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          4th December, 2017

O R D E R
The Delhi Medical Council through its Disciplinary Committee examined a complaint of Shri Vikas Dhall, r/o- A-43, Sector 47, Noida, UP-201301, alleging medical negligence on the part of doctors of Kukreja Hospital and Heart Centre Pvt. Ltd., C-1,3,4,14, Vishal Enclave, Rajouri Garden, New Delhi-110027, in the treatment administered to the complainant’s mother Smt. Adarsh Dhall, resulting in her death on 25.09.2016.
The Order of the Disciplinary Committee dated 24th October, 2017 is reproduced herein-below :-

The Disciplinary Committee of the Delhi Medical Council examined a complaint of Shri Vikas Dhall, r/o- A-43, Sector 47, Noida, UP-201301(referred hereinafter as the complainant), alleging medical negligence on the part of doctors of Kukreja Hospital and Heart Centre Pvt. Ltd., C-1,3,4,14 Vishal Enclave, Rajouri Garden, New Delhi-110027(referred hereinafter as the said Centre) , in the treatment administered to the complainant’s mother Smt. Adarsh Dhall (referred hereinafter as the patient), resulting in her death on 25.09.2016.

The Disciplinary Committee perused the complaint, written statement of Dr. Nau Singh, Dr. Rajneesh Kukreja, Medical Director of Kukreja Hospital and Heart Centre, copy of medical records of Kukreja Hospital and other documents on record. 

The following were heard in person :-

1) Shri Vikas Dhall

Complainant

2) Shri Sajal


Friend of the complainant 

3) Ms. Arti



Friend of the complainant

4) Dr. Nau Singh 


S.R., Kukreja Hospital and Heart 







Centre Pvt. Ltd.

5) Dr. Rajnish Kukreja

Medical Director, Kukreja Hospital and 







Heart
Centre Pvt. Ltd.

The complainant Shri Vikas Dhall alleged that the patient his mother was admitted in Kukreja hospital at casualty at 7.30 a.m. on September 25th, 2016 with general distress and breathlessness and low oxygen saturation as indicated by a home-use finger clip monitor.  Oxygen saturation monitoring equipment was not working in the casualty/emergency.  The doctor on duty did not carry out any checks to confirm low oxygen saturation at that point nor did he try to find out the cause for drop in oxygen saturation.  It is pertinent to note that no ECG check was suggested even to consider any problem related to the heart. Considering that she had no symptom of pneumonia, the only other probable cause of drop in oxygen saturation could be heart failure - which the on duty doctors and staff seem to have missed completely, thereby not taking any timely action to save his mother's life.  When his mother was shifted to the HDDU from casualty, the same callousness and negligence continued and the attitude of intensivist and the condition of the HDDU and the care expected in an HDDU was far from available. There was no effort to understand the reason for low oxygen saturation and basics in HDDUIICU like the equipment meant to monitor oxygen saturation was again not working.  And rather than expecting an intensive care -to our astonishment, the patient was left unattended and the patients' oxygen mask was off and was gasping for breath, the oxygen/pulse monitoring equipment was off and they had to notice and inform doctor on duty.  Elementary and routine examinations such as ECG or an x-ray was also not considered necessary during the admission into HDDU and even during the entire eight hours of our mother's stay at the hospital HDDU/ICU.  Blood sample was taken and sent to their in house lab for some checks.  His mother was declared dead at 3.05 p.m.  The hospital gave the cause of her death as per death certificate to be hypoglycemic shock.  When the complainant tried to get the detailed medical records, he was stonewalled.  He got records piecemeal and death summary was received as 2 versions - with clear evidence of tampering/falsification.  The emergency assessment sheet seems to have been created/manipulated to justify the false claims, many questions and inconsistencies in first place no RBS test was done to the best of their knowledge and if the emergency assessment sheet shows 20, it is not mentioned as hypoglycemia and if DNS was administered, RBS was not taken post that to check the levels post DNS administration as RBS levels were very low.  Also there was no mention of this low RBS in the initial death summary report (admission details) given to them and when they pointed out this gap and discrepancy between the emergency assessment and death summary, the death summary report was manipulated/modified to add these details later which poses a big question on the authenticity of the report and the claims made by hospital about his mother’s death.  It is clear that the cause of death as told to them and written in death summary (the authenticity of which is a question mark) as well i.e. hypoglycemia given that she had no medical history of variable blood sugar or diabetes-is not consistent with facts and the course of events at the hospital.  Her blood test reports conducted at the hospital do not show any infection or electrolyte imbalance.  They strongly believe that doctors at Kukreja hospital are aware of this negligence and, therefore, the medical records submitted to them have been tampered as well to try to tailor the disease to the diagnosis.  The complainant expects strongest action possible to be taken against this hospital based on the facts of the matter as enclosed.  It is a medical facility without any credibility or integrity and does not have capable staff, oversight mechanisms and inadequate equipment to take care of any serious health emergency. If this is so such an organization to continue, is legally and morally untenable and a hazard to unknowing, innocent public at large.  

On enquiry by the Disciplinary Committee the complainant stated that the patient had history of esophagus cancer 13 years back and she was bed ridden for 2-3 months prior to her admission at Kukreja Hospital and Heart Centre Pvt. Ltd. 

Dr. Rajnish Kukreja, Medical Director, Kukreja Hospital and Heart Centre Pvt. Ltd. in his written statement averred that the patient Smt. Adarsh Dhall , 80 years old lady was brought to the casualty on 25/9/16 in a very critical state.  She was a bed ridden patient for few months with large bedsores who presented with history of chronic debility, not taking orally for the last month.  In the morning of 25/9/16, she became drowsy, had fever and started gasping when the attendants brought her to their hospital’s casualty. On examination, she was in shock (BP 80/40 mm hg), having labored breathing, SP02 was 70% and her blood sugar was 20 mgs%.  She was immediately put on oxygen, I/v fluids and 25% dextrose was given in the casualty.  A provisional diagnosis of hypoglycemia with sepsis was made and as she was very sick she was shifted to ICU after starting the treatment.  After shifting to the ICU, the above treatment was continued and ionotropes in the form of Dopamine and Nor-Adrenaline were added.  The blood investigations were sent and x-ray was done and the treatment was modified accordingly.  The patient remained critically ill with pulse and BP not recordable.  The patient started gasping at about 2.20 p.m.  She was immediately intubated and put on ventilator. She suffered a cardiac arrest at about 2.30 p.m., and CPR as per international protocol started.  The patient could not be revived after 35 minutes of resuscitation and was declared dead at 3.05 p.m.  He examined the above patient at around 9.00 am 25/09/16in ICU.  A provisional diagnosis of aspiration pneumonitist sepsis in addition to chronic debility bedsores was made and appropriate treatment was modified.  The patient was in very critical state with shock, sepsis, aspiration pneumonia with Hypoglycemia. The attendants were informed about the critical situation of the patient and possibility of ventilatory support was discussed with the attendants shows SP02 as 70%.  It is denied that no timely action was taken in the emergency.  It is stated that the patient was immediately put on oxygen fluids 25% dextrose and shifted to the ICU for further management.  It is denied that no x-ray or ECG was done during the patient's stay.  The copies of ECG and x-ray have already been submitted.  It is denied that the attendants were refused the case papers.  They were assisted at every step and all the reports and papers were provided to them as desired.  It is denied that there was any tampering or falsification of the death summary.  It is stated that only the values of blood sugar were added on the persistent demand by the attendants.  It is denied that the emergency sheet was manipulated.  It is stated that the emergency sheet was filled in the emergency room and the copy was given to the attendants when asked for.  It is denied that no treatment was given to the patient during her stay in the ICU.  It is stated that the patient was given all the required medical care as per standard protocol including oxygen therapy, I/v fluids, antibiotics, ventilatory support and other supportive treatment.  The patient started gasping at about 2.20 p.m.  She was immediately put on ventilator and ionotropes adjusted.  She suffered cardiac arrest at about 2.30 p.m.  CPR stated as per protocol but even after 35 minutes of CPR, the cardiac activity could not be restored and the patient was declared dead at 3.05 p.m.  It is denied that the attendants were not briefed about the condition of the patient.  All the attendants present were repeatedly briefed about the serious and critical condition of the patient. As per their own submission, they visited the HOU at least 8-9 times during the short span of 8 hours of stay.  In addition, the duty doctors have repeatedly mentioned in the file that poor prognosis has been explained to the attendants.  It is denied that the equipment was faulty.  The monitor attached to the patient was fully operational and working.  It is strongly denied that the patient was left unattended in the ICU.  The patient received the best of medical care but since she was in a very critical stage and due to her age and other co-morbid conditions, she could not survive.  It is, therefore, prayed that there was no medical negligence in the treatment of above patient. The patient was critically ill and succumbed to her diseases despite all the treatment.  

On enquiry by the Disciplinary Committee, Dr. Rajnish Kukreja stated that infact there was only one death summary which was prepared and the second death summary the complainant is alluding to consist only makes mention of sugar reading and the same were incorporated at the insistence of the complainant.  He further stated that the doctor’s notes mentioned as 11th September, 2016 were infact typographical error, as the same pertained to sequence of events of 25th September, 2016.  He also stated that there was no urine report, as urine test could not be carried out; even though the same was prescribed.   

Dr. Nau Singh, S.R., Kukreja Hospital and Heart Centre Pvt. Ltd. who was the resident doctor in his written statement averred that he examined the above patient at 7.45 a.m. on 25.09.2016.  A provisional diagnosis of aspiration pneumonitis/sepsis in addition to chronic debility bedsores was made and appropriate treatment was started.  The patient was in very critical state with shock, sepsis, aspiration pneumonia with hypoglycemia. The attendants were informed about the critical situation of the patient and possibility of ventilatory support was discussed with the attendants.  The patient was seen by Dr. Rajnish Kukreja, Consultant at about 9.00 a.m. in the ICU.  The patient showed slight improvement in her general condition with lontropes, oxygen and other supportive treatment. However, the blood-pressure continued to remain on lower side ranging between 70 mm Hg systolic to NR.  It is denied that oxygen monitoring equipment was not working in the casualty. The oxygen monitoring equipment was working which showed SP02 of 70% which was mentioned in the emergency sheet.  It is denied that no timely action was taken in the emergency.  The patient was immediately put on oxygen I/v fluids, 25% dextrose and shifted to the ICU for further management.  It is denied that no x-ray or ECG was done during the patient's stay.  The copies of ECG and Xray have already been submitted.  It is denied that the attendants were refused the case papers.  They were assisted at every step and all the reports and papers were provided to them as desired.  It is denied that there was any tampering or falsification of the death summary.  The death summary was given as per standard protocol.  Later on, on the persistent demand from the attendants, the blood sugar reports were entered.  It is denied that the emergency sheet was manipulated.  The emergency sheet was filled in the emergency room and the copy was given to the attendants when asked for.  It is denied that no treatment was given to the patient during her stay in the ICU.  The patient was given all the required medical care as per standard protocol including oxygen therapy, I/v fluids, antibiotics, ventilator support and other supportive treatment.  The patient started gasping at about 2.20 p.m. She was immediately put on ventilator and ionotropes increased.  She suffered cardiac arrest at about 2.30 p.m.  CPR was started as per protocol but even after 35 minutes of CPR, the cardiac activity could not be restored and the patient was declared dead at 3.05 p.m.  It is denied that the attendants were not briefed about the condition of patient.  It is stated that all the attendants present were repeatedly briefed about the serious and critical condition of the patient. The attendants were repeatedly visiting the ICU at their will and every time they were informed about the condition of the patient.  It is denied that the equipment was faulty. The monitor attached to the patient was fully operational and working.  It is strongly denied that the patient was left unattended in the ICU. The patient received the best of medical care but since she was in a very critical stage and due to her age and other co-morbid conditions, she could not survive.  It is, therefore, prayed that there was no medical negligence in the treatment of above patient. The patient was critically ill and succumbed to her diseases despite all the treatment.  

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

1) The patient was bed ridden as per the statement of the complainant for last three months and was having bedsore.  The patient was brought to the said Centre on 25th September, 2016 morning at around at around 7.00 a.m. and was found to have low blood-pressure with some difficulty in breathing.  The patient was admitted under Dr. Rajnish Kukreja who is also the Medical Director of the said Centre.  The patient’s SPO2 was low and blood sugar was 20 mg dl.  The treatment was started; however, the records did not record all details of the patient’s clinical and investigation findings on the daily progress report.  Certain empirical treatment progress like injection soda-bicarb and injection deriphyllin were given for what reason, is not clear.  The diagnosis of sepsis was also not proven with initial investigation and no record of ECG finding on the notes were mentioned and even cardiac biomarkers sample was not sent.  It is further observed that record maintenance is poor and certain investigations needed like ABG/VBG were not done.  

2) The treatment carried out for hypoglycemia seems to be little inadequate as the infiusion of 10 % dextrose started could have been supplemented with 25% dextrose bolus and frequent monitoring of sugar should have been done and lot of enterise even in the ICU chart seem to be made at later time specially of sugar values .

3) It is observed that medical management in a hospital set-up of an elderly patient who suffered from various co-morbid conditions left much to be desired.  

4) The Disciplinary Committee, however, founds the explanation given regarding the death summary by Dr. Rajniesh Kukreja making mentions of sugar reading to be acceptable.  

5) It is also observed that the hospital authority of the said Centre namely Dr. Rajnish Kukreja erred in not adhering to the provision of Regulation 1.3.2 of the Indian Medical Council Professional Conduct, Etiquette and Ethics), Regulation, 2002 which mandates that “If any request is made for medical records either by the patients / authorised attendant or legal authorities involved, the same may be duly acknowledged and documents shall be issued within the period of 72 hours.
In light of the observations made herein-above, the Disciplinary Committee, therefore, recommends that Dr. Rajnish Kukreja and Dr. Nau Singh should take due diligence in managing critical ill patient in future and they should undergo twelve hours of Continuing Medical Education (C.M.E.) on the subject “Critical Care” and submit a compliance report to this effect to the Delhi Medical Council.  Dr. Rajnish Kukreja is further directed to ensure proper record keeping in future and compliance of the Regulation 1.3.2 of the Indian Medical Council Professional Conduct, Etiquette and Ethics), Regulation, 2002.  

Complaint stands disposed. 
Sd/:



   


Sd/:

(Dr. Subodh Kumar) 


(Dr. Vijay Kumar Malhotra)   
Chairman,

        


Delhi Medical Association,       
Disciplinary Committee  


Member,


  
Disciplinary Committee
         Sd/:







(Dr. M.K. Daga)
Expert Member,

Disciplinary Committee
The Order of the Disciplinary Committee dated 24th October, 2017 was confirmed by the Delhi Medical Council in its meeting held on 24th November, 2017.  


The Council further directed that Dr. Rajnish Kukreja and Dr. Nau Singh should undergo twelve hours of Continuing Medical Education (C.M.E.) on the subject “Critical Care”, within a period of six months and submit a compliance report to this effect to the Delhi Medical Council.    
     






     By the Order & in the name of 








     Delhi Medical Council 








                 (Dr. Girish Tyagi)







                              Secretary
Copy to :- 
1) Shri Vikas Dhall, r/o- A-43, Sector 47, Noida, UP-201301

2) Dr. Rajnish Kukreja, Through Medical Superintendent, Kukreja Hospital and Heart Centre Pvt. Ltd., C-1,3,4,14, Vishal Enclave, Rajouri Garden, New Delhi-110027.

3) Dr. Nau  Singh, Through Medical Superintendent, Kukreja Hospital and Heart Centre Pvt. Ltd., C-1,3,4,14, Vishal Enclave, Rajouri Garden, New Delhi-110027.

4) Medical Superintendent, Kukreja Hospital and Heart Centre Pvt. Ltd., C-1,3,4,14, Vishal Enclave, Rajouri Garden, New Delhi-110027.








          (Dr. Girish Tyagi)







                                                 Secretary
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