DMC/DC/F.14/Comp.1531/2/2016/
                     22nd June, 2016

O R D E R
The Delhi Medical Council through its Executive Committee examined a complaint of Shri Pramod Kumar, A-240, Gharoli Colony, Mayur Vihar, Phase-3, Delhi-110096, alleging medical negligence on the part of Dr. Kapil Gupta, in the treatment administered to the complainant’s father late Chob Singh at Max Super Speciality Hospital, Patparganj, Delhi, resulting in his death on 5.3.15. 

 The Order of the Executive Committee dated 22nd June, 2016 is reproduced herein-below:
“The Executive Committee of the Delhi Medical Council examined a complaint of Shri Pramod Kumar, A-240, Gharoli Colony, Mayur Vihar, Phase-3, Delhi-110096 (referred hereinafter as the complainant), alleging medical negligence on the part of Dr. Kapil Gupta, in the treatment administered to the complainant’s father late Chob Singh (referred hereinafter as the patient) at Max Super Speciality Hospital, Patparganj, Delhi (referred hereinafter as the said Hospital), resulting in his death on 5.3.15. 
The Executive Committee perused the complaint, joint written statement of Dr. Kapil Gupta and Major (Dr.) Indranil Mukhopadhyay, Medical Superintendent, Max Super Specialty Hospital, copy of medical records of Max Super Specialty Hospital including C.D/film of peripheral angiography and other documents on record.
It is noted that the complainant Shri Pramod Kumar in his complaint has averred the patient was treated like a guinea pig with careless inhuman attitude.   The patient was admitted to the said Hospital on 14th February, 2015 with complaints of pain in right leg.  
On 18th February, 2015, the patient was operated upon for the procedure CABG.  The complainant was not informed of the outcome of the operation.  Next day, the complainant was informed that the patient needs to be operated upon again for the same procedure, as the previous operation had failed.  On 20th February, 2015, the patient was operated upon again.  On 26th February, 2015, the complainant was advised to get the patient discharged from the hospital though the condition of the patient had not improved.  The complainant requested Dr. Kapil Gupta (Consultant) that as the condition is grave, thus, the patient may be discharged after recovery.  Thereafter, since 27th February, 2015, the treating consultant stopped paying a single visit to the patient and the patient was left on the mercy of junior doctors.  On 28th February, 2015, the patient passed blood in stool which was also informed to the hospital which was ignored.  The complainant requested Dr. Kapil Gupta to kindly visit the patient and do needful.  The complainant requested Dr. Kapil Gupta to proceed with every possible intervention appropriate to the condition of the patient.  On evening of 4th March, 2015, the patient vomited the blood; this was also informed to Dr. Kapil Gupta who ignored this also.  When gastroenterologist visited the patient, he opined that the condition was serious and needs immediate admission in ICU.  To his shock and dismay at this stage also Dr. Kapil Gupta told the complainant that the condition is not serious, as Dr. Kapil Gupta was trying to hide the facts of the case from the complainant.  On after of 5th March, 2015, the patient passed away.  The complainant’s prayer is that appropriate disciplinary action should be taken and Dr. Kapil Gupta should be debarred from practicing, so that many precious live are not lost.  
Dr. Kapil Gupta and Dr. (Maj) Indranil Mukhopadhyaya, Medical Superintendent, Max Super Speciality Hospital in their joint written statement has averred that the patient aged about seventy four years old male, came to the emergency department of the said Hospital on 14th February, 2015 with complaints of pain both legs increasing in intensity and radiating from back, now even present at rest (right > left).  On examination in emergency, the patient’s pulse was 100/min, irregular and the blood-pressure-130/80mmHg.  There was no pallor, no cyanosis, clubbing, JVP was not raised and lungs were clear, percordial auscultation and other systemic examination were unremarkable.  On local examination both feet were cool and pale, bilateral femoral and distal pulses not palpable, signs of chronic limb ischemia present, no ulceration/gangrene in both feet.  While in emergency CT scan peripheral angiograph) both lower limbs, CBC , KFT, DT (INR), virol marker, x-ray PA view, 2 D Eco, MRI lower spine, USG arterial doppler scan lower limbs, etcs. was ordered.  Neurology reference was taken.  Bilateral lower limbs arterial doppler scan on both lower limbs revealed proximal arterial occlusion with monophasic flow pattern in both lower limbs which was suggestive of peripheral artery disease (“PAD”) in view of the same vascular surgery reference was, hence, given.  The MRI spine was showed diffuse L1/L2 disc bulge with lateral dominance, mildly encroaching on the inferior neural foramina.  The patient was attended and examined in emergency by Dr. Kapil Gupta, Vascular Surgeon in view finding suggestive of peripheral artery disease.  Provisionally, the patient was diagnosed as case of peripheral artery disease (“PAD”).  On further examination, the patient had absent pulses over both lower limbs.  The CT peripheral angiography was done on 15th February, 2015 which revealed infra-renal aortic complete occlusion alongwith complete occlusion of bilateral common iliac, external iliac, common femoral arteries and right superficial femoral artery.  Left superficial femoral artery and profunda artery were seen reforming just distal to their origins.  Right profunda artery was seen reforming beyond second division and entire popliteal artery was also diseased by atherosclerotic plaques-confirmed complicated case of peripheral artery disease (“PAD”).  In view of this diagnosis of severe peripheral artery disease (PAD), the patient and relatives were counseled regarding disease process, and prognosis in detail on 16th February, 2015 and advised for transperitoneal aorto-bi-femoral bypass (first stage aorto bifemoral bypass) for both lower limb re-vascularisation surgery to prevent both legs above knee amputation.  Further, as per the standard medical protocol, cardiology opinion was taken for assessment and cardiac fitness for the procedure.  2D echo was done on 16th February, 2015 which showed heart rate of 100-120/min with AF, biatrial enlargement, no RWMA (Regional Motion Abnormality) with LVEF=60% with mild MR.  In view of tachycardia and AF, dobutamine stress echo could not be done.  Hence, coronary angiography was done on 16th February, 2015 which showed LAD 40% stenosis, LCx and RCA plaquing, with diagnosis of non-critical CAD.  The stress thallium scan was done on 17th February, 2015 which showed no evidence of any significant stress induced myocardial ischemia.  Thereafter, cardiology clearance was taken for re-vascularisation.   The patient was planned for transperitoneal aorto-bi-femoral bypass for both leg re-vascularisation, after explaining due risks of this major procedure and its consequences to the patient’s relatives (including the complainant) for which they consented, accordingly informed consent was taken.  The Transperitoneal aorto-bifemoral by pass using PTFE (14-7 x 50cm) bifurcated graft with left femoral endarcterectomy and right profunda embolectomy under GA by vascular surgery team comprising of Dr. Kumud Rai (Director Vascular Surgery), Dr. Kapil Gupta (Consultant Vascular Surgeon) and Dr. Vineet Arya (Attending Consultant Vascular Surgeon) was done on 18th February, 2015.  During the surgery, right side profunda artery was seen grossly diseased even till second branch point-profunda endarterectomy was performed.  Right femoro-popliteal bypass was not planned by the doctors in same sitting, keeping in view decreasing duration of surgery and due to poor outflow of femoro-popliteral arteries.   The patient was shifted to CTVS ICU and managed in a separate cubicle with a dedicated staff 24x7 hrs.  The patient showed satisfactory progress in the post-operative period.  The patient’s left foot became warm with palpable pedal pulses, but right foot did not become warm due to right superficial femoral artery (SFA) occlusion which was planned to be done in second procedure.  Arterial doppler on right lower limb was done on 20th February, 2015 which revealed low volume bi-phasic flows in right lower limb.  The condition was explained in detail to the patient relatives including the patient’s sons and Dr. Ravinder (from DGHES) regarding need for right femoro-popliteal bypass for complete right leg re-vascularisation.  As planned in discussion with family members and attendant, the patient underwent right femoro-popliteal (behind knee) bypass with propaten (8mm) under continued spinal-epidural anaesthesia (“CSE”) by vascular surgery team on 20th February, 2015 with due informed consent from the family members/attendant.  During procedure, it revealed popliteal artery had diffused severe intimal thickening with poor back bleed suggestive of poor arterial outflow, however, the bypass was done till below knee as the only option available for right leg-re-vascularisation.  The patient showed satisfactory progress in post-operative period in CTVS ICU and right foot became warm with good doppler signals (also showed to Shri Bijender Singh, son in ICU).  The patient’s epidural catheter (placed for pain relief) was also removed on 22nd February, 2015 morning. On same day i.e. 22nd February, 2015 at around 5.00 p.m., the patient again started having severe pain in right leg and foot.  The patient was immediately seen by Dr. Kapil Gupta in ICU.  On examination, right foot was cool with poor doppler signals over right foot due to the suggestive of femoro popliteal graft occlusion.  The condition was discussed in detail with the patient relatives including Shri Bijender Singh and Dr. Ravinder (from DGEHS).  It was discussed in detail with attendants of the patient that re-do surgery might damage more collateral flow and lead to more severe ischemia and rest pain (as outflow was not good) may lead to right leg amputation. Ultimately, it was decided after detailed discussion with attendants/family members that the patient would be kept on conservative management.  The patient was given IV prostaglandin therapy for five days alongwith anti-coagulation and anti-platelet medication for right leg pain which improved significantly.  The patient was shifted to single room on 24th February, 2015, remained in ICU care in CTVS ICU in separate cubicle for total of seven days with dedicated staff.  (i.e. from 18th February, 2015  till 24th February, 2015).  The patient was being monitored in room and gradual mobilization was started on 26th February, 2015, also the patient started walking with the help of walker.  The patient comfortable with minimal pain right leg and was mobilizing.  Thus, keeping in view significant improvement, the patient was planned to be discharged on 2nd March, 2015.  However, the patient relatives were insisting on discharge after stitch removal only (normally it happens two weeks after surgery), i.e. 6th March, 2015 which was accepted by the hospital and the treating doctor.  The patient again started having rest pain in his right foot on 3rd March, 2015, as the patient had graft thrombosis with significantly reduced flow to right foot for which IV prostaglandin therapy and full anti-coagulation therapy was again re-constituted, after discussing with the patient relatives/attendants.  The patient had hematemeis (clotted blood) with malena on 4th March, 2015 at 6.15 p.m.  The patient was seen by Dr. Kapil Gupta immediately, gastroenterology reference was given who advised for IV pantoprazole infusion and upper GI endoscopy (after stabilization) alongwith stoppage of anti-coagulation.  The patient and relatives/attendants were advised to be shifted in ICU for further management, for which they panicked and refused.  The patient’s Hb was 4.2 for which two units PRBC were transfused.  The patient was planned for upper GI endoscopy next morning following stabilization.  On 5th March, 2015 at 1.00 a.m., the patient had restlessness.  Cardiology opinion was taken immediately who diagnosed it as atrial fibrillation (AF) with fast ventricular rate (FVR).  The patient had disorientation, for which the patient was immediately shifted to MICU for management.  The patient was started on IV cordarone therapy.  Inspite of intensive care, the patient’s condition deteriorated and developed hypotension and tachycardia and fall in SPO2 (82%) at 12.00 p.m. the patient was intubated and put on ventilator and inotropic support.  At 1.15 p.m., the patient had cardiac arrest for which CPR was initiated.   However, the patient could not be revived inspite of all efforts and was declared clinically dead at 2.15 p.m. on 5th March, 2015.  It is also denied that the patient’s attendants were not informed about the outcome of procedure done on 18th February, 2015.  On the contrary doctor was always in discussion with the patient’s relatives including Shri Bijender Singh (the patient’s son) and Dr. Ravinder (from DGEHS).  It is further submitted that on 18th February, 2015, transperitoneal aorto-bifemoral bypass using PTFE (14-7 x 50 cm) bifurcated graft with left femoral endarterectomy and right profunda embolectomy was done.  CABG was never done by the doctor on the patient and inspite of detailed explanation and discussion with complainant, he complaints of being ignorant of operation performed and he wrongly mentions it as CABG.  It is again stated that adequate medical attention, care and empathy to the patient were provided at all times during the entire hospital stay.  It is unfortunate that the patient ultimately expired due to his severe peripheral vascular disease, but there was no deficiency in their medical efforts.  The patient’s attendants/relatives namely Shri Bijender Singh always kept treating doctor and other hospital staff at high regard during the entire hospital stay.  The treatment administered to the patient while admission during the said Hospital was in line with set medical practice in India or globally under the facts and circumstances and conditions of the patients.  There is no question of negligence attributed to the hospital and treating team of doctors of whatsoever nature.  
In view of the above, the Executive Committee observes that the patient seventy four years old male with diagnosis of Aorto iliac occlusive disease with rest pain both legs (Right>left) was admitted in the said Hospital on 14th February, 2015.  The CT peripheral angiography revealed infra-renal aortic occlusion with bilateral iliac artery and CFA occlusion, right SFA occlusion, right profunda reformation beyond first branch and left SFA profunda reformation just at origin.  The patient underwent transperritoneal aorta-bifemoral bypass using PTFE (14-7x50 cm) bifurcated graft with left femoral endarcterectomy and right profunda embolectomy under GA on 18th February, 2015, under informed consent.  Post-operatively, the patient’s right foot did not become warm with poor doppler signals input with rest pain persisting.  Hence, he was taken-up for right femoro-popliteal bypass for right leg re-vascularisation on 20th February, 2015 under consent.  Popliteal artery had diffused intimal thickening with poor back bleed, however, bypass was done till below knee as the only option available for right leg re-vascularisation.  The patient showed satisfactory progress in post-operative period.  Doppler signals at right foot remained bi-phasic.  The patient was give IV prostaglandin therapy for five days for right leg pain which improved significantly.  The patient again started having rest pain right foot on 3rd March, 2015 for which IV prostaglandin therapy was again reconstituted.  The patient had hematemesis (clotted blood) with malena on 4th March, 2015.  Gastroenterology reference was given who advised for IV pantoprozole infusion and upper GI endoscopy.  Next day morning, the patient had Hb of 4.2 for which two units PRBC were transfused.  On 5th March, 2015 at 1.00 a.m., the patient had restlessness.  Cardiology opinion was taken immediately who diagnosed it as AF with FVR.  The patient had disorientation, for which the patient was shifted to MICU for management.  The patient was started on IV cordarone therapy.  Inspite of intensive care, the patient’s condition deteriorated and developed hypotension and tachycardia and fall in SPO2 (82%) at 12.00 p.m.  The patient was intubated and put on ventilator and inotropic support.  At 1.15 p.m., the patient had cardiac arrest for which CPR was initiated.  However, the patient could not be revived inspite of all efforts and was declared clinically dead at 2.15 p.m. on 5th March, 2015.  
The Executive Committee further observes that the patient did not underwent CABG as alleged by the complainant.  The explanation given for not attempting right femoro-popliteal bypass due to poor outflow of femoro-popliteal arteries during the surgery done on 18th February, 2015 and subsequently subjecting the patient to second surgery on 20th February, 2015, is found to be acceptable as the same is in accordance with accepted professional practices in such cases.  It is further noted from ‘clinical progress notes’ of the said Hospital dated 22nd February, 2015 (5.15 p.m.) that the decision not to do redo surgery because the same might damage more collateral flow and lead to more severe ischemia (as outflow was not good) with high chance of recurrent graft thrombosis, was discussed with the patient and relatives and it was planned that the patient was to be managed conservatively.  
In light of the observations made herein-above, it is the decision of the Executive Committee that prima-facie no case of medical negligence is made out on the part Dr. Kapil Gupta in the treatment administered to complainant’s father late Chob Singh at Max Super Speciality Hospital.  The patient was treated as per accepted standard protocols and he died as a result of known complications associated with the surgical procedures and anti coagulation needed in post operative period, inspite of adequate treatment.  
Complaint stands disposed.  “
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The Order of the Executive Committee dated 22nd June, 2016 was confirmed by the Delhi Medical Council in its meeting held on 30th June, 2016.’

                                                                                     By the Order & in the name of                                                                                                                                                                   Delhi Medical Council
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Copy to :-

     1. Shri Pramod Kumar, r/o- -240, Gharoli Colony, Mayur Vihar, Phase-3, Delhi-110096.

     2. Dr.Kapil Gupta, through Medical Superintendent, Max Super Specialty Hospital, Patparganj, Delhi-110092.

    3.  Medical Superintendent, Max Super Specialty Hospital, Patparganj, Delhi-110092.
    4.   Dr.A.K.Saini, Medical Superintendent, Nursing Home Cell, Directorate General of Health Service, Govt. of NCT of Delhi, 5th Floor, F-17, Karkardooma, Delhi-110032.(w.r.t. No.F.23/603/EZ/NH/DHS/HQ/2015-16/164356 dated 07.06.201

6)-for Information.

    5.  Shri. Rajiv Kumar, Section Officer, Medical Council of India, Pocket-14, Sector-08, Phase-I, Dwarka, New Delhi-110077.(w.r.t. No.MCI-211(2)(5)(Complaint)/2015/Ethics./108517 dated 25.05.2015)-for Information.
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