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          5th November, 2009 
O R D E R

The Delhi Medical Council of examined a complaint of Smt. Uma Jain, forwarded by Directorate of Health Services, alleging medical negligence on the part of doctors of Delhi Heart & Lung Institute, Panchkuian Road, New Delhi, in the treatment administered to her husband late Vinod Kumar Jain at Delhi Heart & Lung Institute.
The Delhi Medical Council perused the complaint, written statement of Medical Superintendent, Delhi Heart & Lung Institute, Dr. K.K. Sethi, Director of Cardiology, Delhi Heart & Lung Institute, copy of medical records of Delhi Heart & Lung Institute and Escorts Hospital & Research Centre and heard the following in person : -
1.
Smt. Uma Jain

Complainant 

2.
Dr. Sarika Jain

Daughter of the complainant 

3.
Shri Rajiv Jain

Son of the complainant 

4.
Shri Amit Jain

Son of the complainant 

5.
Dr. K.K. Sethi

Director of Cardiology, Delhi Heart & Lung Institute

6.
Dr. Neelam Sethi
Director (Co-ordination), Delhi Heart & Lung Institute

7.
Dr. S. Lahiri

Consultant Cardiology, Delhi Heart & Lung Institute

8.
Dr. Amit Jain

Consultant Cardiology, Delhi Heart & Lung Institute

9.
Dr. Satyendra  

Sr. Resident, Cardiology, Delhi Heart & Lung Institute 

10.
Dr. T.C. Jain

Jr. Consultant, CCU Incharge, Delhi Heart & Lung Institute 

Briefly stated the facts of the case are that the patient late Vinod Kumar Jain (referred hereinafter as the patient) was a known hypertensive with chronic kidney disease, hypothyroidism, dilated cardiomypathy, chronic AF with RBBB presented with complaints of shortness of breath since past 15-20 days, generalized  weakness  and  poor  oral intake,  presented  to Delhi Heart & Lung Institute 
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(referred hereinafter as the said Hospital) on 12.6.2008.  He also had history of  admission in Escorts Hospital (9.3.2008) for CHF.  The patient was admitted in the CCU of the said hospital for further evaluation and management.  The patient had a very poor LV (EF of 18%), was in gross CHF with severe electrolyte imbalances.  The patient was put on standard conservative line of treatment.  The patient’s symptoms improved, the dopamine infusion was tapered of, Beta-blocker was added and treatment was optimized.  During his stay in CCU the patient developed abnormal behaviour; anti-psychotic medication was added and the patient was shifted to the ward.  In the evening of 17th June, 2008, the patient’s condition started deteriorating, he became semi conscious, not responding to verbal commands, responding to painful stimuli, B.P. 90/60 mmHg.   The patient was advised to be shifted to CCU but the attendants refused.  On the request of the patient’s attendants, the patient was discharged from Delhi Heart & Lung Institute on 17.6.2008.  The patient was subsequently admitted in Escorts Heart Institute and Research Centre at 9.16 pm on 17.6.2008 in a comatosed state with feeble pulses and cold extremities.  The patient was intubated and put on ventilatory support.  His condition continued to deteriorate further and he expired on 19.6.2008.

It is alleged by the complainant that doctors of Delhi Heart & Lung Institute acted negligently in prescribing anti-psychotic drug to the patient and also shifting the patient from CCU to the ward on 16.6.2008.  It is alleged that the patient did not recover from the anti psychotic drug treatment which caused drowsiness in the patient and it slowly affected his brain leading to brain stroke and infarction resulting in patient’s death.  
Dr. K.K. Sethi, under whom the patient was admitted, in his written statement stated that on the evening of 15th June, 2006, the patient was depressed because of his chronic illness for which Serta was prescribed.  By 10 pm he was complaining of insomnia and was agitated.  On the morning of 16th June, 2008, he started running out of his bed and behaving in more agitating manner.  He was repeatedly counseled and Serenace and Perinorm were given at 7.45 am after which he went to sleep but was arousable.  The nurse’s report mention the patient was arousable but sedated (because of serenace).  The patient did not want to stay in the CCU.  Since his other parameters were stable, it was decided to shift him to the ward where he could be with his family members and feel more comfortable.  He was shifted to the ward at 12.25 pm.  The nurses on the floor had recorded that the patient was fully conscious when 
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received.  Dr. K.K. Sethi further stated that use of tranquilizers in the CCU is a routine practice as a part of treatment of patient’s of acute MI, heart failure and acute psychological conditions and is within purview of physicians in the intensive care who are fully competent to prescribe such drugs.  Since it is an emergency and generally a short-lasting condition treatment is needed immediately and psychiatrist is usually not required.   Dr. K.K. Sethi further averred that patients with chronic heart failure, chronic atrial fribillation and poor ejection fraction have limited survival and are at very high risk of developing cerebro vascular accidents and other complication.  The same was repeatedly explained to the patient’s attendants everyday and at no point of time any negligence of any type was shown.  
The Delhi Medical Council is of the opinion that since the patient was noted to be agitated, trying to run out of his bed, the administration of Inj. Serenace 2.5 mg was justified under the circumstances.  However, the doctors of the said hospital erred in not investigating the cause of agitation and abnormal behaviour, and instead shifted the patient from CCU to the ward.  The reasons given for transfer by Dr. K.K. Sethi reflects very superficial comprehension of the patient’s psychological condition.  The medical condition of the patient as mentioned hereinabove warranted the stay of patient in CCU so that he could have been adequately investigated for his abnormal behaviour as part of comprehensive treatment plan.  It is also observed that since there was sudden deterioration in general condition of the patient with altered behaviour in view of underlying AF, CHF and patient being on anticoagulant, a CT scan Head should have been performed, as a standard protocol, to rule out ischemic hemorrhagic stroke.  We, however, note that CT scan Head carried out in Escort Heart Institute & Research Centre, revealed old infarcts and no evidence of fresh infarct or hemorrhage, which shows that line of treatment at the Delhi Heart & Lung Institute, was not compromised.  

The patient was a case of hypertension, hypothyroidism, chronic renal failure, chronic AF, dilated cardiomyopathy, severe LV systolic dysfunction with LVEF of 18% with chronic congestive heart failure and was treated according to standard protocol for such patients.  The death of the patient was a result of natural progression of his ailments and not due to any medical negligence in the treatment administered by doctors of Delhi Heart & Lung Institute.  

It is also alleged by the complainant that from the morning of 16th June, 2008 to the evening of 17th June, 2008 no doctor of the hospital came to examine the patient in the Ward. 
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This allegation of the complainant was found to be unsubstantiated by the Delhi Medical Council , in light of the progress notes recorded in the medical records of the said hospital on 16.6.2008 at 7.45 am, 8.30 am, 10 am, 12 noon, 7 pm and again on 17.6.2008 at 7.35 am, 2pm and 6 pm when the patient was advised to be shifted to the CCU which was refused by the attendants.  
The Delhi Medical Council further notes on perusal of the medical records that prognosis was explained to the family of the patient on different occasions during his admission in the said hospital.  It, however, appears to be a case of communication gap between doctors and patient’s attendants.  Hospital management is advised to take steps to ensure that there is proper counseling of patient / attendants and whenever prognosis is explained, signature of patient / relatives is obtained, to ward off allegations of non-communication.  
Complaint stands disposed. 
By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)

Secretary

Copy to :-

1) Smt. Uma Jain, R/o. A-50/1, East Krishna Nagar, Gali No. 3, Delhi – 110051

2) Medical Superintendent, Delhi Heart & Lung Institute, 3 MM-II, Panchkuian Road, New Delhi – 110055 

3) Dr. K.K. Sethi, Through Medical Superintendent, Delhi Heart & Lung Institute, 3 MM-II, Panchkuian Road, New Delhi – 110055 

4) Medical Superintendent (Nursing Homes-I), Directorate of Health Services, Govt. of NCT of Delhi, Swasthya Sewa Nideshalay Bhawan, F-17, Karkardooma, Delhi – 110032 – with reference to letter No. F.23(43)/MSNH-I/DHS/HQ/08-09/49190 dated 29th September, 2008.

(Dr. Girish Tyagi)

Secretary
