DMC/DC/F.14/Comp.581/2010/




                   7th June, 2010 
O R D E R

The Delhi Medical Council examined a representation from DCP Headquarters, forwarded by Department of Home, Govt. of NCT of Delhi, seeking medical opinion in respect of death of late Nitika Manchanda, allegedly due to medical negligence on the part of doctors of Max Hospital, Pitampura, Delhi.
The Delhi Medical Council perused the representation from DCP (HQ), written statements of Dr. Alka Gupta, Dr. Rajeev Kapur, Administrator, Max Hospital, Pitampura, representations and written arguments of Shri S.P. Manchanda, copy of medical records of Max Hospital, Post Mortem Report No. 447 dated 6.5.2009, final opinion as to cause of death dated 14.10.2009 and other documents on record.

The following were heard in person:-

1)
Shri S.P. Manchanda

Father of the deceased 
2)
Shri Rakesh Babbar 

Uncle of the deceased

3)
Shri Aman Sarna 

Husband of the deceased

4)
Dr. Alka Gupta


Consultant Obst. & Gynae., Max Hospital, Pitampura

5)
Dr. Ravi Shankar Singh

Head Medical Services, Max Hospital, Pitampura

6)
Dr. Pooja Bhatia

Ex RMO (Obst. & Gynae.), Max Hospital, Pitampura

7)
Dr. Navita Kumari

Associate Consultant Obst. & Gynae, Max Hospital

8)
Shri Shailender Chaudhary
Manager, Max Hospital

9)
Dr. Vikas Mangla

Consultant Anaesthesia, Max Hospital
10) 
Dr. Rajiv Gupta 

Consultant Medicine, Max Hospital 

Briefly stating the facts of the case are that late Nitika Manchanda (referred hereinafter as the patient), 30 years old, who was primigravida with 37 (+6 days) weeks pregnancy with breech presentation  underwent  emergent  Lower  Segment  Caesarean  Section (LSCS)  under  General  
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Anaesthesia  on 3.5.2009 at Max Hospital, Pitampura, New Delhi (referred hereinafter as the said Hospital).  The patient delivered a live male baby at 5.41 am on 3.5.2009.  The post operative period was uneventful, however, at 11 pm on 4.5.2009, the patient complained of severe pain in lower abdomen-back and at 2 AM (5.5.2009) she had two episodes of vomiting.  The patient was reported at 7 AM (5.5.2009) to be complaining of severe pain lower abdomen for which blood investigations and ultrasound were ordered.  The condition of the patient continued to deteriorate.  She was shifted to SICU.  Patient was intubated and put on ventilatory support, however, in spite of all resuscitative measures, she could not be revived and declared dead at 12.30 pm on 5.5.2009.  The cause of death as per subsequent opinion dated 14.10.2009, in respect of post mortem report No. 447 dated 6.5.2009 was “Acute respiratory distress as a result of marked Pulmonary Oedema.”

The following issues relevant for determination of this case were taken up for consideration :-

1. Whether any medical negligence was committed during the LSCS procedure?

2. Whether any medical negligence was committed in the post-delivery treatment?
1. Whether any medical negligence was committed during the LSCS procedure?
Dr. Alka Gupta in her written statement averred that the patient was prepared for LSCS (Indication:Primigravida with Breech in labour) and immediately shifted to OT at 5.15 AM on 3.5.2009.  LSCS under SA was done.  A live full term male baby was delivered as extended breech at 0541 hours, with two loops of cord around neck present, APGAR 8,9,9.  Placenta with membranes delivered completely; haemostasis achieved.  Both mother and baby were normal.  Surgery was successful and uneventful.  Dr. Navita was the Asst. Surgeon and Dr. Preeti was the anaesthesiologist.  Patient’s BP was stable at lower side of normal : 100/60 mm Hg.  
The Delhi Medical Council observes on perusal of medical records of the said hospital that the patient who was primigravida with 37 (+ 6 days) weeks pregnancy with breech presentation in labour was rightly taken up for emergent LSCS under general anaesthesia with consent.  As per the operative notes the surgery was uneventful and a live male baby was delivered at 5.41 am on 3.5.2009.  Placenta with membranes was delivered and haemostasis was achieved.  The Disciplinary Committee, therefore, hold that the surgical procedure was conducted as per the standard guidelines and no medical negligence was committed during the said procedure.  
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2.   Was any medical negligence committed in the post-delivery treatment?
As per the allegation of Shri S.P. Manchanda, the complaint of severe pain in lower abdomen (back) reported by the patient at 11 pm on 4.5.2009 followed by vomiting twice at 2 AM (5.5.2009) was not investigated by the doctors nor proper treatment was administered.  The Resident doctor on duty was also not qualified to treat the patient.   All the investigations were ordered after 7 AM on 5.5.2009 when the condition of the patient started deteriorating and that timely resuscitative treatment was not initiated.  
Dr. Alka Gupta in her written statement averred that on Post operative Day 1 (3.5.2009) – patient was stable, occasional mild pain abdomen was complained of which is normal post operatively. Abdomen was soft; bleeding P/V normal.  Since baby had been shifted to nursery, patient was advised 4 hourly breast pump expression of mild.  Orally sips of water followed by clear liquids were allowed at 6.00 PM on 3.5.2009.  During the day patient was examined by doctors 4 times, right from morning till evening.  The patient was twice seen by the consultants, once in the morning and once in the evening.  Patient was absolutely fine, general condition report ‘fair’ at all doctors visit.  Patient BP remained stable around 100/70 to 90/60 mm Hg., Pulse was 80/mn.  Uterus was well contracted.  Intake/output was adequate.  Post operative Day 2 on 4.5.2009 – there were no fresh complaints, patient was stable, accepting orally.  Full liquids allowed orally followed by soft diet.  Output was adequate.  Patient was examined routinely by doctors for 4 times from morning to evening.  The patient was personally examined by the consultants twice, once in the morning and once in the evening.  In the morning – pulse was 88/mn, BP-100/70mm.Hg., Afebrile; Abdomen Soft; Bowel sounds regular; Uterus well contracted; Lochia healthy; Catheter draining clear urine. On 4.5.2009 at 4.30 PM – patient was seen by Gynae Resident, on examination patient had no complaints, general condition fair, afebrile; abdomen was soft, no distension, Uterus was well contracted, dressing was dry, bowel sounds – good, Intake / Output-adequate, clear urine in urine bag.  On 4.5.2009 evening when the patient was again examined by the consultant, she was well; no complains, Pulse 80/mn; BP 90/60mm.Hg.; Abdomen soft; Bowel sounds good; Uterus well contracted; Bleeding PV normal; Intake Output adequate.  Patient was advised plenty of oral liquids, soft diet, IV fluids to be stopped at 11 PM, catheter to be removed next morning.  At this meeting the patient was quite cheerful, she chatted and laughed with the consultant  as she had gone twice to the nursery to feed her baby.   Patient  was  in  full  spirits
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and asked for discharge the next evening as her baby was OK and was to be handed over to her the coming morning.  On 04.05.09 at 11.00 PM, Patient complained of severe pain lower abdomen and back after taking meals. She was seen by Gynae. Resident on duty Dr.Pooja.  On examination, there was tenderness in Lower back-L3-4-5 region, there was no obvious swelling. Patient was advised to remain NPO. She was advised continuation of IV fluids; Inj. Voveran 1 amp. 1M stat; Inj. Fortwin 15 mg and Inj.Phenergan 25 mg 1M slowly Gynae. Resident also discussed with Consultant anaesthesia (Critical care) as patient had pain in the back. (LSCS was done under Spinal Anesthesia). Tab.Mobizox (for muscle relaxation & analgesia) was advised. The patient however refused to take the same. Post-operative Day 3: 05.05.09 at 2.00 AM at night patient had vomiting .Inj Emeset 4 mg was advised by Resident doctor and administered. The patients general condition continued to be stable.   On 05.05.09 at 7.00 AM patient complained of severe pain in the lower abdomen over stitches. On examination, stitches were found to be healthy, there was no redness or swelling over the stitch line. BP was stable at 90/70 mm Hg., Pulse was 80/min., Abdomen was soft, there was no tenderness, bowel sounds were normal, Input/Output was adequate. Dr. Alka Gupta further stated that she was consulted by duty doctor and she advised an Urgent Complete haemogram, coagulation profile and USG whole Abdomen (bedside).   The aim was to rule out the cause of pain including look for intra-peritoneal fluid collection.    The patient became restless, and started deteriorating all of a sudden and rapidly.  The Blood Pressure fell to 80mm Hg. Systolic; Oxygen saturation was 97%; Patient developed peripheral cyanosis. It was a typical case of an acute catastrophe warranting emergency intervention. The BP and Pulse soon became non-recordable. Urgent resuscitation measures were started. Haesteril drip started; Dopamine drip started; another IV line started; oxygen administration started; CVP line started.   Cardiologist was summoned and patient was shifted to POP/SICU for further resuscitation. Patient’s serious condition was explained to relatives(husband and parents) and their consent taken for immediate intubation.   Two units of Red cells and two units of Fresh Frozen plasma was ordered for. Thereafter the attending doctors and nursing staff were battling to revive the patient from the sudden catastrophe. At 8.30 AM patient was breathing spontaneously though BP was not recordable. Resuscitation with Bag and mask was continued and patient intubated after having taken consent from patient's Husband.   Al1 necessary investigations  were  ordered  for and all emergency resuscitative measures were initiated.   At 
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11.00 AM patient developed Sudden Bradycardia. CPR along with lifesaving medication was given, patient reverted back to Sinus rhythm.  The patient had already developed petechiae. All resuscitatory measures continued. Case was reviewed by coordinator OBG department, Dr. Sunita Verma.   At 11.55 AM Patient developed bradycardia again. lnj. Atropine, Inj.Adrenaliine was given as per protocol. CPR was continued.   At 12.10 PM ECG-showed no spontaneous electrical activity, External cardiac message continued along with other resuscitative medication.   At 12.30 PM there was no Cardiac activity despite all resuscitative measures, No carotid pulse, Pupils Fixed, Dilated, Non-reacting.   Patient was declared clinically dead at 12.30 PM on 5/5/09.   It is thus clear that the patient who was doing well after LSCS had a sudden, (yet unexplained) Cardiac Arrest.  All resuscitative measures as per internationally established protocols were taken, but the patient could not be revived.   It is abundantly clear that there was no medical negligence whatsoever in the treatment given to the patient, including the emergency resuscitative measures taken.   The sudden events point towards a sudden, profound, unexpected shock, hypoxia., cardiovascular collapse with DIC.    The probable cause of death could be : Amniotic Fluid Embolism (AFES).
Dr. Rajeev Kapoor, Administrator, Max Hospital in his written statement reiterated the sequence of events as detailed by Dr. Alka Gupta in her written statement and that the patient was provided the best possible medical treatment as per accepted protocols.  He further stated there was not even an error of judgement, leave aside medical negligence on the part of the team of treating doctors and para medical staff at the Hospital. 

Dr. Puja Bhatia stated that at the time of hospitalization of late Nitika Manchanda at Max Hospital, Pitampura, New Delhi, she was a 3rd year DNB trainee in Obst. & Gynae.  She passed the DNB theory exam in the month of September 2008 and the practical exam in the month of June 2009.    At 11 pm on 4th May, 2009 the patient (Nitika Manchanda) complained of severe pain in lower abdomen.  On examination she found her general condition to be fair, there was tenderness in lower back L3-L4-L5 region with no obvious swelling.  She advised Inj. Voveran for the pain and also consulted the anaesthetist, for lower backache who advised Tab. Mobizox.  At 2 AM (5.5.2009) patient complained of vomiting for which she prescribed Inj. Emset.  She did not examine the patient between 2 AM to 7 AM.
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Dr. Vikas Mangla, Anaesthetist, Max Hospital stated the he did not physically examine the patient but advised Tab Mobizox to the patient for lower backache.  
Dr. Ravi Shankar Singh, Head Medical Services, Max Hospital, Pitampura, stated that as per medical records there was no history of drug allergy reported by the patient.  

The Delhi Medical Council observed that the patient had an elective caesarean section on 3.5.2009 in Max Hospital, Pitampura, New Delhi.  Her operative and immediate postoperative period was uneventful.  However, on 4.5.2009 (11 PM), she had pain abdomen which is generally associated with a LSCS procedure.  She was attended to by Dr. Pooja Bhatia, a resident in third year of her DNB training  (Obst. & Gynae.) who was qualified to attend to the patient.  As per the clinical condition of the patient recorded at 11 PM (4.5.2009) and 2 AM (5.5.2009), there was no medical reasons to order for any diagnostic investigation under those circumstances.  Administration of Inj. voveran and prescribing Tab. Mobizox, hot water bottle massage for lower backache and then administration of Inj. Emset 4 mg. for vomiting, by the resident doctor was as per the standard protocol.    Unfortunately, in spite of adequate care, patient collapsed in the morning and could not be resuscitated and even autopsy could not ascertain the cause of death, though idiosyncracy drugs and pulmonary oedema have been mentioned in autopsy finding as a possibility.  

In view of the above and autopsy report, the Delhi Medical Council is of the opinion that no medical negligence can be attributed on the part of doctors of Max Hospital, Pitampura, New Delhi, in the treatment administered by them to late Nitika Manchanda. 
Complaint stands disposed.
By the Order & in the name of

            Delhi Medical Council

                         (Dr. Girish Tyagi)

Secretary

Copy to :-

1)
Shri Aman Sarna, I-11, Ganga Ram Vatika, Tilak Nagar, Delhi – 110018
2)
Shri S.P. Manchanda, C-2/35 B, Keshav Puram, Delhi – 110035 
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3)
Medical Superintendent, Max Healthcare Hospital, HB Twin Towers, Near TV Tower, Pitampura, Wazirpur District Centre, New Delhi – 110034

4)
Dr. Alka Gupta, Through Medical Superintendent, Max Healthcare Hospital, HB Twin Towers, Near TV Tower, Pitampura, Wazirpur District Centre, New Delhi – 110034 

5)
Dr. Pooja Bhatia, Gynae. Resident, Through Medical Superintendent

Max Healthcare Hospital, HB Twin Towers, Near TV Tower, Pitampura, Wazirpur District Centre, New Delhi – 110034

6)
Dr. Navita Kumari, Associate Consultant Gynae., Through Medical Superintendent, Max Healthcare Hospital, HB Twin Towers, Near TV Tower, Pitampura, Wazirpur District Centre, New Delhi – 110034 

7)
Shri Mohan Singh, ACP/C&T, Office of Dy. Commissioner of Police, Delhi Police Headquarters, ITO, New Delhi - With reference to your letter No. F.2422/M.Board/15724/C&T (AC-6)/PHQ dated 28.5.2009 – for information

8)
Dy. Secretary (Home), Home Police-II Department, Govt. of NCT of Delhi, 5th Level, C-Wing, Delhi Secretariat, I.P. Estate, New Delhi – with reference to letter No. F.10/C-23/2009/HP-II/3338 dated 4.6.2009 - for information 

(Dr. Girish Tyagi)

Secretary
