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Abstract

The expansion of private and corporate healthcare has transformed the delivery of medical services in
India. Hyderabad has emerged as an important centre for multi-speciality and super-speciality healthcare,
where treatment is delivered through consultants, resident doctors, nurses, technicians, laboratories,
pharmacists, emergency personnel and hospital management. This institutional model has created a
corresponding change in the nature of medical negligence. Patient injury may result not only from an
individual professional error but also from failures in staffing, supervision, communication, diagnostic
coordination, equipment, nursing, emergency response, records, infection control, medication systems or
informed consent.

This article examines corporate medical negligence in Telangana State with special reference to corporate
hospitals in Hyderabad. It traces the historical development of medical-negligence law, considers
international approaches to patient safety, analyses Indian tort and consumer law, examines the Clinical
Establishments (Registration and Regulation) Act, 2010 and the Telangana Clinical Establishments
(Registration and Regulation) Rules, 2022, and studies leading Supreme Court decisions including Indian
Medical Association v. V.P. Shantha, Spring Meadows Hospital v. Harjol Ahluwalia, Savita Garg v. Director,
National Heart Institute, Jacob Mathew v. State of Punjab, Samira Kohli v. Dr. Prabha Manchanda, V. Kishan
Rao v. Nikhil Super Speciality Hospital and Kusum Sharma v. Batra Hospital & Medical Research Centre.
The study hypothesises that Indian law provides substantial remedies against individual medical
negligence but remains fragmented when negligence arises from institutional or systemic failures in
corporate healthcare. The hypothesis is substantially supported, subject to the qualification that Indian
law already recognises several forms of hospital accountability. The principal difficulty lies in integrating
professional negligence, vicarious liability, direct institutional negligence, clinical-establishment
regulation and patient safety into a coherent framework. The article proposes stronger hospital-level
patient-safety systems, effective medical-record rights, independent grievance mechanisms, accountable
outsourcing, meaningful informed consent, adverse-event reporting and stronger regulatory enforcement.
Keywords: Corporate Medical Negligence; Medical Negligence; Corporate Hospitals; Hyderabad;
Telangana; Patient Safety; Hospital Liability; Clinical Establishments; Consumer Protection

INTRODUCTION

Healthcare is closely connected with life, bodily integrity, dignity and personal autonomy. A patient
ordinarily approaches a doctor or hospital in a position of vulnerability and with substantially less
technical knowledge than the healthcare provider. The law therefore imposes duties of reasonable
skill and care. Yet medicine is not an exact science. Diseases develop unpredictably, patients respond
differently to treatment and recognised procedures involve inherent risks. An adverse outcome, by
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itself, does not establish negligence. The essential inquiry is whether the applicable standard of
reasonable professional or institutional care was breached and whether that breach caused legally
attributable injury.[1] Traditional medical-negligence law concentrated on the doctor-patient
relationship. Corporate healthcare presents a more complex structure. A patient may simultaneously
depend upon consultants, resident doctors, nurses, radiologists, laboratory personnel, pharmacists,
intensive-care teams, electronic records, emergency protocols and administrative coordination. An
injury may therefore result from the interaction of several failures rather than from one isolated
clinical decision. A critical report may be generated but not communicated; a medicine may be
correctly prescribed but incorrectly administered; an ICU may lack adequate monitoring; or a
hospital may fail to preserve essential records.

The expression 'corporate medical negligence' is not a separately codified tort or statutory
offence in India. It is used here as a functional description of negligence attributable to an
institutional healthcare establishment, whether through its personnel or through failures in its own
systems, infrastructure, management or processes. Three categories should be distinguished:
individual professional negligence, vicarious responsibility of the hospital, and direct institutional
negligence arising from the hospital's own breach of duty.

Hyderabad is a particularly relevant setting because corporate healthcare has expanded
substantially and provides tertiary and super-speciality services through large institutional
networks. The patient ordinarily encounters the hospital as an integrated provider. The institution
admits the patient, provides infrastructure, coordinates specialists, maintains records, arranges
investigations and nursing services, and usually receives the consideration for treatment. The
assumption of these institutional functions creates a corresponding question of institutional
accountability.

The modern patient-safety approach supports this broader perspective. The World Health
Organization treats patient safety as a fundamental component of healthcare quality and emphasises
organisational leadership, safe processes, competent personnel, information systems and patient
participation.[2] The issue is therefore not merely 'which doctor made the mistake?' but also
whether the system in which the mistake occurred was reasonably designed to prevent foreseeable
harm.

HISTORY

Medical negligence developed from the general law of negligence, requiring duty, breach,
causation and damage. Professional liability was shaped by the recognition that medical treatment
involves specialised knowledge and clinical judgment. The common-law Bolam principle became
influential in determining the professional standard, although Indian courts have developed the
doctrine in the context of Indian law and consumer protection.[3] In India, medical negligence
evolved through tort law, contract, consumer protection, professional regulation, criminal law and
constitutional principles. A decisive development occurred in Indian Medical Association v. V.P.
Shantha, where the Supreme Court recognised medical services rendered for consideration, subject
to the conditions stated by the Court, as falling within the consumer-protection framework.[4] The
decision materially strengthened the patient's remedial position and made hospital services legally
examinable as services.

Jacob Mathew v. State of Punjab subsequently clarified the distinction between civil and
criminal medical negligence.[5] The Court recognised that criminal law should not be invoked merely
because treatment failed or an adverse result occurred. Samira Kohli v. Dr. Prabha Manchanda
expanded the jurisprudence on informed consent and patient autonomy.[6] Spring Meadows
Hospital and Savita Garg further developed hospital responsibility and the evidentiary position of
patients in institutional healthcare.[7] The growth of hospitals has consequently produced a
movement from a purely doctor-centred model towards an institution-sensitive model. The hospital
may employ, engage, coordinate or represent several healthcare professionals and may control
infrastructure and systems that materially affect treatment. The legal significance of this
development is that the hospital's own duty cannot always be reduced to the personal negligence of
one doctor.
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INTERNATIONAL PERSPECTIVES

International approaches increasingly recognise that patient safety is a systems issue. The
World Health Organization's patient-safety framework emphasises organisational leadership, safe
processes, data, competent staff and patient participation. Its Patient Safety Rights Charter, 2024,
identifies rights relating to timely and appropriate care, safe healthcare processes, qualified
personnel and participation in care.[8] The approach is relevant to corporate hospitals because
avoidable harm may arise from organisational weaknesses even without deliberate misconduct.

In the United Kingdom, medical negligence historically developed around the common-law
professional standard associated with Bolam.

Contemporary healthcare governance, however, places increasing emphasis on clinical
governance, quality assurance, incident reporting and institutional systems. The significant
conceptual change is from asking only who committed the error to asking why the system permitted
the error to occur.

The United States provides a broader malpractice framework in which hospitals may face
vicarious liability and claims based on negligent hiring, supervision, credentialing or institutional
failures. This demonstrates that hospital accountability need not be confined to traditional
respondeat superior. At the same time, the American experience illustrates the risks of excessive
liability, including higher costs and defensive medicine. The World Medical Association has therefore
emphasised balanced medical-liability reform.[9] Italy offers another useful example of legislative
attention to patient safety and medical liability, including organisational and insurance
dimensions.[10] The comparative lesson for India is not to copy foreign law, but to recognise that
patient safety, institutional responsibility and liability can be addressed as connected components.
Institutional accountability should correspond to institutional control, while the legal standard
should remain reasonable care rather than strict liability.

INDIAN LAW

Indian law governing corporate medical negligence is distributed across several legal
regimes. Tort law supplies the basic principles of duty, breach, causation and damage. Consumer law
provides an important remedial mechanism. The Clinical Establishments Act regulates hospitals as
establishments. Professional regulation governs doctors. Criminal law applies a higher threshold
where negligent conduct causes death. The absence of one comprehensive medical-negligence
statute therefore produces a fragmented but substantial body of law.

The Consumer Protection Act, 2019 defines 'deficiency’ to include fault, imperfection,
shortcoming or inadequacy in the quality, nature or manner of performance required by law,
contract or otherwise, and expressly includes negligent acts or omissions causing loss or injury.[11]
For corporate hospitals this is significant because healthcare is frequently supplied as an integrated
institutional service. Section 85 separately addresses liability of a product service provider in a
product-liability action where the service is faulty, deficient or inadequate or an act, omission or
negligence causes harm.[12] The Clinical Establishments (Registration and Regulation) Act, 2010 is
particularly important because it regulates clinical establishments themselves. It provides for
registration, standards, inspection, registers and penalties, and contains a specific provision dealing
with contravention by companies.[13] This shows that institutional responsibility is not foreign to
Indian healthcare regulation. However, a regulatory breach does not automatically establish civil
negligence in every case, and civil negligence may exist even where a particular regulatory breach
cannot be demonstrated. The two inquiries overlap but remain legally distinct.

Telangana notified the Telangana Clinical Establishments (Registration and Regulation)
Rules, 2022 through G.0. Ms. No.64, Health, Medical & Family Welfare (D), dated 14 June 2022, under
Section 54 of the Central Act, superseding the earlier 2007 Rules.[14] The State framework is
therefore central to a Telangana-specific study. The practical issue is enforcement: registration,
inspection, minimum standards, records and patient-safety requirements must operate as real
regulatory obligations rather than merely documentary conditions.

Professional regulation operates alongside civil and consumer law.
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Professional misconduct, civil negligence and criminal negligence are not interchangeable
concepts. The applicable forum must apply the elements of the particular cause of action. Criminal
law now operates under the Bharatiya Nyaya Sanhita, 2023. Section 106(1) penalises causing death
by a rash or negligent act and provides a distinct maximum punishment where the act is committed
by a registered medical practitioner while performing a medical procedure.[15] Jacob Mathew
remains important in maintaining the higher threshold required for criminal medical negligence.

Medical records are particularly important because the hospital ordinarily controls much of
the evidence. Case sheets, nursing charts, medication records, diagnostic reports, consent forms,
operative notes, ICU records and discharge summaries can establish or contradict allegations of
negligence. Savita Garg is important because the patient cannot reasonably be expected to identify
every treating professional when the hospital can identify and produce the relevant evidence. This
does not create a presumption of negligence; it recognises the evidentiary realities of institutional
medicine.

Vicarious liability and direct institutional liability must also be separated.

Where an employee or person acting within the relevant institutional relationship is

negligent, vicarious liability may arise. The precise relationship cannot be determined merely from
the label 'consultant’. The court may examine who engaged the professional, who controlled the
work environment, who supplied infrastructure, who allocated patients, who collected fees, who
maintained records and how the hospital represented the professional.
Direct institutional negligence arises where the hospital itself breaches a duty. Examples include
failure to maintain essential equipment, inadequate staffing, defective emergency systems, failure to
communicate critical reports, defective medication processes or systemic failure to maintain records.
Outsourcing does not necessarily eliminate the hospital's responsibility for patient safety. The
hospital's selection, coordination and supervision of outsourced services may itself become relevant
to the negligence inquiry.

Informed consent is another institutional concern. Samira Kohli emphasises patient
autonomy and consent for the treatment actually undertaken.[16] Corporate hospitals should
therefore ensure that consent is meaningful and procedure-specific rather than merely an
administrative signature. The same principle should guide documentation, disclosure of material
risks and alternatives, and communication in emergencies.

The Telangana regulatory framework can play an important preventive role in this regard.
Registration and inspection should not be viewed only as administrative requirements. Minimum
standards, staffing requirements, record obligations and patient-safety processes can function as
benchmarks against which institutional conduct may later be assessed.

Regulatory authorities should therefore preserve inspection records and complaint histories in a
transparent and accessible manner, subject to legitimate privacy requirements. Such institutional
evidence can improve both enforcement and adjudication.

Another practical difficulty is the attribution of causation in complex treatment. A patient
may have multiple diseases, undergo several procedures and receive treatment from different
departments. The injury may therefore have more than one contributing cause. Corporate medical-
negligence litigation should avoid both extremes: it should not assume that the hospital caused every
adverse result, but neither should institutional complexity make accountability impossible. Courts
and commissions should identify the specific duty, the particular failure, the causal connection and
the extent of responsibility on the evidence available.

At the same time, the institutional model can create conflicts of interest that are less visible
in a traditional doctor-patient relationship. A patient may believe that a recommendation made by a
hospital consultant represents independent clinical judgment, while the hospital may have financial
relationships with diagnostic laboratories, pharmacies or other service providers. This does not
establish negligence in itself, but it reinforces the importance of informed consent, transparency and
professional independence. The hospital should be able to demonstrate that material clinical
decisions were based upon patient needs and accepted medical considerations.
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Hyderabad also demonstrates why institutional accountability requires attention to the
distinction between clinical quality and commercial structure. The commercial character of private
healthcare is not, by itself, evidence of negligence. Corporate hospitals invest in technology,
specialised personnel, infrastructure, accreditation, emergency services and multidisciplinary
treatment. The legal difficulty arises only when commercial or organisational pressures interfere
with the patient's interests or produce systems that fall below reasonable standards of care.

Allegations such as unnecessary investigations, avoidable procedures, prolonged admission
or inadequate disclosure must therefore be proved through evidence rather than assumed merely
because a hospital is corporate.

IMPORTANT SUPREME COURT JUDGEMENTS

Indian Medical Association v. V.P. Shantha, (1995) 6 SCC 651, established the consumer-law
basis for medical services rendered for consideration in appropriate circumstances.[17] Its
importance to corporate hospitals lies in recognising healthcare as an institutional service capable of
attracting consumer accountability.

Spring Meadows Hospital v. Harjol Ahluwalia, (1998) 4 SCC 39, is important for hospital
responsibility in relation to negligent healthcare personnel.[18] It demonstrates that the hospital
cannot always be treated as a passive venue when healthcare is organised and delivered through its
personnel and facilities.

Savita Garg v. Director, National Heart Institute, (2004) 8 SCC 56, addresses the evidentiary
imbalance between patient and hospital. The Supreme Court rejected an approach that would make a
consumer complaint fail merely because every treating doctor had not been impleaded when the
hospital could produce the relevant evidence.[19] The decision is especially relevant to corporate
hospitals where treatment involves numerous professionals.

Jacob Mathew v. State of Punjab, (2005) 6 SCC 1, remains the leading authority
distinguishing civil negligence from criminal negligence.[20] It protects competent medical
professionals from criminal prosecution based merely upon an adverse result while preserving
criminal accountability for sufficiently serious negligent conduct.

Samira Kohli v. Dr. Prabha Manchanda, (2008) 2 SCC 1, is the leading authority on informed

consent and patient autonomy.[21] The decision is especially relevant to corporate hospitals where
multiple diagnostic, surgical and therapeutic interventions may occur during one admission.
Malay Kumar Ganguly v. Dr. Sukumar Mukherjee, (2009) 9 SCC 221, demonstrates detailed judicial
scrutiny of medical evidence and professional responsibility.[22] V. Kishan Rao v. Nikhil Super
Speciality Hospital, (2010) 5 SCC 513, is significant because expert evidence should not become an
inflexible procedural barrier in every consumer medical-negligence claim.[23] Kusum Sharma v.
Batra Hospital & Medical Research Centre, (2010) 3 SCC 480, comprehensively restated the standard
of reasonable professional competence and cautioned that treatment failure, hindsight or a different
acceptable medical choice does not automatically amount to negligence.[24] This case is essential to
maintaining the balance between patient protection and legitimate medical judgment.

Achutrao Haribhau Khodwa v. State of Maharashtra, (1996) 2 SCC 634, and Balram Prasad v.
Kunal Saha, (2014) 1 SCC 384, further illustrate the development of medical-negligence principles
and the remedial dimension of compensation.[25] Taken together, these decisions establish
substantial legal tools even though they do not create a single doctrine called corporate medical
negligence.

HYPOTHESIS

The hypothesis of the study is that Indian law provides substantial remedies against
individual medical negligence but does not always provide sufficiently clear and comprehensive
mechanisms for institutional and systemic negligence in corporate healthcare. The examination
substantially supports this hypothesis, with an important qualification: Indian law already contains
mechanisms capable of fixing responsibility upon hospitals.

The Consumer Protection Act provides a remedial route; Supreme Court decisions recognise
hospital responsibility and evidentiary fairness; the Clinical Establishments Act and Telangana Rules
regulate clinical establishments; professional law regulates individual doctors; and criminal law
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addresses sufficiently serious negligent conduct. The difficulty is that these mechanisms operate
through different standards, forums and consequences.

The Telangana framework therefore provides an institutional regulatory foundation but
does not itself answer every question concerning compensation, causation, vicarious liability and
direct institutional negligence. The central problem is fragmentation rather than a total absence of
law. The hypothesis is accordingly substantially established: the law recognises corporate hospital
accountability, but clearer integration of institutional duties and liability would improve patient
protection and legal certainty.

SUGGESTIONS

Indian healthcare legislation should expressly distinguish individual professional negligence,
vicarious hospital liability and direct institutional negligence, without converting the latter into strict
liability.

Large corporate hospitals should maintain documented patient-safety systems for
medication, patient identification, surgery, infection control, ICU monitoring, emergency response
and communication of critical diagnostic results.

Patients should have a clear and enforceable right to obtain complete medical records within a
prescribed period, with secure electronic audit trails.

Major hospitals should establish independent grievance mechanisms so that negligence
complaints are not investigated solely by the department against which the complaint is made.
Outsourced laboratories, radiology, pharmacy, ambulance and other services should be governed by
contracts that clearly allocate patient-safety and regulatory responsibilities; outsourcing should not
become a means of avoiding accountability.

Informed consent should be voluntary, informed, procedure-specific and comprehensible,
with meaningful disclosure of material risks and reasonable alternatives wherever applicable.
Serious preventable adverse events should be recorded and reported through patient-safety
mechanisms designed primarily for prevention, root-cause analysis and institutional learning.
Telangana should strengthen inspection and enforcement under the Clinical Establishments Rules,
2022 so that registration and minimum standards operate as substantive regulatory safeguards.
Independent medical-expert panels may assist courts and consumer commissions in technically
complex disputes, while the final adjudicatory function remains with the competent judicial or quasi-
judicial body.

Reform must preserve protection against frivolous claims. An adverse outcome,
complication or death cannot by itself establish negligence, and the reasonable professional standard
affirmed in Kusum Sharma should remain central.

CONCLUSION

Corporate healthcare has transformed the structure of medical treatment and, consequently,
the structure of medical liability. Medical negligence can no longer be analysed exclusively through
the conduct of an individual doctor where patient care depends upon an integrated institutional
system.

The relevant legal inquiry may involve professional judgment, hospital personnel,

infrastructure, staffing, records, emergency systems, diagnostics, medication and organisational
processes.
Indian law already provides important tools. V.P. Shantha opened the consumer-law route; Spring
Meadows demonstrated hospital responsibility; Savita Garg addressed evidentiary difficulties; Jacob
Mathew distinguished criminal from civil negligence; Samira Kohli strengthened informed consent;
V. Kishan Rao addressed expert evidence; and Kusum Sharma clarified the reasonable professional
standard. The Clinical Establishments Act, 2010 and Telangana Rules, 2022 add an institutional
regulatory dimension.

The central challenge is therefore the fragmentation of accountability.

Corporate hospital liability should be understood through three categories: individual professional
negligence, vicarious hospital liability and direct institutional negligence. A hospital should be
accountable for failures within its own control, particularly infrastructure, staffing, emergency
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systems, records, nursing, diagnostic coordination and patient-safety processes. At the same time, the
hospital should not become an insurer against every adverse outcome.

For Telangana, and particularly Hyderabad, the future should be a coherent model of corporate
healthcare governance in which patient safety, transparent records, meaningful consent,
independent grievance mechanisms, accountable outsourcing, adverse-event reporting and effective
regulation operate together. The objective is not to increase litigation for its own sake; it is to ensure
that the growth of corporate healthcare is accompanied by corresponding standards of patient
protection and institutional responsibility.
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