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1. The charge against the Defendant, Dr KORNG Kokan Allan, is: 

“Thαt on 29 瓦fαy 2023, he, being α registered medicαi prαctitione咒 

disregαrded his professionαl responsibility to his pαtient 

(“the Pαtient ’，）， in th瓜， he wrongly dispensed “Chlorαmphenicol ”， αn eye 

ointm臼哎， to the Pαtient insteαd of "Orαmedy" as prescribed, when the 

Pαtient consulted him for oral ulcer: 



In relαtion to the fαcts αlleged, he hαs been guilty of misconduct in α 

professional respect. " 

Facts of the case 

2. 	 The name of the Defendant has been included in the General Register since 

26 April 1994 to the present. 

3. 	 On 29 May 2023, the Patient (aged 9), accompanied by his father, consulted the 

Defendant. The Patient presented with a 3-day history oflesion （訂ound lcmx 

1 cm in size) in his mucosa, just below his left inner lip. He was afebrile. The 

Defendant examined the Patient and his diagnosis was viral infection (severe). 

According to the Defendant’s submission, the Defendant prescribed the 

following medications to the Patient: (a) Oramedy paste (oral paste I gel for pain 

and irritation);(b) Acyclovir (antiviral medicine for infections);(c) Ibuprofen 

(non-steroidal anti-inflammatory drug); and (d) Polaramine (antihistamine). 

After the consultation, the Patient took and/or applied the prescribed medications. 

4. 	 On 30 May 2023, the Patient suddenly developed high fever. The swelling of 

the Patient’s oral lesionσot worse. The Patient was taken to an Accident and I:> 

Emergency Department of a private hospital for treatment. A doctor there 

noted th的 the drug label of “Oramedy Paste" was stuck onto the box of 

Chloramphenicol eye ointme1哎， which was dispensed by the Defendant to the 

Patient the day before. 

5. 	 By a statutorγdeclaration made on 28 July 2023, the Patient’s father lodged a 

complaint against the Defendant with the Medical Council (“Council”). 

Photographs of the wrongly dispensed Chloramphenicol eye ointment were 

enclosed therein (“Photographs”). 

Burden and Standard of Proof 

6. 	 We bear in mind that the burden of proof is always on the Secretarγand the 

Defendant does not have to prove his innocence. We also bear in mind that the 

standard of proof for disciplinarγproceedings is the preponderance of 

probability. However, the more serious the act or omission alleged, the more 

i址ierently improbable must it be regarded. Therefore, the more i址ierently 

improbable it is regarded, the more compelling the evidence is required to prove 

it on the balance of probabilities. 

2 




7. 	 There is no doubt that the allegation made against the Defendant here is serious. 

Indeed, it is always a serious matter to accuse a registered medical practitioner 

of misconduct in a professional respect. Therefore, we need to look at all the 

evidence and to consider and dete1mine the disciplinarγcharge against the 

Defendant care在illy. 

Findin2s of the Inauirv Panel 

8. 	 The Defendant admits the factual particulars of the charge. 

9. 	 We have looked at the Photograp泊， which show a box ofointment in its original 

manufactur‘er's box with these words printed on top 

“C丘LORAMPHENICOL 5Gm", and “Eye Ointment STERILE". Attached to 

the box is the Defendant's drng label issued for the Patient, which contains the 

words “Oramedy Paste’'. 

10. 	 The manufacturer's box bears a completely different drng name, and which is 

for treatment of eyes, than the one printed on the Defendant’s drug label. It is 

very clear that the Defendant had wrongly dispensed Chloramphenicol eye 

ointme肘， instead of Oramedy paste, to the Patient. 

11. 	 It is stipulated in the Co位e ofProfessional Conduct (2022 Edition) that: 

“9. 2 	 A doctor who dispenses medicine to pαtients hαs the personαi 

responsibility to ensure that the drugs αre dispensed strictly in 

αccord， the prescription αnd αre properlyαnee with lαhelled 

before they αre h的1ded over to the pαtients. The doctor should 

estαblish suitαble procedures for ensuring thαt drugs αre 

properly lαbelled αnd dispensed. Doctors αre αdvised to 

observe the provisions of Good Dispensing Practice Manual 

issued by the Hong Kong Medical Associαlion. " 

12. 	 We are satisfied on the evidence before us that the Defendant has by his conduct 

in the present case fallen below the standar吐s expected amongst registered 

medical practitioners in Hong Kong and we find him 邵iilty of professional 

misconduct as charged. 
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Sentencin2: 

13. 	 The Defendant has a clear disciplinary record. 

14. 	 We shall give credit to the Defendant for his 企ank admission and full cooperation 

throughout these disciplinarγproceedings. 

15. 	 We bear in mind that the primary purpose of a disciplinary order is not to punish 

the Defendant but to protect the public from persons who are unfit to practise 

medicine and to maintain public confidence in the medical profession by 

upholding its high standards and good reputation. 

16. 	 We have considered the character reference letters and CME records as 

submitted. 

17. 	 The Defendant told us that at the mate1ial times, his clinic had been in place a 

triple check system. At least two clinic assistants would be on duty at the clinic, 

and they would be in charge ofpreparing, checking and dispensing medications. 

One clinic assistant would fir討 prepare the medications based on the Defendant’s 

prescriptions. After preparing the medications, they would be passed to the 

other clinic assistant for checking. They would be further passed to the 

Defendant for checking before dispensing to patients. The Defendant said that 

for the Patient’s case, he did not remember what happened and why the error 

occurred. 

18. 	 The Defendant said that since the incident, he has taken 扣1iher or remedial steps 

to enhance his triple check system. At the reception area, there are now notices 

reminding the clinic assistants to check and cross” check medications before 

dispensing. Chloramphenicol eye ointment and Oramedy would no longer be 

placed in the same storage area. The two clinic assistants would fill in a 

“孔1edication Dispensing Checklist" (“Checklist"). A clinic assistant would 

(i) confirm the patient’s name on the druεlabel(s) is correct; (ii) check the 

patient’s allergy profile;(iii) ensure that the medication(s) match with the drug 

name(s) stated on the labels;(iv) ensure that the dosage and frequency of 

medic前ion(s) are correct; and (v) ensure that the amount of medication(s) 

prescribed is correct. After confirming everything has been correct, the same 

clinic assistant would tick and sign on the Checklist, and pass the medications to 

the Defendant for checking. The Defendant would repeat the same steps and 
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then tick and sign on the Checklist. The remaining clinic assistant would check 

to ensure that both the Defendant and the first clinic assistant have signed on the 

Checklist; check to ensure that the medication(s) and the patient’s name on the 

respective labels are correct; sign on the Checklist; and tick on the labels. With 

these remedial measures in place, we are satisfied that the risk of re-offending 

is low. 

19. 	 Taking into consideration the nature and gravity of this case and what we have 

heard and read in mitigation, we order that a warning letter be issued to the 

Defendant, to be published in the Gazette. 

Rema1.k 

20. 	 We take this opportunity to remind the Defendant that he should always 

familiarize himself with the Good Dispensing Practice Manual issued by 

the Hong Kong Medical Association. 

Dr CHOI Ki況， Gabriel
 

Chairperson of the Inquiry Panel 


The Medical Council of Hong Kong 
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