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The Amended Char2es 

1. The amended charges against the Defendar哎， Dr CHAN Shun Hung Andrew, are: 

“The particulars of the complaint αre thαt on or αbout 

9S叩tember 2013, he, being a γegistered medical prαctitioner, 

disγegαrded his professional responsibility to his patie.叫 

("the Pαtient ’，）， deceased, in th剖 he: 



（α＇） fiαiled tomα:ke proper αn品＇／or α品equαte preparαtion, includin皂 

intra－αrterial pressure monitori嗯， before αdministering 

generαlαnαesthesiα to the Pαtient﹔ 

(b）	 戶iled to timely and/or properly monitor the Patient's condition 

(including but not limited 的 intr，α－arter的l pressw怒， 

haemoglobin, blood gαs pH, calcium) during the right 

hepatectomy under general anαesthesia ("the Operation "); 

αndlor 

(c) 	 failed to timely αdminister blood products αndlor trαnexαmic 

αcid to the Pαtient during the Operαtion and when situαtion so 

wαrranted. 

In relαtion to the fαcts αllege忌， either singulαrly or cumulαtively, he 

hαs been guilty ofmisconduct in α professionαl respect." 

Facts of the case 

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

24 August 1979 to the present. His name has been included in the Specialist 

Register under the Specialty ofAnaesthesiology since 4 March 1998. 

3. 	 Briefly stated, the Patient, a Malaysian passport holder then living in Chinese 
Mainland, was admitted to a hospital in Guangzhou on 12 August 2013 after 
feeling unwell with abdominal pain. Operation for Liver Transarterial 
Embolization was performed. 挂owever, per泣stent low blood pressure was 
noted after the operation, raising suspicion of persistent bleeding. Emergency 
laparotomy of right liver with ligation of right hepatic arterγwas perfonned. 
An吐出e Patient was found to have a ruptured right liver tumour of uncertain 
nature with bleeding in the peritoneal cavity. 

4. 	 On 18 August 20口， the Patient was transferred 企om Guangzhou to the Hong 
Kong Sanatorium & Hospital ("HKS＆宵，） and was admitted to the Intensive 
Care Unit (“ICU’,) for further management. 

5. 	 According to the medical records kept by HKS＆咒 the Patient had a persistent 
low grade fever upon admission but vital signs were stable with hypertension. 
Initial blood test showed marked anaemia (haemoglobin, 7.3 g/dL) that 
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required repeated blood transfusion; raised white blood cell count (22. 7 x 
凹的／L); grossly deranged liver function with raised total bilirubin (155 
umol/L); and raised liver en再rmes (AST, 268 U/L; ALT 536 U/L). Also 
prolonge往 prothrol1).bin time (INR, 3.12) and activated partial thromboplastin 
time (34 sec) were noted, indicating significant liver impairment. 

6. 	 On 18 August 2013, CT Scan of the Patient’s abdomen was done and revealed, 
衍nongst others多 that the posterior segments of the Patient’s right liver was 
poorly enhanced with gas lucenci郎， raising suspicion of postoperative changes 
and/or infarcted liver. Also two large hyperdense subcapsular haematoma 
were found at the posterosuperior (14.0 x 4.5 x 9.4cm) and posteroinferior 
(14.8 x 5.1 x 9.lcm) aspects of the right lobe ofliver. 

7. 	 On 20 Au思ist 2013, the Patient was transferred from the ICU to the general 
ward ofHKS＆封 after his general condition had stabilized. 

8. 	 On 24 August 2013, CT Scan of the Patient’s abdomen was repeated with 
similar results to those revealed in the previous CT Scan on 18 Au伊st 2013. 

9. 	 On 26 August 2013, FibroScan test revealed “Severe liver fibrosis Compatible 
with liver cirrhosis.” 

10. 	 On 27 August 2013, the Patient un位 erwent a limited whole body PET CT Scan 
and revealed, amongst others, that:“ 

“1. 	 Heterogeneous lesion in right lobe of liveη suggestive ofhematomα. No 
sign｛方cant interval change as compαred with previous contrast CT dated 
24 August 2013. 

2. 	 No obvious lymphαdenopathy is seen. 
3. 	 Collapse αnd consolidation in right lower lobe. Mild right pleur，αl 

effusion. Mild atelectasis in lφ lung base. 
4. 	 No obvious distαntmet仰的sis is seen. ” 

11. 	 Despite vigorous conservative treatme1哎， the Patient still had recurrent fever. 
Eventually, operation for Completion [of] Right Hepatectomy (the “Operation") 
under general anaesthesia (“GA") at HKS&H was scheduled on 9 September 
2013 with the Defendant as anaesthesiologist. 

12. 	 Clinical laboratory tests on 7 and 8 September 2013 then showed haemoglobin 

(10.3 g/dL); white blood cell count (9.42 x 10e9/L); total bilirubin (14.5 

umol/L); liver enzymes (AST, 114 U/L﹔ Ar.:了， 189 U/L); prothrombin time 

(INR, 1.10) and activated partial thromboplastin time (32 sec). 
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13. 	 The Operation, which began at 13:45 hours on 9 September 2013, turned out to 

be di話cult because of dense adhesions 企om previous operation in Guangzhou 

and inflammation. 

14. 	 It was noted 企om reading the Operation Record kept by HKS&H that：耐 

"Operative findings: 


Dense adhesions around hepαtoduodenal ligament with sψerior border of 


duodenum tightly αdherent. 


Gallbladder 陀mnant noted with thickened fibrotic wall, difficult d拙的ion of 


anatomy which was distorted αnd shift to right side. 


Inferior edge ofright hepαtic lobe stuck 的 hepatic flexure ofcolon probably 


related 的 the application ofhemostatic mαterial used in last exploration. 


Rigid posterior segment appears necrotic with fresh blood clots inside. 


Dense adhesions noted αt posterior abdominal wall, and lateral side ofIVC 


(Inferior F台nα Cava）. ”
 

15. 	 During the Operation, there was profuse oozing 企om the hepatic veins as well 

as from the raw liver surface. According to the Statement submitted by the 

Defendant to the Preliminary Investigation Committee (“PIC”) dated 

8 October 2024, in order to manage the Patient’s bleeding, the Operation was 

stopped several times to reduce the rate of bleeding and to allow for the volume 

replacement to catch up. 

16. 	 It was noted from reading the Operation Record kept by HKS&H that：間 

“Operative procedure: 


Previous bilateral subcostal incision with sternal extension. 


Anatomy defined by tα＇.king down falc可arm li皂α＇.ment αnd mobilizαtion of 

inferior edge from surγounding tissue. 

Hemαtomα evacuated by opening the liver cαrpsule to allow αssessment of 

posterior segment from within. As extent of necrosis is wide, simple 

debridement wαs considered unfiα：vorαble αs recurrent bleeding αnd sepsis αγe 

highly likely. Completion right hepαtectomy αs discusse這 with pα＇tient αnd 

family before surgery was therefore decided. 
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Completion total cholecystectomy do[ne] with great difficulty. [C]onjluent of 

portal vein identified but extrahepatic ligation ofportal vein, and right hepatic 

artery W的 impossible beeαuse of dense adhesions with risk of inadvertent 

injury αnd misdiαgnosis. 

Parencymal transection done using CUSA (Cavitron Ultrasonic Surgical 

Aspirαtor) under intermittent partial Pringle man[e]uver 仰d clamping of 

he[pa]toduoenαl ligament incomplete." 

17. 	 It was also noted from reading the Operation Record kept by HKS&H that:“ 

“Tissue was unheαlthy with marked oozing. Right α：nterior an是 posterior 

port， ：nd bi[i] iary pedicle isolαted αnd divided. All bile leak secured. αlα

Further transection met with blee品ring. Completion ofoper的ion using finger 

fracture technique. Multiple bleeders from right hepatic vein αnd α:nterior 

surfiαce of!VC. .. ＇ 、 

18. 	 Unfortunately, the Patient developed cardiac arrest while performing 

hemostasis. The Patient was resuscitated and transferred to the ICU for 

further resuscitation. Eventually, the Patient died at around 23: 18 hours on 

9 September 2013 due to massive bleeding (estimated at 10,800 ml). 

19. 	 The Patient’s wife subsequently lodged this complaint against the Defendant 

with the Secretarγof the Medical Council (the “Council’,) in April 2020. 

Burden and Standard of Proof 

20. 	 We bear in mind that the burden of proof is always on the Secretary and the 

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

the standard of proof for disciplinary proceedings is the preponderance of 

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

inherently improbable must it be regarded. Therefore, the more inherently 

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

prove it on the balance of probabilities. 

21. 	 There is no doubt that the allegations against the Defendant here are serious 

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

practitioner of miscon挂uct in a professional respect. Therefore, we need to 
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look at all the evidence and to consider and determine each of the disciplinarγ 

charges against him separately and carefully. 

Findim?s of the lnauirv Panel 

22. 	 The Defendant admits the factual particulars of the disciplinary charges against 

him. At the beginning of this inquiry, a Statement of Agreed Facts was 

submitted for our consideration. We note in particular from the Statement of 

Agreed Facts that:” 

“ 7. 	 Vasculαr access αt the beginning of the Operation wαsα per﹛pheral 18G 

intrαvenous cannula and a right subclavin double-lumen (l 6G each 

lumen) central venous catheter (i.e. three channels in total). During the 

Operαtion, an additional J6G centrαl venous catheter was inserted into 

the right internal jugular vein (i.e. the fourth channel). 

8. 	 Before αdministering general anαesthesia to the Pαtie.肘， Dr. Chαn did 

not αrrαnge intra-arterial pressure monitoring. Monitors of 

electrocardiograr.鈍， non-invαsive blood pressure cz哼， αn品 Sp02 

monitoring were αpplied. 

9. 	 Throughout the Operαtio況， Dr. Chan continuously monitored the 

Patient ’s physiologicα·l parαmeters, including his blood pressure, heαrt 

rate, Sp02, end-tidal C02, blood loss， αnd urine output. 

I 0. However, Dr. Chan did not timely and/or properly monitor the Patients 

intrα－arterial pressure, haemoglobin, blood gas pH and calcium during 

the Operation. 

11 包 While there were ongoing volume rep！αcement αnd αdministrαtion ofblood 

products by D1: Chα況， he did not timely αdminister bloodproducts αnd/or 

trα:nexαmic acid to the Patient during the Operαtion αnd when the situαtion 

so wαrrαnted." 

23. 	 It remains for us to consider and detennine on the evidence whether the 

Defendant had by his conduct in this case fallen below the standards expected 

of registered medical practitioners in Hong Kong. 
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24. 	 In view of the Patient's medical history of significant liver impairment; 
abnormal liver conditions of cirrhosis, necrosis and infection with generalized 

sepsis; and repeated CT scan results, raising suspicion of infarcted liver, it was 

reasonable to expect significant bleeding would occur during the Operation on 

9 September 2013. We also note 企om the Type and Screen Result on 

7 September 2013 that the Patient's blood was antibody screen positive, 

suggesting future transfusion requires ' ull crossmatch compαtible rαndom 

donor red cell units.” 

25. 	 It is the unchallenged evidence of the Secretary’s expert witness, 

Dr MAil'<LAND, in her report dated 7 March 2023, and we accept, that:” 

“4.2.1 ... Liver resection can ... involve lαrge volume blood loss (> 10 litres). 

Patients with liver dy拼mction α陀 at increαsed risk ofcoagulopathy αnd 

bleeding so particular今 for such α patient, prepαration for 

intrαoperαtive blood loss is vUαl. 

5.1.2--w的。t higher risk of bleeding for liver sw宮ery on 

9 September 2013. This is because he had cirrhosis and derαnged liver 

function; infarcted and necrotic liver; continued to be septic 斤。m

的fection at the liver site αnd he 陀cently had liver sw宮ery. 

6. 3 It was predictαble that significαnt bleeding would occur during sw穹的？ 

on 9 September 2013 戶r－戶r complet[e] right hepαtectomy. 
P陀pαrαtion for αnαesthesiα should hαve included proν訟ion for this 

eνen tuαlity. 

6. 4 This would hαrve included intrααrteriαr/ pressure monitoring; insertion of 

αt leαst one lαrger bore intrαrvenous cαnnulα﹔ confirmαtion ofαvαilability 

ofαrαpid infusion device." 

26. 	 There is no doubt in our view that the Patient was at increased. risk of 

significant bleeding during the Operation on 9 September 2013. It was 

therefore essential for the Defendant to make proper and/or adequate 

preparation for this eventuality before administering GA to the Patient. 

27. 	 As Dr MAINLAND further explained in her supplemental report dated 

16 March 2025, whose evidence is unchallenged by the Defendant and we 

accept, that：也 
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“5.1.1 This wαsnot α ‘normal ’ liver resection; the αnatomy ofthe liver and the 

surrounding tissues wαs ve可 abnormal and there hαd been previous 

sur皂白y. 

5.1.2 It 	is not reasonαble to compare 'usual liver resection cases ' to the 

SW宮eryfor~ for exαmple the 'z糾紛l blood loss' and maximum 

transfusion oftwo 仰的． 

5.1. 3 The result 	of the α：bnormal liver conditions, thαt is cirrhosis, necrosis 

αnd infection with generαlized sepsis, is thαt there was derangement of 

liver function which woul社 also 吋rect surge門 and αnαesthesiα． 

5.1.4 	 These include derangement of αcid-base; coagulopathy, including 

consumpti[on} j均m underlying sepsis； αnaemia from me的bolic changes 

in addition 的仰y ongoing bleeding 仰4 電ffects on fluid balance. 

5.1.5 These conditions increased the likelihood of 'medical bleeding ’or loss of 

blood components in addition to loss of blood components during 

bleeding.” 

28. 	 In failing to make proper and/or adequate preparation, including intra-arterial 

pressure monitoring, before administrating GA to the Patie肘， the Defendant 

had in our view by his conduct in this case fallen below the standards expected 

of registered medical practitioners in Hong Kong. Accordingly, we find the 

Defen往a位學iilty of misconduct in a professional respect as per the amended 

disciplinary charge (a). 

29. 	 It is also the unchallenged evidence of Dr MAINLA凹D in her report dated 

7 March 2023, and we accept, that：峭 

“4.2.5Attention to other patient conditions that cause or worsen coagulopαthy 

include rηonitoring and treatment to prevent or correct αcidosis, 

hypothermia αnd hypocalcαem的． 

6.5 	 uαnagement of bleeding should hα＇Ve included eαγlier αnd regular 

measurement of hαemoglobin α叫 coαg叫“ion as well αs eαrlier 

αdministration ofblood αnd blood products and trαnexαmic αcid. 
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6. 6 Monitoring and man悍的ent of other patient戶ctors such as . . . blood 

gas pHαnd calcium would have been usφd to support coagulation.” 

30. 	 And we agree with Dr MAINLAND’s further explanation in her supplemental 

report dated 16 March 2025, which is unchallenged by the Defendant, that:” 

“5.6.1 	Hαemodilution is αnαrppropriate approach to management of such α 

cαse of liver resection. Howeve1; there are limit,似的F泌的－－s 

haemoglobin was low... b同fore surgery and he had required top up 

tr仰拼的io別的 mαintain 的紅 ，Th erφ陀， he wαs at g間ter risk of a 

lower hαemoglobin earlier in the proc臼S of haemodilution. Bαrlier 

measurement of his haemoglobin and coagulation s似的s would have 

better guided the timing oftrans戶sion ofblood and blood products. ” 

31. 	 In failing to timely and/or properly monitor the Patient’s condition (including 

but not limited to intra-arterial pressure, haemoglobin, blood gas p丘， calcium) 

during the Operation, the Defendant had in our view by his conduct in this case 

fallen below the standards expected of registered medical practitioners in Hong 

Kong. Accordingly, we also find the Defendant guilty of misconduct in a 

professional respect as per the amended disciplinary charge (b). 

32. 	 According to the Defendant’s Statement to the PIC dated 8 October 202仕” 

“26. 	 At αround 18:00, the estimated blood loss was around 2,300ml, i.e. the 

upper limit of the Patients allowαble blood loss... 2 units of Jul今 

cross耐matched PRC (packed red cells) prepared pre-operαtive﹛y were .. 

given to the Patient at 18:40 and 18: 54 respectively. Additional紗， 4 

more units ofPRC were ordered at 18:25 ... 

27. 	 At around 19:30, the estimα＇ted blood loss w的 αround 5, OOOml... 2 more 

units ofPRC were given to the Pα＇tient αi 19:35 αnd 19:37... 

28. By then, t}ie four units offully cross-mαtched PRC prepαred before the 

Operαtion hαd all been transfused to the Pαtient αndwe were wαitingfor 

the PRC 01；﹛iered αt 18:25 to αrrive. 

31. 	 Unfortunαte旬，如spite best efforts, the bleeding could not be controlled 

α'nd the estimαted blood loss by 20:40 was αbo叫 9, 000 ml. The 4 units 
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ofPRC ordere拉瓜 18:25 were trαn聖fi,1se挂 to the Pαtient αt 20:39, 20:42, 

20:50 αnd 21:12 immediαtely αs they αrrived.. , 

32. 	 At αround 20:55, the Pαtient s blood pressure suddenly beeαme 

unrecord，αble, with minimum cardiαc output despite vigorous transfusion 

therαrpy ... 

33. 	 Despite the limitation on the αvα＇ilabili句 offully cross-mαtched PRC, I 

tried my best to m的甜的n the Patient ’ hαemodynαmic stαbility by 

tγαnsfusing other blood produc紹， colloi品s andfluids quickly to mαtch the 

blood loss .. 

33. 	 It is however the unchallenged evidence of Dr MAINLAND in her report dated 

7 March 2023, and we accept, that:­

“5.2.3 	 I αgree thαt blood loss wαs greater than αnticipated. I would expect 

αnα:nαesthetist to hα＇.Ve meαsured 一一一一一－shαemoglobin eαrlier 

in the operαtion. 

5.2.3.1 	 ... knowing that -s star伽g hαemoglobin wαs 10.2 and the 

estimαted cum叫“ive blood loss, ... red blood cell trαnsfusion should 

hα：vestαrted eαrlier. 

6.5 	 Mαnagement of bleeding should have included... earlier 

αdministrαtion of .. bloodproducts αnd tranexαmic acid. ” 

34. 	 Indeed, the Defendant also accepted that during the Operation, blood products 

and/or tranexamic acid should have been given to the Patient earlier than he 

did. 

35. 	 In failing to timely administer blood pro位ucts and/or tranexamic acid to the 

Patient during the Operation and when situation so wan-anted, the Defendant 

had by his conduct in this case fallen below the standards expected of 

registered medical practitioners in Hong Kong. Accordingly, we find the 

Defendant guilty of misconduct in a professional respect as per the amended 

disciplinary charge (c). 
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Sentencin2 

36. 	 The Defendant has a clear disciplinarγrecord. 

37. 	 In line with published policy, we shall give the Defendant credit in sentencing 

for his admission and cooperation before us today. 

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

punish the Defendant but to protect the public 企om persons who are unfit to 

practise medicine and to maintain the public confidence in the medical 

profession by upholding its high standards and good reputation. 

39. 	 In our view, the gravamen of the Defendant’s misconducts in this case lay in 

his failure to pay su宜icient heed to the increased likelihood of significant 

bleeding in view of the anaesthetic considerations for the Operation, which 

have quoted at length in paragraph 25 above 在om the supplemental report of 

Dr MAINLAND. 

40. 	 We appreciate that the Defendant has tremendous support from his professional 

colleagues. 

41. 	 We are told in mitigation that the Defen吐ant has reflected on clinical practice. 

Now he would always ensure sufficient supply of crossmatched blood for 

patients who 訂e antibody screen positive; and arrange for intra-arterial 

pressure monitoring whenever massive bleeding is anticipated. 

42. 	 Taking into consideration the na如re and gravity of the disciplinaty charges for 

which we have found the Defendant guilty and what we have read and heard in 

mitigation, we shall make a global order in respect of the amended disciplinary 

charges (a), (b) and (c) th剖 the name of the Defendant be removed 企om the 

General Register for a pe1iod of 6 months. We further order that the operation 

of our removal order be suspended for a period of 24 months. 
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Remark 

43. 	 The name of Defendant is included in the Specialist Register under 

the Specialty of Anaesthesiology. It is for the Education and Accreditation 

Committee to consider whether any action should be taken in respect of 

his specialist registration. 

Dr HO Pak-leung, JP 


Chairperson of the Inquiry Panel 


The Medical Council of Hong Kong 
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