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issues in the field of medicine.
B To help, guide, co-ordinate, co-operate and provide expert opinion to the government
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related to medico-legal or ethical issues.
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the disputes related to patient care, management and treatment.
B To provide specialized training in related issues during undergraduate or postgraduate
education.
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and associations working on the related and allied issues.
B To promote goodwill, better care, quality care, professional conduct, ethical values.
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research centers, laboratories etc. for the promotion of its objects and to provide scholarships,
fellowships, grants, endowments etc. in these fields.
B To print and publish the bulletins, books, official journal/newsletters or periodicals etc on
related and allied subjects.
B To co-operate, co-ordinate, affiliate and work with other bodies, agencies or organizations to
achieve the objects.
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Editorial:

Disclosing bad news : Communication
is the key to avoid litigation
Dr. Jyoti Bindal
Received for publication : 31 Jan. 2017 Peer review : 28 Feb. 2017 Accepted for publication : 29 Mar. 2017
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Percentage of Litigations against Obstetricians /
Gynecologists varies. In United States, it has been
found to be 78% doctors who were sued once and
37% who were sued thrice or more. In U.K. 85%
were sued at least once. Till today the exact
incidence in India is unknown, but one thing is
certain, that, it is slowly and steadily rising.[1]
Any Surgery is a Ticking Bomb. Every surgeon is
caught in this nightmare at least once in his life
time. A general estimate available, points to risk of
death as follows:
B Caesarean Section – 1 in 12,000.
B Hysterectomy – 1 in 4000.
B Laparoscopy – 1 in 8000.
B Minor Procedures – 1 in 15,000.
This is a gross underestimation.
Death in operation theatre –
When this occurs, the surgeon is most worried
about following issues –
B Breaking the bad news.
B Damage to reputation.
B Facing the questions of relatives.
B Fear of mob violence.
B Handling police inquiry.
B Medico-legal issues – arrest, courts, case,
judgments…
B Loss of confidence.
B Stress in future cases
Before the bad news is broken, it is vital to gather or
send a call to fellow surgeons and anesthetists. It is
also important to call theatre staff, administration
of hospital and senior colleagues.

During intra-operative complication relatives
should be kept informed and their signatures should
be taken necessarily so if the patient is serious and
collapsing. All the relevant documents such as case
paper with detailed anesthesia and surgeon notes,
resuscitation notes, any visiting consultant’s notes
with date and time every time should be completed.
Notes should tally among consultants and should
not be contradictory.
Before declaring the bad news to the relatives, one
has to preserve all the broken ampoules of
injections. One should make sure that no expired
drugs are found in operation theatre. For that
regular drug audit should be done. One should
refrain from giving prescription in emergency. It
indirectly gives impression that the hospital is not
fully prepared to face emergency situation. If at all
it is given, one should take it back from relatives.
It is imperative that there is no back door exit opted
by surgeon or any of the staff. The scene in theatre
should be left as it is, and no cleaning up should be
done of theatre in such circumstances.
Relatives must be told the truth; however gradual
breaking of the news is always the best strategy.
The attendants must be kept informed about the
gravity of the situation, deteriorating condition of
patient, efforts being done to resuscitate. It is
important to be gentle and honest. Integrity of
action and behavior is imperative.[2]
Immediate reaction of relatives and attendants
always point towards negligence on part of team of
doctors in operation room. This is more in Obstetric
cases, because these patients are relatively young,
healthy with no known major medical problem.
This reaction of relatives is encountered more in
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those cases where no counseling was done
regarding possible complications of surgery and
anesthesia. [3]
Provocative Factors For Agitation when there is
a mishap
B Vindictive attitude.
B Intense grief.
B Failure of communication.
B Silly or wrong comment of staff.
B Instigation by other doctors.
B Lack of Empathy.
Whenever a mishap occurs, one should
simultaneously inform Superintendent of hospital,
police station and security guards. One should also
keep emergency exit available. Police has to be
informed in the following circumstances –
B Death linked with abortion.
B Death on Operation Table.
B Death within 24 hours postoperative.
B Death related with medical procedure.
B Death related to Violence / Accidents.
B Death related to tubal sterilization – here
postmortem is mandatory.
BWhen there is Allegation of medical
mismanagement.
Ideally police should be brought in picture B When the cause of death is not known.
BWhen the cause of death is known, but the
relatives have quarrelsome attitude.
After informing the police, when police arrives,
they usually perform ‘Panchnama’. Papers should
be handed after numbering. Keep an original
/photocopy for future reference.
Information to the police should be preferably in
writing and the written acknowledgement should
be obtained. However, if the information given is
by telephone, one must note down name, buckle
number and designation of police personnel.
Strategies to decrease the problems for doctors
and to control the damage include:
B Informed consent.
B Necessity of surgery and type of anesthesia to be
used should be metioned.
B Preoperative assessment.

04

B Test dose of drugs to be given.
B Suitable preparation.
B Keep a Bold Face
B Not worried, but concerned look.
B Anticipate the reaction of patients / relatives and
handle it well.
B Avoid confrontation.
BOLAM TEST
“A doctor is not negligent if he is acting in
accordance with a practice accepted as PROPER by
responsible body of medical men skilled in that art
even though other doctors adopt a different
practice.” This test is applied in Diagnosis, advice
and treatment (Surgery).
Karnataka High Court judgment clearly states
that B Death on Operation table by itself is not
sufficient to prove rashness or negligence against
the accused.
B In absence of post mortem or histopathology,
etc. the possibility of other causes cannot be ruled
out.
Consent
B Consent must be intelligent and informed.
B Consent must be Expressed or Implied.
B Expressed consent must be written or verbal.
B Must be taken in presence of a third party .
Informed consent – procedure must be explained to
the patient, its prognosis, disadvantages if not
performed, in his local language and written.
Separate consent must be taken for surgery, blood
transfusion if it anticipated and for anesthesia.
A litigation prone patient- Can be identified
before hand, if one is vigilant enough
B A hostile patient to physician or hospital.
B Patient who takes copies of notes or records.
B “Doctor shopping” attitude.
B Currently involved in a law suit.
B Has been a plaintiff in previous case.
B Had an adverse outcome from previous case.
When the case is high risk, whenever the patient
and his family is being counseled about the possible
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risk, it may be wise to record it on video about
possibility of death on table. One has to be sensitive
to the relatives. While proceeding, surgeon should
be able to read the non-verbal clues – face/body
language, silence, tears and give opportunity to ask
questions. One should call colleagues and inform
police as well before declaring death if there is
possibility of relatives becoming violent.
After the death has been declared, one should allow
for “shut down” – it is a period while relatives turn
off and stop listening. Ideally all the possible help
should be provided for the arrangements for taking
away the dead body. One should not try to run away
from the situation till the dead body is handed over
to police sub inspector for post mortem to know the
cause of death in case of sudden death.
Some controversial issues B Registering the death.
B Death Certificate.
B Bill.
Death Certificate to be given or not to be given is a
very important point. If doctor gives it, it may be
sensed as an effort to “hush-hush” the matter.
However, if doctor does not give, it is sensed as
“ended life but harassment unending.”
A doctor can only give Death Certificate if he
knows the cause of death and not otherwise.
A doctor cannot be always held responsible for
causing death of a patient. It is not possible to
achieve a zero % mortality rate in any surgery.
Conditions like Pulmonary Embolism, Amniotic
fluid embolism, Anaphylaxis, Fat embolism and
High risk factors do exist that can lead to sudden
unexpected death.[4]
However, ill-equipped operation theatre, e.g. nonavailability of oxygen cylinder/ anesthesia
equipment, not keeping the blood ready, attempting
to operate high-risk patient in low equipped theatre,
not following pre-operative / operative / postoperative management protocols or any other
evidence that doctor did not follow standard care,
etc. are some of the reasons which may prove the
doctor guilty in court of law.
A rule of locality is also to be followed, meaning
management in village hospital vs Metro hospital
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differs. Definition of standard of care varies from
place to place and as per specialty and superspecialty and is taken in to account by court of law
while giving judgment.
Every sudden death is not due to negligence;
Supreme Court in 2014 has given a very clear “11
Points Code on medical negligence”.
Res ipsa loquitur – “Things speak for
themselves”. Leaving a swab or instrument in
abdomen, operating on the wrong limb, Long
distance surgery by giving instructions over the
telephone to the operating staff, are some instances
where surgeon / physician will have to prove
himself innocent.
And lastly, a doctor cannot be arrested till the
availability of –
B Post mortem report.
B Discretion of the investigating officer after
taking opinion of expert panel.
B Appears grossly negligent.(prima facie)
Conclusion :
To avoid litigation, communication is the key. One
cannot give guarantee of cure but can offer utmost
possible care. At the same time one should try to
become good communicator which can prevent the
law suits considerably.
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Abstract :
Retinopathy of Prematurity is a unique disease
which is foreseeable and its result is
preventable by remedial measures taken at
appropriate time. It is also unique in its
devastating outcome of lifetime blindness ,
resulting
in allegations of negligence and
litigation with astronomical awards. ROP
screening programs are in general an
unprofitable, time-consuming, relatively
thankless, and now have also become highliability. A study of the cases adjudicated in
Indian
courts shows that no
referral or
inappropriate
referral is
the
commonest
complaint of litigants besides
improper
examination / screening. Lessons need to be
learnt from these cases to develop standard of
care which all pediatricians, neonatologists and
ophthalmologists should now be aware of.
Objectives of the study :
To assess the issues surrounding Retinopathy of
prematurity which have resulted in litigation in
Indian Courts in order to develop guidelines on
standard of care for neonatologists and
ophthalmologists alike.
Methods :
The
judgments were collected primarily
through key word search in legal data bases
supplemented by cross referencing of case laws
and review of legal literature. The key word

search was undertaken using the internet search
engines ‘www.indiankanoon.com’ (popular
database) and
www.judis.in (The
official
database of Supreme Court of India) and
www.ncdrc.nic.in (The official database of
National Consumer Dispute
Redressal
Commission). The document analysis was done
using methods of thematic and content analysis.
Introduction and Review of Literature :
Retinopathy of prematurity (ROP) is a disorder of
the developing retina of low birth weight preterm
infants that potentially leads to blindness in a small
but significant percentage of those infants in
developed and now also in developing
countries. The available data suggest that blindness
due to ROP varies enormously from country to
country [1], and that over 50,000 children are blind
from ROP worldwide. It is likely that many more
will be unilaterally blind, or visually impaired.
Levels of socioeconomic development are
powerful determinants of the prevalence and
causes of blindness in children. There is a
suggestion that there are three distinct groups of
countries: those with IMRs(Infant Mortality Rate)
above 60/1000 live births do not have a problem of
blindness due to ROP. Most of these countries are in
sub Saharan Africa, where neonatal intensive care
services are either not in place, or premature babies
do survive long enough to develop severe ROP [2].
Countries with very low IMRs (i.e. <9/1000) also
have low rates of ROP blindness. In these highly
industrialized countries low rates of ROP blindness
can be attributed to several factors: rates of
prematurity are relatively low, neonatal intensive

* Convenor, Medico Legal Action group. Chandigarh. E-mail : hopeclinics@yahoo.com
** Jr. Resident Dept. of Ophthalmology, G.M.C. Chandigarh.
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care is good and babies receiving supplemental
oxygen are monitored and cared for by well trained
neonatal nurses, and babies needing treatment are
being detected and managed well. The last group of
countries are those with IMRs in the range
9–60/1000 live births, and it is these countries
where ROP is emerging as an important cause of
blindness. This has been referred to as the “third
epidemic” of ROP [3]. Most of these countries can
be classified as middle income, and are mainly in
Latin America and the Former Socialist Economies
and includes countries like India and China [4].
Programs for detecting ROP are well established in
most countries in North America, Western Europe,
and in the industrialized counties of the Pacific
Basin, providing information on the population of
babies needing treatment, and how this population
is changing over time. This information has, and
continues to be used to refine screening criteria, to
ensure that programs are as cost effective and
efficient as possible [5,6].
In 1954 Ashton and Cook were the first to establish
that oxygen is important in halting retinal blood
vessel development [7] . Several investigators
have shown a relationship between a high oxygen
saturation and ROP [8-11]. The most important tool
at hand to day to prevent ROP is to control the
oxygen saturation. Chow et al have shown that it is
possible to dramatically reduce ROP by strictly
controlling SaO2 lower than 93% in the nursery.
Babies receiving blood components [12-14] and
who remain on prolonged mechanical ventilation
[15] are also more prone to develop ROP.
The Multicenter Trial of Cryotherapy for
Retinopathy of Prematurity demonstrated the
efficacy of peripheral retinal cryotherapy (ie,
cryoablation of the immature, avascular peripheral
retina) in reducing unfavorable outcomes for
threshold ROP[16] The study’s 15-year follow-up
report[17] confirmed the lasting benefits with
reduced : unfavorable structural outcomes and also
reduced unfavorable visual outcomes.
Subsequently, laser photocoagulation has been
used for peripheral retinal ablation with at least
equal success and is now the preferred method of
ablation.[18-21] More recently, the Early
JAN.-MAR. 2017

Treatment for Retinopathy of Prematurity
Randomized Trial confirmed the efficacy of
treatment of high-risk pre-threshold ROP.[22]
Because of the sequential nature of ROP
progression and the proven benefits of timely
treatment in reducing the risk of visual loss,
effective care now requires that at-risk infants
receive carefully timed retinal examinations by an
ophthalmologist who is experienced in the
examination of preterm infants for ROP using a
binocular indirect ophthalmoscope after pupillary
dilation and topical anesthetic with a lid
speculum and scleral depression (as needed) to
detect ROP. Sterile instruments should be used to
examine each infant to avoid possible crosscontamination of infectious agents. One
examination is sufficient only if it unequivocally
shows the retina to be fully vascularized in both
eyes. Repeated examination should be done on a
scheduled basis according to their gestational age at
birth and their subsequent disease severity and that
all pediatricians or any other primary care
providers who care for these at-risk preterm infants
be aware of this schedule.[23]
Malpractice
claims for
Retinopathy
of
Prematurity in US are infrequent but given the
severe and life long visual loss in a child ,
these claims result in exorbitant compensation
awards of multimillion dollars. To explore
specific medicolegal issues relating to ROP very
few studies have been undertaken. Studies are
however needed to identify specific areas of
current medical practice that have been the focus of
malpractice actions, and to suggest specific
responses that will improve clinical outcomes as
well as lessen the likelihood of allegations of
negligence. Lessons learned from analysis of
malpractice cases can improve the quality of care
provided to premature infants. In this sense
malpractice disputes may have a positive influence
on medical practice.
However, malpractice can have deleterious effects
also. The threat of lawsuits and the fear of liability
can push physicians to do selective practice and
this may negatively impact access to care. There is
little question that ROP care is highly specialized
07
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and is provided by a very small number of
qualified physicians and that hospitals and
nurseries could be drastically impacted if even a
small number of examiners chose to withdraw from
an unprofitable, time-consuming, relatively
thankless, and now high-liability ROP screening
program. It is possible that such a crisis could
develop in ROP care. Reducing liability exposure
by improving physician awareness and the quality
of care provided could help retain full access to
care.
In a study conducted in US of 13 malpractice
suits in which ROP was the central issue 12
resulted
in
monetary
award
for
the
complainants whether as settlement or through
court. The allegations in these 13 cases were
basically in 3 natural subdivisions. These
included (1) a failure to obtain ophthalmologic
consultation in a timely manner that allows
treatment intervention during the recommended
window of opportunity whether at an initial
consultation or a necessary follow-up consultation;
(2) a failure to have mechanisms or protocols in
place to assure proper care, i.e, screening protocols
of some nature; a failure to supervise personnel,
especially residents or nonphysician care givers;
and (3) a failure of the examining ophthalmologist
to adequately diagnose and/or appropriately follow
these patients in such a manner that allows
recognition of a degree of serious retinal disease
that is within but not beyond the accepted window
of opportunity for intervention. No allegations of
negligent treatment once ROP was diagnosed
were made in any of these 13 cases. None of the 13
cases subject to this thesis had supplemental
oxygen utilization as a critical factor. However,
given a poor treatment result when all other care is
clearly appropriate, this could become an element
of dispute.[24]
Unsupervised resident ophthalmologic
examinations represent a major risk. Two Cases in
this thesis involved just such unsupervised
examinations. In one case a resident examination
noted the incompatible findings of a “ridge” and a
diagnosis of stage 1 “Plus” disease was also noted,
yet a 2-week follow-up was recommended. Such
08

incompatible results strongly support negligent
examinations. If harm results, malpractice is clear.
Residents are by nature students and not work
substitutes. Attending physician educators and
hospitals must recognize this. However, they are
capable of performing examinations and
procedures consistent with their level of training
under the direct or indirect supervision of licensed
physicians. The resident performance in these two
cases did not live up to these criteria. They clearly
did not have an acceptable knowledge of ROP, their
examinations under these documented conditions
were not adequately supervised (eg, paired
examinations did not occur), and they were
incapable of deciding on their own when they
needed help. Resident involvement in ROP
screening must be rigorously defined and
supervised.[24]
Indian Cases :
Case 1. In first case studied child was born at
31st week of gestation via cesarean section. At
the time of birth the child's weight was about 1.34
kg. with a length of about 35 cm. She was kept in
nursery given oxygen and discharged after 38
days. At eight days chronological age in
Neonatal ICU
she
was
examined
by
ophthalmologist for ROP which was not seen.
No ROP screening was done at 4-6 weeks as
recommended. No mention was made in
discharge summary of child whether ROP
screening was done nor was it mentioned that
ROP screening should be done every 2weeks.
On follow-up in OPD next week the child was
advised to be taken to Eye OPD but the
relatives did not go to Eye OPD till one and
half month later when it was found that she has
5th stage of ROP. The court held that this
referral done at 6 weeks age does not absolve
the doctors of negligence as even on this
referral it was not mentioned whether ROP
screening had been performed. It was held that it
was not the case where the patient was negligent in
obeying the instructions of the treating doctor. The
court felt that the doctor did not inform the
complainants about the seriousness of the disease
and the requirement of regular screening. It was
JAN.-MAR. 2017
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also argued that a pre- mature child suffers from so
many problems and if the hospital/doctor is unable
to look after one or the other problem, he cannot be
held guilty of negligence. The court did not agree
with this line of argument. The judgment said that
when the problems have been outlined that a premature infant could suffer from one or the other
problem, it becomes the duty of the doctor to take
care of each and every problem with which the
infant is likely to suffer. Retinopathy of prematurity
is one of the problems and the record would show
that the OP-appellants did not bother to screen the
infant for ROP. The mere fact that the number of
problems is large does not exonerate the doctor if he
did not take care of the child in that respect.
Reference was made to case law established by
a judgment of National Consumer Dispute
Redressal Commission and compensation was
awarded. (DMC vs Sanjiv Bhasin SCDRC Punjab
FA 175 of 2009 decided on 16-04-2012 &
Dayanand Medical College and Hospital vs
Sanjiv Bhasin NCDRC Revision Petition 2624 of
2012 decided on 4-02-2016)
Case 2: Baby delivered in a Government
Hospital at 29 weeks gestation weighing 1250
gm and was placed in incubator for 25 days
given 100% oxygen and given exchange
transfusion after 7 days. Doctors even after
discharge did home visits and checked the
baby in private clinic till 15 weeks of
chronological age. The main defence of the
respondents to the complaint of negligence against
the appellant’s claim for compensation was that at
the time of delivery and management, no
deformities were manifested and the complainant
was given proper advice, which was not followed.
Also defence claimed it was mentioned on
discharge summary “Informed about alarm
signs”. Court felt it was for the hospital to give a
clear indication as to what was to be done regarding
all possible dangers which a baby in these
circumstances faces. Total Compensation of 1.86
crores (including interest from date of filing of
complaint) equivalent of 0.6 million dollars was
awarded . This is the second highest
compensation ever awarded by Indian courts
JAN.-MAR. 2017

to-date in a case of alleged medical negligence.
The point of interest in this judgment was that
this compensation was awarded against a
Government Hospital which provides free or
extremely subsidized treatment to patients.
About 5 % of the compensation was ordered to
be paid by the doctors and the rest by the
Hospital and Government of Tamil Nadu. The
principle of restitution in integrum to determine
quantum of compensation was reiterated in this
judgment after a landmark case (Malay Kumar
Ganguly vs Dr Sukumar Mukherjee . (2009) 9
SCC 221 & Balram Prasad vs Kunal Saha (2014) 1
SCC 384-M ). The said principle provides that a
person entitled to damages should, as nearly as
possible, get that sum of money which would put
him in the same position as he would have been if
he had not sustained the wrong. (See Livingstone v.
Rawyards Coal Co.).” (V. Krishnakumar vs State of
Tamil Nadu &Ors. III(2015) CPJ. 15(SC))
Case 3. 28-30 weeks gestation baby weighing
1280 gms was born and shifted to another
hospital after resuscitation where she was kept
on ventilator for 2 ½ days later in an Incubator for
next 22 days. Child was readmitted at 3 months
chronological age for excessive crying. She was
again examined by pediatricians one week later
and treatment chart showed examination of eyes
as WNL (normal). Never were the parents
advised ophthalmological examination to rule
out ROP. The Doctors claimed they had advised
parents to get ENT and Eye examinations done
but parents did not get them done. This advice
was not found recorded on discharge
summaries. At 7 months age child was
diagnosed to have Stage 5 Retinopathy of
prematurity
by
an
ophthalmologist.
Compensation was awarded. (Akash Mayur
Shridharani vs Dr Sharmila Mallya SCDRC
Maharashtra No. CC/09/104 decided on 2
February, 12)
Case 4. 32 weeks gestation baby born to mother
with placenta previa in preterm labour with
bleeding PV via emergency cesarean section
weighing 1500 gm was resuscitated by
pediatrician and referred to a larger hospital for
09
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hyaline membrane disease. Baby required
surfactant therapy, blood component therapy and
was kept on mechanical ventilation for 10 days.
During hospitalization chest tube was placed by
pediatric
surgeon
for
pneumothorax.
Ophthalmologist examined the child at 4 weeks
chronological age for ROP but did not write
down in medical records details of examination,
instruments and anesthesia used. It was written ;
“seen by Dr SNJ, No ROP, review after 2 weeks”
with signature below it. Court felt that ROP
screening protocol was not followed by the
treating doctors and the nurses record also did
not reveal that screening for ROP was done. It
was also mentioned in discharge summary to
bring the child to speciality clinics on
Wednesday & Saturday where high risk babies
were
evaluated
for
neuro-developmental
assessment, hearing and visual screening.
The court awarded a sum of Rs 64 lacs
(approximately 100,000 dollars) on the hospital,
the pediatricians who gave oxygen and transfused
blood components when they are known to
increase
incidence
of
ROP and
the
ophthalmologist who did not do proper medical
documentation of ROP screening procedural
details. The ophthalmologist should have
performed retinal examination with binocular
indirect ophthalmoscope on dilatation of pupil with
scleral depression to ascertain avascular zone at
periphery of retina. The court felt that a bare visual
examination done by the ophthalmologist in haste
to cover up the case. The court felt that the doctors
did not perform ROP screening nor advised
follow up of ROP for the child. The patient visited
hospital on after discharge for follow up, but
nothing is in record about ROP testing. It is not a
standard of practice or due care of the patient. Thus,
a medical negligence.( Master Rishab Sharma vs
Dr Rama Sharma NCDRC 1197 of 2007
decided on 10-05-2016)
Discussion :
In India with increasing availability of Neonatal
ICUs and increasing survival of premature
babies the incidence of ROP and resultant
allegations of negligence related to either no
10

screening or inappropriate screening for ROP
have now appeared. We have studied the
available judgments on the issue delivered by
Indian courts and analysed them to reach
conclusions which can define the standard of
care based on such case law.
The consensus statement on ROP screening was
published in 2006.[25] and the recent guidelines
published in 2013 by American Academy of
Pediatrics [23]. Pediatricians
and
ophthalmologists are supposed to adhere to
these guidelines by the courts. But the issue is
more complex. These and other published
statements are guidelines. Deviating from them
actually does not constitute a deviation from the
standard of care if it is medically reasonable.
The ophthalmologist has an important role and
responsibility. However it needs to be
emphasised that appropriate ROP care requires the
cooperation of multiple individuals, including the
neonatologist, the pediatrician, non physician care
givers, members of the family, and the
ophthalmologist. This factor has made the ensuring
of appropriate ophthalmologic follow-up and
treatment for the premature infant uniquely
challenging. Aside from training and comfort level,
one reason many pediatric ophthalmologists and
retina specialists choose not to be involved in ROP
screening is the high medicolegal risk. The most
common reason for litigation is that babies become
lost during follow-up. Parents fail to show up for
visits, and the ophthalmologist is cited as at
fault.[26] This is true in US as well as in India
as is evident from our cases studied. Therefore,
it is important to have a strong program in place for
tracking these patients. There must be a system in
place, a “safety net,” to ensure proper
documentation, proper tracking, and proper followup.
The ophthalmologist who examines a premature
baby in a neonatal nursery is exclusively a
consultant or guest in the hospital nursery. As
such, the ophthalmologist is unaware of the
hospital course of these infants following their
examinations. These infants may remain in the
hospital and have further consultations, they may
JAN.-MAR. 2017

Journal of Indian Medico Legal And Ethics Association

be transferred, they may develop medical
conditions that preclude safe examination and thus
be discretionarily delayed by the neonatal team, or
they may be discharged. Frequently the
ophthalmologist never has an opportunity to meet
the parents and relies on the neonatal team to
communicate examination findings. In addition,
name changes often occur after discharge. Baby of
Sunita may become Nitika Sharma and the
ophthalmologist has no way of tracking these
events.
The use of digital photographic retinal images that
are captured and sent for remote interpretation is a
developing approach to ROP screening[27, 28];
however, outcomes comparison between largescale operational digital-imaging systems with
remote interpretation versus binocular indirect
ophthalmoscopy have not been published. Digital
image capture (taking of photographs) requires
skill, experience, practice, a broad understanding
of the infant eye, and ideally, a knowledge of the
pathophysiology of ROP (zone, stage, and plus).
Communication with parents by members of the
care team is very important, as is documentation of
those communications. Parents should be aware of
ROP examinations and should be informed if their
child has ROP, with subsequent updates on ROP
progression. The possible consequences of serious
ROP should be discussed at the time that a
significant risk of poor visual outcome develops.
Documentation of such conversations with parents
in the nurse or physician notes is highly
recommended
If responsibility for arranging follow-up
ophthalmologic care after discharge is delegated to
the parents, they must be made to understand the
potential for severe visual loss, including
blindness; that there is a critical examination time
schedule to be met if treatment is to be successful;
and that timely follow-up examination is essential
to successful treatment. This information should be
communicated both verbally and in writing and
should be carefully documented in the infant’s
medical record.[23]
Conclusion :
Inappropriate referral to ophthalmologist for
JAN.-MAR. 2017

screening and improper screening are the most
frequent reasons for litigation in cases of ROP.
Improper treatment of ROP has not been a
cause of dispute either in US or in India so far
as evident from available literature. All nurseries
that provide care for preterm infants at risk for ROP
must have criteria and procedures to ensure
appropriate ROP screening by an ophthalmologist
skilled in its identification. Results must be
documented and communicated to parents by the
health care team.[29] This communication ideally
should also be documented. Parents should be
aware that there is a chance of poor visual outcome
even with therapy. When infants are transferred
from one unit to another, arrangements must be
made by the neonatal team for appropriate
ophthalmological follow-up at the receiving centre.
The neonatal team must include arrangements for
any indicated ophthalmological examinations in
discharge documents and ensure that parents
understand the importance of follow-up.
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The UN Convention against Corruption 2003
says to prevent conflict of interest [COI] stresses
that if anti-corruption laws have to be effective,
conflict of interest should be addressed. It requires
that nations “adopt, maintain and strengthen
systems that promote transparency and prevent
conflicts of interest.” [1]
Simple meaning
A situation in which a person placed in a particular
position is likely to derive undue benefits,
directly, indirectly, remotely or otherwise through
one’s calculated ulterior targeted decisions leading
to actions or omissions in a official capacity, where
one needs to be impartial.[2]
Broader meaning
A conflict of interest is a situation in which a person
or organization decides [usually with corrupt
motivation the decision-making is done]. Such
decision is made with an aim to gain. Gain could be
direct financial gain or indirect [non financial]
gains or favors. The gain making includes but not
restricted to personal favor to someone or overtly
dis-favoring someone at the instance or direction of
person in power hierarchy for personal or
organizational future gain, ease, comfort or some
such similar things.
Defining COI
Conflict of interest may be defined as a situation in
which politicians, public, servants, consultants,
technical/scientific experts, subject matter
specialists or even academics have an actual or
potential interest (usually financial) that may

influence or appear to influence the conduct of their
official duties or the quality of advice or
recommendations rendered by them.[3]
COI without impropriety
The presence of a conflict of interest is independent
of the occurrence of impropriety. Therefore, a
conflict of interest can be discovered and
voluntarily defused before any corruption occurs. A
conflict of interest exists if the circumstances are
reasonably believed (on the basis of past
experience and objective evidence) to create a risk
that a decision may be unduly influenced by other,
secondary interests, and not on whether a particular
individual is actually influenced by a secondary
interest.[4]
COI in medicine
“Conflict of Interest” involves a situation in which
faculty, staff, or student employees have financial
or other personal considerations that may
compromise, or have the appearance of
compromising, their professional judgment or
integrity in teaching, clinical care of patients,
conducting or reporting research, or performing
other organizational / corporate/ University
obligations or like.[5]
Spectrum of COI related to profession
"A conflict of interest is a set of circumstances that
creates a risk that professional judgment or actions
regarding a primary interest will be unduly
influenced by a secondary interest."[ Lo and Field
(2009). The definition originally appeared in
Thompson (1993)] Primary interest refers to the
principal goals of the profession or activity, such as
the protection of clients, the health of patients, the
integrity of research, and the duties of public office.
Secondary interest includes personal benefit and is
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not limited to only financial gain but also such
motives as the desire for professional
advancement, or the wish to do favors for family
and friends. These secondary interests are not
treated as wrong in and of themselves, but become
objectionable when they are believed to have
greater weight than the primary interests. Conflict
of interest rules in the public sphere mainly focus
on financial relationships since they are relatively
more objective, fungible, and quantifiable, and
usually involve the medical fields and also
common in political and legal profession.[6]
Example:
One way to understand this is to use the term
"conflict of roles". Assuming two different roles is
not illegal. A person with two roles—an individual
who owns company stocks in stock market and is
also a government official, who regulates affairs of
the company of which one holds the stock. So
holder of stock and second as government regulator
of company of which one holds the stock are in
conflict. So has two roles –situations where those
two roles may conflict-depends upon governmental
decisions taken. An organizational conflict of
interest (COI) may exist in the same way as
described above, for instance where a corporation
provides two types of service to the government
and these services conflict (e.g.: manufacturing
parts and then participating on a selection
committee comparing parts manufacturers).
Areas where COI can happen in medical
profession
It is imperative to identify areas where a conflict of
interest might occur during the day-to-day practice
of medicine, and to assist physicians in resolving
such conflicts in the best interests of their patients.
A conflict of interest is understood to exist when
professional judgment concerning direct patient
care might be unduly influenced by a secondary
interest.[7]
COI in medical research in pharma
The influence of the pharmaceutical industry on
medical research has been a major cause for
concern. In 2009 a study found that "a number of
academic institutions" do not have clear guidelines
for relationships between Institutional Review
Boards and industry.[ Policies regarding IRB
members' industry relationships often lacking]. In
contrast to this viewpoint, an article and associated
editorial in the New England Journal of Medicine
in May 2015 [Drazen, Jeffrey M. (2015-05-07).
JAN.-MAR. 2017

"Revisiting the Commercial–Academic Interface".
New England Journal of Medicine. 372 (19):
1853–1854] emphasized the importance of
pharmaceutical industry-physician interactions for
the development of novel treatments, and argued
that moral outrage over industry malfeasance had
unjustifiably led many to overemphasize the
problems created by financial conflicts of interest.
The article noted that major healthcare
organizations such as National Center for
Advancing Translational Sciences of the National
Institutes of Health, the President’s Council of
Advisors on Science and Technology, the World
Economic Forum, the Gates Foundation, the
Wellcome Trust, and the Food and Drug
Administration had encouraged greater
interactions between physicians and industry in
order to bring greater benefits to patients.[
"Reconnecting the Dots — Reinterpreting
Industry–Physician Relations — NEJM"]
Payments or compensation of any sort should not
be tied to the outcome of clinical trials. Physicianresearchers should not have a financial interest in a
company sponsoring a trial or a product being
studied in a clinical trial if this financial interest
could be affected positively or negatively by the
results of the trial; they should have no direct
financial stake in the results of the trial. They
should not purchase, buy or sell stock (shares) in
the company while the trial is ongoing and until the
results have been made public. This might not
apply for those physicians who have developed a
medication but are not part of the enrolment
process.(8)
COI leading to Vaccine mafias or vaccine gate
Unfortunately it is very profitable for the drug
industry to get the medical profession to promote
vaccines to the general population. Drug
companies are corporations and they do not have a
duty to “do no harm”. Their only duty is to make
money and “mitigate” any liability the company
might be forced to deal with in a court of law. And
since the US Supreme Court decision in 2011,
Bruecewitz versus Wyeth, they have been
exempted from all liability regarding their vaccine
products. It is important that the public doesn’t
forget this as it is very unlikely that your physician
or anyone who works for public health will remind
you of this reality.[9]
Baby food mafia and COI
Baby feeding companies offer gifts to health
15
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workers, sponsorship for events and study days
organized by the companies themselves. Study
days will sometimes have guest speakers on topics
of interest, but are usually branded with the formula
name and require health workers to provide their
personal and workplace contact details to register
for future to promote the product. Sometimes
products are promoted directly.
Cosmetic mafia and COI
First coined by a prominent dermatologist in 1984,
“cosmeceutical” is not an officially recognized
term by the Food and Drug Administration. These
anti-aging creams and serums, or
“cosmeceuticals,” actually do what they claim, 15
dollars, or even $100, or $350, would seem like a
small price to pay. Most women swear by their
favorite products, in spite of or unaware of the
often-dubious science used by the companies who
peddle them. More likely, though, the secret is in
the marketing, not the science?, lies told to placate
those who have sagging skin and disposable
incomes.
Nutraceutical mafia and COI
Awareness of conflicts of interest (COI) in
medicine began in the 1980s. More recently, the
problem has gained notoriety in nutritional
sciences or nutraceuticals used from cold to cancer
cure, more particularly chronic and aging problems
like joint pains etc. COI with industry could bias
study conclusions in the context of research
activities and scientific publications on nutritional
sciences. The issue of COI in nutritional sciences
deserves more attention and requires careful
analyses as biased information can negatively
impact the development of dietary guidelines and,
ultimately, population health. Decision-making is
generally based on available, published evidence,
but when the results are ambivalent.
Junk food mafia and COI
Fast food and junk food are given through
endorsement of big celebrities, non Indian national
doctors and company sponsorship is made to look
as healthy food. All of us hope that public health
policies and care guidelines, especially those
directed at our children, are based on the most
careful examinations of the soundest evidence and
have been shown to be safe and effective, with
benefits that outweigh the potential harms.
Conflict of Interest in Medical Research,
Education and Practice
Patients and the public benefit when physicians and
16

researchers collaborate with pharmaceutical,
medical device, and biotechnology companies to
develop products that benefit individual and public
health. At the same time, concerns are growing that
wide-ranging financial ties to industry may unduly
influence professional judgments involving the
primary interests and goals of medicine. Such
conflicts of interest threaten the integrity of
scientific investigations, the objectivity of
professional education, the quality of patient care,
and the public’s trust in medicine.
COI in clinical medicine
The COI in clinical practice of medicine and direct
patient care arises because of physicians assuming
several different roles like participation in research,
education, and training and also worked in decision
making role administrative or managerial positions
in organizations creating COI. Each doctor has a
moral duty to scrutinize his or her own behavior for
potential conflicts of interest. Surely physicians
function in positions of trust; in fact, the very
foundation of the doctor-patient relationship rests
on trust.
COI in Promotion of a drug for off-label use
Imagine the following and, unfortunately, common
scenario: At a major clinical or health-related
lecture, a physician paid by the pharmaceutical
company is “planted” in the audience. The “plant”
raises his or her hand and supposedly innocently
asks the presenter if he or she has ever used the drug
for an illness for which the drug has not been
approved by the US Food and Drug Administration
(FDA). The presenter then discusses off-label uses
of the drug for this or that illness or symptom.
Remember that physicians in the United States can
write prescriptions for any drug, whether or not it
has been approved by the FDA for that illness. So
why not add a few more uses, which can translate
into multiple sales and millions of dollars in
unexpected revenue for pharma companies?
COI in medical publications
Physician-researchers should decline requests to
review grant applications or research paper
submissions from colleagues or competitors where
their relationship would have the potential to
influence their judgment on the matter.
Conflict of interest in medical publishing exists
when a participant’s private interests compete with
his or her responsibilities to the scientific
community, readers and society. While conflict of
interest is common, it reaches the level of concern
JAN.-MAR. 2017
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when ‘a reasonable observer might wonder if the
individual’s behavior or judgment was motivated
by his or her competing interests’. Having a
competing interest does not, in itself, imply
wrongdoing. However, it can undermine the
credibility of research results and damage public
trust in medical journals.
Disclosure alone is an imperfect remedy; editors
still must determine whether a conflict has
sufficient potential to impair an individual’s
objectivity such that the article should not be
published. Even more work may be needed on
reviewers’ and editors’ competing interests, given
their critical role as gatekeepers for the medical
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literature.
COI in pharmaceutical companies merged their
scientific and marketing divisions
Since the late 1980s the number of articles in the
medical and population health literature on
conflicts of interest has risen substantially. From
1975 to about 1990, there were no or very few such
articles cited in PubMed. But by 2007, the number
had risen to 600 and has remained at that level every
year since. Not surprisingly, this rise in number
corresponds all too neatly to a period when many
pharmaceutical companies merged their scientific
and marketing divisions.
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COI in referral, endorsement and
recommendation
Kickbacks (or fee-splitting) occur when a
physician receives financial consideration for
referring a patient to a specific practitioner or for a
specific service for which a fee is charged.
Physician should not receive any financial
compensation or other consideration either for
referring a patient to laboratories, pharmacies and
opticians these services. Non-medical products
(those having nothing to do with patient health or
the practice of medicine) and scientifically nonvalidated medical products should not be sold by
physician.
Types of COI
The following are the most common forms of
conflicts of interests:
Self-dealing : In which an official who controls an
organization causes it to enter into a transaction
with the official, or with another organization that
benefits the official only. The official is on both
sides of the "deal."
In 2008, the Centers for Medicare and Medicaid
Services issued a new rule requiring physicians to
disclose to patients the physician's ownership of or
investment in US hospitals
Outside employment : In which the interests of
one job conflict with another.
Nepotism : In which a spouse, child, or other close
relative is employed (or applies for employment)
by an individual, or where goods or services are
purchased from a relative or from a firm controlled
by a relative. To avoid nepotism in hiring, many
employment applications ask if the applicant is
related to a current employee of the company. This
disallows employed relative to play role in the
hiring process. If this is the case, such relative is
prevented from any hiring decisions.
Gifts: from friends who also do business with the
person receiving the gifts or from individuals or
corporations who do business with the organization
in which the gift recipient is employed. Such gifts
may include non-tangible things of value such as
transportation and lodging.
Conflicts of interest may arise in several situations,
some of which involve pharmaceutical drugs,
medical devices, and biotechnology companies e.g.
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a. Accept company gifts of various kinds, including
meals and drug samples;
b. Act as promotional speakers or ghostwriting,
and consulting arrangements on behalf of
companies
c. Have a financial interest in a medical product
company whose products they prescribe, use, or
recommend.
Pump and dump : In which a stock broker who
owns a security artificially inflates the price by
"upgrading" it or spreading rumors, sells the
security and adds short position, then
"downgrades" the security or spreads negative
rumors to push the price down.
Corruption: Accepting bribes can be classified as
corruption.
Fraud : use of government or corporate property or
assets for personal use is fraud.
Security breach: unauthorized distribution of
confidential information is a security breach.
Surrogate Self-regulation
Surrogate Self-regulation of any group is also a
conflict of interest. If any organization, such as a
corporation or government bureaucracy, is asked to
eliminate unethical behavior within their own
group, it may be in their interest in the short run to
eliminate the appearance of unethical behavior,
rather than the behavior itself, by keeping any
ethical breaches hidden, instead of exposing and
correcting them.
Comfort, position, forbearance, opting out of race
for position, supporting someone for position of
power in lieu of favor intangible future benefits are
granted.
COI is sometimes termed competition of interest
rather than "conflict", emphasizing a connotation
of natural competition between valid interests rather than the classical definition of conflict,
which would include by definition including a
victim and unfair aggression. Nevertheless, this
denotation of conflict of interest is not generally
seen.
In India person can assume multiple, valid, legal
roles in hierarchy of medical field along with
similar hierarchical roles in politics, administration
of organizations or corporation or some such
arrangement created consciously or otherwise.
Obviously apparently there is a maze of conflict of
JAN.-MAR. 2017
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interest. A conflict of interest could impair an
individual's ability to perform his or her duties and
responsibilities objectively.
Offering position of power
Professionals are granted important
privileges—including the power to set educational
and ethical standards—in return
How to do mitigation COI
COI disclosure
COI guidelines for disclosure or for discontinuing
participation in the decision-making process, for
those individuals who have COI due to sponsored
research, consulting agreements, private holdings
or licensing agreements.
Removal of COI
Removal of obvious COI by resigning from a
position or sell a shareholding in a venture, to
eliminate the conflict of interest going forward. For
example, Lord Evans of Weardale resigned as a
non-executive director of the UK National Crime
Agency after a tax-avoidance-related controversy
about HSBC, where Lord Evans was also a nonexecutive director. This resignation was stated to
have taken place in order to avoid the appearance of
conflict of interest.
"Blind trust" leading to COI
A politician who owns shares in a company that
may be affected by government policy may put
those shares in a blind trust with themselves or their
family as the beneficiary. Blind trusts may in fact
obscure conflicts of interest, and for this reason it is
illegal to fund political parties in the UK via a blind
trust if the identity of the real donor is concealed.
Disclosure of COI
Commonly, politicians and high-ranking
government officials are required to disclose
financial information—assets such as stock, debts
such as loans, and/or corporate positions held,
typically annually. Certain professionals are
required either by rules related to their professional
organization, or by statute, to disclose any actual or
potential conflicts of interest. In some instances,
the failure to provide full disclosure is a crime. And,
an increasing line of research suggests that
disclosure can have "perverse effects" or, at least, is
not the panacea regulators often take it to be.

JAN.-MAR. 2017

Recusal [disallow] needed for COI
Those with a conflict of interest are expected to
recluse [self disallow] themselves from (i.e.,
abstain from) decisions where such a conflict
exists. The imperative for recusal varies depending
upon the circumstance and profession, either as
common sense ethics, codified ethics, or by statute.
For example, if the governing board of a
government agency is considering hiring a
consulting firm for some task, and one firm being
considered has, as a partner, a close relative of one
of the board's members, then that board member
should not vote on which firm is to be selected. In
fact, to minimize any conflict, the board member
should not participate in any way in the decision,
including discussions.
Third-party evaluations needed for COI
Consider a situation where the owner of a majority
of a public companies decides to buy out the
minority shareholders and take the corporation
private. What is a fair price? Obviously it is
improper (and, typically, illegal) for the majority
owner to simply state a price and then have the
(majority-controlled) board of directors approve
that price. What is typically done is to hire an
independent firm (a third party), well-qualified to
evaluate such matters, to calculate a "fair price",
which is then voted on by the minority
shareholders.
NGO’s against COI
The Alliance against Conflict of Interest (AACI) is
an alliance of organizations and individuals
working in various sectors – doctors, lawyers,
women's and children's health groups, activists and
media. AACI takes up cases with clear conflict of
interest and brings them to the notice of the parties
involved, the government and media. AACI aims at
having a legal protection from conflicts of interests
in all sectors in public policy.
Family physicians have no COI in treating
patients
Family physicians are widely trusted by their
patients and communities. Merely by having
chosen specialty of family physicians have
demonstrated a commendable commitment to
putting the health needs of their patients ahead of
personal financial gain.
Legislations for COI In USA
like Sunshine Act in USA medical ethics 2002
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amended in 2012 with respect doctors receiving
gifts, payments, sponsorship and benefits derived
by doctors
“U.S. to Force Drug Firms to Report Money Paid to
Doctors,” by Robert Pear – In an effort to address
health care-related conflicts of interest, the Obama
administration is moving forward with the
Sunshine Act, a new law that will require
pharmaceutical companies and device
manufacturers to disclose payments made to nonemployee physicians.
Legislations for COI In India
1. India has draft bill for COI,2011, but so far not
legislated.
2. Even amendment of Corruption Prevention Act
has no provisions for COI
Legislations for COI In Pakistan
In Pakistan Khyber Pakhtunkhwa Assembly
unanimously passed Conflict of Interest 2016. It
advocates that any member of the provincial
assembly will not use office for personal use or for
their family members.
MCI Regulations for COI
MCI medical ethics 2002 amended in 2012 also has
provision to penalize doctors who do not follow the
medical ethics.
a. Accepting gifts worth 1,000 to 5,000 from a
pharmaceutical company can lead to a doctor
being issued a censure. This means, that he or
she will not be able to travel abroad for work or
studies.
b. Accepting gifts valued between 5,000 and
10,000, could lead to a doctor’s name being
struck off the medical register for three months
plus censure.
c. For taking gifts between 10,000 and 50,000, a
doctor is issued a censure and suspended from
practice for six months.
d. If a doctor accepts gifts worth over 50,000 and
up to one lakh, his or her license can be
suspended for one year and if the gifts cost over `
1 lakh, he can be suspended for more than a year.
Myths of the Small Gifts and Full Disclosures
The first myth is that small gifts do not significantly
influence physician behavior. The second myth is
that disclosure of financial conflicts is sufficient to
satisfy the need to protect patients' interests.
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Although these assumptions are widely accepted
among physicians but research findings prove it
otherwise. Thus sale by promotion of products to
physicians and their prescription to their patients
rarely is ethical.
Case laws on COI
In 2011, SC says avoid COI in cricket
The Supreme Court, in its Order dated February 8,
2011 in Writ Petition (Civil) No. 681 of 2004
(Center for Public Interest Litigation v/s Union of
India and Others), enforced this requirement for
independence to avoid conflicts of interest. Also in
Supreme Court of India, A.C. Muthiah vs Bd. of
Control For Cricket ,on 28 April, 2011,by bench
J.M. Panchal, Gyan Sudha Misra BCCI by any of
his actions, the fact remains that by virtue of his
position as a Chairman of a company which
participated in the bid to own IPL tournament and at
the same time holding the position of an office
bearer of the BCCI, is clearly bound to result
into conflict of interest of the BCCI. Also by virtue
of his position as Vice-Chairman and Managing
Director of India Cements Ltd. and ex-officio
Member of the Governing Council of IPL clearly
came in his way to participate in the auction held by
the BCCI for IPL matches
SC: Avoid COI in awarding government
contracts to lawmakers
The Supreme Court indicated that it would examine
conflict of interest issues stemming from awarding
of multicrore government contracts to elected
lawmakers, in the wake of the Vijay Mallya
episode. Till 1950, Section 7(D) of the RP Act had a
provision disqualifying a legislator from holding
office even if he had one per cent share in a
government contract, the bench noted. But that was
repealed in 1951. Consequently, there was no bar
on MPs or MLAs holding shares in government
contracts either in their own names or under benami
transactions but The law as it stands, declared by
the Supreme Court in an earlier 2014 judgment,
does not allow those with subsisting government
contracts to contest the elections. There was no
mechanism either to detect their shares or interests
in government contracts.
SC PIL on Clinical trial of anti-diarrhea vaccine
Rotavac : not a conflict of interest
The Petitioner Dr. Puliyel member of NTAGI
submitted that he has filed the instant writ petition
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espousing the same cause of ethical and complete
disclosure of clinical trial conducted on human
beings. The High Court petitioner cannot maintain
a petition in public interest since he was a member
of the National Technical Advisory Group on
Immunization (NTAGI). The petitioner has sought
the intervention of Supreme Court to set aside the
Order dated 14.10.2015 of the High Court of Delhi
and to direct the respondents to disclose and
publish the segregated results of the clinical trial of
Rotavac vaccine conducted on 6799 infants in the
period between 2011-2013 at Delhi, Pune and
Vellore. The petitioner has also sought an interim
direction that the segregated results from all the
three centers be placed before the NTAGI, which is
the expert body on immunization policy, for
examination and scrutiny. Concealing of this vital
data does severe injustice to the thousands of
infants who participated in this study, the petitioner
/ researchers who painstakingly conducted the
trials and the medical/scientific community who
depend on this data for their work. Vellore had more
cases of intussusceptions compared to other centres
which was not disclosed.
COI in leaving public office and joining politics
There are, in the main, two kinds of cases of conflict
of interest; an apparent one and a concealed one.
The apparent one is when a minister or other public
official indulges in activity which conflicts with his
public duties, for example a minister or official
doing business. The concealed one is when he
secretly yearns for an outside job, and switches
over in indecent haste to take over that job after
leaving the official post. The first is easy to detect;
not so the second. There is something utterly
unseemly about a public official joining a political
party -generally the one perceived to be a winner soon after retirement or even after his resignation
from the public post. Gen. V.K. Singh, who retired
as the Chief of Army Staff, joined the Bharatiya
Janata Party. Commissioner of the police, Satyapal
Singh, resigned from his post, two years ahead of
retirement. A couple of days later he joined BJP.
COI in leaving public office and joining
nutritional and pharma co.
a) Gopal Subramaniam represents multinational
pharmaceutical company after leaving govt.
against which he was fighting
b) Health Secretary Naresh Dayal joins drug
company GSK
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c) Retired Cabinet Secretary TSR Subramanian
joins Micronutrient Initiative, a lobbying body
Conflict of interest in policy and decision-making
processes of the government affects country,
government & the entire public of the country.
• It can result in huge losses to the exchequer.
• It can put whole populations at health risk by not
adequately regulating the junk food, tobacco and
alcohol industry.
• It can release dangerous and unnecessary
medicines on the people.
• It can distort priorities to make treatment rather
than prevention in the national policy.
COI in International matters : China has a
conflict of interest in UN peacekeeping - Beijing’s
commitment to the UN peacekeeping operations
has steadily grown in the past years, and with it also
emerge the contradictions and weaknesses
plaguing the Chinese humanitarian policy. China
deploys peacekeeping troops has COI since the real
reason instead peacekeeping is it needs to protect
its multi-billion investments and numerous assets,
enterprises and citizens abroad.
COI in RBI board flags risk of conflict of
interest in MPC appointments - Conflict of
interest in the appointment of an Executive
Director in-charge of monetary policy in the
Monetary Policy Committee (MPC) that will
decide the interest rate; “Since the Executive
Director reports directly to the Deputy Governor,
who also does the ED’s performance appraisal, it
could be difficult for the person to have an
independent view,”
COI in Cricket - Pravin Amre in violation of
conflict of interest rules - Amre had said that his
role as an 'elected member of the MCA managing
committee' did not get affected by his IPL stint, but
Shah has clearly stated that he shouldn't hold both
the positions during the next IPL, and has urged the
board to take action against him.
COI in transfer of High Court Judges : COI in
2016 Govt dilutes clause on transfer of High Court
judges waiving conflict of interest clause - The
procedure for transfer of a high court judge,
including the chief justice, is provided under
Article 222 of the Constitution. Compulsory
transfer of high court judges if their relatives are
practicing in the same court is replaced by “transfer
of a judge from one high court to another may be
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recommended only on account of administrative
exigencies, conflict of interest with relatives
practicing at the Bar, or at the request of the
concerned judge, “but actually would be improper
if a judge continues when his immediate relatives,
including spouse, children, siblings and parents,
are practicing in the same court.”
COI possible related to minister Jayant Sinha,
MOS, finance :
Prime Minister Narendra Modi’s decision to move
Mr. Jayant sinha, former venture capitalist, who
was seen as a comforting factor for investors,
thanks to his familiarity with the complexities of
financial markets and deal-making, out of the
Finance Ministry, came as a surprise to many, the
potential conflict of interest arising from his
position in the Finance Ministry and the role of his
spouse, Punita Kumar-Sinha, as the founder and
managing partner of an investment advisory firm,
Pacific Paradigm Advisors, and as an independent
director on several corporate boards. Dr. KumarSinha is a financial markets veteran with about 25
years of experience. She had earlier served as
senior managing director and chief investment
officer of Blackstone Asia Advisors.
Summary and Conclusion :
A conflict of interest (COI) is a situation in which a
person or organization decides [usually with
corrupt motivation the decision-making is done]
with an aim to gain. Gain could be direct financial
gain or indirect [non financial] gains or favors. The
gain doing includes but not restricted to personal
favor to someone or overtly dis-favoring some at
the instance or direction of person in power
hierarchy for personal or organizational future
gain, ease, comfort or some such things. All of us
should strive for identifying COI with objectivity,
define scope of COI and manage COI to eliminate
COI.
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SGPGI to pay Rs 15.65 lakh for causing death
due to wrong medication and failing to maintain
proper records
In a medical negligence case, the National
Consumer Disputes Redressal Commission
(NCDRC) has upheld an earlier order of UP State
Consumer Disputes Redressal Commission of
awarding Rs 15.65 lakh compensation to the family
of a woman who died due to wrong medication.
“It is important when administering any potentially
harmful medication that contraindications have
been reviewed and don’t exist. Therefore, a hospital
that fails to follow, or has an employee breach, the
recommended standards of care set out by the drug
formulation faces increased chances for being held
liable by a court. The patient who suffered has the
greatest chance of succeeding on a claim for
negligence,” read the NCDRC order dated January
30, 2017.
The court of presiding member Dr B C Gupta and
member Dr S M Kantikar was adjudicating over
two cases — an appeal by Sitaram Srivastava who
sought enhanced compensation for the death of his
wife in 1998, and the second by the Sanjay Gandhi
Post Graduate Institute of Medical Sciences
(SGPGI), Lucknow, to quash the case.
The complainant Sitaram Srivastava’s wife,
Krishna Devi, was suffering from vitiligo skin
disease. In January 1998, she approached a skin
specialist in Kanpur, Dr S C Aggarwal, who treated
her with the drug ‘Levamisole 150 mg’. “It is
alleged that the said drug was not meant for
treatment of Vitiligo and overdose of the said
medicine developed nausea, vomiting, pain in
abdomen etc,” said the order.
In February 1998, the patient discontinued the
treatment and consulted heart specialist Dr A K
Trivedi, who told her that she should not have been

prescribed Levamisole. He then referred the patient
to Dr R N Dwivedi, senior physician and professor
of medicine at GSVM Medical College, Kanpur,
who, in turn, suggested immediate shifting of the
patient to SGPGI, Lucknow.
Krishna Devi was admitted to SGPGI on February
27 morning and continued with the treatment till
March 8, when she was administered ‘Vancomycin
injection’ in a single bolus dose without any IV
drip. She died within 10 minutes of being
administered the drug.
The court observed, “‘Vancomycin’ injection
should have been administered slowly through the
drip intravenously for more than one hour through
the Burette Set.”
The patient’s husband, Sitaram Srivastava, then
filed a complaint before the UP State Consumer
Disputes Redressal Commission, Lucknow for
alleged medical negligence causing death of his
wife. The state commission granted a
compensation of Rs 15,65,000 to be paid by the
hospital (SGPGI, Lucknow) “within two months,
failing which, it shall be liable to pay interest at
10% per annum from the date of order till its
realisation”.
Dissatisfied by the state commission order, both the
parties filed cross appeals — the hospital for
dismissal of complaint, and the complainant for
enhancement of compensation — before the
national commission.
Somiran Sharma, the counsel for the hospital,
argued before the national commission that when
the patient was admitted to SGPGI, she was
diagnosed as suffering from drug-induced
Agranulocytosis due to Levamisole prescribed by
Dr S C Agrawal and that it led to suppression of
bone marrow and caused ‘Aplastic Anaemia’.
Blaming Dr Agrawal, the counsel added if he had
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taken slight care, the patient could have been saved
from developing Agranulocytosis.
The SGPGI counsel vehemently denied that the
injection ‘Vancomycin’ was given as a bolus dose.
He argued that the nursing staff had given another
injection Factum directly through IV (intravenous)
whereas ‘Vancomycin’ was given through drip
after dilution. Nurse Ajay Kumar too had denied
injecting Vancomycin as bolus in his statement to
the state commission, but the commission had
ignored the evidence of Kumar as “the nursing
sheet showed overwriting/interpolation on
8.3.1998, regarding the timings of injection as ‘2 or
4 or 9’.”
As per the hospital’s medical record, the patient
died at 4.35 PM due to sudden cardiac arrest, but the
national commission observed, “We are rather
surprised that the medical record is devoid of
clinical findings pertaining to cardiac arrest and
which resuscitation steps were taken by attending
or resident doctors.”
On Srivastava’s appeal the NCDRC order said,
“We do not find any reason to enhance the
compensation because the state commission passed
the well-reasoned order and awarded just and
proper compensation to the complainant.”
The national commission’s order concluded by
saying, “We are of the considered view that the
opposing party (SGPGI) is liable for medical
negligence in this case. The OP had tried to hush up
the matter, failed to maintain medical record
properly as per standard of practice. Therefore, we
are not inclined to interfere in the impugned order
of the state commission. Accordingly, both the
appeals are dismissed. The parties are left to bear
their own costs.”
Source:
http://www.indiamedicaltimes.com/2017/02/08
By IMT News Bureau
PGI Chandigarh directed to pay Rs 10 lakh for
its doctors’ negligence
The Post Graduate Institute of Medical Education
& Research (PGIMER), Chandigarh has been
directed by the National Consumer Disputes
Redressal Commission (NCDRC) to pay a
compensation of Rs 10 lakh to the family of a
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patient, Jaswinder Kumar (now deceased), for the
amputation of his leg due to alleged medical
negligence and improper diagnosis by its doctors.
In his order dated Jan 24, 2017, Dr B C Gupta
(Presiding Member) said, “The PGI shall carry out
an internal probe in the matter to determine the
extent of liability on the individual doctors, who
were found negligent in the discharge of their
duties. The extent of compensation payable by the
individual doctors, if any, shall be determined by
them from the outcome of that probe/inquiry. In
case, it is concluded that no individual doctor was
found responsible for the lapse, the entire amount
of compensation in terms of this order shall be
payable by the PGI itself as a vicarious liability.”
According to the court records, Jaswinder Kumar,
aged 35 years, had been suffering from swelling
and pain in his right foot. He decided to take
treatment at PGI Chandigarh in the first week of
June 2011. He was admitted at the PGI on
13.06.2011 on the advice of Dr R K Sharma,
Professor and Head, Department of Plastic Surgery.
On 14.06.2011, Jaswinder Kumar was subjected to
Digital Subtraction Angiography (DSA) at the
Department of Radio-diagnosis. As per the report
given by Dr Vivek Gupta, he was found suffering
from ‘Intermediately High Flow AVM
(arteriovenous malformation) of Dorsum of Right
Foot with Feeders from ATA Predominantly.’ Then
an operation was conducted upon the complainant,
Jaswinder Kumar, on the right foot on 27.06.2011
under the guidance of Dr Sharma and other doctors.
Jaswinder Kumar, thereafter, visited the PGI on
06.07.2011, 13.07.2011 and 21.07.2011 with
complaints of mild pain and swelling, when he was
advised some ointment, normal dressing, crepe
bandage and foot elevation etc. The complainant
visited the PGI again on 03.08.2011 and
17.08.2011 with complaints of pain, swelling,
inflammation and bleeding, when he was advised
that the scar was well healed, but certain medicines
were prescribed to him. However, after a few days,
he developed lesion again on his right foot, along
with unbearable pain and he visited the PGI on
14.09.2011, but he was advised to use compression
garments only. As per the complainant, his problem
of swelling, unbearable pain, inflammation and
bleeding went on increasing, following which he
consulted Dr R K Sharma on 05.10.2011, when the
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doctors decided to perform second surgery after
about 6 months and the date for the same was also
fixed as 04.04.2012.
Jaswinder Kumar said that he suspected some
serious problem in his right foot and went to Fortis
Hospital on 05.11.2011. The hospital found huge
mass lesion on the foot, which was badly affected,
and they immediately advised biopsy upon the
patient to rule out cancerous lesion. The biopsy was
conducted at Fortis Hospital on 07.11.2011. As per
the result of the biopsy, his condition was
diagnosed as “Right Foot Synovial Sarcoma”, i.e.,
highly malignant tumour, which required urgent
intervention. The doctors at that hospital decided to
carry out knee amputation, as the tumour had
already spread above the knee due to delay in
proper and required clinical diagnosis of the
tumour at the PGI. The amputation was done on
17.11.2011 on urgent basis and the patient was
discharged on 22.11.2011. Jaswinder Kumar
claimed that he became 100% disabled due to the
medical negligence of the doctors at the PGI.
In its response, the PGI said that the patient
complained of progressively increasing swelling
on the dorsum of right foot for the last four years.
He underwent MRI and other tests at the DMC
Ludhiana and was referred to the PGI with a
diagnosis of low flow AVM. The patient was seen at
the plastic surgery OPD of the PGI on 20.05.2009
and was dated for admission on 14.10.2009 for
surgery, but he did not turn-up on the appointed date
and time. Thereafter, the patient attended the OPD
of the PGI on 08.06.2011. The DSA was performed
upon him on 13.06.2011. The tests confirmed the
lesion to be an intermediate high flow AVM with
feeders from the posterior tibial artery. On
27.06.2011, excision of the lesion was done and the
wound was closed primarily and the patient was
discharged on 29.06.2011.
It has been stated that the patient was being
regularly followed up at the PGI in the Plastic
Surgery OPD and was seen by four senior residents
and one consultant. He was being treated for AVM
as recommended by radiological investigation and
there was no record available in the OPD card to
suggest development of malignancy in the patient.
During the pendency of the consumer complaint,
Jaswinder Kumar died on 02.04.2013 and his legal
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representatives, namely, Mamta Rani wife and
Monika Verma daughter and Darshna Devi mother,
were substituted on record.
The State Consumer Disputes Redressal
Commission after considering the case concluded
that medical negligence on the part of the OPs had
been proved and hence, they directed the PGI and
Dr R K Sharma to pay Rs 10 lakh to the
complainants as compensation and litigation cost
of Rs 30,000.
The NCDRC also held that “there is no illegality,
irregularity or error in the conclusion arrived at by
the State Commission in the impugned order that
medical negligence on the part of the OPs stands
proved, based on the facts and circumstances of the
present case.” It further said that “the State
Commission have granted a reasonable
compensation to the complainants, based on the
facts of the case and there is no ground to make any
change in the same.”
Source:
http://www.indiamedicaltimes.com/2017/01/28
By IMT News Bureau
Maharashtra to set up Clinical Forensic
Medicine Unit with Rape Crisis Centre in
hospitals across the state
In a move to increase the conviction rate in bodily
offences and to handle the crime against women,
especially rape, sensitively and properly, the state
government’s department of medical education has
decided to establish Clinical Forensic Medicine
Unit (CFMU) with Rape Crisis Centres (RCC) in
hospitals across the state in a phased manner.
The state government has also constituted a panel
of four experts, under the chairmanship of Assistant
Director of Medical Education & Research,
Mumbai, to prepare the standard operating
procedure (SOPs) for the proper functioning and
management of these centres (CFMU-RCCs). The
undersecretary of Law and Judiciary department
has been appointed as an adviser of this committee.
The move follows the direction given by Girish
Mahajan, Minister of Medical Education, on the
detailed report of Dr Indrajit Khandekar about the
establishment of CFMU with RCC all over the
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districts of the state, as per the letter issued by
Hamid Ansari, Under Secretary, Ministry of
Medical Education, to him on December 15.
Dr Khandekar, who is in-charge of the country’s
First Clinical Forensic Medicine Unit (CFMU) at
Mahatma Gandhi Institute of Medical Sciences
(MGIMS), Sevagram – Wardha, has been
following this matter for more than a year and had
submitted detailed report about this issue on July
25, 2015 to Chief Minister Devendra Fadnavis; and
Vinod Tawade, then Medical Education Minister;
Dr Deepak Sawant, Health Minister; Ram S
Shinde, Minister of State for Health; and Ranjit
Patil, Home Minister.
“CFMU with RCC will definitely help to improve
the quality of clinical forensic work — medical
examination of sexual assault cases, age estimation
of rape victim & accused, recording of dying
declaration, medico-legal injury report preparation
of assault victims, domestic violence cases,
alcoholic person examination, weapon
examination etc — thereby also help improve the
conviction rate of bodily offences, which is
abysmally low at present,” said Dr Khandekar in a
statement
It is a known fact that women survivors of violence
face tremendous physical, emotional and
psychological trauma, which often re-victimizes
them or makes it difficult for the women to continue
legal processes.
“The major concern in the provision of services for
violence is to ensure that women are not further
victimized but are treated sensitively. CFMU with
RCC, which will provide a combination of all the
required medico-legal, forensic, legal and other
support services in a systematized way under one
roof to the victims and operate in a women-friendly
environment, which has worked well in many other
countries, is one of the key solutions in the right
direction to address this critical issue,” added Dr
Khandekar.
The range of services to be provided by CFMU with
RCC in hospitals to sexual assault and other victims
are:
1. Medical & forensic medical assistance through
a properly trained doctor
2. Collection of forensic evidences including DNA
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evidence
3. Collection of statement
4. Police assistance to assist women in filing the
FIR report
5. Psycho-social support and counselling
6. Legal aid and case management
7. Shelter in the form of short stay with food and
clothing
Source:
http://www. indiamedicaltimes. com/ 2016 / 12/ 29
By IMT News Bureau
GE pays Rs 1 crore in settlement to technician
who got stuck in MRI at Tata Memorial Hospital
Mumbai: Rs 1 crore compensation has been
awarded to a technician Swami Ramaiah, 40 at
Tata Memorial Hospital at Navi Mumbai. He was
paralysed waist down after getting stuck in MRI
machine for four hours in a bizarre accident in
2014, when a ward boy walked into the room
mistakenly carrying an oxygen cylinder that
triggered machine’s magnetic field. The moment
metal was brought into the room the magnetic field
of the machine pulled the cylinder along with ward
boy & technician who were holding the cylinder.
Both along with the cylinder got glued to the
machine. The technician beared the major brunt of
injury as he was stuck between the machine &
ward boy for a long duration of four hours, as the
switch-off button of the said machine had been
disabled by the manufacturer, General Electric.
Four hours later engineer from GE came &
deactivated the magnetic field. The technician &
ward boy were immediately rushed to the Bombay
Hospital. Senior plastic surgeon Dr. Jacob, noted
that Ramaiah had suffered from acute compartment
syndrome in the accident. He explained that high
pressure builds up in an enclosed space in the body
because of trauma which hampers the blood supply
to muscles & nerves leading to permanent muscle
damage. As a result of an accident compromising
the blood circulation to his lower body, Ramaiah
had become paralysed, his urinary bladder was
punctured, kidneys were damaged & there was
massive internal bleeding. Recently he has gained
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functioning in his legs.
A team was formed by Dr. Venkata Varaprasada
Rao, the then Chief administrative officer of Tata
Memorial Hospital and Dr. Sudeep Gupta , Deputy
Director, Advance Center for Treatment Research
and Education in Cancer (ACTREC), to look into
the matter and decide the compensation. The
doctors clearly noted that the damage to the
victim’s body would have been minimized if the
machine would have been switched off
immediately , something that did not happen as
switch-off button of the said machine had been
disabled.
It is reported that the committee then came to the
conclusion of compensation of Rs. One crore,
which was paid to technician by GE. [1]
Man wrongly treated for HIV: Doctor, medical
insurance company asked to pay compensation.
Udaipur: The Rajasthan State Consumer Dispute
Redressal Comission has asked a doctor to pay
compensation to a man for wrongly treating him for
HIV without conforming the disease through
advance diagnosis for three years.
The doctor and a Medical insurance company have
been asked to pay compensation to the man for
medical negligence. Dhanraj Patel had visited MB
Government Hospital in 2004 with fever, cough
and cold. Dr. D. C.Kumawat, the then Associate
Professor of Medicine, suspected him of being HIV
patient and started treatment for HIV without
confirming the disease through necessary tests.
Even as the treatment was continued, Patel visited a
hospital in Mumbai where he was tested negative
for HIV. He showed the test report to the doctor but
he advised him to continue with the treatment for
HIV. The treatment continued for seven years
during which Patel’s health deteriorated due to side
effects of the treatment. His claims were also
rejected by the insurance company.
The complainant approached the commission in
2013. The commission found the doctor guilty of
medical negligence and passed an order directing
the doctor and National Insurance Company to
jointly pay Rs. 5 lakhs as compensation to the
complainant. [2]
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TN: Hospital ordered to pay 1.5 lakh
compensation to pregnant woman for
sterilization failure
Tiruvarur: A district consumer court ordered the
district government maternity and children’s
hospital to pay a compensation of Rs. 1.5 lakhs to a
woman who became pregnant despite undergoing
sterilization surgery at the hospital in 2007. The
Chairman of the District Consumer Redressal
Forum Jayachandran and its members Rakesh and
Sivasanskari had passed the orders on the petition
filed by one Jayasudha from the district.
The Forum in it’s order said , “The petitioner
became pregnant after the family planning
operation and this is nothing but deficiency of
service.”
She should be paid a compensation of Rs. 50,000
for the anguish caused due to her owing to
pregnancy, Rs. 50,000 for deficiency of service and
Rs. 5,000 towards case expenses, the Forum said.
The management of district government maternity
and children’s hospital should pay the
compensation within a period of month, it said.
The petitioner had submitted that she got married in
2004 and underwent family planning operation in
2007 after having two children. However she
claimed that the surgery was of no use and she got
pregnant again and had to experience mental agony.
[3]
Chandigarh GMC told to pay Rs 8 lakhs to kin
of deceased burn victim
The Apex Consumer Commission has directed
Chandigarh based Government Medical College
and Hospital to pay Rs. 8 lakhs to the family
members of a burn victim who died after being
shifted to a bed that was not disinfected.
The national Consumer Disputes Redressal
Commission (NCDRC) held the Hospital guilty of
medical negligence while rejecting it’s plea against
a district forum order holding him liable, which was
upheld by state commission.
“District Forum and State Commission after
elaborate discussion rightly came to the conclusion
that after the death of Praveen Kumar (another
patient) on bed number one, victim Hitender
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Kakkar was reshifted on the same day without
disinfecting it which amounted to aggravation of
infection.
Complainant’s other witnesses had mentioned
that even bed sheets were not change. The counsel
for the opposite party (Hospital) could not bring to
my notice any evidence on record to dispute
aforesaid factual aspect,” NCDRC bench, presided
by K S Chaudhari said.
“In such circumstances, it can safely be observed
that after the death of Kumar and before shifting
Kakkar on the bed, it was not disinfected by
hospital which amounted to medical negligence
and deficiency on their part,” it said.
According to the complainant, Kakkar was
admitted in the hospital on Oct.26, 2008 with 50%
burn injuries 2nd and 3rd degree due to fire crackers
on his neck, chest, both upper limbs and face.
On Nov.7, 2008 morning, another burn patient
Praveen Kumar was admitted and allotted Kakkar’s
bed but after Kumar’s death within a few hours,
Kakkar was reshifted to that bed which was neither
sterilized nor disinfected and led to deterioration of
Kakkar’s condition and death later that day.
It was alleged that Kakkar contacted infection, due
to the negligence of the hospital staff and callous
attitude of the doctors.
However, the hospital authorities denied the
allegation and claimed that the cause of death was
septicemia consequent upon burn injury and that
the patient was treated with utmost care and
attention, and was given due standard treatment, as

per the established protocol.
Denying any deficiency on their part, the counsel
for the hospital said that due to septicemia, which
was on account of the presence of multiple pus
pockets in both lungs and kidneys, consequent
cardiac arrest occurred and caused the death of the
victim.
The district forum had earlier directed the hospital
to pay Rs. 8 lakhs as compensation to the
complainants along with Rs. 10,000 as cost of
litigation. Appeals filed by both parties were
dismissed by state commission in 2012, against
which the revision petition were filed in NCDRC
for enhancement and reduction of compensation
by victim’s family and Hospital, respectively. [4]
References:
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Contribution in JIMLEA
All the readers of this issue and the members of IMLEA are invited for
contributing articles, original research work / paper, recent court
judgement or case laws in the forth coming issues of JIMLEA. This is a
peer-reviewed journal with ISSN registration. Please send your articles to
Dr Sushma Pande, e-mail: drsushmapande@gmail.com.
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Professional Assistance / Welfare Scheme
1) The scheme shall be known as PAS “Professional
Assistance Scheme”.
2) ONLY the life member of IMLEA shall be the
beneficiary of this scheme on yearly basis. The
member can renew to remain continuous
beneficiary of this scheme by paying renewal fees
every year. The scheme shall assist the member
ONLY as far as the medical negligence is
concerned.
3) This scheme shall be assisting the members by:
i)
ii)
iii)
iv)
v)

Medico-legal guidance in hours of crisis. A
committee of subject experts shall be formed which
will guide the members in the hours of crisis.
Expert opinion if there are cases in court of law.
Guidance of legal experts. A team of Legal and medlegal experts shall be formed which will help in
guiding the involved members in the hours of crisis.
Support of crisis management committee at the city /
district level.
Financial assistance as per the terms of agreement.

4) The fund contribution towards the scheme shall be
decided in consultation with the indemnity experts.
The same will depend on the type and extent of
practice, number of beds in case of indoor facilities
and depending upon the other liabilities.
5) The financial contribution towards the scheme shall
be as follows:
6) The hospital can become the member of this
scheme only if all the members associated with the
hospital have their personal professional indemnity
under the scheme.
7) A trust / committee / company/ society shall look
after the management of the collected fund. The
scheme shall initially be run in collaboration with
the New India Assurance or National Insurance
Company.
8) The Financial assistance will be like Medical
Indemnity welfare scheme, where indemnity part
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shall be covered by government / IRDA approved
companies or any other private company.
9) The amount shall be deposited in the Central
Indemnity Reserve Fund (CIRF) of the association.
The association shall be responsible only for the
financial assistance. Any compensation/ cost/
damages awarded by judicial trial shall be looked
after by government / IRDA approved insurance
companies or any other similar private company.
10) Experts will be involved so that we have better
vision and outcome of the scheme.
11) The payment to the experts, Legal and med-legal
experts shall be done as per the pre-decided
remuneration. Payment issues discussed, agreed
and processes shall be laid down by the members of
these scheme.
12) If legal notice / case is received by member he
should forward the necessary documents to the
concerned person.
13) Reply to the notice/case should be made only after
discussing with the expert committee.
14) A discontinued member if he wants to join the
scheme again will be treated as a new member.
15) Most of the negligence litigations related to
medical practice EXCEPT the criminal negligence
cases shall be covered under this scheme. The
scheme will also NOT COVER the damages arising
out of fire, malicious intension, natural calamity or
similar incidences.
16) All the doctors working in the hospital (Junior,
Senior, Temporary, Permanent etc) shall be the
members of the IMLEA, if the hospital wants to
avail the benefits of this scheme.
17) The scheme can cover untrained hospital staff by
paying extra amount as per the decision of expert
committee.
18) A district/ State/ Regional level committee can be
established for the scheme.
19) There will be involvement of electronic group of
IMLEA for electronic data protection.
20) Flow Chart shall be established on what happens
when a member approaches with a complaint made
against him or her [Doctors in Distress (DnD)
processes].
21) Telephone Help Line: setting up and manning will
be done.
22) Planning will be done to start the Certificate /
Diploma / Fellowship Course on med-leg issues to
create a pool of experts.
23) Efforts will be made to spread preventive medicolegal aspects with respect to record keeping,
consent and patient communication and this shall
be integral and continuous process undertaken for
beneficiary of scheme by suitable medium.
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INDIAN MEDICO-LEGAL & ETHICS ASSOCIATION
[Reg. No. - E - 598 (Amravati)]
Website - www.imlea-india.org , e mail - drsatishtiwari@gmail.com

LIFE MEMBERSHIP FORM
Name of the applicant : ________________________________________________________________________________
(Surname)

(First name)

Date of Birth : __________________________________

(Middle name)

Sex : ____________________________

Address for Correspondence: _____________________________________________________________________________
__________________________________________________________________________________________________
Telephone No.s :

Resi. : ________________

Hosp. : ______________________

Other : ___________________________________

Mobile : ______________

Fax : ________________________

E-mail :___________________________________

Name of the Council (MCI/Dental/Homeopathy/Ayurved /BAR/Other) : _________________________________________________________
Registration No.: ____________________________________________

Date of Reg. : ______________________________________________

Medical / Legal Qualification

A)
B)

University

Year of Passing

____________________________________________

_____________________________________________

Name, membership No. & signature of proposer

Name, membership No. & signature of seconder :

Experience in legal field (if any) : _____________________________________________________________________________________
Was / Is there any med-legal case against you /your Hospital : (Yes / No) : ___________________________
If, Yes (Give details) _________________________________________________________________ (Attach separate sheet if required)

C)

Do you have a Professional Indemnity Policy (Yes / No) : ___________________________
Name of the Company : _____________________________________________________________ Amount : ________________________

D)

Do you have Hospital Insurance (Yes / No) : ________________________
Name of the Company : _____________________________________________________________ Amount : ________________________

E)

Do you have Risk Management Policy (Yes / No) : ________________________
Name of the Company : _____________________________________________________________ Amount : ________________________

F)

Is your relative / friend practicing Law ( Yes / No) : _________________________
If Yes, Name : ________________________________________________________________________________________________________
Qualification : _________________________________________

Place of Practice : _________________________________________

Specialized field of practice (Civil/ Criminal/ Consumer / I-Tax, etc) : ______________________________________________________
G)

Any other information you would like to share (Yes / No) ____________________________ If Yes, please attach the details
_____________________________________________________________________________________________________________________
I hereby declare that above information is correct. I shall be responsible for any incorrect / fraudulent declarations.

Place : __________________
Date : __________________

____________________________________
(signature of applicant)

Enclosures: True Copy of Degree, Council Registration Certificate & photograph.
Life Membership fee (individual Rs.3500/-, couple Rs.6000/-) by CBS (At Par, Multicity Cheque) or DD, in the name of Indian Medico-legal & Ethics
Association (IMLEA) payable at Amravati. Send to Dr.Satish Tiwari, Yashodanagar No.2, Amravati-444606, Maharashtra.
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