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FOREWORD
On the occasion of the BARC Hospital day last year, Medical Division, BARC
brought out the first edition of the document, “Guidelines for Patient Care” which was a
very sincere effort to meet a long-standing need for specific procedures, protocols, suggestions
and guidance to be followed by the medical professionals in BARC Hospital and peripheral
dispensaries, during both regular practice as well as specific medical situations to ensure,
ethical, efficient and effective healthcare to CHSS beneficiaries. Last year’s book covered
issues like consent of the patient, discharge at patient’s request, referral to an appropriate
panel hospital or specialist, preparation of OT notes, referral notes, critical care/intervention
in ICCU, zero hour protocols, medico-legal cases, communication with the patients/their
next of kin and right to information etc. Some “do’s” and “don’t s” for medical professionals
in our system were described. I am indeed very happy that this year the same document has
been revised and updated with protocols and information on some new aspects of delivery
of healthcare under CHSS. The current version incorporates guidelines for blood bank,
pharmacists, handling of emergencies arising out of injuries suffered on duty, treatment
casualty unit etc. Another interesting chapter pertains to information on Panel Hospitals,
referral procedures and eligibility criteria which will be of immense help to doctors and
patients alike.
The attending doctors are required to be professionally up to date for handling critical
situations such as an impending myocardial infarction and accident or a suicide. There
should not be a wrong prescription or dispensing of critical drugs or injection. Our
professionals need to be educated on medico-legal cases. An attending doctor and hospital,
providing the best possible attention in a given situation needs protection against suits alleging
medical negligence. The modalities of diagnosis, treatment and critical care are changing
given the spate of new developments in medical science. Both newly appointed as well as
senior medical professionals have to be made aware of these additional demands on their
duties while maintaining the high standards of professional conduct.
Our health services are a major attraction to bright and talented prospective employees
who shall have to shoulder the responsibilities of our ambitious R& D programmes in the
years to come. With the number of beneficiaries rising steadily, a stressful city life, changing
life-styles, enhanced awareness of patients regarding latest treatments for chronic, life
threatening and genetic and other complex disorders and diseases, the CHSS system is
experiencing tremendous strain. The patients are demanding very expensive treatments based
on information gathered from the internet or recommendation by specialists. The annual
expenditure is mounting. Some of the treatments like monoclonal antibody therapy for cancer,
growth factor inhibitors, anti-osteoporosis drugs, etc. are prohibitively expensive. Stem cells
may sooner than later become a recommended treatment for several conditions involving
cell and tissue losses. Many who had opted out of CHSS long ago are desirous of rejoining
the scheme. Geriatric care is posing acute problems with demands for prolonged
hospitalization. These may, in future, lead to conflicts between the healthcare providers and
v

the beneficiaries. Therefore, a mechanism may have to be set up to regularly discuss the
medical, socio-economic, financial and legal aspects of our healthcare system in a
continuously changing scenario. Such a mechanism should also help evolve a policy on
the CHSS obligation vis-a-vis expensive treatments.
These guidelines, I am sure, will be updated periodically in future in this context.
We need to realize that in a relatively well educated and well informed society of our
CHSS beneficiaries, the doctors not only need to have an excellent professional knowledge
but also the capacity for a well reasoned discussion with the beneficiary. The paramedical
staff must be equally adept and alert. The expectations of the DAE community are high.
Delivery of an effective healthcare in a compassionate, ethical and efficient manner is thus
an onerous task.
It is not easy to make every patient or his/her next of kin feel that he/she has been
best cared for. There are narrow windows of time of treatment for certain critical conditions.
These guidelines will serve to make the best possible effort in that direction. I expect that at
a later date these guidelines will be made available to all the hospitals and dispensaries
working in different Units of DAE I compliment Medical Division for bringing out these
revised and updated guidelines for patient care.

(K. B. Sainis, Ph D)
Director, Bio-Medical Group
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MEDICO-LEGAL CASES - WHAT, WHEN AND HOW
What is a medico-legal case (MLC)?
A medico-legal case is one where besides the medical treatment; investigations by law enforcing agencies,
are essential to fix the responsibility regarding the present state / condition of the patient. The case
therefore has both medical and legal implications.
Registering MLC is a MUST
Attending casualty medical officer (CMO) has the authority to decide whether the case is to be
registered as medico-legal or not. There is no scope for acceding to request / pressure from the
relatives, patient himself or his colleagues regarding the registration of MLC.
Even if the incident (e.g. trauma) has happened several days ago, if the complaints merit an MLC, then
MLC should be registered.
A case should be registered medico-legal even if the patient requires an OPD treatment.
Failure to preserve the necessary samples for subsequent examination in Forensic Science Laboratory
or releasing the dead body of a patient in a criminal case without inquest and Post- Mortem (PM) may
render a doctor liable to be charged under IPC 201, punishable with imprisonment up to 7 years and
fine, for causing disappearance of evidence.
Which cases qualify as medico-legal cases?
1.

Cases of accidental deaths, injuries, poisoning or unnatural events under suspicious
circumstances must be reported to the police whenever such cases are brought to the notice
of Casualty, OPD or dispensaries for treatment (FORM II).

2.

Police should be immediately informed after patient is declared “Dead on Arrival” in casualty
or dispensary, so that, an inquest can be arranged.

3.

A patient may suddenly die after admission to the Hospital. It is the duty of the Medical
officer to inform such a case of death to the Police, immediately. The intimation to be
given to the Police should be to the effect, that the patient died suddenly and the cause of
death is not known. The date and time of the intimation must also invariably be recorded
on the case papers.

4.

The death of a patient within 24 hours of admission should be reported to the Police, so
that, they can arrange for an inquest and a postmortem examination, if necessary.

5.

There may be certain occasions when cause of death of a patient attending the hospital, is
not clearly mentioned in the report and there may also be suspicious circumstance. It is
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customary in such case to inform the Police so that, they can arrange for the necessary
inquest and give instructions for postmortem examination. Telephonic message can be
relayed only as corroboration to the written message.
6.

Deaths in the Operation Theatre during Medical Termination of Pregnancy, delivery,
following sterilization or any other surgical procedure should also be reported to Police.

7.

The Police should be informed about drug or alcohol related death (including deaths of
drug addicts).

8.

Whenever a medico-legal case is admitted in the ward, the concerned consultant on call
and the head of the unit should be informed, about such admission.

9.

All burns cases should be registered as medico-legal. The Medical Officers should record
on the case paper, the statement of the woman (if she is married) about the circumstances
under which she had sustained burns. The Police should be informed to arrange for a dying
declaration in severe cases.

10. If a patient is found absconding from the wards, MLC should be registered immediately.
11. MLC should be registered when a patient has a fall or trauma during the hospital admission
and treatment.
In case of medico-legal cases, if any related x-ray films or images are given to the patient, a
written acknowledgement should be taken for the same.
Procedure
Verbal communication with the Police does not mean registering an MLC. All the communication in
this regard should be written. (FORM I) is to be filled by the resident doctor / CMO on duty, in
duplicate and are to be handed over to the security officer on duty. The security officer should inform
the Police Station and return the form duly filled with the details of MLC; e.g. Buckle no. of the Police
personnel etc. A copy of this is to be preserved in the patient’s case file.
In every MLC, detailed record of history, examination including general condition, level of consciousness,
vital parameters and report of investigations should be mentioned.
The Police should be informed only through the security. There should be no individual communication
to the Police.
If a medico-legal case presents in the dispensary, the patient’s relatives should sign an
undertaking that they will register the case at the Police Station. A copy of the same is to be
kept in the file (FORM III).
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yççÇSDççjmççÇ DçmHçlççuç / BARC HOSPITAL
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cçábyçF& / Mumbai - 400 094

Yççjlç mçjkçÀçj
Government of India
YççYçç HçjcççCçá DçvçámçbOççvç kçíbÀê
BHABHA ATOMIC RESEARCH CENTRE
Dee³eg&efJe%eeve ÒeYeeie
MEDICAL DIVISION
INFORMATION OF M.L.C REGISTRATION (FORM I)
From:

BARC HOSPITAL, ANUSHAKTI NAGAR, MUMBAI 400 094
(Name of hospital & address)

To,
The sub – inspector of police,
(Name & address of police station)
Subject – Information regarding a Medico-legal case.
Sir,
I write to inform you that patient by name __________________________________________
(CHSS No.)___________________ male/female, aged __________ years, son / daughter / wife of
_____________________, inhabitant of _______________________ has been brought into the
casualty department/ OPD /Ward ______________, at _______a.m./ p.m., on _____________
_________________________________alleged to have been____________________________
____________________________________________________________________________________________________________
(State brief history & condition of patient)
at _______________ a.m. / p.m., ___________________ at
Mumbai
(Date of incident)
(Place)
Attending Doctor’s name & Designation:____________________________________________
Reg. No.: ________________________ Signature of Doctor: ____________________________
Date & Time: ____________________ Name of Doctor: ____________________________
He / she is being treated as out patient / in patient in Ward No/OPD/Casualty _________________
This information was already given on telephone to _____________ Buckle No ___________ (Name
of police officer) of police station ________________, on _____________________ at
________________ a.m. / p.m. Please do the needful.
Yours faithfully
Seal

Sign : __________________________

Date: _____________

Name: __________________________

Time: _____________

Designation of
Security personnel:
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Government of India
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BHABHA ATOMIC RESEARCH CENTRE
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MEDICAL DIVISION
INTIMATION OF DEATH IN MEDICO LEGAL CASE (FORM II)
From:

BARC HOSPITAL, ANUSHAKTI NAGAR, MUMBAI 400 094
(Name of hospital & address)

To,
The sub–Inspector of police,
(Name & address of police station)
Subject – Information of Death in Medico- legal case.
Sir,
I am to inform you that the patient by name ___________________________________________
Male / female, aged ___________ years, son / daughter / wife of __________________________
_________________________________, inhabitant of _________________________ who was
admitted in this hospital in Ward No./ OPD/ Casualty ___________ on _________ at _________
a.m. / p.m. as a medico legal case has expired on ________________ at_________ a.m. / p.m.
is brought dead to this hospital on _________________ at _______________ a.m. / p.m.
The information of medico legal registration was already sent on _________________________ at
_______________ a.m. / p.m.
The cause of death is

Please do the needful.
Yours faithfully
Seal

Date : _____________
Time : _____________

Sign :________________________
Name: ______________________
Designation: __________________

Forwarded to Security, BARC Hospital for further action, for information and to Trombay Police
Station, Mumbai, for further action.
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MEDICAL DIVISION
UNDERTAKING FOR REGISTRATION OF MLC (FORM III)
I,

(name of relative) am the

______________________ (name of relation) of ____________________________________
(name of patient) a patient at the BARC HOSPITAL, ANUSHAKTI NAGAR, MUMBAI 94/
(name of healthcare institution)
Dispensary No.______________
agree to
register the case as medico-legal at the nearest police station immediately.
I hereby release the ————————————————— (name of healthcare institution) and
health personnel attending the patient from any liability that I might assert against them for not providing
the treatment prescribed therein. I attest that I am of full age, am mentally competent to execute this
release, and I am the patient’s closest relative responsible and available at the present time for consultation
as to the patient’s need for care.
Date:__________________________
Time: _________________________
Signature of relative: ____________________________________________________________
Address & Contact No.: ________________________________________________________
_____________________________________________________________________________
Signature of health care worker : __________________________
Personnel attending patient/ Witness : _______________________
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ZERO HOUR PROTOCOLS
Guidelines in General Medicine
Unconscious Patients
1. Check
- Pulse, BP, TPR, RS, CVS, Pupils, CNS, Reflexes,
Injuries/Marks, Check the Pockets, for any source of Identification
Injurious objects,
2. History
- Poisoning,
Relevant,
History, Trauma
3. HGT,
O2 Sat,
ECG,
4. InJ. Dextrose 25% SOS,
5 Save Contents for Chemical Analysis (RT aspirate SOS)
6. MLC
7. Fundascopy
8. MED RMO
9. Admission is a Must
Chest Pain
EVALUATION OF ACUTE CHEST PAIN


All patients with chest pain should be evaluated thoroughly. Detailed clinical history and examination
should be done to identify probable cause for the same.



Patients presenting with prolonged (more than ten minutes) acute chest pain suggestive of acute
coronary syndrome should be further evaluated.



A patient who is suspected of having an ACS should not be sent to lab or any other place for ECG
or measurement of cardiac markers.
EVALUATION OF ACUTE CHEST PAIN
CHEST PAIN > 10 min at rest
(Possible ACS, no alternative cause)
Assessment and stabilization of vital parameters,

Discharge if clear
Non - Serious Cause is found
and ECG is normal


Admit to Casualty for further
evaluation and Take ECG







H/O IHD in past or high risk  refer
to Med RMO even if ECG normal



Clinically possible ACS
ECG with probable changes,
advise Cardiac Markers (after 6
hours of onset of pain)

Significant ECG changes/
ST elevation/LBBB,
Positive cardiac markers then
admit to ICU or inform RMO





ECG abnormalities other than ST elevation,
ongoing pain, positive Cardiac markers or
Hemodynamic abnormalities ACS confirmed

Cardiac markers normal, repeat ECG
(after one hour) if stable; advice to
attend medical OPD the next morning


Call Med RMO
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Nonischaemic Causes of Chest Pain
Illness/Condition

Differentiating Symptoms and Signs

Reflux oesophagitis,



No ECG changes

oesophageal spasm



No ECG changes



Heartburn



Worse in recumbent position, and also whilst straining, like angina
pectoris



The most common cause of chest pain. Be careful to recognize a
risk patient who also has ischaemia.



Tachypnoea, hypoxaemia, hypocarbia



No pulmonary congestion on chest x-ray, which is often normal



Clinical presentation may resemble hyperventilation.

Pulmonary embolism



Arterial oxygen pressure (PaO2) decreased or normal, partial arterial
pressure of carbon dioxide (PaCO2) decreased

Hyperventilation



Pain is not often marked.



D-dimer assay positive; negative result excludes pulmonary
embolism.

Hyperventilation Syndrome


The main symptom is dyspnoea, as in pulmonary embolism.



Often a young patient



Tingling and numbness of the limbs, dizziness



PaCO2 decreased, PaO2 increased or normal

Secondary Hyperventilation

Spontaneous



Attributable to an organic illness/cause; acidosis, pulmonary
embolism, pneumothorax, asthma



Dyspnoea is the main symptom in the initial phase, later dyspnoea

pneumothorax

on exertion only.


Auscultation and chest x-ray
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Aortic dissection



Severe pain with changing localization



Type A dissection sometimes obstructs the origin of a coronary artery
(usually the right) with signs of impending inferoposterior infarction

Pericarditis



Pulses may be asymmetrical



Sometimes broad mediastinum on chest x-ray



New aortic valve regurgitation



Change of posture and breathing influence the pain.



A friction sound may be heard.



ST-elevation but no reciprocal ST depression.

Pleuritis



Costochondral pain



Palpation tenderness, movements of chest influence the pain



Might also be an insignificant incidental finding.



No ECG changes, rash.



Rash appears after a couple of days.



Localized paraesthesia before rash.

Ectopic beats



Transient, in the area of the apex, felt also at rest.

Peptic ulcer,
cholecystitis,
pancreatitis
Depression



Early herpes zoster

A stabbing pain when breathing. The most common cause of stabbing
chest pain is, however, prolonged cough.

Clinical examination (inferior wall ischaemia may resemble acute
abdomen). Be careful to recognize a risk patient who also has
coronaryheart disease.
 Continuous feeling of heaviness in the chest, no correlation to
exercise


Alcohol-related

ECG normal



A young or middle-aged male patient in a casualty department in a
drunken condition H/o Alcohol. Remember the possibility of
ischaemia.
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Uncontrolled Hypertension/Giddiness Severe Headache
1. Pulse, BP, TPR, CNS — Pupils, Plantars, CVS, RS,
2. Relevant History, Fall, Trauma,
3. Fundoscopy, ECG, HGT
4. T. Captopril, ½ SLC Stat
5. Call Med RMO

Guidelines in Respiratory Medicines
HEMOPTYSIS (COUGH WITH BLOOD) CHECK PARAMETERS
Propped up position
Moist nasal Oxygen
Maintain airway
Lateral position
DO NOT SEDATE
I/V line – fluids (check BP)
Send blood for grouping
I/V Ethamsyl 500 mg to be given stat
Once stable
X-ray chest can be asked for

Status Aathmaticus


Check parameters (vitals & respiratory signs)



If H/O Bronchial asthma available



CHECK CYANOSIS ( ATTACH SPO2 if possible)



Moist nasal oxygen in propped up position



Nebulisation (asthalin)



Secure I/V line



Inj Hydrocort 100mg I/V or IM stat



I/V Aminophyline 125 mg diluted slow bolus only after oxygen and Hydrocort to avoid
worsening of hypoxemia



Keep Endotracheal tube ready

If chest pain ask for x ray chest to r/o Pneuno Thorax
Monitor for clinical signs, oxygen saturation till Medical RMO attends
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Guidelines in Paediatrics
Management of Dehydration

Ringer’s lactate 15 ml / kg / hour for the first hour



Continue monitoring during the infusion
Record pulse, breathing rate, capillary refill at the beginning and then every 5-10 minutes



Assess after 1 hour





No improvement
(no change in pulse rate or capillary refill)
or


Improvement seen
(pulse rate decreases, faster capillary
refill, increase in blood pressure)





Worsening
(increase in pulse rate, slower capillary refill)

Consider severe
dehydration with shock



# Repeat Ringers’ lactate 15 ml / kg over 1 hour

Consider septic shock and
treat accordingly


Clinically better / no evidence of shock
Give IV fluids 10 ml / kg / hour for next 8 hr
and substitute ORS for IV fluids when
child accepts orally (usually within 4-6 hr)

Add potassium chloride 15% solution to the IV fluids at the rate of 1.5 ml per 100 ml after the patient
passes urine.
Monitor every 30 minutes for the first two hours and then hourly for the next 8-10 hours for :


Pulse and respiratory rate



Capillary refill time



Sensorium



Urine frequency / volume



Stool and vomit frequency

CAUTION: Avoid over hydration; if signs of over hydration appear, stop fluids and reassess after 1 hr.
(Adapted from the WHO manual on “Management of the child with a serious infection or severe
malnutrition; Guidelines for Care at the First-referral level in Developing Countries”).
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Management of Shock (Paediatrics)
Assess baseline hemodynamic status
Etiology
Organ dysfunction






Oxygen
ABC of resuscitation
Rapid vascular access

SUSPECTED SHOCK



Infuse 20 ml / kg of crystalloid rapidly over 5 minutes
Inotropes / afterload reducing agents in cardiogenic shock
Antibiotics in suspected septic shock
Catecholamines,steroids, antihistamines in anaphylaxis
Blood replacement in hemorrhagic shock



Assess heart rate, blood pressure, capillary refill, urine output
Correct hypoglycemia and hypocalcemia



Improvement









Repeat 20 ml / kg isotonic saline or
colloid boluses upto 60 ml / kg in
15 min



Continue increased rate
of fluid administration
while monitoring above
mentioned parameters and
CVP (consider inotropes)



No improvement (septic shock)





Replace rest
of fluid/blood
Deficit over
3-4 hr



Suspected/
early septic
shock

Hypovolemic/
Hemorrhagic
Shock

Exclude
cardiogenic
shock





Fluid Responsive

Fluid refractory shock





Observe in PICU

Insert CVP line
Start dopamine @ 10 g/kg/min



Reevaluate



Reevaluate

No improvement



Fluid refractory dopamine
Resistant shock



Warm shock

Cold shock





Start nor-epinephrine




Shock persists



Vasodilators
Inodilators



If the child is at risk of adrenal
insufficiency, administer steroids

Catecholamine resistant shock



Cold shock
+ low BP



Titrate
epinephrine
12



Cold shock
+ normal BP

Start epinephrine

Warm shock
+ low BP



Titrate
Nor-epinephrine

Antidotes in Drug Poisoning
Poison
1. Acetaminophen (paracetamol)
Toxic dose: 150 mg / kg

Antidote
N-acetyl cysteine 140 mg / kg followed by 70 mg / kg every
4 hours for 68 hours (17 doses) as oral solution.

2. Amphetamines Toxic dose: 50 mg Chlorpromazine 1 mg / kg IM or IV.
3. Atropine
Pilocarpine 2-4 mg orally or 0.25-0.5 mg IM. Physostigmine
1-2 mg IM every 30 min.
Physostigmine 0.5-2.0 mg IM every 30 min. Neostigmine is
4. Belladonna (Dhatura)
ineffective because it does not enter the CNS.
5. Benzodiazepines

Flumazenil IV in incremental doses of 0.1, 0.2, 0.3, 0.5 mg at
1-min intervals until desired effect is achieved.

6. Carbon monoxide

100% oxygen inhalation or hyperbaric oxygen therapy.

7. CyanideFatal dose: 200-300 mg i. Amyl nitrite (vaporal) 0.3 ml inhalation for 15-30 sec after
every min. ii Sodium nitrate 3% solution, 0.33ml / kg
(max 10 ml) slowly IV.
iii. Sodium thiosulphate 1.65 ml / kg 25% solution (max 50 ml)
at a rate of 2.5-5.0 ml per min IV.
8. Ethylene glycol
Ethanol 10 ml/kg 10% solution IV or 1 ml/kg of 95% by month.
Maintenance dose is 1.5 ml/kg/hr 10% solution IV or 3 ml/kg/hr
10% solution IV during hemodialysis.
9. Heavy Metals i.
Mercury i, ii,iii.
Arsenic i,iii.
Lead i, ii, iii, iv.

i. British anti-lewisite (BAL) 12-24 mg/kg/day in 6 divided
doses IM (BAL or dimercaprol 100 mg/ml; 3 ml amp).
ii. ETDA (calcium disodium ethylene diamine tetra acetic acid)
50-75 mg / kg / day in 4 div doses IM or IV as 0.2-0.4%
solution (200 mg / ml ampoule).
iii. d-Penicillamine 20-40 mg / kg per day orally for 5 days.
iv. Oral thiamine and dimercapto succinic acid (DMSA) is
useful.

10. Heparin

2.0 mg protamine sulfate for 100 units heparin as 1% solution
IV (10 mg / ml ampoule).

11. Iron Toxic dose: 35 mg / kg

Deferoxamine 15 mg / kg / hr IV infusion. Therapy needed for
12-36 hours till urine color becomes normal (desferal 500 mg /
vial).

12. Isoniazid

Pyridoxine 1.0mg IV for every 1.0 mg of isoniazid upto a
maximum of 500 mg if amount of isoniazid ingested is
umknown.

13. Methemoglobinemia

Methylene blue 1-2 mg/kg/hr IV 1% solution. May be repeated
after 4 hours (10 mg/ml ampoule) Maximum dose is 7 mg/kg.

14. Methyl alcohol

Ethyl alcohol (ethanol) 0.75-1.0 ml/kg IV followed by 0.5 ml/kg
every hourly IV as 5% solution in sodium bicarbonate.
Alternatively it can be given as 3-4 ounces of whisky (45%
alcohol) every 4 hourly for 1-3 days in adults (Ing ethanol 2 ml
ampoule).
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15. Morphine, other opiates, semi
Naloxone 0.1 mg / kg IV (max 2 mg) Repeat every 2-3 min till
and synthetic narcotics (heroin), the reversal of toxic effects or a cumulative dose of 10 mg is
meperidine, lomotil
reached (Ing narcan 0.4 mg / ml).
(diphenoxylate hydrochloride),
and pentazocin
16. Organo-phosphorous poisoning i. Atropine 0.02-0.05 mg / kg / dose IV every 15-30 min till
(insecticides which are
signs of atropinization develop. For continuous infusion
cholinesterase inhibitors)
0.02-0.08 mg / kg / hour after the initial bolus.
ii. PAM or pralidoxime (2-Pyridine aldozime methiodide)
25-50 mg / kg IM or IV as 5% solution over 15-30 minutes.
The dose may be repeated after 1-2 hours and then at 10-12
hours intervals if cholinergic signs recur. For continuous
infusion 9-19 mg/kg/hour after the initial bolus of
25-50 mg / kg.
17. Phenothiazine and metoclopramide (extra-pyramidal
reactions)
18. Propranolol (Beta-blockers)

19. Warfarin

Diphenhydramine 1-2 mg / kg / IV every 30 min. (benadryl
cap 25 mg; 50 mg ; elixir 12.5 mg / 5 ml; amp 50 mg/ml; vials
10 mg / ml).
Atropine 0.01-0.02 mg / kg per dose SC every 5-10 min to
achieve full atropinisation. Glucagon 0.25-1.0 mg IM or IV
(Glucagon amp 1 mg / ml).
Vitamin K 5-10 mg IM or IV (Inj kapilin 10 mg / ml).
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Management of the dog bite Wound
Do’s
1. Cleansing

Wash thoroughly with soap and running water.

2. Chemical treatment

Apply alcohol or tincture iodine or aqueous solution of iodine or
quarternary ammonium compound (like cetavalon or savlon).

3. Anti Rabies Serum
(ARS)

When ARS is indicated and the bite is less than 24 hours old,
most or all of this should be infiltrated around the wounds.

4. Other measures

Tetanus toxoid should be given if otherwise indicated. Antibiotics
may be administered if wound appears unhealthy.

Dont’s
1.

No cauterization of the wound.

2.

No stitching of the wound. If stitching is unavoidable, infiltrate the ARS around the
wound and then apply minimum of stitches.

3.

Wounds are best closed by secondary suture after proper cleansing and daily wound care
for a week. Infection is much less of a problem when this is practiced and cosmetic end
result are better.

4.

No application of turmeric, chilly powder or oil over the wound.
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Guidelines for rabies prophylaxix advocated by the WHO
Category Type of contact with a suspected or Recommended
confirmed rabid domestic or wilda treatment
animal or animal unavailable for
observation.

Remarks

I

Touching or feeding of animals and None, if reliable case
licks on intact skin.
history is available

II

Nibbling of uncovered skin. Minor Stop treatment if
scratches or abrasions without animal remains healthy
bleeding. Licks over broken skin.
Administer vaccine immediatelyb

throughout the observation
periodc of 10 days or if animal
is killed humanely and found
to be negative for rabies by
appropriate laboratory
techniques.

III

Single or multiple transdermal bites Administer the antior scratches with oozing of blood. rabies serum as well
Contamination of mucous as the vaccine
membrane with saliva (i.e. licks)
immediatelyb

Stop treatment if animal
remains healthy throughout the
observation periodc of 10
days or if animal is killed
humanely and found to be
negative for rabies by
appropriate laboratory
techniques

–

a. Exposure to rodents, rabbits and hares seldom, if ever, require specific anti-rabies treatment.
b. If an apparently healthy dog or cat from a low-risk area is placed under observation, the
situation may warrant delaying initiation of treatment.
c. This observation period applies only to dogs and cats. Except in the case of threatened or
endangered species, other domestic and wild animals suspected as rabid should be killed
humanely and their tissues examined using appropriate laboratory techniques. Treatment
should be started as early as possible after exposure, but in no case should it be denied to
exposed persons whatever time interval might have elapsed.
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ACUTE ASTHMA
Initial Assessment
(Call Pediatric Resident on call)




Impending respiratory failure/life threatening attack.

a)
b)
c)
d)



Oxygen
Nebulized â2 agonist and ipratropium.
IV Corticosteroids
Inj.Terbulatilne/Adrenaline sc



Moderate to severe attack

a)
b)
c)
d)



Oxygen
Nebulized â2 agonist
Corticosteroids IV or Oral
Inj.Terbulatilne/Adrenaline sc





Transfer to PICU

Reassess after 1hour




Good response



Poor/ Partial response
i) Increase interval between nebulisations
ii) Observe for 2-4 hrs
iii) Discharge on bronchodilators.


i) Continue above therapy
ii) Add aminophylline
iii) IV fluids, correct acidosis



No response after 2-4 hrs



i) Continue above therapy.
ii) Trail of Magnesium sulp/Terbulatine



No response/ Impending respiratory failure



Transfer to PICU



Continue same as above
Trial of IV Ketamine



Features of Respiratory Failure



Intubate and Ventilate
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Drug doses:
Adrenaline

is available as 1:1000 (1mg/ml) solution to be given as 0.01 mg / kg
(max 0.3 mg) SC every 20 min for three doses.

Terbutaline (SC)

is available as 0.05% solution to be given as SC 0.01mg / kg every
20 min for three doses (same as adrenaline)

Salbutamol

is available as 0.5% (5 mg / ml) solution to be given as 0.15mg / kg
(0.03 ml / kg) stat followed by 0.01, 0.01-0.03 ml/kg every 20 min till
adequate response. (Minimum single dose 2.5 mg / maximum 5 mg). Later
continue nebulized salbutamol as up to 0.3 mg / kg dose hourly. For adequate
delivery dissolve the aerosols in 2-3 ml NS and to prevent hypoxemia give
oxygen at flow of 6-8 L / min.
OR
MDI (100 microgram / puff) with spacer with/without mask, 8 puffs every 20
min OR 2 puffs every 5 min for 1 hour.

Budecort respules

are available as 0.5 mg/ml and are to be given as 1.5 ml added to the nebulizer
solution every 20 min for the first hour and then 4-6 hourly (Act pediatr 1999;
88: 835-40)
OR
MDI (50 / 100 / 200 microgram / puff) with spacer, 400 microgram
20 min x 3 doses (J Pediatr child health 1999; 35:483-487)

every

Prednisolone

PO 2 mg / kg / day in 2-3 divided doses for 5 days.

Hydrocortisone

IV 10 mg / kg / dose stat and then 5 mg / kg 6 hourly till accepting orally

Methyl Prednisolone

IV 1-2 mg / kg / dose 6 hourly till orally accepting.

Ipratropium

is available as 250 microgram / ml to be given as 1 ml diluted in 3 ml NS every
20 min for three doses and then 4-6 hourly. This may be mixed with salbutamol
nebulization.

Aminophylline

is available as 250 mg / 10 ml and 50 mg / ml. To be given as loading dose
5-6 mg / kg in 5% dextrose over 30 min (only if not on aminophylline previously)
and then infusion of 0.9-1.2 mg / kg / hour in 5% dextrose.

Magnesium Sulphate

available as 50% solution (500 mg / ml) for injection to be given as
50 mg / kg IV in 30 ml NS over 20 min and may repeat 6 hourly x 4 doses.
(Devi R et al, Indian Pediatrics 1997; 34: 389-397).

Terbutaline (IV)

as a bolus of 10 microgram / kg (0.01 mg/kg) over 30 min IV followed by 0.1
microgram / kg / min infusion which can be increased as necessary to a maximum
of 4 microgram / kg / min.
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Ketamine

available as 10 mg / ml injection to be given as 1-2 mg / kg IV at a rate
0.5 mg / kg / min, i.e. over 2-4 min, followed by an infustion of
1.0-2.5 mg / kg / hour in ventilated patients and 0.15 mg / kg / hour in
non-ventilated patients in ICU setup. (Samra VJ, Acta anaesthesiol scand
1992; 36: 106-107).

DROWNING MANAGEMENT (PAEDIATRICS)
DROWNING VICTIM
BREATHING

NO

YES

CAROTID PULSE
NO

YES

PULMONARY
EDEMA

Subrnerged for > hr Rigor
mortis, putrefaction

YES



DEAD
Do Not
Resuscitate

Grade VI
CPR
Defibrillate
IV Epinephrine
Resuscitate unit
temperature
> 30 C

NORMAL
WITH COUGH

SHOCK

NO



FEW CREPTS



Grade V
Artificial
ventilation
151/min O2

YES



Grade IV
Crystallaids/
colloids
Treat as
Grade III
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NO



Grade III
Oxygen 151/
min PICU
care Ventilation (PEEP
5-10 cm
H2O)
Sedation
Normalize
pH Lab
studies



Grade II
Oxygen 15/min
Admit for 6-48 hr
Chest X-ray
Arterial blood
gases



Grade I
Warm
and
calm

ALGORITHM FOR STATUS EPILEPTICUS
0-5 min

Inj. Lorazepam (0.1 mg / kg iv@ 2 mg / min).
or
Inj. Diazepam (0.3 mg / kg iv @ 5 mg / min) 3 doses max.


Seizures persisting after Lorazepam

5-25 min



Phenytoin (20 mg / kg iv @ 1 mg / kg / min).
Or
Fosphenytoin (20 mg / kg iv @ 3 mg / kg / min).


25-35 min

35-55 min

55-60 min

Phenytoin or Fosphenytoin (add 5-10 mg / kg) upto total of 30 mg / kg.

 Seizures continuing

Phenobaritone (20 mg / kg iv slowly over 20 min).

 Seizures persist

Phenobarbitone (5-10 mg / kg) slowly over next 20 min.


>60 minutes

Seizures continuing

Seizures persist

Midazolam infusion
Or
Propoful infusion
Or
Barbiturate Coma
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GUIDELINES IN GENERAL SURGERY
Acute Abdomen


quick history, examine abdomen - look for tenderness, guarding, rigidity



Vitals [pulse, BP, spo2, P/A, bowel sounds]



Wide bore IV access, start IVF [RL]



If vitals stable, inform surgical RMO



if BP is low infuse IVF in large doses and inform surgical RMO stat



Emergency blood investigations (CBC, BUN, Creatinine, Electrolytes, crossmatch)



ECG, X-RAY chest with both domes of diaphragm and abdomen erect/left lateral [if low BP]



Ryles tube if persistant vomiting



Foley’s catheterisation



Before shifting patient to ward, confirm

1. Vitals
2. Fresh IVF on flow
3. X-rays
TRAUMA
ASSESS A,B,C [TOP PRIORITY]


A – airway
1. Ask patients name,
2. If answers then airway is clear GO TO B
3. If not clear secretions, jaw thrust, chin lift, airway



B – breathing –
1. look for respiration
2. If no breathing, start CPR (need a team so call for help from sug. RMO team)
3. If breathing well, chest wall movements good GO TO C
4. chest wall movement not good look for air entry, consider pneumothorax may
need intubation



C – circulation
1. Palpate peripheral pulses, central pulsations, heart beats
2. If no start CPR
3. Wide bore IV access, infuse large volume of IVF
4. Control external bleeding
5. If circulation good then proceed



CPR + correct hypoxia – intubate and ventilate, rule out cardiac compression
[pneumothorax, pericardial tamponade], fill heart with fluid – infuse IVF.
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Vitals [pulse, BP, spo2]



Oxygen



Cervical collar (to be put in the ambulance prior to shifting patient to casualty)



Glasgow Coma Scale scoring



Pupil size and reaction to light



RT, foleys, airway if GCS < 12



If GCS < 8, call anaesthetist for intubation



Inform surgical RMO



Emergency blood investigations [CBC, BUN, creatinine, electrolytes, RBS, ABG,
cross match]



Assess other injuries



Inform ortho, ENT, ophthal RMO as per other injuries



X-ray skull and other relevant injured areas



MLC



Before shifting to ward


Confirm vitals



Fresh IVF on flow



Patient should be accompanied to ward with emergency tray



X-rays

HAEMATEMESIS


On receiving

1. vitals
2. wide bore IV, start IVF[RL]
3. emergency blood investigations[CBC, BUN, Creatinine, ABG, RBS, Electrolytes,
coagulation profile, cross match]
4. RT insertion, washes with NS till clear
5. sos foleys catheterization
6. for intubation call anaesthetist if mental obtundation


quick history and examination

1. fresh blood/coffee coloured vomitus with or without bleeding p/r or maleena
2. abdominal pain
3. h/o APD, alcoholic, cirrhosis, NSAID ingestion
4. past h/o similar episode
5. p/a, p/r, proctoscopy


before shifting to ward

1. confirm stable vitals
2. X-RAY chest and abdomen
3. send patient with fresh IV ringers on flow
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GUIDELINES IN ORTHOPAEDICS
Polytrauma Patient
Management priorities:
1. Assesment and Establishment of Airway and Ventilation
2. Assesment of Circulation and Perfusion
3. Haemorrhage Control
4. Shock Management
5. Fracture Stabilization
6. Patient Transport
Life threatening injuries to be addressed to and to be ruled
out before definitive orthopaedic management of fracture:
1. Head Injuries.
2. Thoracic Injuries
3. Abdominal Injuries
4. Genitourinary Injuries
Radiologic Evaluation of polytrauma patient from orthopaedic point of view
1. Lateral cervical spine X-ray. Must see all cervical vertebrae and top of T1. If cervical spine
injuries cannot be ruled out in absence of proper x-rays, a rigid cervical collar should be
maintained until adequate views or a CT scan is done.
2. AP view of chest
3. AP view of pelvis
4. Possibly lateral thoracolumbar spine X-ray
5. CT scan of head cervical spine thorax abdomen or pelvis with or without contrast as dictated
by injury pattern
6. Other X-rays like Skull X-rays or for abdomen should be taken as the case suggests
Before shifting the patient or before addressing to any limb fracture any life threatening
medical and surgical condition should be addressed to and ruled out.
Open / Compound Fractures
An open fracture refers to osseous disruption in which a break in the skin and underlying soft tissue
communicates directly with fracture and its hematoma.
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Emergency Room Management
After initial trauma survey and resuscitation for life threatening injuries:
1. Perform careful clinical and radiographic evaluation
2. Wound haemorrhage should be given direct pressure rather than tourniquets or blind clamping
3. Initiate parenteral antibiotics
4. Assess skin and soft tissue damage. Place saline soaked sterile dressing on the wound.
5. Perform provisional reduction and place a splint

Important
1. Do not irrigate debride or probe the wound in emergency room if immediate operative
intervention is planned. If surgical delay is anticipated a thorough but gentle irrigation with
normal saline may be performed. Only obvious foreign bodies that are easily accessible
should be removed
2. Bone fragments should not be removed in the emergency room no matter how seemingly
nonviable they may be.

Be Cautious
Infection
Open fractures may result in cellulitis or osteomyelitis, despite aggressive, serial debridements, copius
lavage, appropriate antibiosis, and meticulous wound care. A gross contamination at the time of injury
is causative, although retained foreign bodies, soft tissue compromise, and multisystem injury are risk
factors for infection.
Compartment syndrome
This results in severe loss of function, especially in tight fascial compartment including the forearm and
leg. It may be avoided by a high index of suspicion with serial neurovascular examinations accompanied
by compartment pressure monitoring, prompt recognition of impending compartment syndrome, and
fascial release at the time of surgery.

Spine Injury in General
Immobilisation
1. A rigid cervical collar indicated until the patient is cleared radiographically and clinically.
A patient with depressed level of consciousness cannot be cleared clinically
2. A special blackboard with a head cutout must be used for children to accommodate their
proportionately larger head size and prominent occiput
3. Patient should be removed from blackboard /hard surface support by log rolling as soon as
possible to minimize pressure sore formation
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Clearing the spine
1. A cleared spine in a patient implies that diligent spine evaluation is complete and the patient does
not have a spinal injury requiring treatment.
2. Necessary elements for complete spine evaluation are
A) History to assess for high risk events and high risk fracture
B)

Physical examination to check for physical signs of spine injury or neurodeficit

C) Imaging studies based on initial evaluation.
Patient with diagnosed cervical spine fracture should have at least one of the following four
characteristics
1. Midline neck tenderness
2. Evidence of intoxication
3. Abnormal level of alertness
4. Severe painful injuries elsewhere
Criteria for clinical clearance are
1. No posterior midline tenderness
2. Full pain free active range of motion
3. No focal neurological deficit
4. Normal level of alertness
5. No evidence of intoxication
6. No distracting injury
Patient with neurological deficit
A patient with non traumatic neurological symptoms or deficit should be approached priority wise with
the following
1. Patient should be evaluated for any medical condition to rule out non compressive myelopathy
2. Past head injury
3. Intracranial compressive lesions
4. Any orthopaedic cause for the symptoms /deficits

Dislocations
Definition
When there is no contact of the surfaces in anatomical alignment, the joint is said to be dislocated.
Dislocation is an orthopaedic emergency.
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Signs /symptoms of joint dislocation:
1. Severe pain.
2. Swelling.
3. Complete restriction of movements.
4. Tingling / numbness, paresthesias, pallor, cold clammy skin if associated neurovascular
compramise is present.
Major complications:
Distal neurovascular deficit.
Radiological evaluation:
AP and lateral views.
Do not try to manipulate the limb if joint dislocation is diagnosed.
Always check for distal pulsations and active toe/ankle or finger / wrist movements and
sensations to rule out any neurovascular damage.
In case of shoulder or elbow dislocation the upper limb should be given a sling support.
In case of hip or knee dislocation the patient must be moved to the bed gently without
manipulating the affected limb.

POINTS TO REMEMBER
1. A patient should be sent for x -ray after giving an analgesic.
2. A patient with severe back pain or those who limp while walking due to injury/fracture of
lower limb bone and those who are unable to sit on a wheel chair should be transferred only
on a trolley.
3. A patient with upper limb injury / fracture should be given a sling support.
4. Before sending the patient to x-rays the patient and accompanying relatives should be
instructed to remove and take custody of any metal ornament that would obstruct the
radiological view.
5. All bangles and rings from the fingers and toes should be removed at the earliest in view of
increasing swelling due to injury.
6. Portable x-rays should be taken for those patients who cannot be shifted in view of poor
general condition.
7. In case of paediatric patients radiological views of the concerned part should be taken for
both sides for comparison.
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GUIDELINES IN PHYSIOTHERAPY
Sports Injuries
Physiotherapy management is the primary
conservative treatment for soft tissue injuries. It
is helpful to reduce swelling, pain, further damage
of injured tissue.

Physiotherapy management
1. RICE: Rest, Ice, Compression, Elevation
2. Cryotherapy
3. Compression bandage
4. Tapping and splinting
5. Ultrasound therapy
6. Positioning
7. Soft tissue release technique
8. Muscle relaxnt spray
9. Stretching exercises
10. Minimize disability

Compression therapy
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Acute Episode of Back and Neck Pain
Acute neck and back pain are very often in day-to-day life. This can happen due to sudden weight
lifting, wrong sleeping posture, sudden jerks, trauma etc.
Physiotherapy management
Standing tall: Stand in a normal, relaxed
posture, then pretend that a string is pulling
you straight up from the top of your head.

1. Ice packs or cryotherapy
2. McKenzie positioning
3. Grade –I Maitland mobilization

Feel the
stretch in
your neck
and spine.
Relax and
repeat 5-10
times.

4. Moist heat packs
5. Tapping
6. Minimize disability

McKenzie positioning and mobilization
Mobilization Exercises
This gentle exercise is a good way to get started.

(1) Lie prone on the floor and slowly raise your head.
Repeat.

(1)

Lie flat on the floor with knees flexed.

(2) With improvement, place your forearms on the floor
and raise your upper body on your elbows. Repeat.

(2)

Rotate the pelvis to gently push your back
towards the floor. Release and repeat several
times.

(3) With further improvement, your therapist may have
you fully extend your back, raising your upper body
on extended arms.

Mobilization for acute back pain
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Cervical Headache
Headache is a common and
debilitating symptom. Benign,
recurrent and chronic headache often
present special problems in
differential diagnosis. Diagnosis is
based on nature, characteristic and
temporal pattern of headache.

Sleeping Position

The correct pillow should keep your spine straight
and your neck in a “neutral” position

Pain is more likely to be located in
the frontal, retro orbital, occipital, and
temporal areas. An ache and dull
boring pain and throbbing quality are
reported. It is not excruciating but can be moderate to severe. Associated symptoms are nausea,
blurred vision and other eye symptoms, dizziness or light headedness. When symptoms are unilateral,
they are ipsilateral neurological sign are rare. Sensory deficits are present in distribution of C2-C3.
Sustained neck postures commonly provoke cervical head.

Management
Simple analgesics are ineffective in chronic cervical headache
1. Rest
2. Cervical collar
3. Manual cervical traction
4. NAG and SNAG technique
5. Mainland technique

Acute Shoulder Pain
Acute shoulder pain commonly occurs in fall with outstretched hand or direct fall on the shoulder and
sudden jerk or trauma which causes acute manifestation of pain, swelling and instability.

Management
1. X-ray -To rule out fracture.
2. RICE
3. Cryotherapy with compression cuff.
4. Muscle relaxant spray
5. Sling
6. Ultra sound, IFT
7. Maitland mobilization Gr-I
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GUIDELINES IN ENT
Epistaxis


If severe
1. Take pulse / B.P.
2. Send patient’s blood for grouping/cross matching.
3. Pinch patient’s nostrils and make patient lie down with head high position.
4. Call ENT resident.



If mild
1. Call ENT resident.
2. Can give urgent appointment for next ENT OPD or routine appointment.

Sudden Hearing Loss / Blunt to Ear / Facial Palsy


Call ENT resident.



Follow up in next ENT OPD as urgent.

CLW Head and Neck Region


ENT resident to see in casualty.

Acute Giddiness


ENT resident to see in casualty.



Admission under ENT if medically stable, i.e., B.P./ECG etc are normal.

Foreign Body in Ear


Call ENT resident.



Do not try to remove.



If not moving, call in next OPD.



If moving, put liquid paraffin/sterile oil/spirit in ear.

Foreign Body in Nose


Call ENT resident



Do not try to remove.



If not removable, admit.
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Foreign Body in Throat


Call ENT resident.



Monitor vitals, if patient is in distress.



If in stridor, manage as below.

Stridor


Call ENT resident.



O2 till then.



Make patient lie down



See that all other parameters are stable i.e. pulse/B.P.

Neck Infections


Call ENT resident



Admit under ENT if in doubt or call in next OPD as urgent.

Ear Pain


ENT resident to see and decide.
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GUIDELINES IN OPHTHALMOLOGY
How to manage a case of ocular burns in casualty set up?
TYPE OF BURNS
Type title here

THERMAL BURNS
Common e.g. Fire Cracker

ACID BURNS
Common e.g. Strong-Car
Battery Fluid MILD Phenol

ALKALI BURNS
Common e.g. Cement,
Limestone, Baking Soda.

FIRST THING TO DO
Give through saline/RL wash
for 15-20 mins Inj TT IM

FIRST THING TO DO
Give through saline/RL wash
for 15-20 mins

FIRST THING TO DO
Give through saline/RL wash
for 15-20 mins

NEXT? - Check for
Comeo-Seleral Tear
Lid Burns
Comeal Epithelial defect

Comeo Scleral TearDiag: Soft Globe on
mild pressure Rx: Pad
the Eye URGENT
OPHTHAL
REF FOR Sx

STRONG ACIDS Cause Charming
Rx: URGENT OPHTHAL
REF

Comeo Epithelial
Defect- Diag:
Photophobia,
Fluorescein stain +ve
Rx: Oint+Pad

MILD ACID Comparatively Less
damaging
Rx: Oint+Pad
F/U in OPHTHAL OPD CM

STRONG & MILD BOTH
are more damaging than
acids
Rx: Oint+Pad
F/U in OPHTHAL OPD CM

Lid Burns
Rx-Clean & Dress
wound
Apply ointment
F/U OPHTHAL OPD CM

How to manage a case of red eye in casualty?

ASK FOR COMPLAINTS
PHOTOPHOBIA -Severe/mild?
DISCHARGE - Purulent/watery?
Any FEVER few days before?

BACTERIAL CONJUNCTIVITIS
Both Eyes.Purulent Discharge with lashes
sticking in morning Mild Photophobia

Rx AdviceE/d. Norflox 6/d
Wipe eye lashes with clean
wet cloth F/u after 7 days

VIRAL CONJUNCTIVITIS
One eye, Water discharge, Sub conjuntival
Haemorrhage,Marked photophobia,
Marked chemosisFever, Malaise, Pre auncular
Lymphadenopathy

Rx AdviceE/d. Norflox 6/d
Ref to OPHTHAL OPD for
starting topical steroids
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H/o FOREIGN
Try to locate Every
upper Lid & Check

Gi
Conj & Fomicial FB
Comeal FB ne

GUIDELINES IN GYNAECOLOGY
Patient in Haemorrhagic shock - Due to Haemoperitoneum / Bleeding PV
or Patient with Acute Abdomen


Check vital parameters (pulse rate, volume, rhythm, blood pressure; Oxygen saturation).



Maintain airway.



Give 100% oxygen.



Secure IV access: 14 to 16 gauge cannula.



Send blood for CBC, grouping cross matching, RBS, s. electrolytes, BUN, s. creatinine.



Start IV fluid 500 ml Ringer Lactate.



Insert Foley cather per urethra.



Inform RMO in labour room if patient is to be shifted to Gynaec. Unit.
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GUIDELINES IN PSYCHIATRY
A. General Strategy in Handling Patients
1. Self Protection
a.

Know as much as possible about the patients before meeting them.

b.

Leave physical restraint procedures to those who are trained to handle them.

c.

Be alert to risks of impending violence.

d.

Attend to the safety of the physical surroundings (e.g. door access, room objects)

e.

Have others present during the assessment if needed.

f.

Have others in the vicinity.

g.

Do not confront or threaten patients.

2. Prevent Harm
a.

Prevent self injury & suicide. Use whatever methods are necessary to prevent patients
from hurting themselves during the evaluation.

b.

Prevent Violence towards others:
1. Inform the patient that violence is not acceptable.
2. Approach the patient in a non threatening manner.
3. Reassure and calm the patient.
4. Offer medication.
5. Inform the patient that restraint or seclusion will be used if necessary.
6. Have teams ready to restrain the patient.

3. Rule out organic (general medical condition) causes viz
a.

Head trauma.

b.

Medical illness, including seizure disorders.

c.

Substance Abuse like alcohol, cannabis, drugs.

d.

Cerebrovascular Diseases.

e.

Metabolic abnormalities.

f.

Medications induced.

4. Obtain Proper History
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5. Do a General Medical Exam. Including CNS
6. Sedation of a Violent / Uncooperative Patient
a.

Injection Haloperidol 5-10 mg I.M. or slow I.V. over 2 minutes which may be repeated
after every 20 to 30 minutes.

b.

Concomittantly Injection Promethazine 25 mg – 50 mg I.M. can be administered alongwith
I.M. Injection Haloperidol for better tranquilization.

c.

If the violence is due to general medical conditions then (a) is preferred & it is best to
avoid a hypnotic.

d.

If the violence is due to substance/drug intoxication or induced, then (a) is preferred &
avoid hypnotics.

e.

If it is due to Drug/Substance withdrawal then in addition to (a) I.V. Diazepam
5-10 mg or I.V. Lorazepam 2-4 mg to be administered slowly over 2 minutes.

f.

Extrapyramidal Reactions (EPS) due to psychotropics are best controlled as follows:
i.

Marginal – oral T.Trihexiphenydyl 2-6 mg stat.

ii.

Minor - Inj. Promethazine 25-50 mg I.M.

iii.

Major - Inj. Promethazine 25-50 mg I.V.

B. DSH – Deliberate Self Harm (Minor to Major including suicidal attempt)
1.

History from patient as well as accompanying person.

2.

Patient must be admitted even if it appears accidental or otherwise.

3.

Depending on the clinical status of DSH, medical/surgical intervention should be sought /
attempted.

4.

MLC must be made.
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WORKING IN CASUALTY
Guidelines for Casualty Medical Officer (CMO)
All the emergency patients (actual/potential) should be routed through casualty department except for
situation where patient has been given a direct referral to a specific department. Patient should not be
redirected to casualty from the referred department.
All the patients who need observation should be registered as admissions in casualty.
All patients in need of critical care should be directed for admission to ICU/NICU/PICU as early as
possible with cross intervention at casualty if required & possible. Casualty helper and nurse should
acompany the patient.
Once the patient is clinically stable and fit to shift, he should be shifted to the concerned ward by the
RMO on call, at the earliest. If the patient is not shifted within a reasonable time, consultant on call
should be informed. When CMO is not sure about severity of the illness or potentially deteriorating
condition, the case should be referred to RMO in the respective discipline. RMO on call should be
called telephonically to the casualty. If the RMO on duty does not report within 10 minutes and there
is no further communication, CMO should contact the consultant on call/H. O. D. Such incidents
should be reported by the sister on duty to the night supervisor. Patients discharged from the panel
Hospitals should be admitted directaly to the ward and not through the casualty. Discharge from the
panel hospital should be co-ordinated by the parent unit.
When CMO feels the need to contact Consultant on call, he should do so immediately in consultation
with the respective RMO or at times at his own discretion.
If the Consultant on call is not available then Head of the unit should be contacted. If HOD is not
available then, any other Consultant in the same unit should be contacted.
If a patient or relatives refuse admission or treatment then they should be asked to write so, on the file
and sign in presence of a witness. Attending doctor should ensure that consequences of not complying
for advice or treatment are explained and these consequences are mentioned in patient’s language and
handwriting on the file. (Form IV)
If a CHSS beneficiary is brought dead then his case file should be checked for the
clinical records. If the prevalent clinical records justify the event of death or if cause of death can be
ascertained from previous records e.g. in a case of terminal malignancy, then the certificate can
be issued in consultation with respective RMO/Consultant. This is possible only if the patient
has followed up with the concerned doctor within the last 2 months. The RMO of the concerned
unit should sign such a document.
If a CHSS beneficiary is brought dead and death certificate cannot be issued then the Security/Police
should be informed, so that they can arrange for inquest & body can be sent to coroner with all the
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medical records available for post mortem. Relatives do not have a say in deciding whether postmortem
should be done or not. Reports to be Xeroxed from the office and given along with body for postmortem.
Security will co ordinate the procedure.
CHSS patients brought dead to dispensaries, are to be registered as medico legal cases. Relevant
forms are available on the computer. They have to be printed out and filled. Nearest police station
should be informed for further action and Postmortem is to be arranged for.
The certified dead body should not be kept in casualty for longer time & shifted to mortuary
as early as possible with proper clothing.
If a non CHSS patient reports to casualty, first aid should be offered with in-house facilities. A temporary
registration number should be given. It should be registered as admission in the casualty. If necessary
then should be transferred to nearby hospital/ medical centre once the patient is fit for transfer. A note
of treatment given should be sent along with.
If patient is not stable enough for independent transfer, then ambulance along with attendant will
be provided from the hospital.
If the non-CHSS patient is brought dead, security should be informed and the entry should be made
with temporary registration number and admission registered in casualty. In these cases, neither the
death certificate should be issued nor should the body be shifted to our mortuary waiting for death
certificate by external authorities. In such cases the relatives must arrange death certificate by the
treating doctor. If death certificate brought then the copy of death certificate should be kept in our
records. If death certificate is not brought then post mortem should be arranged by registering a
medico-legal case.
If a CHSS beneficiary is brought dead to dispensary, similar protocol as mentioned for casualty should
be followed. Forms for MLC are available on LAN and should be printed out for use.
Patients reporting to Trombay dispensary in emergency hours, who are seen by the medical attendant
(Non Doctor), are to be examined, monitored and transferred to the casualty in the ambulance. If
required resuscitation (CPR) to be given. Prescribing medicines other than first aid is to be avoided at
dispensary by the medical attendant.

Blood Alcohol Levels
When a person reports to casualty with alleged history of alcohol intake and trauma, patient is to be
subjected to alcohol breath test and the result is to be printed out from the machine. A xerox copy
of the same along with original result is to be kept in the file. He is then to be subjected to a confirmatory
test by taking blood sample for alcohol levels in the blood. 5cc of blood is to be collected in Fluoride
bulb and is to be sealed with wax. Name and CHSS number is to mentioned on the label and the bulb
to be given to the police personnel for testing at forensic laboratory. The name and number of the
constable is to be mentioned in the patient’s file. The sample can be kept in the door compartment
of the fridge but not to be frozen. This can be stored for upto 6 hours.
The form which is given below is to be filled and sent along with the sample to the forensic
laboratory.
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C. M.24
m.e

No. II

Form of Report to be used when forwarding substances other than Viscera to the Chemical
Analyser
___________
No.
FROM — The
To-THE CHEMICAL ANALYSER TO GOVERNMENT, BOMBAY.
Dated
FORWARDING the articles mentioned below for examination for ________________________
in connection with case of _________________

Description of Articles

Mode of packing and weight of parcel —

Copy of label and impression of seal —

If standard boxes and bottles are used —
a) Box No.
b) Bottle No.
Mode of despatch —

Date of receipt in Chemical Analyser’s Office—

Date
Facts of medico-legal importance in connection with case:-
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Form for Release by Relative upon Patient’s Refusal of Treatment (FORM IV)
I, _____________________________________________________________ (name of relative)
am the _____________________________________________________(name of relation) of
______________________________________________________________ (name of patient)
a patient at the
BARC HOSPITAL, ANUSHAKTI NAGAR, MUMBAI 400094
(name of healthcare institution)
My ______________________ (name of relation) has refused to consent to the______________
(name of he procedure/s) because_________________________________________________
_______________________________________________________________________________________________________________________________
(State patient’s reasons for refusal)
The qualified health professional attending the patient, whose signature appears below, had explained
to my _______________________________________________________________
_________________________________________________________________________________________
(Name of relation) the serious need for above-described procedure and that the possible / probable
consequence for his / her refusal is__________________________________________________
______________________________________________________________________________________________________________________
__________________________________________________________________________________________________
(Describe the consequence)
I fully understand that refusal of this treatment may jeopardize my ________________________
(name of relation) health and / or life, but is my wish that his / her refusal be honored, I hereby
release the ———————————————— (name of healthcare institution) and health
personnel attending the patient from any liability that I might assert against them for not providing the
treatment prescribed therein. I attest that I am of full age, am mentally competent to execute this
release, and I am the patient’s closest relative responsible available at the present time for consultation
as to the patient’s need for care.
Date:
Time:
Signature of relative:
Relationship:
Address:
Signature of health care worker:
Personnel attending patient:

_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
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INJURY ON DUTY (IOD)
Injury on duty is to be given a special consideration and is to be registered as IOD in the casualty
computer / in the register at Trombay dispensary.
In following circumstances, it should also be registered as Medico-legal case
1. Death of the employee while on duty
2. Vehicular/ road traffic accident while on duty
3. Electrical burns
In all circumstances, other than mentioned above, Injury on duty (IOD) is informed to casualty by one
of the following ways
1. IOD form is filled by the concerned division and sent along with the patient
2. Patient is registered as IOD at Trombay dispensary and referred to casualty for further
management with an IOD number. This number is to be entered in the casualty computer
3. Telephonic confirmation of IOD by the concerned division
In absence of any of the above, the case should be made medico-legal. Injury can be certified as IOD
only if it happens on BARC Premises
Injury on Duty report has to be generated from respective division/section to which the employee
belongs to, only the medical details are to be filled in by medical officer. Treatment should not be
withheld due to non availability of above mentioned forms.
Protocol to be followed during registering the IOD
Security should be informed
Details to be paid attention to while registering an IOD
1. Detailed h/o accident
2. Exact place where it occurred
3. If the employee was in radioactive area
3

a.

Was he seen by health physicist?

3

b. If yes, is he free of contamination?

4. What was the employee doing at the time of accident (exact nature work /job which
employee was doing when the accident occurred)
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5. Was he using Personal Protective Equipment (PPE)?
6. Was any first aid given before arrival?
7. Whether safety coordinator/health physicist was informed?
Different types of injuries can occur on duty – e.g. Mechanical or conventional trauma, acid/alkali
splashes, burns, bites (snake, dog bite, monkey bite, scorpion sting, bee stings) etc. Preliminary treatment
is provided at the site and at the Trombay dispensary and then patient is referred to the casualty and
respective department for further management.
Following situations merit a special mention
1. Injury on Duty in case of contractor’s worker
Record details about the patient, supervisor & contractor (Name/age, address, Telephone no.,
place of work, for whom work is being executed)
Name, computer number, division of departmental supervisor
Detailed h/o accident should be recorded as mentioned earlier.
Provide preliminary treatment
Ref to Shatabdi Hospital, Govandi / nearest govt hospital whenever further investigation and/or
treatment is required
Send in our ambulance with male nurse if condition is critical and / or likely to deteriorate
2. Employee brought with alleged h / o ‘under influence of alcohol on duty’
Following details are to be mentioned
Who has brought the employee?
Is there any written complaint from division / section about the employee regarding violent
behavior, irritability, drowsy / sleeping / vomiting / fall / injury etc?
Clinical examination with vital parameters
CNS examination
Detailed local and general examination should be carried out for injury/rule out organic
neurological problems /metabolic problems.
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Patient needs to be admitted in the ward. Patient should be subjected to Breath analyzer test
for alcohol. If tested positive, alcohol levels in the blood should be checked. Protocol to be
followed then, is given in the chapter dealing with working of casualty.
3. Death of an employee on duty inside BARC premises
Accidental – Medico-legal - inform security who will in turn inform police
Death after an illness - (Employee with known health problems like IHD, HT, DM etc. and
or one with symptoms like chest pain, dyspnoea, convulsion etc. at place of work — in
workshop / reactor building/lab etc.) After receiving call, doctor from the Trombay dispensary
will visit the place and examine to ascertain about death. CPR should be started and ambulance
from dispensary can bring the patient to the casualty. CPR to be continued during transport.
Patient should be declared dead only after confirmation by examination and ECG in the
casualty. This case should be treated as ‘patient brought dead to casualty’. The details of
this are given in the chapter on casualty.
4. If employee is brought dead or dies in Trombay dispensary. Similar protocol as in No 3 should
be followed. If a death can be confirmed at the dispensary, then hearse can be arranged to
bring in the dead body to casualty. This can be done after contacting the BARC security and
Head, Medical Division. Hearse should be co-coordinated by BARC Hospital security and
casualty. Relatives of the patients should be contacted by the parent division and they should
be asked to contact casualty.
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INDOOR PATIENTS
Record Keeping Guidelines
Records should be – Follow the 5 ‘c’
Correct
Clear
Comprehensive
Chronological
Contemporaneous (As and when it happens)
All entries should bear Date and Time
Handwriting should be legible
Each continuation sheet should bear the name and CHSS number of the patient and page number.
Canceling the record should be done with a single strike through with signature of the doctor
modifying the records.
General consent or Undertaking Form should be filled by the patient and duly signed on admission
(FORM V)
Patients should be admitted under the consultant advising the admission.
This form is not enough for major or minor surgeries which will require separate consent form
(FORM VI)
Discharge from the wards
All discharged patients should be given a duly filled (on the HIMS) discharge card with a copy kept in
the file. Date, Time and Name of the consultant for follow up visit should be clearly mentioned and
explained to the patients.
X-rays should be handed over and acknowledgements taken.
An acknowledgement slip should be signed by the relative so the responsibility of following the instructions
will be with the patients.
On Discharge, received
Discharge card
Reports of investigations
X-ray plates
Date and time of follow up
Date
Time
Relationship with the patient Name

Signature

The above mentioned slip is to be filled by the sister on duty.
Discharge at request is not encouraged.
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Discharge against medical advice ( DAMA)
when the patient’s condition does not permit the discharge but he is not willing for continuing the indoor
stay, discharge against medical advice should be issued. The consequence of this could be a major
complication including death hence adequate precaution should be taken. The attending doctor should
take patient’s signature on the given form (Form VII) along with a witness. The witness should be
patient’s relative/ friend. Also it is encouraged that patient writes in his own handwriting in Hindi /
English on the case file and he and his relatives sign the statement. Date and time of discharge should be
mentioned. This statement should mention the patients condition at that moment and their insistence on
discharge in spite of all the possibilities been explained to them.
Transfer to other hospitals
It is the responsibility of the treating doctor to shift the patient safely to other hospital.
Give a clear idea to the patient and relatives as to why the transfer is necessary?
Give them a choice of place amongst the panel hospitals where the patient can be transferred, keeping
in mind the patient’s condition and proximity of the hospital.
Check the facilities and equipment in the ambulance.
If patient’s condition is unstable, a qualified person should accompany the patient in the
ambulance.
All relevant reports, documents and case summary including treatment given should be handed over to
the relatives or accompanying doctor and acknowledgment taken.
A document that the need of transfer was explained to the patient and their consent was obtained to
shift to another hospital should be kept in the file.

45

oÓjYçç<ç /Telephone: 2556 3140/ 2559 8000
HçÌÀkçwmç / Fax
: (022) 2550 6944

yççÇSDççjmççÇ DçmHçlççuç / BARC HOSPITAL
DçCçáMççÆkçwlçvçiçj / Anushatinagar
cçábyçF& / Mumbai - 400 094

Yççjlç mçjkçÀçj
Government of India
YççYçç HçjcççCçá DçvçámçbOççvç kçíbÀê
BHABHA ATOMIC RESEARCH CENTRE
Dee³eg&efJe%eeve ÒeYeeie
MEDICAL DIVISION
GENERAL CONSENT-CUM-UNDERTAKING (FORM V)
All Patients are requested to read, understand and sign on the following undertaking at the time of
admission.
I _______________________________________________________Age __________ Years
(Full Name)
Residing at __________________________________________________________________
am getting admitted at this hospital under the care of ________________________________
(Name of Doctor)
for the necessary treatment voluntarily.
I hereby state that:
I am aware of the rules and regulations of the hospital and undertake to comply with the same.
I am aware of facilities and infrastructure of the hospital.
I undertake to collect all the papers, reports from the hospital on discharge
I undertake to provide one responsible person who will be accessable at all times during my stay and
authorized him to take all decision on my behalf.
I undertake to abide by the decision taken by the treating doctor. I am aware I have right to refuse
suggested treatment. In such situation I undertake to put that in writing on my case sheet.
I consent all the minor procedures, medications, examination (e.g. starting IV line, shaving, enema,
injections, administrations of oral medications, dressings etc.) during the course of my stay.
I am aware that the procedure will be carried out by the hospital staff and allow the same.
I am aware of the amenities, provision of food & beverages and working rules of the hospital.
I have been told not to keep any valuable in the hospital & the hospital authorities will be not responsible
in case of the loss of the same.
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I release the hospital administration from any accidents (medical as well as non-medical) beyond the
scope of administration such as natural calamities, flood, earthquake, theft, and dacoity.
I undertake not to smoke, consume alcohol or other drugs during hospital stay.
I am aware of the infrastructural facilities available at the hospital. I have seen the hospital wards and
find the facilities to my satisfaction.
I am aware that the consultant along with the whole staff including nurses and doctors will as a group
be taking my care.
I state that I have been fully explained the exact mode of treatment, alternative modes, risk,
consequences, advantages, benefits, risk, complications and sequelae and have chosen the
particular treatment/procedure. All the questions have been answered to the fullest of my
satisfaction.
I have disclosed all the information about my medical history, allergy history of previous
surgeries, personal and family history and have confirmed that the same have been entered
correctly.
By signing below I affirm that I have read all the clauses above/have been explained to me.

Name of patient ________________________________ Sign. of patient _________________
Date: _______________________ Time: ___________________
Witnesses:
1.

Name _____________________________________________ Sign. _________________
Date: _____________________ Time: ____________________

2.

Name _____________________________________________ Sign. _________________
Date: _____________________ Time: ___________________
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DISCHARGE AGAINST MEDICAL ADVICE (FORM VII)

For the reasons stated below I___________________________________________________
_______________________________________________________________________________
(name of the patient) direct that the following procedures not be performed upon me.
Procedure/ s refused; inclusive of admission
———————————————————————————————————————
———————————————————————————————————————
the reason/s for my refusal to consent to such procedure/ s is;_____________________________
__________________________________________________________________________________
___________________________________________________________________________________________________________
I understand that it is the considered opinion of the qualified health professional/ s attending
me, whose signature /s appears below, that I will likely need the above described procedures
and that the possible / probable consequence of my refusal is —————————————
———————————————————————————————————————
———————————————————————————————————————
Despite the chance that my health may be negatively affected and my life possibly endangered.
I request my refusal be honored, and I hereby release name of health care institution and all
health care personnel directly or indirectly in my care from all liabilities that might otherwise be
asserted as a result of not providing the desired care.
I attest that I am full age ——— and am mentally competent to make such a determination and
direction.
Time: ——————a.m. / p.m. Date: ———————Signature of patient: _______________
Address: ——————————————————————————————————
—————————————————————————————————————
——————————————————————————————————————
Signature of the close relative, if available: ————————————————————
Signature of health care personnel:

———————————————————————

Personnel attending the patient: —————————————————————————
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CONSENT
The consent has to be “Informed and legally valid”.
Denied consent should also be recorded.
Ideal consent should be
1.

In the language that he understands

2.

Written

3.

Reasonably detailed- It should include the following
A.

Diagnosis

B.

Available alternate modes of treatment

C.

The nature of procedure, anesthesia, risk and probability of complications

D.

The need for addition or amendment of the original surgical plan

E.

The effect of the procedure on quality of life

4.

In simple language

5.

Duly signed with date and time by the patients and relatives

6.

Well timed- there should be a reasonable time gap between the consent and the procedure. This
implies that patient has had enough time to decide. This does not hold true for emergence
surgeries.

Verbal or Oral consent is adequate for following procedures.
Clinical examination
Shaving of body parts
Intravenous, intramuscular injections
Enema
These procedures already get covered when an undertaking is signed by a person on admission (FORM
V)
Consent form-(FORM VI)
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CONSENT FOR PROCEDURE / SURGERY (FORM VI)
1. I, authorize the performance upon ——————————————————————
————————— (My self or name of patient)
The following procedure / treatment (s) / surgery ————————————————
———————————————————————————————————to
be performed under the direction of Dr. ————————————————–————
2. I have been explained the nature of anaesthesia used for the surgery and I have understood the
risks, consequences, complications of the same.
3. The doctors have already explained to me about the necessity, the exact mode of treatment,
alternative therapies, advantages and disadvantages of each of them, benefits, complications,
risks, consequences, sequel of the procedure / surgery / treatment. I am also told that these
complications are uncommon but not unknown. In spite of maximum efforts to avoid such
complications they can not be totally avoided.
4. After asking questions and satisfying myself I have decided to consent for the procedure /
treatment / surgery.
5. I have been explained that the management of the case will be done by a team of doctors,
nurses and other employees of the hospital.
6. I state that no guarantee or warrantee of results or cure has been given of me.
7. I have been explained that in a peculiar situation I may have to be transferred to other hospital
having specific facilities which are not available in this hospital.
8. I assure the management of the hospital to constantly keep one responsible relative with me
till the doctors want. If any delay is caused due to unavailability of a responsible relative the
consequences of that, will be borne by us. The doctor will not be responsible in that case.
9. I am aware that during the procedure blood or components of blood may be required to be
transfused. There are inherent risks of blood transfusion and the same have been explained
to me.
10.If required I have to arrange blood and its products from the other sources by me or my
relatives/friends as per procedure of the hospital.
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11. I consent to the observation, photograph of the procedure for medical, scientific, educational
purposes provided that due care is taken to conceal my identity.
12. I consent to the pathological examination of the retrieved specimens and disposal of he
tissues removed during the procedure.
13. I am aware that during the operation / procedure the course of management may have to be
changed in my best interest. This may also include incomplete surgery or removal or
treatment of other organs and body systems.
14. I have been given opportunity to ask questions and satisfy myself before signing.
15. I state I have no objection to the rescue of disposable items provided that they are properly
sterilized.
16. I further state that I have disclosed the relevant information about my previous illness,
surgeries and allergies. I shall not hold the hospital responsible for consequences arising
out of my nondisclosure.
17. I undertake to comply with all the instruction given to me verbal and written during and
after procedure / surgery.
18. I am aware that preexisting diseases and medical problems can further complicate the
procedure / surgery and the recovery and the same has been explained to me.
19. By signing below I confirm that all the things written above are read and understood by me
and I agree and accept all the clauses 1-19 written above.

Signature of patient___________________________________________________________
Name of patient ______________________________________________________________
Age_____________________ date ____________________ time ______________________
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OPERATION NOTES
The Existing BARC proforma for operation notes does include the important details. This should be
duly filled.
[Important points to remember while filling the operation records]
To be signed by the surgeon, otherwise it is to be considered incomplete.
Fill in as soon as the procedure is over
Events as they happen. Factual. Not interpretation of the events
Draw diagrams
If assistants disagree then mention that and the reason for taking final decision
Blood transfusion details
Communicate with relatives about the procedure (Before and after)
(FORM VIII) needs to be attached to the existing OT notes. This will include the nurses’ records,
pathology specimen removed and shown to relatives and any complications during the surgery,
if occurred. This form should bear the signatures of surgeon, staff nurse and the relatives.
Anaesthesia notes should be attached separately.
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ADDITION TO OT NOTES- FORM VIII
Complication Encountered

NURSING RECORD

Assisting Nurse:
Circulating Nurse:
Gauze piece count:
Preoperative Number
 Postoperative Number
MOP Count
 Preoperative Number
 Postoperative Number
Signed by (staff nurse)
Was the specimen shown to the relatives and details of operative findings explained to the relatives
Yes/ No

Signed by attendant relatives
Specimen sent to histopathology:

Yes/No
Signature of the surgeon
Designation:
Date:
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INFECTION CONTROL GUIDELINES
Based on the deliberations of Infection Control Committee, BARC Hospital (I.C.C. BARCH) various
policies on following aspects are hereby circulated:
1. Needle Stick Injury
2. Surgical Antibiotic Prophylaxis.
3. Standard Precautions.
4. General Guidelines for use of antibiotics.
The upgradation of Infection Control measures is an ongoing process. Additional policies are under
formulation and will be duely circulated. The changes in these policies as per the various inputs will be
notified from time to time.
It is understood that Head of units and M.O. Incharges Dispensaries are responsible for implementation
of these policies. Therefore Incharges should assure that employees are educated, the supplies are
available in accessible locations and compliance is evaluated from time to time.
Policy for Management of Niddle Stick Injury / Exposure to Blood or Body Fluids
1)

Wash the part with soap and water immediately. (Pricked finger should not be put in
mouth reflexly.) Splashes to nose, mouth or skin should be flushed with water and eyes
should be irrigated with clean water.

2)

Go to casualty
Give full history of injury or exposure
Give history of Hepatitis B immunization
Blood for Testing
i)

HbsAg

ii) Anti HbsAg
iii) Anti HCV
iv) Anti HIV
Give history of source patient and also his blood test findings.
3)

In case of HIV source, starter pack will be given in casualty immediately.
[Post Exposure Prophylaxis (PEP) drugs are available in Casualty]
For 48 hrs shall be supplied in Casualty
Zidovudine (AZT) 300 mg. twice daily
Lamivudine (3TC) 150 mg. twice daily

4)

Casualty medical officer should inform Physician on call during working hrs./at least within
24 hrs. for further management and follow-up.
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PROFORMA
Needle Stick Injury / Exposure to blood & body fluid.






Name of H.C.W.
Age
Sex
CHSS No./ MRD No.
Workplace, where incident occured.

1. Date & time of Needle Stick Injury:
2. Action taken at site of injury
a)
b)

Washed with soap & water.
Cleaned with alcohol rub.

3. History of immunisation for Hepatitis B
a)
b)

Hepatitis B Immunisation: Yes/ No
Date of immunisation:

4. Source


Injury








Needle
Instrument
Contact
Blood
Body fluids
Garbage Bag

5. Status of Patient known:

HbsAg / HIV / HCV - Positive
HbsAg / HIV / HCV - Negative

unknown:
6. Action taken in casualty
1) Medications given:
2) Investigations senti

HbsAg
ii.
Anti HbsAg
iii.
Anti HCV
iv.
Anti HIV

Forms
(i)
One copy in patient’s record file
(ii)
One copy to Sister-in-charge – casualty
One copy to Convener-Infection control committee
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Antibiotic Policy for Surgical Prophylaxis
95% of surgical incisions have bacteria. High concentrations of antibiotics are required at the time of
bacteremia (surgical incision to 8 hrs. after skin closure).
At BARC Hospital, based on type of surgeries and infection rate, second generation cephalosporin
(cefuroxime is recommended)

Standard Protocol
1) Cefuroxime 1.5 gram I.V. just prior to induction of Anaesthesia.


1 gram I.V. 4 hrs. after the previous dose.



In case of children dose is calculated according to wt. (50 mg. / kg.)

2) Metronidazole is added in Gynaec surgeries as 500 mg. I.V. 3 doses 8 hrly.
3) Metronidazole and Gentamycin are added in colonic surgeries.

Please note
* Antibiotics used for prophylaxis should not be prescribed in routine use.

Guidelines for Antibiotic Usage


Have a working knowledge of the spectrum of pathogens involved in common infections
and spectrum of activity of commonly used antibiotics.



Treat early and treat aggressively.



In the absence of microbiological diagnosis, treat the most resistant of possible pathogens.
This is particularly important in patients with serious life threatening infections.



If and when infection is microbiologically documented, use the most narrow spectrum
antibiotic agent possible.



Use combination therapy with agents known to have synergistic activity against the infecting
organism.



Use bactericidal agents whenever possible. Bacteriostatic agents, particularly in the absence
of normal host defense mechanisms, contribute to suboptimal therapy.



Understand the role of pharmacokinetics of the agent. Among the appropriate agents available
for the infecting organisms, use those with high bioavailability, higher volume of distribution
and better tissue/ pathogen penetration.



Use the optimal dose for optimal duration. Sub inhibitory concentration of antibiotics for
even a short period is highly likely to induce resistance in the pathogens as well as normal
flora.



Use local resistance surveillance date to guide initial antibiotic selection and to decide on
the most appropriate choices for presumptive therapy when cultures are not helpful.



Follow infection control practices for designated organisms stringently and consistently.
The least that should be done for all patients is to wash hands between patient contacts.



Use available vaccines for children and adults optimally with initial immunization and
periodic boosters as needed. Vaccines not only offer protection against infections. They
also reduce the need for antibiotic use and thereby prevent antibiotic resistance.
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Standard Precautions
Standard Precautions represents a system of barrier precautions to be used by all personnel for contact
with blood, all body fluids, secretions, excretions, non-intact skin and mucous membranes of ALL
patients, regardless of the patient’s diagnosis.
The purpose is to reduce transmission of infectious agents between patients, caregivers and others in
the medical center environment and to reduce the incidence of nosocomial infections among patients.
Heads of various departments should review all procedures performed in their department for risk of
potential exposure to blood and other body fluids.
I

Handwashing
1. Policies & Procedures
 Because nosocomial infections are most frequently spread by contact and the most common
form of contact is hand contact, HANDWASHING is the most important and most effective
means of preventing nosocomial transmission of organisms.
2. Hand washing Products
 In patients care areas, a liquid soap is preferred. (Liquid soap should not be diluted.)
 Alcohol based agents are recommended for use prior to invasive procedures, in critical
care units.
 When hand washing facilities are not readily accessible, an alcohol-based agent can be
used and later hands can be washed with soap and running water as soon as it is feasible
3. Hand washing Technique
 Wet hands first with water.
 Apply 3 to 5 ml of soap to hands.
 Rub hands together for at least 15 seconds.
 Cover all surfaces of hands and fingers.
 Rinse hands with water & dry thoroughly. Towels to be changed frequently. Wet towels
should not be used for wiping hands. Sister Incharge to take note of it.
4. Wash hands
 Before patient contact.
 Before invasive procedures, Use alcohol based agents in between patient contact.
This applies to newborn examination also. Nursing staff should provide the doctors
with the same on rounds.
 After removing gloves or other personal protective equipment.
 After contact with body substances or articles/surfaces contaminated with body
substances.
 Before preparing or eating food after personal contact that may contaminate hands
(e.g. covering sneeze, blowing nose, using bathroom)
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5. Techniques for hand hygiene – Alcohol Rubs
 Do not use if hands are visibly soiled or contaminated with blood or body fluids.
 Apply 2-3 ml of alcohol prep to hands.
 Be sure to cover all surfaces.
 Rub hands until alcohol dries (at least 15 seconds)
 Be sure hands are completely dry prior to putting on gloves.
II.

Personal Protective Equipment (PPE)
1. Glove
 Gloves must be worn for
a. anticipated contact with moist body substances, mucous membranes, tissue, and nonintact skin of all patients;
b. contact with surfaces and articles visibly soiled/contaminated by body substances;
c. performing venipuncture or other vascular access procedures (IV starts, phlebotomy,
in-line blood draws);
d. handling specimens when contamination of hands is anticipated.
 Wear gloves at bedside, immediately prior to task.
 Replace torn, punctured or otherwise damaged gloves as soon as patient safety permits.
 Remove and discard gloves after each individual task involving body substance
contact, before leaving the bedside. This applies to the Dental Surgeons also.
Gloves should not be worn
 Away form the bedside or lab bench
 At the nursing station
 To handle charts, clean linen, clean equipment or patient care supplies
 In elevators and other areas.

Caution: Gloves do not provide protection from needle sticks or other puncture wounds caused by
sharp objects. Use extreme caution when handling needles etc.
2. Masks
Masks are also worn to protect personnel from the transmission of infectious droplets during
close contact with the symptomatic patient.
Situations which may increase risk of splash/spatter include the following:
 Trauma care.
 Surgery or delivery of newborn.
 Intubation/suctioning/extubation
 Bronchoscopy/endoscopy.
 Emptying bedpans/suction canisters etc.
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 Patient care of coughing patient with suspected infectious etiology.
3. Aprons / Gowns
 Health care workers can wear plastic gowns during patient care where there is likelihood
of soiling their clothes with body substances.
 Wear lab coats in Lab settings.
 Remove protective body clothing before leaving the immediate work area.
 In surgical areas and during invasive procedures protective and sterile attire is required.
III. Patient Placement
Private rooms are required for Infection Control reasons for the following groups of patients.
 Those who soil the environment with body substances. For example, children or adults
with altered mental status.
 Those requiring precautions for airborne diseases.
 Those who are considered to be severely immunosuppressed.
 Patients with the same infectious disease / organism may be cohorted (Housed in the
same room).
IV.

Environment
 Spill Management
 Spills of body substances should be cleaned up promptly. Workers should wear gloves
and use other protective equipments if there is risk of splash. Area should then be
disinfected with hospital grade disinfect / detergent.

V.

Soiled Linen Handling
 Wear gloves to handle moist or visibly soiled linen.
 Place soiled linen in plastic laundry bags.
 Securely close laundry bag when bag is three-fourth full.
 Laundry workers must always wear gloves while handling the laundry.

VI.

Work Practices
 Eating etc. applying cosmetics in work areas is prohibited. Prior to the consumption
of food or drink and exit from immediate work area, employees should wash their
hands.
 Food and drink will not be kept in freezers, refrigerators, counter tops, shelves and
cabinets where blood or other potentially infectious materials are stored and handled.
Skin under the rings is more heavily colonized. Nursing staff should not wear rings
while on work. There has been a study that 40% of nurses harbor gram-negative bacilli
under their rings.
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COLLECTION AND TRANSPORTATION
OF CLINICAL SPECIMENS FOR
DIAGNOSTIC MICROBIOLOGY
The laboratory diagnosis of an infectious disease begins with the collection of a clinical specimen for
examination or processing in the laboratory (the right one, collected at the right time, transported in the
right way to the right laboratory). Proper collection of an appropriate clinical specimen is the first step
in obtaining an accurate laboratory diagnosis of an infectious disease. Guidelines for the collection and
transportation of specimens must emphasize two important aspects.
 Collection of the specimen before the administration of antimicrobial agents.
 Prevention of contamination of the specimen with externally present organisms or normal flora of
the body.
General rules for collection and transportation of specimens are summarized below:
Collection and transportation of specimens
Use standard precautions for collecting and handling all specimens & apply strict aseptic techniques
throughout the procedure.
 Wash hands before and after the collection.
 Collect the specimen at the appropriate phase of disease.
 Make certain that the specimen is representative of the infectious process (e.g. sputum is the
specimen for pneumonia and not saliva) and is adequate in quantity for the desired tests to be
performed.
 Collect or place the specimen aseptically in a sterile and/or appropriate container.
 Ensure that the outside of the specimen container is clean and uncontaminated.
 Close the container tightly so that its contents do not leak during transportation.
 Label and date the container appropriately and complete the requisition form.
 Arrange for immediate transportation of the specimen to the laboratory.
Criteria for rejection of specimens
Criteria should be developed by a laboratory on the basis of which the processing of a specimen may
not be done by the laboratory. The following are some examples.
 Missing or inadequate identification.
 Insufficient quantity.
 Specimen collected in an inappropriate container.
 Contamination suspected.
 Inappropriate transport or storage.
 Unknown time delay.
 Haemolysed blood sample
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Collection of specimens
The clinical state of the patient will not necessarily be reflected by the result of laboratory investigation
despite correct laboratory performance unless the specimen is in optimal condition required for the
analysis. Some of the important specimens and their proper collection and transportation methods are
described here so as to ensure quality.
Blood
Whole blood is required for bacteriological examination. Serum separated from blood is used for
serological techniques. Collection of Blood for culture must be obtained aseptically. Careful skin
preparation before procedure is essential. Choose the vein to be punctured, by touching the skin
before it has been disinfected. Using 70% alcohol, cleanse the skin over the venipuncture site in a circle
approximately 5cm in diameter, rubbing vigorously. Allow to air dry. Starting in the centre of the circle,
apply 2% tincture of iodine or povidone-iodine in ever-widening circle until the entire circle has been
saturated with iodine. Allow the iodine to dry on the skin for at least 1 minute. Insert the needle into the
vein and withdraw blood. After the needle has been removed, the site should be cleaned with 70%
alcohol again, because many patients are sensitive to iodine.
Once removed from circulation, unclotted blood must be diluted in an enrichment media such as Brainheart infusion broth to facililate growth of the organisms present in blood. While collecting blood for
culture, the following points must be remembered.
 Collect blood during the early stages of disease since the number of bacteria in blood is higher in the
acute and early stages of disease.
 Collect blood during paroxysm of fever since the number of bacteria is higher at high temperatures
in patients with fever.
Specimen Volume
Because there is a direct relationship between the volume of blood and the yield, it follows that the
more the blood cultured, the greater the chance of isolating the organism. Infants and small children
generally have high levels of bacteremia, hence smaller volumes are acceptable. For adults with a
suspected bloodstream infection (BSI), collect two initial sets of blood cultures sequentially from
separate phlebotomy procedures followed by a third and a fourth set at 4-6 hour intervals (will detect
>99% of BSIs). Three sets of blood cultures collected within a 24 hour period will detect 96.9 98.3% of BSIs. A single set of blood cultures to detect BSIs in adults is inadequate (only 73% sensitivity);
two sets of blood cultures will allow detection of 87.7-89.7% of BSI episodes. (J Clin Microbiol
2007; 45:3546).
Cerebrospinal fluid (CSF)
Examination of CSF is an essential step in the diagnosis of any patient with evidence of meningeal
irritation or affected cerebrum. Almost 3-10 ml of CSF is collected and part of it is used for biochemical,
immunological and microscopic examination and remaining for bacteriological or fungal examination.
The following important precautions need to be taken for CSF collection and transportation:
 Collect CSF before antimicrobial therapy is started.
 Collect CSF in a sterile container and do not delay transport and laboratory investigations.
 The carrier should place the specimen in the hands of the person in charge of processing the culture
and NOT in the refrigerator or on the bench.
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 CSF is a precious specimen, handle it carefully and economically. It may not be possible to get a
repeat specimen.
 Perform physical inspection immediately after collection and indicate findings on laboratory requisition
form.
 Store at 37o C, if delay in processing is inevitable. Do not refrigerate.
Sputum
Sputum is processed in the laboratory for aetiological investigation of bacterial and fungal infections of
the lower respiratory tract. It is of utmost importance in the diagnosis of pulmonary tuberculosis.
 Select a good wide-mouthed sputum container, which is preferably disposable, made of clear thin
plastic, unbreakable and leak proof material.
 Give the patient a sputum container with the laboratory serial number written on it. Show the patient
how to open and close the container and explain the importance of not rubbing off the number
written on the side of the container.
 Instruct the patient to inhale deeply 2-3 times, cough up deeply from the chest and spit in the sputum
container by bringing it closer to the mouth.
 Make sure the sputum sample is of good quality. A good sputum sample is thick, purulent and
sufficient in amount (2-3 ml).
Urine
Under normal circumstances urine is sterile. The lower part of the urethra and the genitalia are normally
colonised by bacteria, many of which may also cause urinary tract infection. Since urine is a good
growth medium for all sorts of bacteria, proper and aseptic collection assumes greater importance for
this specimen.
For microbiological examination urine must be collected as a “clean catch-mid-stream” specimen.
Stool
Faecal specimens for the aetiological diagnosis of acute infectious diarrhoeas should be collected in the
early stage of illness and prior to treatment with antimicrobials. A stool specimen rather than a rectal
swab is preferred.
 The faeces specimen should not be contaminated with urine.
 Collect the specimen during the early phase of the disease and as far as possible before the
administration of antimicrobial agents.
 1 to 2 gm quantity is sufficient.
 If possible, submit more than one specimen on different days.
 The fresh stool specimen must be received within 1-2 hours of passage.
 Store at 2-8o C.
In cases of suspected cholera, the faeces specimen may be sent in Alkaline peptone water as it
enhances the growth of vibrios.
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Throat Swab
 Depress the tongue with a tongue blade.
 Swab the inflammed area of the throat, pharynx or tonsils with a sterile swab taking care to collect
the pus or piece of membrane.
 Transport in sterile tube.
Surgical Material
 Material from Biopsy, Abscess, Ulcers, Fistulae, Sinuses, Wound Remove the tissue aseptically
from the lesion, including the wall and center of the lesion.
 Curette sinus tracts so as to include the wall of the tract. Collect tissue in sterile tubes. Tissue or
aspirates are always superior to swab specimens.
 Remove surface exudate by wiping with sterile saline or 70% alcohol.
 Aspirate with needle and syringe. If a swab must be used, pass the swab deep into the base of the
lesion to firmly sample the fresh border.
 Deliver all specimens to the laboratory immediately after collection.
 Do not add water, saline or formaldehyde to the sample.
 Sent the swabs to the laboratory immediately to avoid drying of the swabs.
 For amoebic cultures, avoid delay in sending the sample to the laboratory as motility of trophozoites
are seen only in fresh samples.
 Proctoscopic and duodenal aspirates may be sent for G. lambilia and S. stercoralis.
Bone Marrow
Bone marrow is collected by a doctor who is well trained in this procedure
 Decontaminate the skin overlying the site from where specimen is to be collected with 70% alcohol
followed by 2% tincture of iodine.
 Collect in a sterile tube.
 Send to laboratory immediately.
Rectal Swab
 Insert swab at least 2.5 cm beyond the anal sphincter so that it enters the rectum.
 Rotate it once before withdrawing.
 Transport in sterile tube.
Ear
a. Inner ear
Tympanocentesis should be reserved for complicated, recurrent, or chronic persistent otitis
media. For intact eardrum, clean ear canal with soap solution and collect fluid via syringe
aspiration. Submit in sterile container. For ruptured eardrum, collect fluid on flexible shaft
swab via an auditory speculum. Transport time < 2 hours.
b. Outer ear
Use moistened swab to remove any debris or crust from ear canal. Obtain sample by firmly
rotating swab in outer canal. For otitis externa, vigorous swabbing is required – surface
swabbing may miss streptococcal cellulitis.
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Eye
a. Conjunctiva
Sample each eye with separate swabs (premoistened with sterile saline) by rolling over conjunctiva.
When only one eye is infected, sampling both can help distinguish indigenous microflora from true
pathogens.
b. Corneal scrapings
Collected by ophthalmologist. Using sterile spatula, scrape ulcers and lesions; inoculate scraping
directly onto media.Prepare 2 smears by rubbing material onto 1-2 cm area of slide. Transport time
<15 min.
c. Vitreous fluid
Prepare eye for needle aspiration of fluid. Transfer fluid to sterile tube. Transport time <15 min.
Catheter Tips
Only intravascular catheter tips from pediatric patients and peritoneal dialysis catheters are routinely
accepted for culture. Send 5 cm of distal tip in sterile container. Transport time <15 min. Foley catheters
are not accepted for culture since growth represents distal urethral flora.
Transportation of Specimens
 Ideally specimens should be transported to the laboratory within 30 minutes of collection.
 Many micro-organisms are susceptible to environmental conditions such as the presence of oxygen
(anaerobic bacteria), changes in temperature(Neisseria meningitidis) or changes in pH (shigella).
 Thus use of special preservatives or holding media like alkaline peptone water, thioglycollate broth
for transportation of specimens delayed for more than 30 minutes is important in ensuring organism
viability (survival).
 Specimens to be sent to other laboratories require special attention for safe packing of the material.
Guidelines are usually issued by national authorities and the same should be strictly followed.
 For hand-carried transportation over a short distance, the specimen should be placed upright in
appropriate racks.
Additional Reading
1. WHO, Regional Office for South-East Asia Publication 2006, In Guidelines on Standard Operating
Procedures for Microbiology Chapter-2 Collection and Transportation of Clinical Specimens
2. Lennette HE, Balows A, Hauser WJ et al. Collection, Handling and Processing of Specimen. In
Manual of Clinical Microbiology, 4th Ed, ASM, Washington, DC, 73-98, 1985.
3. El-Nageh, Heuck CC, Appel W, Vandepitte et al. Basics of quality assurance in peripheral
laboratories. WHO EMRO Series No 2, Alexandria, 1992.
4. Forbes BA , Sahm DF, Weissfeld AS ,editors: Bloodstream Infections. In Bailey and Scott’s
Diagnostic Microbiology. 11TH ed. Philadelphia:Mosby,Inc.1998. p. 864-883
5. Mermel LA and Maki DG : Detection of bacteremia in adults :consequences of culturing an inadequate
volume of blood, Ann Intern Med 1189:270,1993.
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GUIDELINES RELATED TO BLOOD BANK
Introduction
Blood transfusion is an essential part of modern health care. Used correctly, it can save life and improve
health. However the transmission of infections agents by blood and blood products has focused particular
attention on the potential risks of transfusion.
The W.H.O. has developed following integrated strategies to promote global blood safety and minimize
the risks associated with transfusion.
1. The establishment of nationally – coordinated blood transfusion services.
2. Collection of blood only from voluntary non-remunerated donors from low-risk population.
3. Screening of all donated blood for transfusion transmissible infections and good lab practices in
all aspects of blood grouping, compatibility testing, storage and transportation of blood.
4. A reduction in unnecessary transfusion through appropriate clinical use of blood and blood
products.
Blood Bank


It is a compact unit where blood is accepted from donors, processed, stored and finally
issued to needy patients on the recommendation of Doctors.



Misconceptions may be rectified by medical staff as under –
a. Only healthy donors are selected for donation, after detailed history / physical examination,
medical examination including vital parameters like BP, Pulse, temperature and
Haemoglobin test.
b. Out of 5 to 6 litres of body’s blood volume on approx. 300 ml of blood is
withdrawn from each donor. Volume depletion is replenished in 48 to 72 hours and
haemoglobin level in 3 to 4 weeks.

Guideline for Requesting a Crossmatch


Requisition form should be filled up completely and complete name should be in bold letter.
The name and CHSS number of patient should be exactly same on form and sample tube.



In requisition form is not filled completely, sample will be sent back to ward along with requisition
form.



Requisition form should be filled only by doctors on duty.



Relatives of patients should be sent to Blood Bank to discuss regarding donation.



Before discharging patients from ward, nurse on duty should confirm from Blood Bank if
issued blood bag are replaced.
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Requirements for X-matching in cases of planned operation should be sent in normal working
hours between 10.00 am to 2.30 pm and not in shift duty timings.



Patient’s correct blood group should be mentioned in the crossmatch form, whenever known.



Donors should be sent in advance a week before for routine and planned cases, followed by
blood samples of patients for X-matching a day or two prior to date of operation or transfusion.



It may always be kept in mind that when blood is issued during emergency situation , efforts
should be made by clinical staff to send relative / friends in Blood Bank for replacement
immediately during next working day.



Voluntary donation should be promoted for safe and good quality of blood.



Donors are accepted between 9 am to 4 pm on working days.

Blood components procurement from outside Blood Banks


There are two types of forms, Form no. 1 and Form no. 2, which are available in Blood Bank.



The clinician is supposed to fill up only Form no 1 completely and send it in Blood Bank.
Blood Bank nurse will find out the availability of blood outside and then she will fill up Form no.
2 along with necessary instructions, which would be given to patients relative to show to their
doctor on duty. Patients relatives will take Form no. 2 along with samples etc to outside Blood
Bank, which has been mentioned on Form no. 2.



Patients relative should get Xerox copies of Form no. 2, which has to be attached for
reimbursement along with original receipt of outside Blood Bank.



Form no 1, will be stored in Blood Bank for our record.



The relatives of patient should bring the xerox copy of Form no. 2 and original receipt of
outside Blood Bank to the Blood Bank officer for reimbursement.



For storing outside blood in our Blood Bank, doctor on duty should fill the storage form
completely and should send it along with the blood bag to the Blood Bank along with a xerox
copy of the crossmatch report. This applies only for packed cell bags and whole blood bag.

“Blood donation bridges the gap between life and death”
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GUIDELINES FOR PHARMACISTS
These guidelines are to be strictly implemented to avoid any sort of wrong medicines being
dispensed.
1. Pharmacists should never dispense medicines without actually reading the label on
medicines.
2. Pharmacists should be particularly careful in dispensing medicines which are
given in loading doses.
3. One compartment of medicine box should contain only one medicine.
4. Compartments of medicine box should be properly labeled with name of medicine it contains.
5. Pharmacists should not do any other work e.g. attending phone call etc. while dispensing
medicine.
6. Pharmacists should also tell patients to check the label on medicines with prescription.
7. If, Pharmacists, have any doubts, he/she should consult the prescribing Doctor immediately
for clarifications.
8. The drugs with names which read/sound similar should be kept in compartments of drug
box away from each other. For e.g.:


Arkamine (for blood pressure) and Artamine (for rheumatoid arthritis).



Isoprine (an intravenous given to increase blood pressure) and Isoptine (given orally to
bring down blood pressure).



Digene (antacid) and Digoxin (for congestive heart failure).



Magna (for respiratory tract infection) and Magfa (for depression and anxiety).



Fludac (for depression) and Flunac (an antifungal).



Anxit (for anxiety) and Axhit (for malaria).



Zyncet (antihistamic) & Zintac (Antacid)

9. For illiterate patients extra efforts should be taken to explain the medicines, doses etc. to
the patient and make sure that the patient has understood the details about medicine/s.
Additional guidelines for Doctors
1. Dispensary In-Charges should frequently check the dispensing methods in Dispensary.
2. Doctors should randomly check the medicines after they are dispensed to the Patients.
General Suggestions
Peak and lean time in dispensaries should be identified and patients should be requested to
attend dispensaries during lean time to avoid overcrowding.
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GUIDELINES FOR DISPOSAL OF
RECORDS MAINTAINED
BY THE MEDICAL DIVISION
As no specific clear cut guidelines were available for disposal/ weeding out old records maintained for
various activities in the Medical division and as the records were accumulating leading to wastage of
space, the committee has formulated the following guidelines for the same.

Identification of Records
Category A- Permanent Records - Not to be destroyed
Rules and regulations of Hospital
Licenses records, e.g., spirits, morphine, fentanyl etc.
Vaccination records
Case Files showing the summary of in patients/out patients etc.
Operation registers
Death reports/registers
Birth registers
Statistical Records
Procured Books,
Procured Equipment / Capital Items Indented including furniture
Minutes of advisory medical records
Code numbers
Legal opinion and proceedings
Category B- Casualty and Medico-Legal - Records to be maintained for 30 years
All Homicidal, Suicidal and Accidental Cases RecordsNon specific - example. Snake/insect bites etc.
Category C - General Records - Records to be maintained for 10 years
All OPD records
Minor operation registers
Certificates of birth and death
Medical relief records
Purchase Records of books and magazines in Library
Certificate of cause of death
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Duplicate license records
Correspondence related to cholera, leprosy, plague, tuberculosis and other infectious disease.
DNB records
Category D – Yearly records - Papers to be maintained for 1 -2 years
Muster Roll
CL / EL / ML Papers (Not Registers)

one year

Late attendance

one year

Overtime

one year

Optional holidays

one year

Misc. records including
Transfer of file registers

one year

No Dues Certificate

two years

Inward /Outward register

two years

Locum helper record

two years

Circulars /Amendment current year only
Indent copies (RClV’s and CV copies)

one year

Monthly report Statistics / Staff position

one year

Prescription Papers

two years

Purchase and claim forms covering letters with registers

one year

Over time details

one year

Admission / Discharge slips of admitted patients

two years

Alpha lists / Dispensary lists of CHSS Beneficiaries

two years

Deletion / Cancellation / registration / OPD Attend reports

two years

Application for new CHSS cards to be preserved in patient’s file
After identifying the records / papers to be disposed off, a list of these documents / registers, their time
period maybe recorded in a letter, copy of which may be kept with the concerned unit, also copy may
be marked to A.O. III’s office for information, then they may be tied in a bundle or packed in a waste
card board box and finally for disposal Shri. R.M.Gaikwad, Supervisor, House-Keeping
(Tel- 28247) may be contacted, who will then contact Head/ A.P.O., L & C.M to arrange
for collection of bags (Plastic / Gunny) filled with weeded out records and arrange to send
them to the incinerator located in BARC Premises.
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ABOUT PANEL HOSPITALS
Panel Hospitals List and phone numbers
LIST OF PANEL HOSPITALS
1

JASLOK HOSPITAL & RESEARCH CENTRE - 15, DR. G. DESHMUKH MARG,
MUMBAI - 26. TEL. NO. 6657 3333. (FOR CARDIAC PACKAGE ALSO)

2

DR. BALABHAI NANAVATI HOSPITAL - S.V. ROAD, VILEPARLE (W), MUMBAI - 56.
TEL. NO. 2618 2255. (FOR CARDIAC PACKAGE ALSO)

3

BOMBAY HOSPITAL - MARINE LINES, MUMBAI - 16. TEL. NO. 206 7676.

4

MAHATMA GANDHI MISSION (MGM ) NAVI MUMBAI TEL. NO. 2782 2203 / 1659.

5

NEW BOMBAY HOSPITAL - VASHI,

MGM - C B D BELAPUR, MUMBAI - 400 614. TEL. NO. 2757 2293, 2757 0219.

6

TATA MEMORIAL HOSP. - PAREL, MUMBAI -12. TEL. NO. 2417 7000, EXTN. - 4290

7

NATIONAL INSTITUTE OF MENTAL HEALTH & NEURO SCIENCES (NIMHANS)
BANGALORE - 560 029.

8

MANGAL ANAND HEALTHCARE LTD. - 90' ROAD, PANCHOLI HOSPITAL BLDG,
GHATKOPAR (E). MUMBAI - 400 071. TEL. NO. 511 6589 / 90.

9

NIVARAN WHOLE BODY CT SCAN & MRI CENTRE - GHATKOPAR (E), MUMBAI 71. TEL. NO. 2510 5988, 2510 5989.

10

COMFORT CLINIC - MASKATI CORNER BLDG, 2ND FLOOR, ABOVE SUNWAY
LEATHER HOUSE, OPP. BANK OF BARODA, MUMBAI - 26. TEL. NO. 381 4076/ 79.

11

DR. P. K. PATTNAIK - KAKAD APTS, 4, PALI ROAD, BANDRA (W), MUMBAI 50. TEL. NO. 2655 7626.

12

SANKARANETRALAYA - REGD OFF.- 18, COLLEGE ROAD, CHENNAI -600 006.
TEL. NO. 2827 1616.

13

M/s. Dr.A.R. ARCHARYA CHARITABLE SOCIETY, WARD NO.29/30, PSYCHIATRIC
CLINIC & REHABILITATION CENTRE, SARVODAYA HOSPITAL,LBS MARG,
GHATKOPAR (W), MUMBAI- 400 086.TEL. NO. 6571 4037.

14

SARVODAYA HOSPITAL, RIFLE RANGE, LBS MARG,GHATKOPAR (W) MUMBAI 400 085. TEL.NO. 25512429. FOR PULMONARY DISEASE/AFB +VE (TUBERCULOSIS).

15

JOY HOSPITAL , 423 A-B, 10TH ROAD,CHEMBUR, MUMBAI- 400 071.
Tel.No. 25223939, 2528911.
(FOR DIALYSIS)

16

SUSHRUT HOSPITAL, CHEMBUR EAST, MUMBAI - 400071. Tel.No. 25288731, 25287923
(FOR DIALYSIS)
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17

DR.D.Y. PATIL HOSPITAL & RESEARCH CENTRE, NERUL, NAVI MUMBAI.
PH NO. 27705465 (FOR DIALYSIS)

18

GURMEET DIAGNOSTIC CENTRE, GROUND FLOOR, REBECCA , PLOT NO.457, 14th
ROAD, NEAR AMBEDKAR GARDEN, CHEMBUR(E) , MUMBAI - 400 071.

19

WOCKHARDT HEART HOSPITAL, MULUND GOREGAON LINK ROAD, MUMBAI 400 078. TEL. NO. 6799 4444. (FOR CARDIAC PACKAGE ONLY)

20

ASIAN HEART INSTITUTE & RESEARCH CENTRE PVT. LTD., G/N BLOCK, BANDRAKURLA COMPLEX, BANDRA (EAST), MUMBAI - 400 051. TEL. NO. 6698 6666 (FOR
CARDIAC PACKAGE ONLY)

21

ADITYA JYOT EYE HOSPITAL PVT. LTD.,PLOT. NO. 153, ROAD NO. 9, MAJOR
PARMESHWARAN ROAD, OPP SIWS COLLEGE GATE NO. 3, WADALA, MUMBAI 400 031. TEL: 2416 5533, 2418 1001.

22

DR LH HIRANANDANI HOSPITAL, HILLSIDE AVENUE, HIRANANDANI GARDENS,
POWAI, MUMBAI - 40 076.TEL. NO. 25763300/3333 (FOR CARDIAC PACKAGE ONLY)

23

SIR. S.R. MEHTA & SIR KIKABHAI HOSPITAL, PLOT N0. 96, ROAD NO.31, NEAR
GANDHI MARKET, SION EAST, MUMBAI - 400 022. TEL. NO. 2403 5454- 59 (FOR
CARDIAC PACKAGE ONLY)

24

VASHI DIAGNOSTIC CENTRE , WHOLE BODY CT SCANNER ULTRASONOGRAPHY
& BONE DENSITOMETRY, 9, ARENJA ARCADE, PLOT # 4, SECTOR 17, NEAR APNA
BAZAAR, VASHI, NAVI MUMBAI - 400 703. TEL.NO. 2789-1188/8811

25

DISHA PSYCHIATRIC CLINIC, 1, POSTAL COLONY, HARI NIVAS, CHEMBUR,
MUMBAI - 400 071. PH. NO. 5229200.

APPROVED PACKAGE RATES
Name of
Jaslok Hospital & Medical Sir SR Mehta Asian Heart
Name Hospitals
Research
& Kikabhai
Institute
of tests
Centre
Hospital
approved

Wockhardt
Hospital

Dr. LH
Hiranandani
Hospital

Class‘A’

Class ‘C’

Class‘A’

Class‘A’

Class‘A’

Class‘A’

Coronary
Angiography

Rs.20,000/-

Rs.16,000/-

Rs.20,000/-

Rs.18,000/-

Rs.18,000/-

Rs.18,500/-

Coronary
Angioplasty

Rs.1,15,000/- Rs.90,000/-

CABG

Rs.1,01,500/-

Rs.1,20,000/- Rs.1,09,000/-

Rs.87,000/-

Rs.2,50,000/- Rs.1,80,000/- Rs.2,40,000/-

Rs.1,48,500/- Rs.2,25,000/-

Rs.1,80,000/-

No. of days for admission / - Coronary Angiography – 2 days
Treatment Coronary Angioplasty - 4 days
CABG - 12 days
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Category of
Employees
Basic Pay
drawn
Rs.8000/- p.m.
and above

TATA MEMORIAL HOSP.

MGM HOSPITAL VASHI

Private Ward

Annex-Twin Sharing A/c Per
Bed - Rs.1150/-

Single Non A/c Room
Rs.650/-

Spl. Non A/c Room (Old
Bldg) Rs.950/-

ICCU/Surgical ICU Rs.1200/
- per day.

ICCU / Surgical ICU–

NICU Rs.500/-

Bed Charges Main Bldg –
Rs.2250/Annexe Bldg - Rs.1500/ICU – Rs.1250/- (after 24 hrs)
w.e.f. August 2006

MGM HOSPITAL
CBD

Rs. 2000/NICU Rs. 800/-

Basic Pay
drawn below
Rs.8000/- p.m.

Semi-Private
Bed ChargesMain BldgRs.1500/Annexe Bldg- Rs.1000/ICU - Rs.1000/- (after 24 hrs)
w.e.f. August 2006

Twin sharing Non A/c
Room–(Old Bldg) Rs.550/-

Twin Sharing Non-A/c
RoomRs.400/-

General Ward A/c (Annex
Bldg.) Rs.700/-

ICCU/Surgical ICU
Rs.1200/-

ICCU/Surgical ICU–
Rs. 2000/-

NICU Rs.500/W.e.f. 1/2/2008

NICU Rs.800/W.e.f. 1/1/2008

Consultation

250.00

Followup
Consultation

First consultation Rs.380/-

First consultation –
Rs.500/-

250.00

Emergency Rs.500/Sub. consultation within
15days Rs.170/-

Emergency - Rs.500/Sub. consultation within
15days Rs.150/-

Sub. consultation after
15days Rs.330/-

Sub. consultation after
15days 470/-

Category of
Employees
Basic Pay
drawn
Rs.8000/p.m. and
above

Basic Pay
drawn below
Rs.8000/- p.m.

JASLOK HOSP.

BOMBAY HOSP.

NANAVATI HOSP.

‘C’ Class

Spl. Lower II / NWII

‘Second Class’

(2 or 3beds in a room with A/c
and bath attached

Bed charges Rs.1800/- per
day From 27.07.2007

Bed Charges Rs.2000/- per day
from 15.08.08

ICCU charges Rs.3300/- per
day

Bed charges Rs.700/- to
Rs.950/- Per day (diff.
beds)

ICCU chargesRs.3300/- per day
from 15.08.2008

Post Operative ICU
Rs.3300/- per day

‘E’ Class

Lower II Class

(4 beds in a room with common
toilet) Bed Charges Rs.800/per day From 15.08.2008

Bed charges Rs.1200/- per
day From 27.07.2007

ICCU charges
Rs.2000/- per day From
15.08.2008

ICCU charges Rs.2200/- per
day

ICU charges Rs.2500/-,
Rs.3000/- per day
NHHI Med. ICCU
Rs.3500/- per day
Surgical ICU Rs.3500/Post Operative Recv.
Room Rs.1200/- per
day From 25.10.2007

Post Operative ICU
Rs.2200/- per day

Consultation
OPD

500.00

500.00

Followup
Consultation

300.00

300.00
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All above rates are subject to change as per Sixth Pay Commission recommendations.
Non admissible items like toiletries etc will be paid for directly by the patients and will not be
reimbursed. This however does not include registration charges, and will be reimbursed by
CHSS if paid by the patients.
Ambulance services
Ambulance services will be provided upto 10 kms. distance from BARC Hospital i.e. upto
Sion, Chembur, Ghatkopar, Vashi, Trombay and Mandala area. Outstation patients who are
coming to BARC Hospital will be picked-up from the Railway Station (Dadar, Mumbai Central,
Kurla, Bandra & also from Airport by the BARC Hospital Ambulance). It is time consuming
and can affect patient care if this service is extended beyond 10 Kms. Patients coming from
places beyond 10 kms. from BARC Hospital can hire ambulance/taxi during an emergency but
the reimbursement will be made only if certified by the concerned doctor as “Emergency”.
It has been decided that ambulance service will be provided at the stipulated pick up time from the
referral hospital to shift the patient from panel hospital to BARC Hospital. No ambulance will be
provided to patients discharged from BARC Hospital.
As per the requirement, routine patients will be picked up from the ward in the stipulated routine
ambulance service time. No separate ambulance request will be entertained. The request for the
ambulance will be co-ordinated by Matron and Security. No payment shall be made if any patients
hire ambulance/taxi for coming to BARC Hospital after discharging from the panel hospital.
Normal starting time of Departmental ambulance from BARC Hospital is 8.30 a.m., 12.30 p.m. &
03.30 p.m.
If BARC Ambulance is not Available, Head of the Unit of the concerned department can
sanction use of private ambulance, to be claimed by patient later for reimbursement.
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DRUGS AVAILABLE AT CASUALTY
Drugs
Cap. Amox (250)

Quantity

Drugs

Quantity

125

Tab. Meftal

15

Tab. Allegra

30

Tab. Stmetil

25

Tab. Asthalin

20

Tab. Phenargan

15

Tab. Avil

30

Tab. Robrinax

25

Tab. Buscopan

75

Cap. Phexin (250)

15

Tab. Brufen (400)

100

Tab. Rantac

125

Tab. Brufen (200)

30

Cap. Omez 2

125

Tab. Atarax

15

Cap. Nutrolin-B

125

Tab. Albendazole

15

Tab. Norflox

30

Tab. Calmpose

15

Tab. Septran

20

Tab. Captopril

25

Cap. Phexin (520)

60

Tab. Chymoral Forte

60

Tab. Stugeron

40

Tab. Crocin

150

Tab. Domstal

30

Tab. Cifran

75

Tab. Trika

20

Tab. Doxy

30

Tab. Perinorm

10

Tab. Deriphylin (R)

15

Tab. Sorbitrate

30

Tab. Chloroquine

50

Tab. Tizan

15

Tab. Acyclovir

10

Tab. Voveran

125

Tab. Dulcolax

20

Tab. Zyncet

125

Tab. Digene

50

Tab. Tramazac

60

Tab. Emeset

75

Cap. Unienzyme

50

Tab. Flagyl (200)

25

Tab. Veveran SR

15

Tab. Flygyl (400)

75

Tab. Vertin 30

20

Tab. Erythromycin

25

Cap. Depin (5mg)

30

Tab. Frisium

10

Tab. Gynaec Cvp.

15

Cap. Klox (250)

40

Sup. Crocin

25

Cap. Klox (500)

150

Sup. Nutrolin-B

25

Tab. Lemolate

150

Sup. Erythromycin

10

Tab. Lumbril

20

Sep. Ibugesic

20

Tab. Larpose

10

Sep. Septran

15

Tab. Proxyvon

10

Sup. Flagyl

10
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Drugs
Colimex drops

Quantity

Drugs

5

Quantity

Budecort Respules

25

Zoament Paeds N/D

25

Inj. Pantocid

40

Zoament Adult N/D

25

Sup. Augmentin

15

Sup. Phensedyl

25

Sup. Augmentin

10

Sup. Maxodyl

30

Sup. Digene

10

Sup. Cital

20

Inj. Flagyl

10

Sup. Boromhexin

15

Inj. Cifran

10

Sup. Asthalin

10

Inj. Rantac

40

Sup. Phenargnan

5

Inj. Avil

20

Sup. Azithromyin

2

Inj. Buscopan

50

Sup. Zental

10

Inj. Phenargan

10

Sup. Amox

15

Inj. Stemetil

30

Sup. Sephexin

10

Inj. Epsolin

15

Sup. Cremaffin

10

Inj. Phenoharb

5

Sup. Domstal

10

Inj. Calmpose

5

Sup. Duphalac

2

Tantum Gargle

30

Inj. Neurobion

5

Norflox E/D

30

Inj. Fortwin

5

Otorex E/D

10

Inj. Perinorm

5

Betnesol E/D

15

Inj. Emeset

40

Nasoline N/D

25

Inj. Voveran

25

5

Inj. Tramazac

15

Fybogel

Inj. Febrinil

30

Sup. Sucralfate

15

Inj. Inj Serenace

5

Asthalin Neb Solution

10

Inj. Rabipur

5

Ipravent Neb Solution

10

Inj. T.T.

20

I. Kul I/D

10

Soframycin Ointment

10

Caladryl Lotion

5

Betadine Ointment

10

Scabex Lotion

5

Neosporin Ointment

10

Duolin Respules

25
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EXISTING MEDICAL ETHICS
CODES AND LAWS
The Medical Council of India has established a Code of Ethics called the Indian Medical Council
(Professional Conduct, Etiquette and Ethics) Regulations, 2002 for all medical practitioners, which
they are bound to follow.
The Gazette of India, New Delhi, Saturday, April 6, 2002.
Medical Council in India
Notification
New Delhi, Dated the 11th March, 2002
No. MCI-211(2)(2001) – Regn. In exercise of the powers conferred under section 20A read
with section 3(m) of the Indian medical Council Act,1956 (102 of 1956), The Medical Council
of India, with previous approval of the Central Government, hereby makes the following
regulations relating of the Professional Conduct, Etiquette and Ethics for registered medical
practitioners, namely:
Short Title and Commencement
(1) These Regulations may be called the Indian Medical Council (Professional Conduct, Etiquette
and Ethics) Regulations, 2002.
(2) They shall come into force on the date of their publication in the Official Gazette.
1.

Code of Medical Ethics

A.

Declaration
Each applicant, at the time of making an application for registration under the provisions of the
Act, shall be provided a copy of the declaration as provided in Appendix 1. The applicant shall
also certify that he/she had read and agreed to abide the same.

B. Duties and Responsibilities of the Physician in general
1.1 Character of Physician - (Doctors with qualification of MBBS or MBBS with post-graduate
degree/diploma or with equivalent qualification in any medical discipline).
1.1.1 A physician shall uphold the dignity and honour of his profession.
1.1.2 The prime object of the medical profession is to render service to humanity; reward or
financial gain is a subordinate consideration. Who-so-ever chooses his profession, assumes
the obligation to conduct himself in accordance with its ideals. A physician should be an
upright man, instructed in the art of healings. He shall keep himself pure in character and
be diligent in caring for the sick; he should be modest, sober, patient, prompt in discharging
his duty without anxiety; conducting himself with propriety in his profession and in all the
actions of his life.
1.1.3 No person other than a doctor having qualification recognized by Medical Council of
India and registered with Medical Council of India/State Medical Council(s) is allowed to
practice Modern system of Medicine or Surgery. A person obtaining qualification in any
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other system of Medicine is not allowed to practice Modern system of Medicine in any
form.
1.2 Maintaining good medical practice
1.2.1 The principal objective of the medical profession is to render service to humanity with full
respect for the dignity of profession and man. Physicians should merit the confidence of
patients entrusted to their care, rendering to each a full measure of service and devotion.
Physicians should try continuously to improve medical knowledge and skills and should
make available to their patients and colleagues the benefits of their professional attainments.
The physician should practice methods of healing founded on scientific basis and should
not associate professionally with anyone who violates this principle. The honoured ideals
of the medical profession imply that the responsibilities of the physician extend not only to
individuals but also to society.
1.2.2 Membership in Society: For the advancement of his profession, a physician should affiliate
with associations and societies of allopathic medical professions and involve actively in
the functioning of such bodies.
1.2.3 A physician should participate in professional meeting as part of Continuing Medical
Education programmes, for at least 30 hours every five years, organized by reputed
professional academic bodies or any other authorized organizations. The compliance of
this requirement shall be informed regularly to Medical Council of India or the State
Medical Councils as the case may be.
1.3 Maintenance of medical records
1.3.1 Every physician shall maintain medical records pertaining to his/her indoor patients for a
period of 3 years from the date of commencement of the treatment in a standard proforma
laid down by the Medical Council of India and attached as Appendix 3.
1.3.2 If any request is made for medical records either by the patients/authorized attendant or
legal authorities involved, the same may be duly acknowledged and documents shall be
issued within the period of 72 hours.
1.3.3 A registered medical practitioner shall maintain a Register of Medical Certificates giving
full details of certificates issued. When issuing a medical certificate he/she shall always
enter the identification marks of the patient and keep a copy of the certificate. He/She
shall not omit to record the signature and/or thumb mark, address and at least one
identification mark of the patient on the medical certificates or report. The medical certificate
shall be prepared as in Appendix 2.
1.3.4 Efforts shall be made to computerize medical records for quick retrieval.
1.4 Display of registration number
1.4.1 Every physician shall display the registration number accorded to him by the State Medical
Council/Medical Council of India in his clinic and in all his prescriptions, certificates,
money receipts given to his patients.
1.4.2 Physicians shall display as suffix to their names only recognized medical degrees or such
certificates/diplomas and memberships/ honours which confer professional knowledge
or recognizes any exemplary qualification/achievements.
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1.5 Use of Generic names of drugs
Every physician should, as far as possible, prescribe drugs with generic names and he/she shall
ensure that there is a rational prescription and use of drugs.
1.6 Highest Quality Assurance in patient care
Every physician should aid in safeguarding the profession against admission to it of those who are
deficient in moral character or education. Physician shall not employ in connection with his
professional practice any attendant who is neither registered nor enlisted under the Medical Acts
in force and shall not permit such persons to attend, treat or perform operations upon patients
wherever professional discretion or skill is required.
1.7. Exposure of Unethical Conduct
A physician should expose, without fear or favour, incompetent or corrupt, dishonest or unethical
conduct on the part of members of the profession.
1.8 Payment of Professional Services
The physician, engaged in the practice of medicine shall give priority to the interests of patients.
The personal financial interests of a physician should not conflict with the medical interests of
patients. A physician should announce his fees before rendering service and not after the operation
or treatment is under way. Remuneration received for such services should be in the form and
amount specifically announced to the patient at the time the service is rendered. It is unethical to
enter into a contract of “no cure no payment”. Physician rendering service on behalf of the state
shall refrain from anticipating or accepting any consideration.
1.9 Evasion of Legal Restrictions
The physician shall observe the laws of the country in regulating the practice of medicine and shall
also not assist others to evade such laws. He should be cooperative in observance and enforcement
of sanitary laws and regulations in the interest of public health. A physician should observe the
provisions of the State Acts like Drugs and Cosmetics Act, 1940; Pharmacy Act,1948; Narcotic
Drugs and Psychotropic Substances Act, 1985; Medical Termination of Pregnancy Act, 1971;
Transplantation of Human Organs Act,1994; Mental Health Act,1987; Environmental Protection
Act, 1986; Pre-Natal Sex Determination Test Act,1994; Drugs and Magic Remedies (Objectionable
Advertisement) Act,1954; Persons with Disabilities (Equal Opportunities and Full Participation)
Act,1995 and Bio-Medical Waste (Management and Handling ) Rule, 1998 and such other Acts,
Rules, Regulations made by the Central/State Governments or local Administrative Bodies or any
other relevant Act relating to the protection and promotion of public health.
2.

Duties of Physicians to Their Patients

2.1 Obligations to the Sick
2.1.1 Though a physician is not bound to treat each and every person asking his services, he
should not only be ever ready to respond to the calls of the sick and the injured, but
should be mindful of the high character of his mission and the responsibility he discharges
in the course of his professional duties. In his treatment, he should never forget that the
health and the lives of those entrusted to his care depend on his skill and attention. A
physician should endeavour to add to the comfort of the sick by making his visits at the

79

hour indicated to the patients. A physician advising a patient to seek service of
another physician is acceptable, however, in case of emergency a physician must
treat the patient. No physician shall arbitrarily refuse treatment to a patient. However
for good reason, when a patient is suffering from an ailment, which is not within the
range of experience of the treating physician, the physician may refuse treatment and
refer the patient to another physician.
2.1.2 Medical practitioner having any incapacity detrimental to the patient or which can affect
his performance vis-a-vis the patient is not permitted to practice his profession.
2.2 Patience, Delicacy and Secrecy
Patience and delicacy should characterize the physician. Confidences concerning individual or
domestic life-entrusted by patients to a physician and defects in the disposition or character of
patients observed during medical attendance should never be revealed unless their revelation is
required by the laws of the State. Sometimes, however, a physician must determine whether his
duty to society requires him to employ knowledge, obtained through confidence as a physician,
to protect a healthy person against a communicable disease to which he is about to be exposed.
In such instance, the physician should act, as he would wish another to act toward one of his own
family in like circumstances patient, nor should he withdraw from the case without giving adequate
notice to the patient and his family. Provisionally or fully registered medical practitioner shall not
willfully commit an act of negligence that may deprive his patient or his patients from necessary
medical care.
2.3 Engagement for an Obstetric case
When a physician who has been engaged to attend an obstetric case is absent and another is sent
for and delivery accomplished, the acting physician is entitled to his professional fees, but should
secure the patient’s consent to resign on the arrival of the physician engaged.
3.

Duties of Physician in Consultation

3.1 Unnecessary consultations should be avoided
3.1.1 However, in case of serious illness and in doubtful or difficult conditions, the physician
should request consultation, but under any circumstances such consultation should be
justifiable and in the interest of the patient only and not for any other consideration.
3.1.2 Consulting pathologists/radiologists or asking for any other diagnostic Lab investigation
should be done judiciously and not in a routine manner.
3.2 Consultation for Patient’s Benefit
In every consultation, the benefit to the patient is the foremost importance. All physicians engaged
in the case should be frank with the patient and his attendants.
3.3 Punctuality in Consultation
Utmost punctuality should be observed by a physician in making themselves available for
consultations.
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3.4 Statement to Patient after Consultation
3.4.1 All statements to the patient or his representatives should take place in the presence of the
consulting physicians, except as otherwise agreed. The disclosure of opinion to the patient
or his relatives or friends shall rest with the medical attendant.
3.4.2 Differences of opinion should not be divulged unnecessarily but when there is irreconciliable
difference of opinion the circumstances should be frankly and impartially explained to the
patient or his relatives or friends. It would be opened to them to seek further advice as
they so desire.
3.5. Treatment after Consultation
No decision should restrain the attending physician from making such subsequent variations in the
treatment if any, unexpected change occurs, but at the next consultation, reasons for the variations
should be discussed/explained. The same privilege, with its obligations, belongs to the consultant
when sent for in an emergency during the absence of attending physician. The attending physician
may prescribe medicine at any time for the patient, whereas the consultant may prescribe only in
case of emergency or as an expert when called.
3.6 Patients referred to specialist
When a patient is referred to a specialist by the attending physician, a case summary of the patient
should be given to the specialist, who should communicate his opinion in writing to the attending
physician.
3.7 Fees and other charges
3.7.1 A physician shall clearly display his fees and other charges on the board of his chamber
and /or the hospital he is visiting. Prescription should also make clear if the physician
himself has dispensed any medicine.
3.7.2 A physician shall write his name and designation in full along with registration particulars in
his prescription letter head.
Note: In government hospital where the patient load is heavy, the name of the prescribing
doctor must be written below his/her signature.
4.

Responsibilities of Physicians to Each Other

4.1 Dependence of physicians on each other
A physician should consider it as a pleasure and privilege to render gratuitous service to all physicians
and their immediate family dependents
4.2 Conduct in consultation
In consultations, no insincerity, rivalry or envy should be indulged in. All due respect should be
observed towards the physician in charge of the case and no statement or remark be made, which
would impair the confidence reposed in him. For this purpose no discussion should be carried on
in the presence of the patient or his representatives.
4.3 Consultant not to take charge of the case
When a physician has been called for consultation, the consultant should normally not take charge
of the case, especially on the solicitation of the patient or friends. The consultant shall not criticize
the referring physician. He/ she shall discuss the diagnosis, treatment plan with the referring physician.
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4.4 Appointment of substitutes
Whenever a physician requests another physician to attend his patients during his temporary
absence from his practice, professional courtesy requires the acceptance of such appointment
only when he has the capacity to discharge the additional responsibility long with his/her duties.
The physician acting under such an appointment should give the utmost consideration to the interests
and reputation of the absent physician and all such patients should be restored to the care of the
latter upon his /her return.
4.5 Visiting another physician’s case
When it becomes the duty of a physician occupying official position to see and report upon an
illness or injury, he should communicate to the physician in attendance so as to give him an option
of being present. The medical officer/ physician occupying an official position should avoid remarks
upon the diagnosis or the treatment that has been adopted.
5.

Duties of Physician to the Public and to the Paramedical Profession

5.1 Physicians as citizens
Physicians, good citizens, possessed of special training should disseminate advice on public health
issues. They should play their part in enforcing the laws of the community and in sustaining the
institutions that advance the interest of humanity. They should particularly co-operate with the
authorities in the administration of sanitary/public health laws and regulations.

5.2 Public and Community Health
Physicians, especially those engaged in public health work, should enlighten the public concerning
quarantine regulations and measures for the prevention of epidemic and communicable diseases.
At all times the physician should notify the constituted public health authorities of every case of
communicable disease under the care, in accordance with the laws, rules and regulations of the
health authorities. When an epidemic occurs a physician should not abandon his duty for fear of
contracting the disease himself.
5.3 Pharmacists / Nurses
Physicians should recognize and promote the practice of different paramedical services such as,
pharmacy and nursing as professions and should seek their cooperation wherever required.
6.

Unethical Acts
A physician shall not aid or abet or commit any of the following acts, which shall be construed as
unethical.

6.1 Advertising
6.1.1 Soliciting of patients directly or indirectly, by a physician, by a group of physicians or by
institutions or organizations is unethical. A physician shall not make use of him/her (or his/
her name) as subject of any form or manner of advertising or publicity through any mode
either alone or in conjunction with others which is of such a character as to invite attention
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to him or to his professional position, skill, qualification, achievements, attainments,
specialities, appointments, associations, affiliations or honours and/or of such character as
would ordinarily result in his self aggrandizement. A physician shall not give to any person,
whether for compensation or otherwise, any approval, recommendation, endorsement,
certificate, report or statement with respect of any drug, medicine, nostrum remedy, surgical,
or therapeutic article, apparatus or appliance or any commercial product or article with
respect of any property, quality or use thereof or any test, demonstration or trial thereof, for
use in connection with his name, signature, or photograph in any form or manner of
advertising through any mode nor shall be boast of cases, operations, cures or remedies or
permit the publication of report thereof through any mode. A medical practitioner is however
permitted to make a formal announcement in press regarding the following:
(1) On starting practice
(2) On change of type of practice
(3) On changing address
(4) On temporary absence from duty
(5) On resumption of another practice
(6) On succeeding to another practice
(7) Public declaration of charges
6.1.2

Printing of self photograph, or any such material of publicity in the letter head or on sign
board of the consulting room or nay such clinical establishment shall be regarded as acts of
self advertisement and unethical conduct on the part of the physician. However, printing of
sketches, diagrams, picture of human system shall not be treated as unethical

6.2 Patent and Copyrights
A physician may patent surgical instruments, appliances and medicine or Copyright applications,
methods and procedures. However, it shall be unethical if the benefits of such patents or copy
rights are not made available I situations where the interest of large population is involved.
6.3 Running an open shop (Dispensing of Drugs and Appliances by Physicians)
A Physician should not run an open shop for sale of medicine for dispensing prescriptions prescribed
by doctors other than himself or for sale of medical or surgical appliances. It is not unethical for a
physician to prescribe or supply drugs, remedies or appliances as long as there is no exploitation of
the patient. Drugs prescribed by a physician or brought from the market for a patient should explicitly
state the proprietory formulae as well as generic name of the drug.
6.4 Rebates and Commission
6.4.1

A physician shall not give, solicit, or receive nor shall he offer to give, solicit or receive, any
gift, gratuity, commission or bonus in consideration of or return for the referring, recommending
or procuring of any patient for medical, surgical or other treatment. A physician shall not
directly or indirectly, participate in or be a party to act of division, transference, assignment,
subordination, rebating, splitting or refunding of any fee for medical, surgical or other
treatment.
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6.4.2

Provisions of para 6.3.1 shall apply with equal force to the referring, recommending or
procuring by a physician or any person, specimen or material for diagnostic purposes or
other study/work. Nothing in this section, however, shall prohibit payment of salaries by a
qualified physician to other duly qualified person rendering medical care under his supervision.

6.5. Secret Remedies
The prescribing or dispensing by a physician of secret remedial agents of which he does not
know the composition, or the manufacture or promotion of their use is unethical and as such
prohibited. All the drugs prescribed by a physician should always carry a proprietory formula
and clear name.
6.6

Human Rights:
The physician shall not aid or abet torture nor shall he be a party to either infliction of mental or
physical trauma or concealment of torture inflicted by some other person or agency in clear
violation of human rights.

6.7

Euthanasia:
Practicing euthanasia shall constitute unethical conduct. However on specific occasion, the question
of withdrawing supporting devices to sustain cardiopulmonary function even after brain death,
shall be decided only by a team of doctors and not merely by the treating physician alone. A
team of doctors shall declare withdrawal of support system. Such team shall consist of the
doctor in charge of the patient, Chief Medical Officer/Medical Officer in charge of the hospital
and doctor nominated by the in-charge of the hospital from the hospital staff or in accordance
with the provisions of the Transplantation of Human Organs Act, 1994.

7.

Misconduct
The following acts of commission or omission on the part of a physician shall constitute professional
misconduct rendering him/her liable for disciplinary action –

7.1

Violation of the Regulations
If he / she commits any violation of these Regulations.

7.2

If he / she does not maintain the medical records of his/her indoor patients for a period of
three years as per regulation 1.3 and refuses to provide the same within 72 hours when
the patient or his/her authorized representative makes a request for it as per the
regulation 1.3.2.

7.3

If he/she does not display the registration number accorded to him/her by the State Medical
Council or the Medical Council of India in his clinic, prescriptions and certificates etc., issued by
him or violates the provisions of regulation 1.4.2.

7.4

Adultery or Improper Conduct
Abuse of professional position by committing adultery or improper conduct with the patient
or by maintaining an improper association with a patient will render a physician liable for
disciplinary action as provided under the Indian Medical Council Act, 1956 or the concerned
State Medical Council Act.
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7.5

Conviction by Court of Law
Conviction by a Court of Law for offences involving moral turpitude/Criminal acts.

7.6

Sex Determination Tests
On no account sex determination test shall be undertaken with the intent to terminate the life of
a female foetus developing in her mother’s womb, unless there are other absolute indications for
termination of pregnancy as specified in the Medical Termination of Pregnancy Act, 1971. Any
act of termination of pregnancy of normal female foetus amounting to female foeticide shall be
regarded as professional misconduct on the part of the physician leading to penal erasure besides
rendering him liable to criminal proceedings as per the provisions of this Act.

7.7

Signing Professional Certificates, Reports and other Documents
Registered medical practitioners are in certain cases bound by law to give, or may from
time to time be called upon or requested to give certificates, notification, reports
and other documents of similar character signed by them in their professional capacity for
subsequent use in the courts or for administrative purposes etc. Such documents, among
others, include the ones given at Appendix 4. Any registered practitioner who is shown to
have signed or given under his name and authority any such certificate, notification, report
or document of a similar character which is untrue, misleading or improper, is liable to have
his name deleted from the Register.

7.8

7.9

A registered medical practitioner shall not contravene the provisions of the Drugs and
Cosmetics Act and regulations made there under. Accordingly,
(a)

Prescribing steroids/psychotropic drugs when there is no absolute medical indication;

(b)

Selling schedule “H” & “L” drugs and poisons to the public except to his patient; in
contravention of the above provisions shall constitute gross professional misconduct
on the part of the physician.

Performing or enabling unqualified person to perform an abortion or any illegal operation for
which there is no medical, surgical or psychological indication.

7.10 A registered medical practitioner shall not issue certificates of efficiency in modern
medicine to unqualified or non-medical person.
(Note: The foregoing does not restrict the proper training and instruction of bonafide students,
midwives, dispensers, surgical attendants, or skilled mechanical and technical assistants and
therapy assistants under the personal supervision of physicians.
7.11 A physician should not contribute to the lay press through articles or give interviews
regarding diseases and treatments which may have the effect of advertising himself or
soliciting practice; but, he is free to write to the lay press under his own name on matters
of public health, hygienic living or to deliver to public lectures, give talks on the radio /
TV / internet chat for the same purpose and seed announcement of the same to the
lay press.
7.12 An institution run by a physician for a particular purpose such as a maternity home, nursing
home, private hospital, rehabilitation centre or any type of training institution etc. may be
advertised in the lay press, but such advertisements should not contain anything more
than the name of the institution, type of patients admitted, type of training and other
facilities offered and the fees.
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7.13 It is improper for a physician to use an unusually large sign board and write on it anything
other than his name, qualifications obtained from a University or a statutory body, titles
and name of his specially, registration number including the name of the State Medical
Council under which it was registered. The same should be the contents of his prescription
papers. It is improper to affix a signboard on a chemist’s shop or in places where he does
not reside or work.
7.14 The Registered Medical Practitioner shall not disclose the secrets of a patient that have been
learnt in the exercise of his / her profession except
i)

in a court of law under order of the presiding judge,

ii)

in circumstances where there is a serious and identified risk to a specific person and
/ or community and

iii)

notifiable diseases.

In case of communicable / notifiable diseases, concerned public health authorities should be
informed immediately.
7.15 The Registered Medical Practitioner shall not refuse on religious grounds alone, to give
assistance in or conduct sterility, birth control, circumcision and termination of pregnancy
procedures when there is medical indication, unless the medical practitioner feels himself /
herself incompetent to do so.
7.16 Before performing an operation the physician should obtain in writing the consent from the
husband or wife, parent or guardian in case of minor, or the patient himself as the case may
be. In an operation which may result in sterility, the consent of both husband and wife is
needed.
7.17 A Registered Medical Practitioner shall not publish photographs or case reports of his / her
patients without their permission, in any medical or other journal in a manner by which their
identity could be disclosed if the identity is not to be disclosed, the consent is not needed.
7.18 In case a physician is running a nursing home and employing assistants to help him / her, the
ultimate responsibility rests on the physician.
7.19 A physician shall not use touts or agents for procuring patients.
7.20 A physician shall not claim to be a specialist unless he has a special qualification in that
branch.
7.21 No act of invitro fertilization or artificial insemination shall be undertaken without the informed
consent of the female patient and her spouse as well as the donor. Such consent shall be
obtained in writting only after the patient is provided, at her own level of comprehension, with
sufficient information about the purpose, methods, risks, inconveniences, disappointments of
the procedure and possible risks and hazards.
7.22 Research: Clinical drug trials or other research involving patients or volunteers as per the
guidelines of ICMR can be undertaken, provided ethical considerations are borne in mind.
Violation of existing ICMR guidelines in this regard shall constitute misconduct. Consent
taken from the patient for trial of drug or therapy which is not as per the guidelines shall also
be construed as misconduct.
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7.23 If a physician posted in rural area is found absent on more than two occasions during
inspection by the Head of the District Health Authority or the Chairman, Zila Parishad, the
same shall be construed as a misconduct if it is recommended to the Medical Council of
India/State Medical Council by the State Government for action under these Regulation.
7.24 If a physician posted in a medical college/institution both as teaching faculty or otherwise shall
remain in hospital/college during the assigned duty hours. If they are found absent on more
that two occasions during this period, the same shall be construed as a misconduct if it is
certified by the Principal/Medical Superintendent and forwarded through the State Government
of Medical Council of India/State Medical Council for action under these Regulations.
8.

Punishment and Disciplinary Action

8.1

It must be clearly understood that the instances of offences and of Professional misconduct
which are given above do not constitute and are not intended to constitute a complete list of
the infamous acts which calls for disciplinary action, and that by issuing this notice the Medical
Council of India and or State Medical Councils are in no way precluded from considering
and dealing with any other form of professional misconduct on the part of a registered
practitioner. Circumstances may and do arise from time to time in relation to which there may
occur questions of professional misconduct which do not come within any of these categories.
Every care should be taken that the code is not violated in letter or spirit. In such instances
as in all others, the medical Council of India and/or State Medical Councils have to consider
and decide upon the facts brought before the Medical Council of India and/or State Medical
Councils

8.2

It is made clear that any complaint with regard to professional misconduct can be brought
before the appropriate Medical Council for Disciplinary action. Upon receipt of any complaint
of professional misconduct, the appropriate Medical Council would hold an enquiry and give
opportunity to the registered medical practitioner to be heard in person or by a pleader. If
the medical practitioner is found to be guilty of committing professional misconduct, the
appropriate Medical Council may award such punishment as deemed necessary or may direct
the removal altogether or for a specified period, from the register of the name of the delinquent
registered practitioner. Deletion from the Register shall be widely publicized in local press as
well as in the publications of different Medical Associations/Societies/Bodies.

8.3

In case the punishment of removal from the register is for a limited period, the appropriate
Council may also direct that the name so removed shall be restored in the register after the
expiry of the period for which the name was ordered to be removed.

8.4

Decision on complaint against delinquent physician shall be taken within a time limit of 6
months.

8.5

During the pendency of the complaint the appropriate Council may restrain the physician form
performing the procedure or practice which is under scrutiny.

8.6

Professional incompetence shall be judged by peer group as per guidelines prescribed by
Medical Council of India.
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LEGAL OBLIGATION OF DOCTORS
Dr. R. D. Lele
Introduction
Legal obligations of doctors flow from the ethical and moral obligations toward; the patients which are
best expressed in Charak Samhita, the ancient Indian Ayurvedic classic. “The physician should regard
all his patients as if they were his own children and Vigilantly guard them from all harm, considering this
to be his highest religion.” “The patient, who may mistrust his own parents, children and relations
should response and implicit faith in his own physician and put his own life into his hands without the
least apprehension of danger.” The doctor patient relationship is fiducially-based on trust; hence the
doctor should do everything in his power to deserve that trust. Aesthetical, moral & legal obligations
flow from this single premise. It is important that every doctor understands the legal obligations and
fulfils them to the best of his abilities. Most doctors are not aware of the law of torts which pertains to
a wrong-doing which is independent of contract. This liability is applicable to all categories of doctors
whether they provide their service for a fee or as a charity without any fee. From the legal point of view,
lapses (averter or inadvertent) committed by doctors while performing their duties gives rise to legal
liabilities which are of 2 kinds: Criminal & Civil.
Criminal Liabilities
Arise when it is proved that a doctor has committed an act or made an omission which is grossly or
extremely rash or grossly negligent, and that grossly rash or negligent act is proved to be the proximate,
direct or substantive cause of the patients’ death. Then, under section 304 A of the Indian Penal code
( IPC ) the doctor is punishable with imprisonment for a term which may extend up to 2 yrs, or with a
fine or both. Here is worth noting that under section 304 A of the IPC this is a bail able offence, and the
police cannot hold the accused doctor in custody one the bail is provided. A police officer cannot act
unreasonable, and under the pretext of non-furnishing of bail, he cannot put a doctor in detention. Any
such act by the police officer will make him liable for the offence of wrongful confinement punishable
under section 342 of IPC.
Civil liabilities
Arises in case of medical service rendered on payment of a fee, under section 73 & 74 of the Indian
Contract Act. For liability to be established, the onus of the burden is on the patient to prove that.
1. There is a normal practice.
2. The defendant doctor has not adopted it.
3. The course adopted by the doctor is one which no professional man of ordinary skill would have
taken if he had been acting with ordinary care.
It should be appreciated that the law is very considerate to doctors. Error of judgment is not a
crime either in criminal or civil law. The law appreciates that the doctor is not obligated to
achieve success in every case that he treats. His only duty according to law is to exercise
reasonable skill and care. The standards of care and skill are to be judged by reference to the
ordinary average doctor who is expected to have a reasonable degree of knowledge, skill and
competence. Obviously, the standard of knowledge and skill expected from a specialist is higher
than that expected of the general practitioner.
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Simply because something happens to go wrong. If for instance one of the risks inherent in an
operation has actually taken place, or some complication ensues which lessens or takes away the
benefits that were hoped for, or if in a matter of opinion he makes an error of judgment, you should
find him guilty only when he falls short of the standards of a reasonably skilful medical man.”
In a recent Supreme Court judgment (A. S. Mittal and other vs State of UP and others)
following observation were made:
“But the law recognizes the dangers which are inherent in surgical operations. Mistakes will occur
on occasion despite exercise of reasonable skill and care.”
Negligence & rashness
Not doing what is required to be done (act of omission) and doing what should not have been done
(act of commission) amount to negligence.
Undertaking an assignment beyond one’s competence is a gross case of rashness. Doing something
which no sane or sober doctor in similar circumstances would ever do, is rashness. Rashness arises
because the doctor neglects his duty to be careful about the patients’ safety and hence can be
branded as negligence. Thus the term “negligence” can be used generally to cover both rashness
and negligence.
I have listed the common and important acts of omission and commission that constitute negligence
in a tabular (Table I). I expect all doctors to constantly keep this list in mind and take reasonable
precautions to safeguard against them. After all forewarned is forearmed.
Damages
Damages are the monetary compensation given by the process of law and may be of two kinds:
a. Pecuniary damages – amounts awarded for financial loss, past or future, whether precisely
calculated or not. All medical expenses, costs of nursing, loss of earning capacity, cost
of services of attendants during mishap, are also included in pecuniary damage.
b. Non-pecuniary damages, for pain and suffering, past or future, loss of enjoyment of life
in respect of sports, married life etc.
The bases or foundation of all monetary claims against doctors is negligence, either by themselves
or by their agents i.e. assistants, servants or staff, provided the said negligence is the direct or
proximate cause of some injury caused to the patient.
A doctor would not be held liable for the consequences of his negligence if these consequences are
too remote in time and space from his conduct, and in particular if some other event or event or
events intervene or might have intervened between the doctor’s alleged conduct and the occurrence
of injury or damage.
Vicarious liability
“Vicarious” means arising out of a vicar or a deputy or an agent. Vicarious liability arises out of the
wrongful action or omissions of the staff assisting the doctors (house men, nurses, technicians,
paramedical staff, ward boys, pharmacist, physiotherapists etc.)
The hospital that engages the doctors and supportive services have vicarious liability. For
legal purpose the principal or the master is answerable for the wrong doings of the staff engaged
by him – provided that is done in the course of the employment or engagement. Common
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examples of vicarious liability are a patient falling from the cot because of the absence of protective
railings, patient falling from a trolley while being carried by a ward boy; a visitor falling on a slippery
floor etc.
Medical institutions and nursing homes should get adequate insurance cover to meet liabilities arisings
out of the negligence of medical as well as paramedical staff.
Table
Negligence: Acts of Omission and Commission
Physician
Acts of Omission

Acts of Commission

1.

Failure to attend to one’s patient when
required ( for example, when He/she
complains of chest pain, Abdominal pain)

1.

Examination without the consent
of the patient.

2.

Failure to study symptoms and
complaints carefully.

2.

Perfunctory and superficial Examination.

3.

Failure to examine the patient.

3.

Injury during examination.

4.

Failure to attempt a proper diagnosis
including failure to consult.

4.

Rushing to a diagnosis without reasonable
basis.

5.

Failure to use appropriate laboratory tests
when available.

5.

Jumping to a plan of treatment, without
consideration of safety.

6.

Failure to obtain informed consent for
procedures with inherent risks to life.

6.

Undertaking of procedures beyond one’s
skill and experience.

7.

Failure to administer standard treatment.

7.

Unnecessary treatment, especially with
harmful drugs.

8.

Failure to take proper precaution before
giving injections, such as Penicillin,
cytotoxic drugs.

8.

Causing injury to the patient due to faulty
techniques, for example, necrosis due to
infiltration of vesicant drugs; infections.

9.

Failure to leave proper and clear
9.
instructions for the treatment of the patient as
well as protection of attendants and contacts
(in case of infectious diseases).

Error in prescribing; overdose; wrong drugs;
adverse drug interactions.

10. Failure to advise hospitalization when
indicated by the patient’s condition.

10. Aggravating in existing condition or adding
new doctor-induced problems.

11. Failure to issue complete discharge card
with follow-up instructions, on discharge of
hospitalized patient.
12. Abandoning treatment without arranging
for alternatives.

11. Anaphylaxis resulting in death for want of
anticipatory preparedness with life saving
measures – ( ABC / CPR).
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Acts of Commission

Acts of Omission
1. Failure to diagnose surgical condition
requiring operation.

1. Operation without consent.

2. Failure to use X-rays and other aids for
proper diagnosis when available.

2. Operation more extensive than that Consented
to.

3. Failure to operate when indicated.

3. Operation on the wrong patient or on the

4. Delay in operation.

4. Unnecessary operation.

5. Failure to follow up after operation.

5. Unsuccessful operation ( with recurrence of
the same trouble).

6. Failure to do a thorough job (e.g. remove all
kidney / bladder stones, complete removal
of tonsils).

6. Bad results of operation : sepsis; injury to
nerves, tendons; unnecessary scarring; loss of
function; deformity.

7. Failure to inform the patientl if complications
due to inadvertence occurred during surgery.

7. Leaving swabs or instruments in body cavities.

8. Failure to use traction when indicated.

8. Use of unsterile instruments, faulty techniques.

9. Failure to institute passive and active
movements as indicated.

9. Plaster casts too tight; removed too soon; or
kept too long.

10. Failure to immobilize sufficiently if condition 10. Experimentation without proper consent and
authorization.
demanded it.
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Anaesthesiologists
1. Failure to examine the patient before
surgery, for evaluation of fitness for surgery
under anaesthesia.

1.

Too much anaesthetic.

2. Failure to communicate to the surgeon,
patient and relatives the magnitude of the
risk involved, before obtaining the informed
consent.

2.

Death from anaesthesia.

3. Failure to supervise the recovery from
anaesthesia.

3.

Injury to the patient during anaesthesia, to his
eyes, skin, limbs, etc; brachial palsy, aspiration
pneumonia.

4.

4.

Sequelae of anaesthesia, for example, spinal
anesthesia leading to epidural abscess, back
pain.

1.

Mis-reporting of films.

2.

Anaphylactic reaction to contrast media.

3.

Renal shutdown due to contrast media.

4.

Complications following arteriography and
interventional radiology.

Radiologist
1. Failure to take adequate recautions before
giving iodine contrast media.
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Clinical Laboratory Staff and Pathologists
1. Failure to use acceptable scientific 1. Erroneous results of laboratory tests (especially
techniques for diagnostic tests.
venereal disease and HIV infection) – biopsy
reports.
2. Failure to monitor quality control of tests. 2. Contamination of materials in the laboratory leading
to erroneous results.
3.
3. Adequate pretest requisites.

Obstetricians
Acts of Omission

Acts of Commission

1. Failure to provide prenatal care.

1. Unnecessary caesarean operation

2. Failure to attend at time of delivery.

2. Instrumental injury to mother and child.

3. Failure to protect perineum and rectum
during delivery.

3. Haemorrhage from the cord.

4. Failure to remove placenta completely.

4. Diagnosis of pregnancy as “uterine tumor”.

5. Failure to repair birth canal injury.

5. Diagnosis of uterine tumour as “pregnancy”.

6. Failure to treat eclampsia properly.

6. Wrong baby given to patients.

Gynaecologists
1. Failure to obtain consent before performing 1. Operation resulting insterility.
abortion or sterilization, or artificial
insemination with donor’s sperm.
2. Failure to use aseptic techniques.

2. Perforation of uterus during curettage.

3. Failure to inform patient about mishaps
through inadvertence.

3. Stricture of cervix by too extensive
cauterization.

4. Failure to use appropriate family planning
method when required.

4. Fistula formation with bladder and rectum.
5. Failed tubectomy – patient becoming
pregnant.

Ultrasonographers
1. Failure to use optimum techniques, leading 1. Wrong reporting of the sex of the foetus.
to misdiagnosis.
2. Wrong diagnosis false positive and false negative.

93

IMPORTANT PHONE NUMBERS
Hospital Security

25598200

OYC (1)

22023942

Hospital casualty

25598100, 25598096

Anand Bhavan (2)

23671412

ICCU

25598300

Mistry Nagar (3 & 5)

24458507

Head medical division

25598252

Bandra (4)

26005972

APO

25598260

Chenbur (6)

25222116

CHSS OFFICE

25598240

Ghatkopar (7)

25000274

Matron

25598262

Anushakti Nagar(W) (8)

25580569

Anushakti Nagar ( E) (9)

25580569

Panel Hospitals
Bombay hospital

22067676

Vashi (10)

27663985

Jaslok Hospital

66573333

Andheri (11)

26838404

Hinduja Hospital

24452222

Mandala (12)

25583333

Nanavati Hospital

26182255

Dombivali (14)

95251-2493977

Asian Heart Institute

66986666

BRIT

27887114

Ashirvad Blood bank

24153790

Wards

Anvik Shah Blood Bank

25125927

2A (Maternity)

25598201

Ambika Blood Bank

25124322

2B (peadiatric)

25598202

Cardiac ambulance

9820644429

2C (Surgical Female)

25598203

Wockhardt

2799 4444

2D (Ortho, ENT, Ophthal-Female) 25598204

SR Mehta & KikaBai

2403 5454

MGM Vashi

2782 2200

3A (Gynaecology, ENT,
Med-Female)

25598301

Vashi Dignostic Centre

2789 1188

3B

25598302

Dr LH Hiranandani Hospital

2576 3333

3C (Ortho, ENT, Ophthal-Male)

25598303

Gurmeet Diagnostic Centre

2521 5151

3D (Surgical-Male)

25598304

4A (Female-Medical)

25598041

4B (Male-Medical)

25598042

Dispensaries
Mod Lab

25592003
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