryle’s tube for purgation.  The arterial ammonia levels by evening of 20th April, 2014 had come down to 35 micromoles per litre.  Moreover, the patient was arousable both in the morning and evening of 20th April, 2013 indicating adequate management of hepatic encephalopathy.  As the patient developed progressive hepatocellular failure because of poor hepatic reserve and associated conditions, there was a rise in ammonia levels subsequently, insptie of continued treatment of hepatic encephalopathy.  To reverse electrolyte imbalance, the treating doctors monitored the magnesium, calcium and potassium levels of the patient and administer appropriate medication, which extracts and collates the relevant information from the lab reports, medication administration chart and ICU flow sheet.  Therefore, it is incorrectly alleged that the treating doctors at Medanta Hospital failed to recognize and treat the reversible factors namely bleeding, electrolyte imbalance and hepatic encephalopathy due to their assumption of poor outcome related of his age.  The record reflects to the contrary.  

The complainant has alleged that at the time of transfer of patient from 

Contd/:


(33)


Escorts Hospital to Medanta Hospital, Dr. Naresh Trehan assured Ms. Shubhra Verma (daughter of the patient) that Dr. R.R. Kasliwal, Dr. Yatin Mehta and Dr. Randhir Sud shall be available on the patient’s arrival to oversee and monitor the patient’s care.  This allegation has been made for the first time in the rejoinder and is incorrect.  Dr. Naresh Trehan did not make any assurance to Ms. Shubhra Verma or any other member of the patient’s family or friends that any specific doctor shall be available.  Dr. Naresh Trehan only assured that best possible care shall be provided to the patient.  Further, Ms. Shubra Verma, in an undated letter to Dr. Naresh Trehan, states that Dr. Arvind Bhardwaj of Bhardwaj Hospital had assured Ms. Shubhra Verma (and not Dr. Naresh Trehan) that Dr. R.R. Kasliwal will be present and shall look after the patient.  There was never any assurance given by anyone from Medanta Hospital (including Dr. Naresh Trehan) that any specific doctor would be available continuously.  It was ensured that senior doctors were attending the patient at all times, which was done as is clear from the medical records.  

It is alleged that the interview given by Dr. Naresh Trehan in CNN IBN on 9th October, 2013 was a breach of confidentially and that the comments made during the said interview reflected an attitude of insensitivity, aggressiveness, vengeance, arrogance, lack of humility, remorse or any attempt to understand the rationale for the complaint regarding negligence.  As per the version of the hospital authorities at Medanta, this allegation is incorrect and denied.  The complainant has suppressed the fact that the family members of the patient, including himself, had placed the medical condition and the treatment of the patient in the public domain long before any statement was made by Dr. Naresh Trehan.  Hence, the said information ceased to be confidential in nature.  There is clear evidence of the information being
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placed in the media by the family members of the patient, including the complainant.  Further in August-September, 2013, the family members of the patient shared the details of patient’s condition and treatment with numerous members of the public, 34 of whom signed a petition asking for an inquiry.  Various news reports and articles stated that 34 eminent citizens had signed a letter in this regard.  It is a matter of fact that the family members of the patient contacted various news organizations, requesting them to provide coverage regarding the medical condition and the treatment of the patient.  Dr. Dilip Mathur recorded an interview with CNN IBN for ‘Face the People’ on 9th October, 2013.  In this interview, the complainant   discussed the medical condition and the treatment given to the patient in great detail.  The channel, after recording, the complainant’s interview, contacted Dr. Naresh Trehan to respond to the allegations made by the complainant. It is submitted that confidentially cannot be claimed over information that has been placed by the complainant and his family members in the public domain.  As per the version of the Medanta hospital authorities, deliberate efforts were made by the complainant and his family members to garner as much medical coverage to the medical condition and the treatment of the patient as they could.  It is well settled, that they cannot, then seek the claim confidentially over information that they shared with the public at large through both print and electronic media.  It is submitted that the allegations of attitude of insensitivity aggressiveness, vengeance, arrogance, lack of humility, remorse or any attempt to understand the rationale for the complaint regarding negligence cannot constitute grounds for ethical violations, and need no reply.  However, without prejudice, it is submitted that the said allegations are completely false and belied  by  the  record.   A 
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viewing of the interview demonstrates that Dr. Naresh Trehan approached the issue with compassion, and in fact stated that he considered the patient a fine human being.  He had high respect and regard for the patient and ensured that every possible effort was made by the multidisciplinary treating team of experts at Medanta Hospital to treat the patient’ condition.  Dr. Naresh Trehan was hurt by the misconceived allegations, however, inspite of these allegations, Dr. Naresh Trehan of his own accord offered to review the medical records alongwith the family members of the patient and their independent set of doctors to satisfy them that the best possible treatment was provided to the patient at Medanta.  

It is alleged that Dr. Naresh Trehan warned Ms. Shubra Verma that details relating to the patient’s medical condition and medical history will be divulged to stigmatize the family.  This allegation is completely incorrect and vehemently denied and they take strong exception to such false and unscientific allegations being made.  It is denied that Dr. Naresh Trehan had any such conversation with or made any such statement to Ms. Shubra Verma or any other member of the patient’s family or friend circle.  It must be noted that the members of the patient, i.e. Ms. Shubhra Verma (elder daughter of the patient), the complainant Dr. Dilip Mathur (the patient’s son-in-law) and the patient’s younger daughter, all are well educated and well informed individuals.  The complainant is a consultant surgeon and Clinical Director in United Lincolnshire Hospital, United Kingdom and the patient’s younger daughter is also a physician in United Kingdom.  For such well educated and well-informed individuals, it is a matter of common knowledge that hepatitis B can be acquired via various modes of transmission and that there is no shame or stigma attached in being a patient of hepatitis B.  The complainant, by his  own  admission,  has 
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accepted in the rejoinder that hepatitis B can be acquired via various modes of transmission and that there is no shame for stigma attached in being a patient of hepatitis B.  The allegations are, therefore, nothing short of absurd.  Further, it is worth noting that the said allegation has been made for the first time, in the rejoinder.  This is clearly an afterthought, conceived in light of the fact that each and every allegation in the complainant stood addressed and answered by the medical record.  

It is alleged that Medanta Hospital released the news of the patient’s death to the media without discussing the same with the family.  This allegation is completely incorrect.  No press release was made by the Medanta Hospital.  When contracted by media persons, Medanta Hospital only confirmed the information they already had.  

In light of the above, the Disciplinary Committee makes the following observations :-

1. The complainant’s assertion that the patient had only asymptomatic coronary artery disease is not correct.  The patient in addition to coronary artery disease had multiple co-morbidities such as (a) long standing hypertension on treatment with nebicard (b) long standing diabetes mellitus on glyciphage SR (c) long standing dyslipidemia on statins (simvastatin) for the last fourteen years (d) bleeding piles grade – 3. 

2. As per records, Dr. Sanjiv Bhardwaj had checked blood test results before prescribing dabigatran.  The liver function tests revealed only mild unconjugated hyperblirubinemia  with  normal
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SGPT levels and mildly elevated SGOT levels. The Disciplinary Committee felt that there was no definite evidence of chronic liver damage.  Further in the past, the patient did not have proven/established evidence of chronic liver disease or any history of gastrointestinal bleed or hepatocellular failure.  

3. Dr. Sanjiv Bhardwaj prescribed dabigatran which appears justified because in the setting of underlying coronary artery disease, atrial fibrillation and multiple co-morbidities, Chad’s score of 3, the patient was at higher risk for developing stroke due to thrombo-embolic complications.  Further, it has been clearly mentioned in the Prescriber’s Information issued by the Manufacturers, Boehringer Ingelheim that dabigatran can be prescribed in special patient populations such as those ≥ 75 years of age and those on concomitant antiplatelet therapy and amiodarone such as this patient.  However, in such cases the dose should be titrated to 110 mg twice a day which was prescribed to Mr. Verma.

4. As per records, there was no definite prior information about the pre-existing chronic liver disease or oesophageal varices.  It does not appear that dabigatran or amiodarone therapy resulted in severe GIT bleeding because the bleeding occurred from the oesophageal varices which was diagnosed later and was not drug induced.  

5. The patient had minor elevation in serum transaminases and serum bilibrubin for several years which was attributed to the long term statin therapy.  In the absence of any other definite clinical features, there was no urgent need for getting investigations such as Ultrasound or CT scan.
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6. There is no definite evidence to suggest that the blood transfusions were poorly monitored at Escorts Hospital.  The patient was given four units packed cells and two units of FFP over twenty four hours and did not receive massive blood transfusions.  Further, patient had serum calcium 0.9 mmol/L which did not necessitate immediate need for calcium therapy and cannot be held responsible for deterioration of patient’s condition. 

7. Following transfer to Medanta - The Medicity Hospital, the patient was primarily admitted under Dr. Randhir Sud and Dr. Yatin Mehta for further management and both doctors were continuously monitoring the patient.  In addition, Dr. Balbir Singh, Senior Consultant Cardiologist was also called in for treatment as the patient had underlying coronary artery disease with atrial fibrillation.  Further, Ms. Shubra Verma, in an undated letter to Dr. Naresh Trehan, has stated that Dr. Arvind Bhardwaj of Bhardwaj Hospital had assured Ms. Shubhra Verma (and not Dr. Naresh Trehan) that Dr. R.R. Kasliwal will be present and shall look after the patient.  There is no definite evidence to suggest that consultation with Dr. R.R. Kasliwal was pre-arranged.  From the records it cannot be concluded that Dr. Naresh Trehan gave any assurance to Ms. Shubhra Verma or any other member of the patient’s family or friends that Dr. Ravi Kasliwal or any specific doctor shall be available.  It appears that senior doctors were attending the patient at all times, as is clear from the medical records.  
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Dr. Ravi Kasliwal in his statement has avered that since he was attending patients in another clinic outside Medanta, Dr. Balbir Singh, who is Senior Consultant Cardiologist and Chairman of Cardiac Electro-physiology was asked to see the patient because of atrial fibrillation.  He attended the patient immediately and echocardiography was done at 5.30 p.m.
8.  The serum calcium levels were regularly monitored during the stay at Medanta and as per records, the patient received 3 doses of intravenous calcium gluconate during the short stay at Medanta for correction of hypocalcemia.  It is difficult to conclude that the patient developed serious ventricular arrhythmias and required cardiac shocks because of any lack of efforts by the treating physicians to correct hypocalcemia or due to the underlying coronary artery disease, which might have contributed to the development of cardiac arrhythmias.

9.   It has been alleged that there was delay in giving injection esmolol; however, since it cannot be given when the patient’s blood pressure is low, therefore, it was given as soon as the blood pressure improved. Hence, there was no delay in giving injection esmolol which might have resulted in fatal outcome.
10.   There is no definite evidence to suggest that Dr. Yatin Mehta had a foregone belief that the fatal outcome was inevitable, thereby affecting the quality of medical care provided to the patient and this resulted in lack of care.
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11. The treatment of hepatic encephalopathy was given as per the standard guidelines as per the standard protocol.  Patient was given antibiotic cefotaxim, which in addition to the treatment of hepatic encephalopathy was also used for control of infection.  Further, hypoxemia and hypotension were corrected by inhaled oxygen through mask and later mechanical ventilation and vasopressors right from the time of admission to Medanta Hospital.  Lactulose therapy through Ryle’s tube and enemas were also instituted.  The patient had received lactulose orally till noon of 19th April, 2013 which had to be discontinued as it is contraindicated in a patient who is incoherent and at risk of aspiration to give oral medications.  It has been stated that Ryle’s tube was purposely avoided at the time of admission in view of recent variceal band ligation and fear of precipitating bleeding. As the patient was continuing to have melena, Ryle’s tube was inserted on 20th April, 2013, morning to rule out any re-bleed from varices.  As there was no active bleeding the patient was given syrup lactulose through Ryle’s tube for purgation.  The arterial ammonia levels by evening of 20th April, 2014 had come down to 35 micromoles per litre.  Moreover, the patient was arousable both in the morning and evening of 20th April, 2013 indicating adequate management of hepatic encephalopathy.  As the patient developed progressive hepatocellular  failure  because  of  poor   hepatic   reserve   and
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associated conditions, there was a rise in ammonia levels subsequently, inspite of continued treatment of hepatic encephalopathy.  To reverse electrolyte imbalance, the treating doctors monitored the magnesium, calcium and potassium levels of the patient and administered appropriate medication.  Therefore, it is incorrectly alleged that the treating doctors at Medanta Hospital failed to recognize and treat the reversible factors, namely bleeding, electrolyte imbalance and hepatic encephalopathy due to their assumption of poor outcome related to his age.  

12. The patient was admitted under care of Dr. Randhir Sud and Dr. Yatin Mehta.  Dr. Randhir Sud gave the appropriate treatment for hepatic encephalopathy and GI bleed; however, since the patient had multiple co-morbidities including coronary artery disease, liver disease, massive GI bleed, diabetes and was an elderly individual he succumbed to his illness despite adequate treatment given as per the standard protocol.

13.   During the course of hearing, the complainant alleged that Dr. Naresh Trehan violated the confidentiality clause and made various details about the patient’s illness public.  Dr. Naresh Trehan has averred that the complainant has suppressed the fact that the family members of the patient, including himself, placed the medical condition and the treatment of the patient in the public domain long before any statement was made by Dr. Naresh Trehan.  Hence, the said information ceased to be confidential in nature.  The Committee examined the hospital records and also viewed the DVD provided by the Complainant containing   the  interview    including     statements     by     the
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Complainant, Dr. Dilip Mathur and statement by Dr. Naresh Trehan and felt that there was no evidence on record to suggest that Dr. Naresh Trehan approached the whole issue with aggression or arrogance.  Further, in response to various questions posed by the TV anchor, Dr. Trehan did mention about the multiple co-morbidities afflicting the patient in his defense.  The Committee is of the opinion that the doctor in general should refrain from discussing/divulging the details of their patients’ medical condition to the media, as the patient privacy is supreme and sacrosanct.

In view of the observations made herein-above, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of the doctors of Bhardwaj Hospital, Fortis Escorts Heart Institute and Medanta, the Medicity, in the treatment administered to late Justice J.S. Verma.

Matter stands disposed. 
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The Order of the Disciplinary Committee dated 3rd June, 2014 was confirmed by the Delhi Medical Council in its meeting held on 4th June, 2014.
                                                                                                     By the Order & in the name of 








                     Delhi Medical Council 








          

         (Dr. Girish Tyagi)







                       

           Secretary
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3) Medical Superintendent, Bhardwaj Hospital, Bhardwaj Hospital, NH-1, Sector-29, Noida-201301, Uttar Pradesh.
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