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     03rd June, 2020                            

O R D E R

The Delhi Medical Council through its Disciplinary Committee examined a representation from Police Station Dwarka North, seeking medical opinion on a complaint of Smt. Poonam Mangal w/o Late Rajender Mangal r/o Flat No. 808, Sector-19 Akshardham Apts. Pocket-3, Dwarka, New Delhi-110075, alleging medical negligence on the part of doctors of Venkateshwar Hospital, Dwarka, in the treatment of complainant’s husband Shri Rajender Mangal, resulting in his death on 30.11.2017.
The Order of the Disciplinary Committee dated 16th March, 2020 is reproduced herein-below :-
The Disciplinary Committee of the Delhi Medical Council examined a representation from Police Station Dwarka North, seeking medical opinion on a complaint of Smt. Poonam Mangal w/o Late Rajender Mangal r/o Flat No. 808, Sector-19 Akshardham Apts. Pocket-3, Dwarka, New Delhi-110075(referred hereinafter as the complainant), alleging medical negligence on the part of doctors of Venkateshwar Hospital, Dwarka (referred hereinafter as the said Hospital), in the treatment of complainant’s husband Shri Rajender Mangal (referred hereinafter as the patient), resulting in his death on 30.11.2017.
The Disciplinary Committee perused the representation from Police, copy of complaint of Smt. Poonam Mangal, joint written statement of Dr. P.K. Sachdeva, Dr. Rahul Sharma, Dr. Amit Aslam Khan and Venkateshwar Hospital, copy of medical record of Venkateshwar Hospital and other documents on record.

The following were heard in person. 

1) Smt. Poonam Mangal

Complainant 

2) Ms. Manushreya Agarwal
Daughter of the Complainant 
3) Dr. Rahul Sharma 

Consultant Neurosurgeon, Venkateshwar 
Hospital 

4) Dr. P.K. Sachdeva

Director & HOD Neurosurgery, Venkateshwar

Hospital 

5) Dr. Amit Aslam Khan

Senior Consultant Interventional 

Neuro-radiology, Venkateshwar Hospital

6) Dr. Gautam Hazarika

DMS, Venkateshwar Hospital

It is noted that the police in its representation has averred that a complaint of Smt. Poonam Mangal w/o late Rajinder Mangal, r/o Flat No.808, Sector-19, Akshardham Apts, Pocket-3, Dwarka, New Delhi had been received at PS Dwarka, North; in her complaint, she alleged that on 24th November, 2017 at about 7.00 a.m., her husband age about 55 years had developed giddiness and weakness in the left side of his body.  Then, he visited Venkateshwar Hospital, Dwarka at 11.00 a.m. on the same day.  He was clinically examined and admitted in the hospital at 2.28 p.m. on 24th November, 2017 in neurosurgery unit-1 of Venkateshwar Hospital under the treatment of Dr. P.K. Sachdeva and Dr. Rahul Sharma.  Thereafter, Dr. P.K. Sachdeva, Dr. Rahual Sharma and Dr. Aslam Khan got the MRI of brain done on 24th November, 2017 which was suggestive of decreased blood supply in the right frontal part of brain.  The complainant again alleged that husband of the complainant was undertaken for mechanical thrombectomy in the absence of Mr. Lalit Mangal (Nephew of the deceased) and in the absence of the complainant itself and the consent was not obtained from the relatives and kin of the deceased.  As per the complainant, above said doctors did not treat her husband properly and showed various medical negligence in the treatment of her husband and due to their negligence, her husband expired on 30th November, 2017.  Now, it is requested that necessary opinion may please be given regarding negligence in the treatment of the deceased late Rajender Mangal at Venkateshwar Hospital, Dwarka, Secor-18A, New Delhi by Dr. P.K. Sachdva, Dr. Rahul Sharma and Dr. Aslam Khan, if any and intimate the police, if any cognizance offence is made out, otherwise take necessary action at the end of the Delhi Medical Council.  
The complainant Smt. Poonam Mangal alleged that her husband (the patient) late Lalit Mangal aged about 55 years, in the morning of 24th November, 2017 at around 7.00 a.m. developed giddiness and weakness in the left side of his body.  He consulted a private doctor who prescribed certain medicines and advised him for admission in a hospital.  As per advice of a private doctor, he visited Venkateshwara Hospital, Dwarka at 11.00 a.m. on 24th November, 2017 itself, where he was clinically examined; his blood pressure was 132/89 and RBS-281.  However, he was admitted at 2.28 p.m. on 24th November, 2017 in neurosurgery unit-I of Venkateshwara Hospital, Dwarka under the treatment of Dr. P.K. Sachdeva and Dr. Rahul Sharma.  On 04.06 p.m. on 24th November, 2017, Mrs. Akoijam Sharmila entered the vital signs of the patient which reads as:-temperature 98 F, Pulse 82/-minute, resp; 18/minute, BP-138/78, condition-conscious and diagnoses-brain stroke.  The patient was admitted in ICU of the Venkateshwara Hospital at 2.28 p.m. with UHID No.170043660, IP No.17/9576; CT scan head was done on 24th November, 2017 was suggestive of decreased blood supply in the right frontal part of brain.  Therefore, Dr. P.K. Sachdeva, Dr. Rahul Sharma and Dr. Amit Aslam Khan got the MRI of brain done, which was also suggestive of decreased blood supply in right sided part of brain.  The deceased developed giddiness and weakness on left side of his limb at 7.00 a.m. on 24th November, 2017 and visited the Venkateshwar Hospital at 11.00 a.m.  He could have been given intra-venous drugs to lyse clots as per super international guidelines and recommendation, if patient reports within 4-5 hours.  However, the patient was undertaken for mechanical thrombectomy in the absence of Shri Lalit Mangal (nephew of the deceased) and in the absence of the complainant herself.  It is pertinent to mention that on 24th November, 2011, the patient was alone at home in Dwarka, Delhi, as the complainant and her daughter had gone to Jaipur.  Ttherefore, at the time of mechanical thrombectomy done by the Dr. P.K. Sachdava, Dr. Rahul Sharrna and Dr. Amit Aslam Khan, the patient was alone at the hospital; therefore, the consent was not obtained from the relatives/ Kith and kin of the patient.  The perusal of pre-anaesthesia evaluation form would show that mechanical thrombectomy was suggested on the basis of finding that is sudden onset giddiness and left sided weakness.  It shows that no reasoning has been given on pre-anaesthesia evaluation form which prompted the doctors to undertake mechanical thrombectomy instead of management of the patient by drug.  The pre-anaesthesia evaluation form is also not indicative of the fact that the attendant of the patient, if any at that point of time was explained the emergency for mechanical thrombectomy. Seeing his condition deteriorating, the deceased himself alongwith one Mr. Piyush Goyal visited the private practitioner who managed him conservatively and advised for admission in the hospital for further treatment.  The final diagnosis mentioned at the admission form dated 24.11.2017 is different from the final diagnosis mentioned in the death summary. The final diagnosis mentioned in admission form is as : "Final diagnosis: J 18.9, A41.9, R57.9, E11.9, 110, U07, J22."  Whereas in the death summary, the final diagnosis has been mentioned as : "Final Diagnosis-Large right MCA infract with mass effect operated.  Pneumonia, Septicemia with shock with mods.  Type II diabetes mellitus with ketosis hypertension".  After admission in Venkateshwara hospital, a blank form of declaration was got signed by the Venkateshwara Hospital. The said declaration form was signed by one Sh. Lalit.  However, on the said form the name of patient, UH1D, Gender, date of admission, Unit, etc. were not filled up.  However, it appears subsequently one typed paper was affixed on the declaration form which contained the name of the patient and other information related to the patient. Thus, it is crystal clear that no kith and kin of the husband of the complainant singed the consent form for head surgery.  The doctors gave an estimate of mechanical thrombectomy and medical management to the tune of Rs.8,36,810/ - under the heads, bed charge, mechanical thrombectomy, investigation, consumable, drugs, admission plus documentation charges, dietician, consultation and miscellaneous. On 24.11.2017, the patient was admitted in MICU of the Venkateshwara Hospital.  CT Head was done and the report of CT Head is as: "Prominent calcific focus along leftantero-infero-lateral was of 4” ventricle ? Old calcified granulama with no bleed.  MRI Brain with perfusion study done which showed patch areas of restricted diffusion on right pranto -tempuro -parietal region and right basal gangilia, there is decreased perfusion in right MCA territory."  Thereafter, Dr. P.K. Sachdava, Dr. Rahul Sharma and Dr. Amit Aslam Khan conducted MRI Brain that was also done and the report of MRI Brain is as under : "There is significant narrowing seen in M2 segment of right MCA with attenuation of distal right MCA branch.  It is submitted that since the above reproduced report of CT head dated 24.11.2017 suggested that there was no bleeding; the intravenous drug treatment should have been given. However, on the advice of Dr. Dinesh Sareen and Dr. Amit Aslam, conducted 4 vessel cerebral OSA and mechanical thrombectomy of right MCA- thrombus through transfemoal rout under GA was conducted by Dr. Amit Aslam Khan on 24.11.2017.  However, the aforesaid procedure undertaken by the Dr. Amit Aslam Khan was not successful.  It is respectfully submitted that as per standard guidelines of neurology, within 5 hours of the brain stroke, if patient is brought to the hospital, drug treatment is the best option.  After 5 hours but not later than 6 and half hours from the time of brain stroke, mechanical thrombectomy is not appropriate treatment. In the case of the patient, he suffered the stroke at 7:00 a.m. in the morning and visited the Venkateshwara Hospital in emergency ward at 11:45 a.m.  Admittedly, he was admitted at 2:28 p.m. and 4 vessel cerebral OSA and mechanical thrombectomy of right MCA thrombus was done at about 2:50 pm-6:00 p.m. on 24.11.2017.  Thus, it is evident that Dr. P.K. Sachdava, Dr. Rahul Sharma and Dr. Amit Aslam Khan acted in a gross negligent manner in providing treatment to the patient within time frame as per guidelines of the neurology science in preventing more damage to the brain.  This is evident from perusal of death summary reports of the Venkateshwara Hospital.  The patient was fully conscious at the time of admission in the Venkateshwara Hospital which is evident from clinical history dated 24.11.2017. Dr. P.K. Sachdava, Dr. Rahul Sharrna and Dr. Amit Aslam Khan have given findings and impression of the procedure undertaken by them on 24.11.2017 which reads as : "Findings: Under GA, Right CFA, 7F*80cm long sheath introduced, left CFA 4F *11 cm sheath introduced.  Using4F H1, bilateral CCA, ICA, VA angiograms done.  There is occlusion of right MCA M1 segment, occlusion which is tapering in it’s mind M1 segment.  There is good collateral flow seen from right ACA retrogradely.  5F ARC aspiration catheter over 0.014 microguidewire used to access the right MeA Ml segment and aspirated.  There was recanalization of right MCA M1, M2 and distal MCA, M3 and M4 branches with residual stenosis in right MCA distal M1 segment.  10 minutes post recanalization the right MCA reoccluded.   Rebar- 18 microcathcter over 0.014 microguidewire used to track into right MCA M3 segment.  4mm*40mm solitaire deployed into right MCI and its branches.  Post stent retrieval there was flow in right MCA which again reoccluded after 10 minutes.  The same result achieved 3 times.  6mm*12mm Blalloon over 0.014 microguidewire used to access right MCA Ml stenosedsegment and multiple balloon angioplasty done.  Post angioplasty, there was no recanalization of right MCA.  Stent deployment was deferred in view of the patient specific bleeding risk to the patient.  Retrograde filling of right MCA present.  Impression: complete occlusion of right MCA Ml occlusion inspite of 1. Thromboaspiration 2. Stcntriever 3. Solumbra. Balloon angioplasty”.  On 25.11.2017, CT head was done and thereafter, the courses of action taken by the doctors till the declaration of the death of the patient are mentioned as : "Large right MCA infarct: Physiotherapy was started. There was deterioration in neurological status with GCS of El VtM5 and papillary asymmetry. NCCT Head done on 26.11.2017 showed evidence of large right MCA territory infarct with mass effect and, midline shift to left side. Patient's attendants were counseled regarding need for emergency right FTP decompressive craniectomy. Pros and cons of surgery explained in detail.  Emergency right frontotemporoparietal decompressive craniectomy and placement of bone flap in right side abdominal wall was done under G.A. by Dr. P K Sachdeva.  On 26.11.2017.2D echo was done which showed no RWMA, L VEF is 55-60%.  Aerobic culture and sensitivity +Gram stain done showed no growth, after 48 hrs of aerobic incubation at 37 degree Celsius. 4-6 pus cells/lps. No microorganism seen. Physician reference was taken and advice followed. NCCT Head done on 27.11.2017 showed post operative changes with large right MCA infarct with decrease in mass effect.  He improved neurologically to GCS of E3VtM6.  He was then gradually weaned off from ventilator support and extubated on 27.11.2017-by critical care team. Post extubation, he maintained GCS of E3V1M6. RT feeding was started. He had ketones positive in urine hence managed in consultation with physician. Physiotherapy was started on 27.11.2017 at 11:30 am; there was sudden episode of de-saturation to 68%. In view of difficult airway FOB guided nasal intubation was done. He was put on ventilator support on volume control mode. Post intubation Chest X-Ray showed haziness left middle and lower zone -s/o pneumonia.  Inspite of ventialatory support, he was not maintaining oxygen saturation. Pulmonologist opinion was taken in view of de-saturation. He had hypotension; hence, inotropic support was started. Antibiotics were changed. lnjection Meropenem and clindamycin was started. Bronchoscopy was done on 27.11.2017 and mucous secretions and clot was removed. Chest physician review was done and advice followed.  He was managed in consultation with critical care team, physician, neurologist and pulmonologist.  The patient continued to have persistent hypotension in spite of high dose inotropes. Antibiotics were further modified in consultation with critical care team. The patient’s condition did not improve and the patient deteriorated respiratory wise and hemodynamically.  The patient had sudden bradyacardia followed by cardiac arrest at 2.45 am on 30.11.2017.  CPR was started as per ACLS protocol. He was revived for a while but had cardiac arrest again.  CPR continued and all resuscitative measures employed as per ACLS protocol. However, despite of all resuscitative measures, he could not be revived back.  He was declared dead at 03.39 am on 30.11.2017.  A perusal of the report would show that the 1st procedure undertaken by the hospital herein was not only against the standard guidelines of neurology science but it was so grossly negligent which is evident that they took 4 steps at a time namely, a) Thromboaspiration, b) Stentriever, c) Solumbra and d) Balloon angioplasty.  It is admitted by hospital in the death summary report that Balloon angioplasty was also conducted on the patient alongwith thromboaspiration and stentriever procedure.  It is respectfully submitted that in neurosurgery, balloon angioplasty procedure can be undertaken only after detailed evaluation of the patient after thromboaspiration and stentriever procedure is unsuccessful.  Balloon angioplasty has dangerous risk and complications like arterial rupture from over inflation of a balloon catheter or the use of inappropriately large or stiff balloon or the presence of a calcified target vassal, hematoma formation at the access site.  Thus, it is crystal clear that the doctors did not carry out detailed evaluation of the patient to perform balloon angioplasty procedure which resulted into damage to the brain which is evident from middle line shift 'in the brain. The balloon angioplasty has caused damage which may be cause of arterial rupture and hematoma, This is not only a case of deficiency in services but a case of gross medical negligence by the doctors herein who did not inform the relatives of the patient at all of the procedure which was undertaken by the them on 24.11. 2017.  On 25.11.2017, CT Head showed large- right MCA infract.  It is relevant to mention that infract is caused due to artery blockage, rupture, mechanical compression.  Therefore, the balloon angioplasty has dangerous risks of rupturing artery. Therefore, infraction was caused in the brain of the patient and because of this, the condition of the patient started deteriorating. The CT Head report dated 26.11.2017 shows evidence of large right MCA territory infarct with mass effect and middle line shift to left side.  In this condition on 26.11.2017, brain surgery was conducted by Dr. P.K. Sachdeva and Dr. Rahul Sharma.  However, there was no recovery and the finding given in the death summary that his neurological condition improved on 27.11.2017 is absolutely false as for the time being he was removed from ventilator and when his condition further deteriorated; he was again put on ventilator on 29.11.2017 at about 3.00 p.m.  In fact, the ventilator ought not to have been removed in the case of neurosurgery to support the brain. The doctor also conducted X-ray of chest on 27.11.2017 which was indicative of hazy lungs. This fact was ignored by the doctor and the factum of X-ray of 27.11.2017 is not mentioned in their report.  It is further important to mention that the patient was complaining about pain on 27.11.2017 and thereafter, but Dr. P.K. Sachdava, Dr Rahul Sharma and Dr. Amit Aslam Khan did not pay any attention to it.  When Dr. P.K. Sachdeva was informed about the said condition by the complainant, he stated that it is perseveration phenomenon.  In fact, this act of Dr. P.K. Sachdeva was highly inhuman and with sole objective to show the complainant that his condition had improved after surgery and to justify their line of treatment.  However, on 30th November, 2017, the patient was declared dead.  On 27.11.2017, CT head was again done by the doctors after the surgery, which showed Large Right MCA infarct showing evidence of herniation oedematous cerebral parenchyma beyond craniectomy site with also mass effect on right lateral ventricle. The sedation was stopped at 8:40 AM and the removal of tracheal tube and ventilator (weaning) was planned by the doctors.  The tube was removed around 1:20PM despite the CT -Scan was suggestive of evidence of herniation of oedematous cerebral parenchyma beyond craniectomy site with also mass effect on right lateral ventricle. Furthermore, Ryle's tube feed was being given to the deceased despite the patient was being planned for tube removal (extubation). It is also pertinent to mention herein that Ryle's tube feed was continued despite that patient had problem in breathing and required oxygen to maintain adequate oxygen level in blood. It is submitted that considering at the infract size, herniation of brain, poor cough and reflex risk of aspiration pneumonia, extubation should not have been done at all.  But despite of all, the doctors removed the tube(extubation) which amounts to gross medical negligence on the part of the doctors.  On 28.11.2017, the patient was shown stable and conscious as per the clinical charts and notes but the oxygen supplementation was given all day to maintain adequate oxygen level in blood and aspirating oral secretion in lungs which led the develop pneumonia/ aspiration pneumonia. It is stated that the patient developed pneumonia/ aspiration pneumonia because of aspiration of oral and gastric contents by the doctors in previous two days, as his reflex was not good, tongue was falling back.  This negligent conduct of the doctors led in more deterioration of the condition of the patient and finally resulted in death of the husband of the complainant on 30.11.2017.  On 29.11.2017 at around 11:30 A:M, the patient de-saturation and his oxygen level went down to 68%.  He again required tracheal intubation and mechanical ventilator to maintain oxygenation.  But his oxygen level continued to drop to the non survival level. His blood pressure also started going down (septic shock) requiring escalating doses of vasopressors (drugs to increase blood pressures). The antibiotics were stepped up by the doctors in view of the septic shock / pneumonia.  It is pertinent to mention herein that the patient developed pneumonia/ aspiration pneumonia because of the negligent conduct of the doctors.  It is further stated x-ray of chest was done by the doctors which was suggestive of left lung pneumonia. Bronchoscopy was done but his oxygen levels continued to drop despite 100'% oxygen and high external pressure to the lungs.  It is submitted a decreased supplied of oxygen and blood to body organs especially to heart and brain continued and led to the failure of the heart (cardiac arrest) thrice and finally resulting into death of the patient at 3:39 AM on 30.11.2017 due to the gross negligence of the doctors.  The death summary given by the doctors wrongly mentioned the time of the death as 11:10 AM whereas the patient died at 3:39 AM on 30.11.2017. This shows the negligent conduct of the doctors towards their patients, more specifically in the case of the patient.  The death summary, as provided by the doctors mentions that the patient was re-intubated on 27.11.2017 while the same was done 29.11.2017.  The MDT meeting mentions left MCA stroke whereas the CT head done on 25.11.2017, 26.11.2017 and  27.11.2017 shows large right MCA territory infarct with increase mass effect. The above conduct of the Venkateshwara Hospital and the doctors evidently shows their lackadaisical approach towards the patient amounting to grave medical negligence. for which strict action be taken against them.  
Dr. P.K. Sachdeva, Director & HOD Neurosurgery, Venkateshwar Hospital stated that the patient late Rajender Mangal had not visited the hospital any time prior to 24th November, 2017 and, hence, no prior medical history had been recorded with the hospital.  On 24.11.2017, the patient accompanied by his friend Mr. Piyush Goyal, approached the hospital at 11:45 am, as the patient was experiencing sudden giddiness and weakness in the left side of the body since 7:00 am in the morning. The patient’s details were recorded with the hospital at 12:04 pm.  It is, therefore, evident that the patient reached the hospital over four and half hours of the onset of symptoms.  As the initial hours are considered to be the golden hours and very crucial for a patient’s treatment, the same was lost due to the delay of the patient’s arrival to the hospital which could have been utilized for treatment of what was later diagnosed as a ‘Hyper Acute Brain stroke’. It is imperative that immediate treatment without any further delay in such cases is crucial to minimize long term effects.  It is also relevant to note that the patient had a past medical history of uncontrolled type II diabetes mellitus and hypertension.  The patient was immediately examined by the emergency doctor on duty, Dr. Sameer Gupta.  It was observed that though the patient was conscious, his (the patient) speech was slurred, and the patient suffered facial palsy.  The power in his left upper limb was only 2/5, and left lower limb was 3/5. Thereafter, a non-contrast head CT scan (NCCT head) and magnetic resonance imaging (MRI) of the brain was conducted, revealing that there were patchy areas of restricted blood flow in the right fronto-temporo-parietal region, the right basal ganglia as well as in the Middle Cerebral Artery (MCA).  Further, an ill-defined wedge-shaped density was observed in the right fronto-parietal cortex.  It is pertinent to mention that basal ganglia refer to a group of subcortical nuclei responsible primarily for motor control, amongst other functions.  In view of the above observations and examinations, the patient was diagnosed to be suffering from a right MCA infarct, which is also known as a ‘Brain Stroke. Consequently, in the expert opinion of the doctors of the Hospital, it was decided that a 4 vessel cerebral Digital Subtraction Angiography (DSA) was required to be conducted, to assess the state of the blood vessels supplying the brain. The DSA showed occlusion of Rt Middle Cerebral Artery (MCA), for the treatment of which, Mechanical Thrombectomy of the right MCA thrombus was advised.  It is pertinent to mention that the procedure of Mechanical Thrombectomy was explained to the patient and his accompanying friend in order to get informed consent.  However, due to the indecisiveness of the patient and his friend, there was delay in giving consent and procedure got accordingly delayed.  It is further submitted that patient was initially taken to local hospital where the patient was managed initially conservatively, and a crucial time was lost there.  The patient was then brought to the hospital.  By the time, the patient was brought to the hospital, it was already 5 hours from the onset of stroke i.e. 7A.M, hence, as per the standard guidelines, it was already more than 4.5 hours and, hence, the option of IV thrombolysis was over.  Thereafter, the decision to get admitted and consent to perform the aforementioned procedures was given only on arrival of the nephew of the patient, viz. Mr. Lalit Kumar Mangal, due to which, further time was lost.  Thus, the patient was admitted only at 2:28 PM and the Admission Sheet was duly signed by Mr. Lalit Kumar Mangal.  At this stage, a background of the condition of a stroke and the effects of early/ delayed treatment is required for the sake of understanding the circumstances in which the doctors herein were required to take crucial decisions regarding the procedures to be performed in order to save the ailing patient’s life.  The 2013 Guidelines for the Early Management of Patients with Acute Ischemic Stroke Regarding Endovascular Treatment (Guidelines), issued conjointly by the American Heart Association (AHA) and the American Stroke Association (ASA), provides a guideline to be followed by healthcare professionals in treating patients suffering Acute Ischemic Stroke.  These Guidelines are endorsed by the American Association of Neurological Surgeons and the American Academy of Neurology. The Guidelines, updated in 2015, provide that the patients should receive endovascular treatment with stent retriever even if they have received intravenous r-tPA within 4.5 hours of the onset of the stroke.  The Guidelines as further updated in 2018 and known as the 2018 AHA/ASA Stroke Early Management Guidelines (2018 Guidelines), inter alia states that: 
"2. The benefits of intravenous (IV) tissue plasminogen activator (tPA) are

time- dependent ....

3.  IV tPA should be administered to all eligible acute stroke patients within 3 hours of last known normal and to a more selective group of eligible acute stroke patients within 4.5 hours of last known normal .... "
It is humbly submitted that according to an article titled Endovascular Therapy in Acute Ischemic Stroke: Challenges and Transition From Trials to Bedside, published in Stroke: A Journal of Cerebral Circulation, intravenous recombinant tissue-type plasminogen activator (r-tPA) was the only established therapeutic option for the treatment of acute ischemic stroke until as recently as 2015-16.  However, five recently concluded trials have proven the benefit of endovascular treatment, and thrombectomy with stent retrievers are now recommended, as the standard of care for acute ischemics strokes with a proximal large vessel occlusion in the anterior circulation.  Keeping in view to provide the best treatment to have good outcome, his well experienced interventional neuro-radiologist Dr. Amit Aslam explained this to the patient’s nephew and the friend in details.  The risks of further progression of stroke, increase in neurological deficit, prolonged ICU stay and ventilation, may require de-compressive craniectomy were explained in detail to the patient’s nephew Mr. Lalit Mangal and friend Mr. Prafful Sharma.  Only after they both consented for the procedure, mechanical thrombectomy was performed. After obtaining consent, the patient was immediately taken up for the procedure without any delay and it was started immediately at 2.50 PM which was less than 8 hours from the onset of stroke. As per the evidence-based medicine, procedure started within 8 hours of onset of stroke. This is further supported by the latest 2018 stroke guidelines which mentions that mechanical thrombectomy should be initiated as quickly as possible within 6-16 hours.  It is further submitted that the procedure was done in presence of Mr. Lalit Mangal in the hospital.  Therefore, on 24.11.2017, in order to provide timely treatment to minimize the effects of a brain stroke despite the fact that over 4.5 hours had already passed from the onset of the stroke, Dr. Arnit Aslam Khan performed thrombo-aspiration after which the vessel (right MCA) got recanalized and showed underlying stenosis. However, after 10 minutes, the vessel again got occluded due to which the mechanical thrombectomy device-solitaire-was deployed resulting in opening of right MCA again.  Post stent (solitaire) retrieval there was flow in the right MCA which again got reoccluded.  Then the stentriever- mechanical thrombectomy along with thromboaspiration (solumbra technique) was done, which resulted in the same result of right MCA occlusion. Then balloon angioplasty with a hypercompliant balloon was performed only after the thrombo-aspiration and stent retriever procedures were not successful, as the vessel was repeatedly getting occluded. The above mechanical thrombectomy was conducted through transfemoral route under general anaesthesia, in accordance with the accepted treatments for such emergent conditions.  It is humbly submitted that stent retriever thrombectomyis a recognised procedure for reducing the severity of post- stroke disability leading to higher rates of functional independence depending on complex inherent factors.  Post- operatively, the patient was managed with anti-platelets (after 24 hours), cerebral decongestants, anticonvulsants, IV fluids and other supportive treatment.  Further, the doctors from other medical fields, including general physicians, were consulted for the type II diabetes mellitus and hypertension that the patient was previously suffering from, and physiotherapy was also started.  The findings of the aforementioned procedures included a large MCA infarct due to complete occlusion of the right MCA, inspite of conducting thrombo-aspiration, stentriever, solumbra and balloon angioplasty.  It is humbly submitted that the aforementioned procedures confirmed a large right MCA infarct.  Thereafter, an NCCT head conducted on 26.11.2017 revealed that the MCA infarct had become more obvious compared to the NCCT Head scan conducted on 24.11.2017.  It was further observed that a mass effect in the right lateral ventricle and ipsilateral cortical sulci and sylvian cisterns had increased as compared to the NCCT scan conducted on 24.11.2017.  In view of the revelations of the NCCT head, the attendants of the patient, including the complainant herein, were informed of the need for emergency right fronto-temporo-parietal de-compressive craniectomy, and the adverse effects of such a procedure were explained, as well.  De-compressive craniectomy was advised to the attendant of the Patient, including the complainant herein, as the NCCT scan showed that the infracted area had increased and was causing pressure effect on the brain; the surgery was required to reduce the pressure on the brain.  It is further reiterated that before starting the procedure of thrombectomy, the doctors took all due precaution to provide full information to the patient’s nephew and to his friend in order to obtain informed consent, as per the requirement of medical ethics and practices.  Further, risks of further progression of the stroke, increase in neurological deficit, prolonged stay in the intensive care unit, and requirement for ventilation after a de-compressive craniectomy were explained in detail to the patient’s attendants at the time of obtaining consent for thrombectomy.  It is pertinent to mention that as per the 2018 Guidelines, mechanical thrombectomy performed within 6-16 hours of the onset of the stroke, is a recommended procedure for the patients suffering from acute ischemic stroke.  The relevant extracts of the 2018 Guidelines are reproduced herein-below:

"8. in selected acute stroke patients within 6-16 hours of last known normal who have a large vessel occlusion in the anterior circulation and meet other DAWN or DEFUSE 3 eligibility criteria, mechanical thrombectomy is recommended .... "

Thereafter on 26.11.2017, he performed an emergency right frontotemporo-parietal decompressive craniectomy and placement of bone flap in right side of the abdominal wall.  Resultantly, on 27.11.2017, an NCCT Head showed postoperative changes including a decrease in mass effect.  The patient thus improved neurologically to Glasgow Coma Scale(GCS") of E3VtM6 i.e. the patient was opening his eyes on command and was following verbal commands. Even post-extubation, the patient maintained a GCS of E3VtM6.  It is pertinent to mention herein that GCS is a neurological yardstick used to give a reliable and objective way of recording a person’s level of consciousness.  However, on 27.11.2017, matters took a turn for the worse as the patient suffered a sudden episode of de-saturation, i.e. low blood oxygen concentration to 68%.  In view of de-saturation, the patient was intubated and put on ventilator support.  However, inspite of being on ventilatory support, the patient was not maintaining the requisite oxygen saturation. Consequently, owing to de-saturation, an expert opinion of a pulmonologist was sought.  Bronchoscopy was done to clear the airway and mucus secretions were removed. Meanwhile, the patient developed hypotension, and accordingly an inotropic support was started (to maintain blood pressure). Medications were appropriately modified in order to combat the deteriorating condition of the patient.  It is pertinent to note that, at all times the patient was managed in consultation with and under the guidance of the critical care team, physicians, neurologists and pulmonologists.  The family members were kept informed at all times about the condition of the patient and the severity of his condition.  However, despite all efforts by the doctors, the patient’s condition did not improve and continued to deteriorate.  On 30.11.2017, at 2:45 a.m., the patient suffered sudden bradycardia, i.e. an extremely slow heart rate, which was followed by a cardiac arrest.  In wake of the situation, all resuscitation techniques were adopted in due adherence with the advanced Cardiac Life Support Protocol.  Unfortunately, despite all efforts and resuscitative measures, the patient could not be revived, and was thus declared dead on the morning of 30th November, 2017 at 3.39 a.m.  In view of the aforementioned correct factual situation, it is stoutly submitted that on 24th November, 2017 the doctors and even the initial emergency doctor took all reasonable care when the patient was presented with giddiness, facial palsy and weakness in the left side of his body and accordingly continued to render appropriate treatment and care to the patient up till the moment of his unfortunate demise.  It is pertinent to mention that morbidity and mortality pursuant to an illness increases significantly in patients who also suffer from diseases such as hypertension and poorly controlled diabetes mellitus, as did the patient in the present case.  It is submitted that the procedure no. 1 i.e. mechanical thrombectomy was performed by Dr. Amit Aslam who is Senior Consultant Interventional Neuro-radiology and not by him and Dr. Rahul Sharma. Further, mechanical thrombectomy was performed within the time frame i.e. within 8 hours of onset of stroke as per evidence based medicine.  From the procedure report dated 24.11.2017, it was clearly mentioned that first thrombo-aspiration was done after which the vessel got recanalized, however, after 10 minutes it again got occluded for which solitaire was deployed after which there was ante-grade flow into the vessels.  Hence, post stent retrieval there was flow in the right MCA again which again got reoccluded.  Thereafter, only balloon angioplasty was done after which recanalization and the procedure was stopped.  It is submitted that in the hope of better outcomes, balloon angioplasty was attempted only after thrombo-aspiration and stent retriever procedure were not successful as the vessel was repeatedly got occluded.  It is pertinent to mention that the balloon used is super compliant balloon that is used to prevent the vessel from rupturing and help in expanding the vessel along with the limited lumen of the vessel.  After the procedure, which was done under general anaesthesia, the patient was shifted to medical ICU and handed over to critical care team for accurate monitoring and further management.  It is most humbly submitted that any patient’s health is of prime importance to the Hospital, which is why all the doctors did everything within their respective powers to provide the highest standard of care and treatment to the patient with diligence and skill.  The Hospital and the Doctors respect the noble nature of the medical profession and abide by the virtues that flow from it.  It is humbly submitted that the present complaint deserves to be dismissed since apart from bald averments, it fails to specify as to how the conduct of the doctors amount to medical negligence.  At all times, the doctors provided medical care to the patient and used best facilities, with skill, diligence and knowledge, to the best of their abilities and with due care and caution, following acceptable and valid medical practices. The doctors continued to stand by the correctness of the medical treatment that they provided to the patient from 24.11.2017 till 30.11.2017, in light of the symptoms and complaints the patient had been presented with.  There is absolutely no truth in the allegation that the doctors were negligent in performing their duties to the deceased patient. Further, numerous precedents have held that in order to prove medical negligence, it must be proved that the standard of care adopted was below the minimum standard of care expected in such a scenario-the incident ought not be compared to the highest degree of care that may be possible.
Dr. Amit Aslam Khan Senior Consultant Interventional Neuro-radiology, Venkateshwar Hospital stated that the risks of further progression of stroke, increase in neurological deficit, prolonged ICU stay and ventilation, may require de-compressive craniectomy were explained in detail to the patient’s nephew Mr. Lalit Mangal and friend Mr. Prafful Sharma.  Only after they both consented for the procedure, mechanical thrombectomy was performed. After obtaining consent, the patient was immediately taken up for the procedure without any delay and it was started immediately at 2.50 PM which was less than 8 hours from the onset of stroke. As per the evidence-based medicine, procedure started within 8 hours of onset of stroke. This is further supported by the latest 2018 stroke guidelines which mentions that mechanical thrombectomy should be initiated as quickly as possible within 6-16 hours.  It is further submitted that the procedure was done in presence of Mr. Lalit Mangal in the hospital.  Therefore, on 24.11.2017, in order to provide timely treatment to minimize the effects of a brain stroke despite the fact that over 4.5 hours had already passed from the onset of the stroke, he performed thrombo-aspiration after which the vessel (right MCA) got recanalized and showed underlying stenosis. However, after 10 minutes, the vessel again got occluded due to which the mechanical thrombectomy device-solitaire-was deployed resulting in opening of right MCA again.  Post stent (solitaire) retrieval there was flow in the right MCA which again got reoccluded.  Then the stentriever- mechanical thrombectomy along with thromboaspiration (solumbra technique) was done, which resulted in the same result of right MCA occlusion. Then balloon angioplasty with a hypercompliant balloon was performed only after the thrombo-aspiration and stent retriever procedures were not successful, as the vessel was repeatedly getting occluded. The above mechanical thrombectomy was conducted through transfemoral route under general anaesthesia, in accordance with the accepted treatments for such emergent conditions.  It is humbly submitted that stent retriever thrombectomyis a recognised procedure for reducing the severity of post- stroke disability leading to higher rates of functional independence depending on complex inherent factors.  Post- operatively, the patient was managed with anti-platelets (after 24 hours), cerebral decongestants, anticonvulsants, IV fluids and other supportive treatment.  Further, the doctors from other medical fields, including general physicians, were consulted for the type II diabetes mellitus and hypertension that the patient was previously suffering from, and physiotherapy was also started.  The findings of the aforementioned procedures included a large MCA infarct due to complete occlusion of the right MCA, inspite of conducting thrombo-aspiration, stentriever, solumbra and balloon angioplasty.  It is humbly submitted that the aforementioned procedures confirmed a large right MCA infarct.  It is further reiterated that before starting the procedure of thrombectomy, the doctors took all due precaution to provide full information to the patient’s nephew and to his friend in order to obtain informed consent, as per the requirement of medical ethics and practices.  Further, risks of further progression of the stroke, increase in neurological deficit, prolonged stay in the intensive care unit, and requirement for ventilation after a de-compressive craniectomy were explained in detail to the patient’s attendants at the time of obtaining consent for thrombectomy.  It is pertinent to mention that as per the 2018 Guidelines, mechanical thrombectomy performed within 6-16 hours of the onset of the stroke, is a recommended procedure for the patients suffering from acute ischemic stroke.  The relevant extracts of the 2018 Guidelines are reproduced herein-below:

"8. in selected acute stroke patients within 6-16 hours of last known normal who have a large vessel occlusion in the anterior circulation and meet other DAWN or DEFUSE 3 eligibility criteria, mechanical thrombectomy is recommended .... "

Dr. Rahul Sharma, Consultant Neurosurgeon and Dr. Gautam Hazarika DMS, Venkateshwar Hospital reiterated the stand taken by Dr. P.K. Sachdeva.  

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

1) It is observed that the patient Shri Rajendra Mangal, 55 years male, a known case of hypertension, type II diabetes mellitus on treatment, presented to the emergency of the said Hospital on 24th November, 2017 at 12.04 p.m. with complaints of sudden onset of giddiness followed by left sided weakness and altered sensorium since 7.00 a.m. on 24th November, 2017.  The patient had been initially taken to a local physician who managed the patient conservatively and referred him to Venkateshwar Hospital for further management.  He was admitted in MICU of the said Hospital further management.  The clinical examination on admission was GG : Poor, PR : 89/min, BP : 132/89 mmHg, SPO2 : 99%, temperature : 98.6 F, RR : 18/min and RBS : 281 mg/dl.  The systemic examination on admission revealed CNS: conscious, E4M6V, slurred, left sided weakness, power –left upper limb 2/5, and left lower limb 3/5, left plantar mute, power right limbs -5/5.  Left UMN facial palsy, CVS : S1 and S2 normal, Resp. bilateral  AE + and P/A : soft, no tender.    
The patient underwent NCCT head on 24th November, 2017 which gave impression of 1) Age related atrophic changes with a subcortical hypodensity changes noted in right frontal region-? infarct and 2) Note was also made of prominent calcific focus along left antero-infero-lateral wall of 4th ventricle ? old calcified granuloma.  
The patient underwent surgical procedure : 4 vessel cerebral DSA and mechanical thrombectomy of right MCA thrombus done through transfemoal route under GA by Dr. Amit Aslam Khan on 24th November, 2017, under informed consent, signed by Shri Lalit Kumar Mangal nephew of the patient and Shri Praful Sharma (friend).  The findings of thrombectomy were : right CFA, 76 x 50 cm long sheath introduced, left CFA 4 Fx11 cm sheath was introduced, using 4 F H1, bilateral CCA, ICA, VA angiograms was done, there was isocclusion of right MCA M1 segment, occlusion which is tapering in its mid M1segmenet,  there was good collateral flow seen from right  ACA retrogradely, 5 F ARC aspiration catheter over 0.014 micro-guide wire was used to access the right MCA M1 segment and aspirated.  There was racanlization the right MCA M1, M2 and distal MCA, M3 and M4 branches with residual stenosis in right MCA distal Mt segment, 10 minutes post-recanalization the right MCA reoccluded, 6 rebar-18 microcathere over 0.014 micro-guide wire used to track into right MCA M3 segment, 4mm x 40 mm solitaire deployed into right MCA M3 to M1 segment, post deployment three ante-grade flow into right MCA and its branches, post stent retrieval there was flow in right MCA which again reoccluded after 10 minutes, the same result achieved 3 times, 6mm x 12 mm balloon over 0.014 micro-guide wire was used to access right MCA M1 steno-sedsegment and multiple balloon angioplasty was done, post angioplasty, there was no recanalization of right MCA.  Stent deployment was deferred in view of the patient specific bleeding risk to the patient, and retrograde filing of right MCA was present.  The impression was complete occlusion of right MCA M1 occlusion inspite of, 1) thromboaspiration, 2) Stentriever, 3) Solumbra and 4) balloon angioplasty.  The patient was kept on ventilator post-operatively.  NCCT head done on 24th November, 2017-gave impression of ill defined wedge shaped hypodensity seen in right fronto-parietal cortex and along sylvian cortex.  
The MRI brain plain additional perfusion study done on 24th November, 2017 revealed 1) Patchy areas of restricted diffusion in right fronto-temporo-parietal region and right basal ganglia and 2)There was decrease perfusion in right MCA territory.  Rest of the brain showed maintained perfusion.  The MRI brain done on 24th November, 2017 showed significant narrowing in M2 segment of right MCI with attenuation of distal right MCA branchus.  

Post operatively, the patient was managed with anti-platelets,, cerebral decongestants, anticonvulsants, IV fluids and other supportive treatment. The physician reference was also taken for type II diabetes and hypertension and managed accordingly.  NCCT head repeated on 25th November, 2017 showed large right MCI infarct.  Physiotherapy was started.  There was deterioration in neurological status with GCS of E1VtM5 and pupillary asymmetry.  NCCT head done on 26th November, 2017 showed evidence of large right MCA territory infarct with mass effect and midline shift to left side.  The patient underwent right fronto-temporoparietal de-compressive craniectomy and placement of bone flap in right side abdominal wall, performed by Dr. P.K. Sachdeva on 26th November, 2017, under consent.  2D echo done showed no RWMA, LVEF is 55-60%.  Aerobic culture & sensitivity + gram stain done showed no growth after 48 hours of aerobic incubation at 37 degree Celsius.  4-6 pus cells/lpf.  No microorganism was seen.  Physician reference was taken and advice followed.  NCCT head done on 27th November, 2017 showed post-operative changes with large right MCA infarct with decrease in mass effect.  He improved neurologically to GCS of E3VtM6.  Based upon ABG and other respiratory findings, he was then gradually weaned off from ventilator support and extubated on 27th November, 2017 by critical care team.  Post extubation, he maintained GCS of E3V1M6.  RT feeding was stared.  He had ketones positive in urine, hence, managed in consultation with physician.  Physiotherapy was started.  On 29th November, 2017 at 11.30 p.m., there was sudden episode of de-saturation to 68%.  In view of difficult airway FOB guided nasal intubation was done.  He was put on ventilator support on volume control mode.  Post-intubation chest x-ray showed haziness left middle and lower zone s/o pneumonia.  Inspite of ventilatory support, he was not maintaining oxygen saturation.  Pulmonologist opinion was taken in view of de-saturation.  He had hypotension; hence, inotropic support was started.  Antibiotics were changed.  Injection Meropenem and injection Clindamycin was started.  Bronchoscopy was done on 27th November, 2017 and mucous secretions and clot was removed.  Chest physician review was done and advice was followed.  He was managed in consultation with critical care team, physician, neurologist and pulmonologist.  The patient continued to have persistent hypotension inspite of high dose inotropes.  Antibiotics were further modified in consultation with critical care team.  The patient did not improve and the patient deteriorated respiratory wise and hemodynamically.  The patient had sudden bradycardia followed by cardiac arrest at 2.45 p.m. on 30th November, 2017.  CPR was started and the patient was revived for a while but had cardiac arrest again.  CPR was continued and but despite all resuscitative measures, he could not be revived back and was declared dead at 3.39 a.m. on 30th November, 2017.
2) It is observed that in view of the patient’s CNS condition at the time of admission and NCCT and MRI and MRA Brain findings, the patient being taken up for mechanical thrombectomy, under consent, on 24th November, 2017, was as per accepted professional practices in such cases as treatment mentioned for brain infarct.  The same was done in a timely manner. 

Unfortunately, inspite of recanalization there was reocclusion of right MCA.  Further, since, there was deterioration in neurological status and NCCT Head dated 26th November, 2017 showing evidence of large right MCA territory infarct with mass effect and midline shift to left side, the patient was rightly taken up for decompressive craniotomy on 26th November, 2017.

It is observed that by the time the patient approached the said Hospital, the option of considering initiating treatment through IV tPA (tissue plasminogen activator) had elapsed and under the circumstances, mechanical thrombectomy was the correct option, totally justified as per prevailing practices and guidelines.    

3) The fact that the patient neurological status improved on 27th November, 2017 with GCS of E3VtM5 and as per 8.40 a.m. progress notes, pupils B/L- reacting G.C-stable, his being weaned of ventilator support was called for.
4) Further, rest of the treatment was within standard practice Bronchoscopy was done to remove obstructing plug. 
5) It is observed that the clinical condition of stroke or MCA infarct with co-morbidities of Type-II Diabetes Mellitus and hypertension, inspite of adequate treatment, has a high mortality rate.  
In light of the observations made hereinabove, it is the decision of the Disciplinary Committee that no medical negligence can be attributed on the part of doctors of Venkateshwar Hospital, Dwarka in the treatment of complainant’s husband Shri Rajender Mangal.

Matter stands disposed. 

Sd/:



Sd/:



      Sd/:
(Dr. Subodh Kumar),       (Dr. Ashwini Dalmiya)           (Dr. Daljit Singh)

Chairman,

           Delhi Medical Association,     Expert Member,

Disciplinary Committee     Member,
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            Disciplinary Committee 

The Order of the Disciplinary Committee dated 16th March, 2020 was confirmed by the Delhi Medical Council in its meeting held on 20th March, 2020.   

         By the Order & in the name      








                     of Delhi Medical Council 








                                  (Dr. Girish Tyagi)







                                               Secretary

Copy to:-

1) Smt. Poonam Mangal w/o Late Rajender Mangal r/o Flat No. 808, Sector-19 Akshardham Apts. Pocket-3, Dwarka, New Delhi-110075.
2) Dr. P.K. Sachdeva, Through Medical Superintendent, Venkateshwar Hospital, Sector 18A, Dwarka, New Delhi-110075.

3) Dr. Rahul Sharma, Through Medical Superintendent, Venkateshwar Hospital, Sector 18A, Dwarka, New Delhi-110075.

4) Dr. Amit Aslam Khan, Through Medical Superintendent, Venkateshwar Hospital, Sector 18A, Dwarka, New Delhi-110075.

5) Medical Superintendent, Venkateshwar Hospital, Sector 18A, Dwarka, New Delhi-110075.

6) Consultant, Board of Governors in Supersession of Medical Council of India, Pocket-14, Sector-8, Dwarka, Phase-1, New Delhi-110077-w.r.t. letter No.MCI-211(2)(Gen.)/2019-Ethics./166145 dated 21.11.19-for information.
7) Station House Office, Police Station Dwarka North, Office of the Station House Officer, Police Station Dwarka North, Sector-17, Dwarka, New Delhi-110078-w.r.t. letter No.2187/SHO/DWARKA/NORTH, DWD, Sec-17, Dwarka, New Delhi, dated 11.9.19-for information. 
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