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3rd September, 2008 

O R D E R
The Delhi Medical Council examined a representation from DCP Headquarters, Delhi, seeking medical opinion in respect of death of late Sumin Shah (referred hereinafter as the patient), allegedly due to medical negligence on the part of the doctors of Sunderlal Jain Hospital (MRD No. 10299), where he expired on 22.8.2007.  

The Delhi Medical Council perused the representation from police, written representation of Shri E.S. Kutty, written statement of Dr. Rajeev Gupta, Dr. Amit Jindal and Dr. Gurbax Singh, Dr. Rekha Gupta, Medical Superintendent, Sunderlal Jain Hospital, copy of medical records of Sunderlal Jain Hospital (referred hereinafter as the said Hospital) and post mortem report No. 611/07 dated 24.8.2007.  The following were heard in person :-

1. Shri E.S. Kutty

Complainant 

2. Dr. Gurbax Singh
Sunderlal Jain Hospital

3. Dr. Kamlesh Singh
Sunderlal Jain Hospital

4. Dr. Amit Jindal

Sunderlal Jain Hospital

5. Dr. Rajeev Gupta
Sunderlal Jain Hospital

6. Dr. Rekha Gupta
Medical Superintendent, Sunderlal Jain Hospital

Briefly stated the facts of the case are that the patient (a 17 years old male) with history of high grade fever from 3 to 4 days, dark coloured urine, headache with neck pain, for which he was receiving treatment in Maharaja Agrasen Hospital with no relief, was admitted in the said Hospital at 10.35 pm on 20th August, 2007.  Dr. Amit Jindal after examining the patient and in consultation  with  Dr.  Rajeev  Gupta  initiated  the  supportive  treatment to control the fever and 
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advised necessary investigations.  At 9 am on 21.8.2007, the temperature was noted to be 99.8 F, the investigation reports (TLC-4800, M.P. negative) were suggestive of suspicion of Enteric fever, however, the blood culture report was still awaited.  At 5.45 pm (21.8.2007) the patient complained of moderate to high grade fever alongwith rigors.  Injection falcigo was given empirically.  At 8.15 pm the patient was reported to be complaining of high grade fever with rigor for which he was given injection MOL and inj. AVIL as a result of which temperature and rigors decreased.  However, between 9.25 pm to 9.45 pm the condition of the patient started deteriorating; he started talking irrelevantly and felt drowsy.  At 9.45 pm, patient complained of breathing difficulty and excessive sleepiness.  The patient was shifted to HDICU (High Dependency Intensive Care Unit).  The patient became dyspneic, hypothermic, semiconscious, not responding to verbal command.  BP was 70 mmHg. systolic, ECG indicative of Sinus Tachycardia.  IV fluids, vasopressor support, oxygen and other Inotropic treatment was initiated.  Further investigations were prescribed.  The condition of the patient continued to be critical and since he was feeling drowsy opinion of neurologist was sought.  The neurologist (Dr. Gurbax Singh) opined the condition of the patient to be due to Septicemia (Gram negative) and advised initiation of appropriate parenteral antiepileptic drugs and steroids.  At 12.30 am (22.8.2007) the patient was reported to be passing blood from mouth and urinary catheter showing hematuria.  The reports available were also suggestive of DIC.  Severe metabolic acidosis was detected on ABG which was managed by administration of sodabicarbonate.  As patient respiratory effort was poor, the patient was intubated and put on ventilatory support.  At 1.15 am the blood pressure become unrecordable; the inotropic support was increased and for good venous access triple lumen catheter was inserted in left femoral vein.  Back flow was checked in all three lumens and line was fixed and the site was dressed.  A hematoma was noticed at right inguinal region for which compression bandage was done.  The test reports recorded at 2.30 am were deranged.  Haemotalogical profile confirmed septicemia with DIC.  Subsequently 4 units of FFP and 1 unit  of  blood  was  transfused.  At 2.45 am the patient BP was found to be not recordable and 
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he suffered multi-organ failure.  The patient condition continued to deteriorate and he succumbed to his ailments.  The patient was declared dead at 6.30 am on 22.8.2007.
As per the post mortem report the cause of death was shock due to Haemorrhage as a result of extensive collection of blood in retroperritoneal space, produced by injection puncture, injury to right femoral artery.
Commenting upon the post mortem findings, Dr. Rekha Gupta, Medical Superintendent, Sunderlal Jain Hospital in her written statement averred that later on the reports which were received after the unfortunate demise of Sumin Shah confirmed that the diagnosis was correct as Septic shock caused by salmonella typhii (gram negative bacteria) with Disseminated Intravascular Coagulation (DIC) and multi organ failure, a condition associated with very high mortality.  The Septic shock is a result of overwhelming sepsis or infection and it evolve with frightening suddenness and severity and is frequently lethal.  The mortality in septic shock ranges from 40 to 60 per cent despite the advances in antimicrobial treatment and intensive care to the patient.  Sepsis is associated with a decrease in number functional capillaries which result inability to extract oxygen normally.  Further sepsis is accompanied by acute renal failure due to acute tubalur necrosis.  In case of sepsis the intubation is often undertaken to ensure adequate oxygenation which was done in the present case.  That despite aggressive management many patients with severe sepsis or septic shock die and it is well known concept in the field of medical science.  The acute febrile illness suffered by the deceased Sumin Shah was actually acute septicemic illness which progressed very rapidly to fulminant sepsis and septicemic shock culminating into DIC and multi organ failure.  The occurrence of multiple episodes of high grade fever with chills and rigors alongwith multiple vomiting, tachypnoea, altered sensorium, rapid development of volume unresponsive hypotension and shock with culture positive result suggest septicemic shock and not hemorrhagic shock.  Further the occurrence of respiratory failure, oliguria and severe DIC and volume and vaso pressor unresponsive shock leading to multi organ failure is attended by very  high  mortality  as  in  this  case.    It  was further submitted that the needle prick in right 
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groin was most likely the place for ABG sample which is generally done using 26 gauze needle and is rarely followed by any major bleeding.  The usual treatment for local bleed of femoral is by compression.  Since an ordinary needle prick does not result in extensive bleed this patient had clear cut gross bleeding tendency for which FFP and blood were given which is a usual practice.

Dr. Amit Jindal in his written statement stated that according to post mortem report injection prick mark was present over rt. inguinal region which communicated with rt. femoral artery.  Rt. femoral artery was neither found to be torn not damaged significantly in post mortem report.  The needle prick mark in right inguinal region is most likely site of arterial blood gas sampling.  The arterial blood gases and PH estimation are essential for management in critically ill patient of septic shock.  Regarding the findings of massive extravasation of blood in retroperitoneal areas with extent as mentioned post mortem report, it was submitted that spontaneous retroperitoneal haemorrhage (RPH) is described with anticoagulant therapy and DIC.  As post mortem report clearly shows that no injury to any of the major retroperitoneal structure and only needle prick puncture in Rt. Femoral artery with no gross tear, collection of large amount of blood in retroperitoneal space from femoral puncture in absence of a ny coagulopathy would be most unlikely in presence of hypotension and high vasopressor used.  Extravasation of blood present in bladder wall as reported in post mortem report is seen in DIC.  Final opinion of post mortem report appears inaccurate as it has not taken into consideration DIC and sepsis (proven very well with investigation report; Pt >10 times, Aptt>10 times, FDP>50 times of normal, thrombocytopenia, blood C/S – Salmonella typhi).  All investigation reports except blood culture report (awaited) were handed over to the relatives after death alongwith death summary.  It was further submitted that patient died of acute fulminant gram negative septic shock with DIC with multiorgan failure (oligoanuria indicating renal involvement, unresponsiveness and seizure indicating CNS involvement, deranged LFT, refractory hypotension and clotting failure).
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We find the explanation put forth by Dr. Rekha Gupta, Medical Superintendent and Dr. Amit Jindal regarding post mortem findings to be in conformity with the medically accepted/criteria for assessing a medical situation with cogent reasoning.  The medical records including the results of various investigations / reports done in this case confirms that the patient was suffering from Septicemia which resulted in DIC.  There was catastrophic and sudden deterioration in the condition of the patient, who went into septic shock and DIC succumbed to his illness. DIC is a very well known complication of septicemia which carries a high mortality rate.  
The line of treatment adopted by the doctors for diagnosis and management of this case was in accordance with the accepted professional practices in such cases.  
In light of the above, it is the decision of Delhi Medical Council that no medical negligence can be attributed on the part of doctors of Sunderlal Jain Hospital in the treatment administered to late Sumin Shah.

Matter stands disposed.   
By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)





        Secretary                             

Copy to :-

1) Shri E.S. Kutty, 350, Police Colony, Ashok Vihar, Delhi 

2) Dr. Sarat Naidu, Through Medical Superintendent, Sunder Lal Jain Hospital, Ashok Vihar Phase-III, Delhi – 110052

3) Dr. Gurbax Singh, Through Medical Superintendent, Sunder Lal Jain Hospital, Ashok Vihar Phase-III, Delhi – 110052 
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4) Dr. Kamlesh Singh, Through Medical Superintendent, Sunder Lal Jain Hospital, Ashok Vihar Phase-III, Delhi – 110052 

5) Dr. Amit Jindal, Through Medical Superintendent, Sunder Lal Jain Hospital, Ashok Vihar Phase-III, Delhi – 110052 

6) Dr. Rajeev Gupta, Through Medical Superintendent, Sunder Lal Jain Hospital, Ashok Vihar Phase-III, Delhi – 110052 

7) Medical Superintendent, Sunder Lal Jain Hospital, Ashok Vihar Phase-III, Delhi – 110052 

8) Addl. Secretary, Medical Council of India, Pocket-14, Sector-8, Dwarka, New Delhi – 110077- with reference to letter No. MCI-211(2)(527)/2007-Ethics/29101 dated 12th March, 2008

9) Deputy Secretary (Home), Home (Police-II) Department, Govt. of NCT of Delhi, 5th Level, C-Wing, Delhi Secretariat, I.P. Estate, New Delhi – 110002 – with reference to letter No. F.10/C-49/2007/HP-II/11542 dated 12.11.2007
10) Dy. Commissioner of Police, Delhi Police Headquarters, ITO, New Delhi – 110002 – with reference to letter No. 76978/C&T(AC-6)/PHQ dated 4.12.2007
   (Dr. Girish Tyagi)

   Secretary

