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1. The amended charges against the Defendant, Dr HO Kwok Keung, are: 

“That in or αrbout Mαy 2018 to February 2019，悅， being α 

registered medical practitioner. disregarded his professional 



("theresponsibility to his patient 

Pαtient ＂）， 的 that he 一 

(i) 	 advised the Pαtient to undergo "Left Video Assisted 

Thorα'COscopic (VAT) Surgery Excision of bullαE plus 

Pleurodesis" (the "Operation ’,') without siif.ficient clinical 

indicαLion αnd/or properjusti.ficαlion﹔ 

(ii) 	 fαiled to order chest x-rαy for the Pαtient or αdvise the 

Pαtient to undergo chest x-rαy to rule out .fia甘zer 

deteriorαlion of αpica! pneumothorax before the Pαlien! 

wαs discharged; 

(iii) 	 fiαiled to order chest drαin insertion αnd/or CT thorax to the 

Pαtient .when there were increαse in apical pneumothorαx 

and presence of iφ basal pleural effi1sion and/or when 

circumst， so warrαnted﹔ αndαnces 

(iv) 	 cαused and/or increased the risk of the Pαtient to suffer 

from permαnent loss of lung fimction αnd/or exercise 

capacity. 

In relation to the fαcts alleged, either individually or cumulαtive句， 

he hαs been guilty ofmisconduct in αprofessional respect. ’ , 

Facts of the case 

2. 	 When opening the Secretary’s case, the Legal Officer told us that the 

Secretary would not be calling the Patient to give evidence. The Legal 

Officer also told us that the Patient had refused to give the Secretary his 

consent to obtain other medical records than those placed before us in the 

Secretary’s bundle. 

3. 	 At our instigation, the Secretary reached an agreement with the Defendant 

for the purpose of this inquiry as to the truth of the facts stated in the 

following Statement ofAdmitted Facts:­

"l . 	 Dr HO's nαme w的 αt all mαterial times αnd still is 

included in the General Register αnd his nαme hαs been 
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included in the Speciα＇list Register under the speciαlty of 

Cαrdio-thorαcic Surgery since 4 Mcαrch 1998‘ 

2. 	 At all material times, Dr HO was, and still is, a registered 

medical practitioner in Hong Kong. 

3. 	 （“Pαtient ’，）， αpproα＇Ching 43 

years old αt the time, was first seen by Dr HO at the clinic 

in the αifternoon of 8 Mc月； 2018. Large bulla巴， the largest 

was noted αt the left upper lobe meαsuring JO ‘ 6x9.8x10.7 

cm, were detected during α routine health check αnd CT 

thorαx performed on 27 April 2018 (Attachment I). The陀 

wαs evidence ofcompress的Eαtelect，αsis ofsome of the left 

upper lobe lung pα陀nchymααt the inferior αspect of the · 

bulla as γeported in the CT thor似. Mild pleural thickening 

Wαs noted αt right apical region, which might rep陀sent 

post-inf!.，αmmαtoη1 change. 

4. 	 The Patient's lung戶nction test which was .done on 17 April 

2018 was acceptable with FVC 3.97 liter αnd FEVI 2.82 

liter. The clinical diagnosis on 8 Mc可 2018 was cystic lung 

disease. 

5. 	 The Patient did not have symptoms such as shortness of 

breath, history of spontaneous pneumoth01呦， bleeding, 

infection， αnd reduction 的 lung function including Forced 

Expiratory 均lume in I second, so he w的 relative﹛y 

asymptomαtic. There was evidence of comp阿ssion 

atelectasis ofthe adjacent lung tissue. 

6. 	 Furthermore, the Patient was 陀lative﹛y young 

(approximate{y 43 years old) with relatively normal lung 

βmction test. The operative risk was assessed to be low. 

7. 	 The Patient returned 的 see Dr HO with his family members 

including his w阱。nd another la砂 on 15 May2018. 

8. 	 After deliberation, the Patient agreed to proceed with 

surgeη. Admission into Union Hospital was scheduled for 
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6 June 2018 and surgeηwαs scheduled on 7 June 2018. 

9. 	 Jn αccordance with Dr HO ’s usual prαctice, the Pαtient wαs 

αdvised to attend the hospitαi eαrly in the αifternoon of 

6 June 2018 to fαcilitate the αdmission procedu~巴， pre-chest 

surgery prepαrα討ons including blood tαking for check-up, 

cross-mαtch blood, chest physiotherα'PY instructions， αnd 

interview by the αnesthetist. In αddition， α 2-pαge Chinese 

informαtion pamphlet of the procedure "Video Assisted 

Thorα·coscopic Surgery Pleurodesis ” （Attα·chment 4 - which 

was based on the Hospitαi Authority ';s template for such 

procedure） αnd consent form for surgeη would be given to 

the Patient by hospital staff for his careful considerαlion. 

The informαtion pαmph/et is α1/so similαy to the pamphlet 

entitled "Pleurodesis - Informαtionfor pαtients" by Oxford 

University Hospit， UKαls I NHS Foundαtion Trust in the 

(Attαchment 5). 

10. 	 After the αhove engαgement, both the Pαtient αnd Dr HO 

signed the consent form in front of α nurse who stood next 

to the bed during the process of interview. The nursing stαg 

also signed on theform as α witness. In the consent form, 

the Pαtient confirmed in pαrαgrα!ph 4 thαt he understood 

the contents ofthe informαtionpαmph/et. 

11. 	 The surge吵 W的 performed by Dr HO on 7 June 2018 at 

approximate{y 0900 hrs. On thoracoscopic inspection, there 

were large and mult伊le apical bullae 干vith αdhesion tο the 

p正iri 

α![Jz'Cαlαreα of the lφ upper lobe beαring the buUαe wα'S 

excised with stα!pier reinforced with pericardia/ stripe and 

the suture line was reinforced with .flow-seal (a chemical 

compound to prevent air-leakage). 

12. Pleurodesis wαs then performed with mechαnical α·brasion 

to the mediastinal pleural αspec／ α！nd lower pαrietal pleurαl 

αspect. 2 gm ofSterifα， lc powder wαs sprayed on the α!pical 

pαriet， The inferior pulmonαry figαment wαsαiαspec/. 

releαsed to α!low upwαrd shift of the lower lobe towαrds the 
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apex of the chest ccn仰 in order to achieve a better apical 

pleurodesis. In short, the pleurodesis procedure was 

pe彷rmed by lysis of the pulmonary l伊ment, mechanical 

and chemical pleurodesis with 2 gm ofSteritalc powder. 

13. 	 The pαthology report reported "subpleural bullae ’,. 

14. 	 The Pαtient was returned to the ward at around 1430 hrs 

and was put on Atrium drainage system (wαll suction 

syste叫 with -15 cm water suction to expand the lung and to 

aim for a firm pleurodesis between lung and parietal 

pleurae. He was given intravenous pethidine in戶sion for 

pain relief and supplementary nasal oxygen. There was 1 

out of5 checks recording air-leakage according to nursing 

record Chest X-ray taken reported "small lφ 

pneumothorax with the m的imum width between the lφ 

pleural line and the lφ inner chest wall measuring ~0.7 

cm .. Iφ lower zone atelectasis ... No significant pleural 

φ1sion ＂﹒ 

15. 	 On 8 June 2018 (post-operative day 1), the Patient was 

stable. There was no record of air-leakage between 0100 

hrs and 1000 hrs. The chest drain system was changed to 

Thopaz at around 1100 hrs. According to the manual戶r the 

Thopaz system, any air-leakage rate less than 80 ml per 

minute would not be marked as active air-leakage. 

According to the records, a肝leakage w的 noted in 3 out of 

5 records at the rates of30 ml per minute, 20 ml per minute 

and 10 ml per minute respective{y between 1100 hrs and 

2400 hrs. 

16. 	 On 9 June 2018 (post-operative day 勻， the Patient was 

stable. -15 cm water suction was applied. Air-leakage was 

recorded in 2 out of 5 records at the rates of 10 ml per 

minute and 10 ml per minute respectively. Chest X-ray 

showed a small lift pneumothorax with the maximum width 

between the left pleural line and the lφ inner chest wall 

measuring ~1.1 cm at the apex. 
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17. On 10 June 2018 (post-aperαtive dαy 3), the Pαtient wαs 

stαble. -15 cm wαter suction wαsαpplied. No αir斗eαkage 

wαs recorded. 

18. 	 In the Pαtient ’s cα妞， the chest drain suction of -15 cm wαs 

continued until α！round 0400 hrs on If June 2018 i.e. 

αpproximαtely 86 hours. There wαs no record of αctive 

air-leαkαge and the drαinα！ge wαs minimα~1 throughout the 

period. 

19. 	 On 11 June 2018 (post-operative dαy 4), the Pαtient wαs 

stαble . -8 cm wαter suction (physiological mode) was 

αpplied be叫1een 0400 hrs αnd 1200 hrs ‘ There wαs no 

record of αir-leαkαge during thαt period.‘ Chest X-ray 

report巴dαt 1046 hrs on 11June2018 stαted "The smαI! left 

pneumothorαxis simUαr. Surgical emphysemα. . . less extent 

thαn before ’,. 

20. 	 Thopαz system wαs disconnected at αround 1200 hrs on 11 

June 2018 αnd chest drαin wαs spigotted under the 

pαtient 's clothing‘ The Pαtient wαS encourαged to be fully 

αmbulatory (walk αround the wαrd αreαr) to fαcilitαte quick 

recove門． 

21. Repeat chest X-rαy reported αt 1929 hrs on 11 June 2018 

showed "The smαll left αrpical pneumothorax is sin叫αr in 

size. Surgical emphysemα . .. being simi/,αr ’， i.e. sαme 

findings. So during the period with dysjimctioned chest 

drαin (drαin wαs spigotted since around 1200 hrs on 

11June2018), the size ofpneumothorαx remained the sαme 

αtα!pproximately 1.1 cm with no deteriorαtion. 

22. Chest drain was removed ωαround 1000 hrs on 12 June 

2018 (post-operαtive dαy 5） αrfter the chest drαin hαd been 

spigottedfor α!pproximαtely 22 hours. There wαs no chαnge 

in the Pαtient ’s clinical stαtus before the removαi of chest 

drαin. Chest X-rαy reported αt 1634 hrs on the sαme day 

showed "The left pneumothorax is slightly more with 

thickness of ~1.9 cm from the chest wα！！. Surgical 
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emphysema... with simi／，αr extent ’ ,. So the apical 

pneumothorax had increased斤·om approximately I . I cm 的 

l .9cm. 

23. 	 The Patient was kept under observation for 26 hours ifi:er 

the chest drain was removed at around 1000 hrs on 12 June 

2018 的 1200 hrs on 13 June 2018 (post-operative day 6 

and day of discharge) in order to check if he had any 

breathlessness or increase in size of surgical emphysema. 

The Patient was discharged斤om hospital in the ifternoon 

of13 June 2018. He was arranged to attend Dr HO 法 clinic 

on 16 June 2018/or follow up and close monitoring. 

24. 	 The Patient was followed 吵。t clinic 3 days ajter discharge 

on 16 June 2018. He had no fever and no coughing. The 

surgical sites were intact. He complained that his breathing 

was not as good as it was in the hospital. Clinically, there 

was diminished airway entry over the lφ lung base. 

25. 	 Chest X-ray was ordered and reported "A moderate left 

hydropneumothora.x is seen. The size of the pneumothora.x 

component has significant increase when compαred with 

previous radiograph. T古e pneumothor的 component 

measures 4.2 cm in maximal depth in the left upper zone 

and 2.6 cm in maximal depth in the lψ lower zone. A small 

fluid component with an air fluid level is seen at the base of 

the lφ hemithora.x ’， . The X-ray findings showed there was 

no tension. There was atelectatic change over the mid and 

lower zones ofthe lφ lung. 

26. 	 The next post discharge consultation was 21 June 2018. 

Clinical鈔， the Patient 法 breathlessness had improved and 

airway entry was improved on αuscultation. Wound was 

intact. There was no increase 的 surgical emphysema. 

27. 	 The third post discharge consultation was on 5 Ju砂 2018. 

The Patient complained of lφ lower chest discomfort. 

There was no increase in b阿athlessness or surgical 

emphysemα. Repeat chest X-r句F reported “Comparison is 
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made with CXR 16-Jun-2018. Overall no signij﹔Cαntchαnge. 

Moder，αte lψ hydropneun 

cm in mαximum thicknes』· ". This showed nil significαF1t 

chαnge compared with the findings noted on 16 June 2018. 

There was no tension pneumothorax. 

28. 	 The next clinical戶/low zψ was on 31July2018. 

29. 	 The Pαtient booked α follow up consulliαtion αnd came to 

see Dr HO on 27 October 2018. 

30. 	 Dr HO asked h臼 clinic nurse on 2 November 2018 to ask 

the Patient to provide all his previous chest X-ray戶！ms for 

a further. detailed review. The Patient brought those films to 

the clinic some time later. 

31 . Dr HO then invited the Patient for a fi1rther interview on 

17 November 2018. 

32. 	 Dr HO last sαw Pαtient on 23 February 2019. ” 

4. 	 The Patient subsequently lodged this complaint against the Defendant with 

the Medical Council. 

Burden and Standard of Proof 

5. 	 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. 

6. 	 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 misconduct in a professional respect. Therefore, 

we need to look at all the evidence and to consider and determine the 
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disciplinary charges against him separately and carefully. 

Findines of.the Inouirv Panel 

7. 	 We need to remind ourselves that the Defendant is not being charged under 

the amended disciplinary charge (i) with failure to advise the Patient 

properly and/or adequately of the clinical indication and/or justification for 

undergoing the Operation. The real issue is whether the advice that the 

Defendant gave to the Patient was "without sufficient clinicαl indication 

αnd/or properjustificαtion". 

8. 	 In response to the allegation that his advice for the Patient to undergo the 

Operation was made “without sufficient clinical indicαtion αnd/or proper 

justificαtion'', the Defendant explained in his medical report, which was 

submitted to the Preliminary Investigation Committee (“PIC’,) under the 

cover of his solicitors' letter dated 24 March 2022, that:­

“3. Patient did not have symptoms such as shortness ofbreath, 

history of sp仰的neous pneumothor，缸， bleeding，的fection, and 

reduction 的 lung function including Forced ExpiratoηJ Volume 的 

1 second, so he was relatively asymp的matic. However, his 

bullae had occupied the entire left upper lobe i.e. about 113 ofhis 

lφ chest cavity, and there was evidence of comp阿ssion 

atelectasis of the acijacent lung tissue. Late complications such 

as pneumothorax and pleural infection we陀 expected to develop 

ifter some time. Lφ Video Assisted Thoracoscopic 仰的 

Surgery to excise the bu/la αnd Pleurodesis to prevent occurrence 

of pneumothorax and other late complications was therefore 

clinically indicated ... " 

9. 	 The Defendant also drew the PIC’s attention to the following passages from 

page 570 of the textbook: Thoracic Surgeηby Pearson et. al.:­

“Patients who benefit from the surgical excision of bullae have 

司pace-occupying no柳州ioning air 司paces or localized 

non抖。1ctioning parenchymal areas encroaching on normal or 

near-normal a哼。cent lung. Excision removes the 

司pace-occupying lesions, allows the compressed lung to expand, 

permits better ventilation and pe昕1sion similar 的 the 陀maining 
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fun皂， αnd decreases both deαd spαce αnd residual volume ... 

The general indications for surgicαi intervention αre αsfollows: 

i ‘ Moderate to severe dyspnea 

2. 	 A bulla occupying more thαnone-third ofthe lung field 

3. 	 Apulmonαry αngiogrαm den叩nstrating reduced blood flow 

to the involved lung field ... 

4. 	 Compl/cαlions ofbullous diseas巴， for exαmp！皂，
 

pneumothorα文， infection in α bu／怯， or massive 


hemoptysis ... 、
 

l 0. 	 The Defendant reiterated in his supplemental medical report on the Patient 

dated 5 December 2023 that:” 

“1. 3 The indicαtions were: 

α The size of the giant bullα occupied 113 of the left lung 

field. 

b. 	 The presence ofcompression ofthe bulla on the 

α有αcent lung tissue. The further delay to γemove the 

bullα， the less chαnce for the compressed lung tissue to 

regαin itsfw叫ion. 

1.4 	 The relative merits ofrecommending eαrly elective surgery 

in this pαtient were: 

α. As the pαLient wαsα chronic cigarette smoker, it is 

expected thαt there would be α progressive 

deterioration ofthe lung fimction. It is safer to operate 

when the lung fimction wαs still αcc己ptαble. 

b. 	 To α！Void the risk ofpotential complicαtions ofgiαnt 

bullααnd its αssociαted ment，αi stress." 

l l. Dr AU, the Secretary’s expert witness, and Dr WAN, the Defendant’s 

expert witness, both agreed, and we accept, that “surgeη1 的 not a 

preventive measure’, and should not be recommended to a patient “unless it 

is indicated'. 

12. 	 We appreciate that there was no mention in the Defendant’s consultation 

notes that he had studied the CT thorax scan taken in Apri I 2018 and 

noticed that "[t]he size of the giant bull,α occupied 113 of the lφ lung 
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field ’. 

13. 	 But then again, the real point is that without the benefit of sight of the CT 

thorax scan, we are unable to tell the relative position of the bulla and the 

edge of the apex of the left lung of the Patient. 

14. 	 We agree with the Defendant’s expert witness, Dr W必-I, that the 

estimation by Dr AU, the Secretary’s expert witness, that the bulla 

· occupied only 12% of the left lung field is “some sort of speculation’ , - 

As Dr WAN aptly pointed out and we agree, if “we could not examine 

exactly the CT scan .. . 的fore the operation for 的is particular Pαtient＇ ’， it 

would not be possible for us to calculate the volume of the bulla. 

15. 	 We do not wish to speculate why the Secretary did not apply under section 

22(1 )(b) of the Medical Registration Ordinance for a witness summons to 

be issued to the person-in-charge of ProCare Medical Imaging and 

Laboratory Centre requiring him to attend this inquirγand to produce the 

CT thorax scan. 

16. 	 However, the burden of proof is on the Secretary who makes the allegation, 

it would not be fa廿 in our view to draw any adverse inference against the 

Defendant merely because there was no mention in his consultation notes 

that he had studied the CT thorax scan taken in April 2018 and noticed that 

u [t}he size ofthe giαntbullα occupied 113 ofthe left lung field'. 

17. 	 We appreciate that there was at all material times no published guideline 

on clinical indication(s) for the Operation. And we agree with Dr WAN 

that what the authors had mentioned in the textbook Thoracic Surgeη 

were "general indications" ; and "up till now, there is no prospective 

randomized trial available that help us to make the decision ’,. 

18. 	 Dr AU opined that “[ a}part from the size of the giant bullae, another 

indic的on for surgical intervention is whether the Patient is with 

symptoms". 

19. 	 Our attention was drawn by Dr AU to the article by Greenburg et al. : 

Giant bullous lung disease: evaluation, selection, techniques, and 

outcomes in Chest Surg Clin N Am 2003 ; 13 :631-649. While the authors 

of this article mentioned at the beginning that “βtJhis article reviews .. . 
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indications for surgery ... of this disease '’, it is unclear to us from reading 

the article from which clinical studies and let alone how the clinical 

studies were conducted, they came to the view that "[a]symptomatic 

patients who have isolated bullae should be observed until they haνe 

problems oxygenating or they develop complications oftheir disease". 

20. 	 We agree with Dr WAN there was "no absolute contra-indication in th的 

case" for the Patient to undergo the Operation. We also agree with Dr 

WAN that the choice between surgical intervention and conservative 

management of the Patient’s giant bulla involved a risk and benefit 

analysis. 

2 l. 	 For these reasons, we are not satisfied on the evidence before us that the 

Defendant’s advice to undergo the Operation was made without sufficient 

clinical indication and/or proper justification. Accordingly, we find the 

Defendant not guilty of the amended disciplinary charge (i). 

22. 	 There is no dispute that the Defendant did not order chest x-ray for the 

Patient or advise the Patient to undergo chest x-ray before discharging him 

home on 13 June 20 I 8. 

23 . 	 In response to the allegation that he ''failed to order chest x-ray for the 

Pαtient or advise the Patient to undergo chest x-rαy to rule out fi1rther 

deteriorαlion of α'Pica/ pneumothorax before the Pαtient was dischαrged ’ 

from Union Hospital, the Defendant explained in his supplemental medical 

report on the Patient dated 5 December 2023 that:­

“4.1 	 As shown 斤·om the nursing charting, there was no air 

leakage when the chest drain was in open drainage system 

for 36 hours for the whole day of JO June 2018 till noon of 

11 June 2018. The chest drain was spigotted斤。m noon of 

11 June 2018 onwards. There was no change in size of 

pneumothorax on the chest x-ray taken 7 hours later. The 

size of the pneumothorax was stationa吵。t 1.1 cm on chest 

x-rays taken at 10:00 and 19:00 on 11 June 2018. So in 

total there was a confirmed period of 43 hours without 

indications ofactive αir leakage .. . 

4.2 	 Size of the αpica/ pneumothorαx inc陀的ed from 1.1 to 1.9 
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cm 斤。m chest x-ray reported at 16:34 of 12 June 2018. 

Such slight increase wαs a common phenomenon. There 

was an episode of in叫tcking ofair by the patient during the 

process ofremoval ofchest drain. 

4. 4 As there was no indications of air-leakage before the 

removal ofthe drain, the slight increase in size ofthe apical 

pneumothor的 would not be a cαuse ofconcern. 

4.5	 日 avoid over-e中osure of the patient to radiation (the 

patient had had 5 chest x-rays over a course of 6 days), I 

opted to keep the patient overnight for observation. There 

was no clinical evidence ofair lea的·ge. He was discharged 

ajter 26 hours of close monitoring since removal of chest 

drain. I did not order another chest x-ray prior to his 

discharge汁。m the hospital. ” 

24. 	 Dr AU and Dr WAN both agreed, and we accept, that the increase in size 

of the apical pneumothorax, shown on the serial chest x-rays, from 1.1 to 

1.9 cm was “significant’,. 

25 . We agree with the Defendant that we should “avoid νiewing the matter 

from hindsight’,. However, there is a distinction, in our view} between a 

case “where all reasonable skill and judgment in diagnosing has been 

followed and a faulty diagnosis arrived at and one where all reasonable 

skill and judgment has not been exercised, resulting 的 a faulty diagnosis ’ , 

[see: Rietze v Bruzer (No. 2) [1979] l WWR 32 at 46-47]. 

26. 	 In this regard, we agree with Dr WAN that the Patient should be 

discharged from Union Hospital “only if the apical space remained static 

or decrease in size on repeated [chest X-rαrys｝’，﹔ and the “Patient has to be 

observed if there is inc悶。se in the size of the apical space for at least one 

mo陀 day 仰的is might signify slow parenchymal air leak. ” h our view, 

observation for breathlessness was insufficient to replace the need for 

chest x-ray. 

27. 	 In failing to order chest x-ray for the Patient or advise the Patient to 

undergo chest x-ray to rule out further deterioration of apical 

pneumothorax before discharging him home, the Defendant has in our 
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view by his conduct in the present 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 (ii). 

28. 	 Turning to the amended disciplinary charge (iii), the Defendant sought to 

defend his failure to order chest drain insertion on the ground that this was 

his clinical judgment at the time. When being cross-examined, the 

Defendant told us for the first time that he had explained to the Patient on 

16 June 2018 that chest drain would be an option for treating his medical 

condition. We have grave doubt about this part of his oral testimony 

when nothing was said in any of his earlier medical reports or written 

statement. 

29. 	 However that may be, the amended disciplinary charge (iii) is not confined 

to what happened on 16 June 2018. The allegation against the Defendant 

is also that he “戶iled to order chest drain insertion ... when circumstances 

so warranted'. 

30. 	 There is a distinction, in our view, between a case where a doctor, acting 

with reasonable skill and care, commits an error in clinical judgment and a 

case “where the condition of the patient is such that special attention 臼 

required and should be recognized by the doctor but is not or if doctor 

does not treat that condition in the required αnd medically acceptable 

manner刊﹝ see: Rietze v Bruzer (No. 2) [1979] l WWR 32 at4月． 

31. 	 In this regard, we agree with Dr WAN that “l可i hydropneumothorax with 

quite a sizable apical and basal spaces’, could be found in the chest x” ray 

taken on l 6 June 20 l 8 indicating that “ the rate ofair leak is higher than 

the rate of αbs。中tion＂ ﹔ and “[ c}onservative treatment is like鈔的 be 

unsucces拆LI as the space w仰的rge and this also sign[fied continuous slow 

lung parenchymal air leak. The usual sequence was 的 re-insert the chest 

drain and assess the degree ofair leak. ” 

32. 	 When being cross-examined, Dr WAN further explained and we agree that 

"the rate of的sorption of the αir ... is very slow. It will take α very long 

long time for it to kind of get the lung re-expαnded after the lung 

αbsorption ofthe αir". 
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33. There is no dispute that the Defendant did not order CT thorax for the 

Patient at any of the follow-up consultations after his discharge from 

Union Hospital. Dr AU opined and we accept that “plain chest x-ray may 

underestimate the extent ofthe lung collapsed and the loss oflung volume”-

When being cross『examined, Dr WAN initially told us that “[ chest} x-ray 

itself can give us most of the information". But then again, Dr WAN 

supplemented and we agree thatγwe plan for some sort of inter.仰lions 

like image-guided drainage then we will ask for CT scan and that will 

make ad.徘renee’\ 

34. Given our findings in respect of the Defendant’s failure to order chest 

drain insertion for the Patient, we are satisfied on the evidence before us 

that CT thorax was warranted in the circumstances of this case. 

35. For these reasons, in failing to order chest drain insertion to the Patient and 

to order CT thorax for the Patient when there were increase in apical 

pneumothorax and presence of left basal pleural effusion, the Defendant 

has in our view by his conduct in the present 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 (iii). 

36. Dr AU and Dr WAN both agreed, and we accept, that the chest x-rays 

taken on 27 October 2018 “showedβlrther worsening of [the Patient's} 

collapsed lφ lung and with multiple loculated pneumothorax”. We also 

agreed with Dr AU that “[ o]bvious sign ofpleural thickening”, which was 

indicative of “仰p lung syndrome with hydropneumothorax”, was also 

shown on these chest x-rays. 

37. Dr AU and Dr WAN both agreed, and we accept that,“trap lung syndrome 

is salvageable” by “surgical decortication". But since the Secretary did 

not call the Patient to give evidence, we are unable to know whether the 

loss in his lung function and exercise capacity has become permanent. 

38. Having said that, the alternative case of the Secretary in respect of the 

amended disciplinary charge (iv) is that the Defendant had “increased the 

risk of the Patient to suffer from permanent loss of lung伽！ Cfion and/or 

exercise cαpαcity＇ 、． 
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39. 	 In this regard, we agree with Dr WAN that “[ tjhe development of 

hydropneumothorax αifter resection of giαnt bulla should be eαrly chest 

drαin insertion in αnαttempt to get the lung re-expαnded eα•rly αnd to 

αrvoid the progression to trαpped lung which will need redo surgery plus 

decorticαlion. The restorαlion of lung expansion cαn help to preserve 

pαtient 's lungfimction αnd exercise capαcity". 

40. 	 Viewed from this perspective, the Defendant’s continual conservative 

management of the Patient despite “lφ hydropneumothorax with quite a 

sizable apical and basal spaces" could be found in the chest x間ray taken 

on L 6 June 2018 had in our view increased the risk of the Patient to su缸er 

from permanent loss of lung function and/or exercise capacity. 

41. 	 For these reasons, in failing to arrange for early chest drain insertion, the 

Defendant had increased the risk of the Patient to suffer from permanent 

loss of lung function and/or exercise capacity. Accordingly, the 

Defendant has in our view by his conduct in the present case fallen below 

the standards expected of registered medical practitioners in Hong Kong. 

Therefore, we find the Defendant guilty of misconduct in a professional 

respect as per the amended disciplinary charge (iv). 

Scntencine: 

42. 	 The Defendant has a clear disciplinary record. 

43. 	 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. 

44. 	 Despite the significant increase in size of the apical pneumothorax from 

l.l to 1.9 cm, the Defendant still tried to put up the excuse that he wished 

t。“avoid unnecessary over-exposure of[the Patient} 的 radiation’， by not 

ordering another chest x-ray prior to his discharge from Union Hospital. 

45. 	 We are particularly concerned that the Defendant did not insert a chest 

drain and/or order CT thorax for the Patient during any of the follow-up 

consultations on 21June2018, 5 July 2018 and 31July2018 when there 

were increase in apical pneumothorax and presence of left basal pleural 

16 




effusion. 

46. 	 This was aggravated by the Defendant’s failure to order a plain CT thorax 

for the Patient when repeat chest x-ray on 5 July 2018 showed similar 

findings to the one taken on 16 June 2018. 

47. 	 Taking into consideration the nature and gravity of the disciplinary charges 

for which we find the Defendant guilty and what we have read and heard 

in mitigation, we order that：國 

(1) 	 in respect of the amended disciplinary charge (ii) the name of the 

Defendant be removed from the General Register for a period of 3 

months; 
(2) 	 in respect of the amended disciplinary charge (iii) the name of the 

Defendant be removed from the General Register for a period of 6 

months; 
(3) 	 in respect of the amended disciplinary charge (iv) the name of the 

Defendant be removed from the General Register for a period of 6 

months; and 

(4) the above removal orders to run concurrently, making a total of 6 

months; and be suspended for a period of 18 months. 

Remark 

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

Specialty of Cardio-thoracic Surgery. It is for the Education and 

Accreditation Committee to consider whether any action should be taken 

in respect of his specialist regis仕的ion. 

Prof. TANG Wai-king, Grace, SBS, JP 

Chairperson of the Inquiry Panel 

The Medical Council of Hong Kong 
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CT LOW DOSE TlJORAX (PLAIN) 

HISTORY: 
CXR L upper hemithora'C bullae/loculated pne凹的血orax

FU可on可GS:

Ceo前Jobular祖d開.raseptal emphysema is noted in both hmgs wi也 bilateral upper Jobe 
predominance. The largest bulla is noted at left叩1per b恤， meas凹泊g 10.6 x 9.8 x 10.7 cm. 
Compressive atelectasis of some of the left upper lobe lung parencbyma is noted at也c 凶ferior
描戶ct of加Ua.

N。 pneumothorax.

Lung volume is normal. A 0.6 cm nodule is noted in left lingu)ar泊gment, which may represent a 
granuloma. No o也.er lung nodule is noted. No lung m部SS切a No consolidation. No parenchymal 
scar討ng or atelectasis. 

Large airways 位c patent No filling de起＇ct or stenosis is n叫“. No bronchi即組sis is noted. No 
bronchial wall thickening. 

Nople回al effusion. Mild pleur叫出ckening 岱 noted at right apical region. which may represent 
post－油2個lll18凶可 change.

、、－ Mediastinum aDd凶la show no e凶缸ged lymph node. No medi且即“ m腦 lesion s間n.

Chest wall 組d lower neck arc unremarkable. 

Pulmonary arteηand thoracic aortic size is uonnal. 

Heart size is oormal. No pericardia! effusion. 

No aggressive bone i阻ion is叫dent.
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/ 

Dr. Wong Wai Mei, Ka也erine

卸ffiChB (CUI-IK.), FRCR (l民），
FHKC~ FHKAM (Radiology) 
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3. 	 乎術前 6 小時闖始禁止飲食 ﹒ 

4. 	 脫下身上所有永物（例如內衣褲、假牙 、 飾物和隱形眼鏡等） ~ 然投機上乎術永 －
5. 	 乎術前先排清小便。

手術後須知

二盤盤迅 
1. 	 全身麻醉後，病人可能會：


因麻醉時曾插，像而引致。像也~；隘般不過或疼痛﹔


出現麻醉弟的副作用，包括痕倦、渴睡、噁心或嘔吐，如情況持續成加劇，精通知世士 －

2. 	 ＊°喝口戚到疼痛 ， 可通知護士，護士會校醫生指示為病人注射止痛針或提供口服止痛聽 ﹒ 

3. 	 痴人應採用半三位~~式姿勢以促進肺抑自廣張及定時轉換姿勢以助辨出胸腔積液 ﹒ 

4. 	 胸膛引流管可排出積娘在胸膛的體液、血淚瓦章說 ﹒ 病人為哈佛引流管固定在適當的位置，
 

S貴勿拉、扭、央及鹿蜻引流管 ﹒
 

5. 	 ~＇ i疏管會在乎術後 1 - 2 天拆除－
6. 	 病人風保持敷料清潔及乾央﹒ 
7. 	 按個昂，l病情而定，病人一般常住院 2-3 天﹒ \.../ 

盤金
特麻醉接欽消退役 ，使可接指if-恢復正常飲食﹒

出院後注意事項 

1. 	 如有需要﹒可服用醫生處方之止痛鶴 。 

2. 	 病人應保持批科3青海a乾爽 ， 需壘，時翰史撫敷料－

3. 	 病人可逐漸恢復日常活動及均街飲食﹒ 
4. 	 如借口告11位的痛楚如海1J.＆.出現紅虛、滲Jll或滲血 、 發熱（雖混高速 38°C 或 L 00°F 以上）等，請 

lip聯絡主診醫生成回院看今治﹒ 

5. 	 t會於指定日湖 、 時間及地點提診 ﹒

金日病人對此手術有任何疑問或憂慮﹒ 宮會聯絡主吟醫生，主診醫生會樂意為病人作出解釋 。
\..__/、 

經過醫生的也心診治，相信病人會逐漸hit役 ，並抗生活愉快！

若病人間就此月1張徒有任何盒詢， 1倚重己下相關問趣，以使醫生作出X!l.i! ﹒

自4二哥哥醫院乎術同意書委員會tt，純

“主1l'料民-!Jt.~寺，詳情，背向.UJ>僑$. ;'l 11J 
4年r.t.仰的－切刪改此再L慨之權利 ﹒而不作品行~壘，

Ref: 1次C~lcvl 
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Pleurodesis 
Information for patients 
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Your doctors have recommended that you have a procedure 
called pleurodesis. This involves attaching your lung to your chest 
wall, to control fluid or air in the space around your lung . This 
i nfo「mati o n leaflet has been w「itten to help you understand 
what this treatment involves, what it aims to achieve and your 
「ecove 「y afterwards. 
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Pleurodesis is a procedu陀 which involves putting a mildly irritant 
drug into the space between your lung and chest wall (the 
pleural space), on one side of your chest. This is done to try to 
'stick’ your lung to the wall of you「 chest and prevent a further 
collection of fluid or air in this space. The drug will be put into 
your chest through theζhest tube that you may already have. 

Lining of lung 

(lined by pleural 

membranes) 


Lung 

Ribs 

Fluid (pleural effusion) 
。r al「（pneumothorax) 
in the pleural space/cavity 

around the lung 


Inside of chest wall 
{lined by pleur<1I membranes) 。 
If you are having a thoracoscopy procedure (where we use a 
small came「a to look inside you「 chest), we will put the drug into 
your chest during the thoracoscopy. 

Pleurodesis is an inpatient pr。cedu時， which means you will be 
admitted to hospital. It is usually car「ied out on the ward (with 
curtains or screens for privaζy）。r in a procedure room. 
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The drug that is put into your pleural space wi ll cause irritation 
to the outer lining of your lung and your chest wal l. This causes 
these su 「faces to become sticky and to bond together - sealing 
up the space between them and preventing fluid or air from 
collecting there. 

We have suggested this treatment to you as you have had a 
collection of fluid or air i門 you 「 pleural space. The docto「s think 
this is likely to happen again in the future, if nothing is done 
to seal up the a「ea where the fluid o「 air had collected. The 
pleurodesis will hopefully prevent this happening again. 

No. It has been suggested to you as we believe this is the best 
way of stopping the problem in you 「 chest from coming baζk, 
but it is your choice whether to go ahead with this treatment. 
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計J 
The pleurodesis will usually be carried out through the tube 
(chest drain) that has already been put into your chest, to drain 
away the flu id or air that has collected in your pleural space. 
Once you「 chest has d「a fned completely, the pleurodesis drug 
will be put into your chest through this d「ain . There are a few 
different medicines that ζan be used in pleurodesis, and the 
doctors and nurses looking after you will talk to you about the 
specific one they use. A commonly used pleurodesis drug is 
sterile medical talc. 

The d「ug is usually injected in liquid form, but if you are having a 
thoracoscopy p「ocedure, the pleurodesis d「ug will be applied as 
a powder. 

Pleurodesis can cause some pain, but we will give you painkillers 
before the procedure to help with this. It is still quite common 
to feel some discomfort during the procedure. If this happens, 
please let the nurse or doctor know so that we can give you 
more painkillers. 

Afte「 the pleurodesis drug has been put into you「 chest, your 
chest drain may be closed off fo「 about 1 hou 「， to hold the d「ug 
in place. The drain will then be re-opened to allow drainage of 
fluid or air to begin again. 

The chest drain is usually left in position for at least 24 to 48 
hours, but it may be left in longe「 if the d「ainage of fluid or air 
continues. You will need to stay in hospital for a minimum of 
24 hours after the pleurodesis. Once the d 「ain is removed, the 
procedure is complete. A single stitch is sometimes needed to 
close the site where the chest drain was inserted. If a stitch is 
needed, it should be removed after 7 days; this can usually be 
done by your GP's practice nurse. 

ρage 5 



( 


We expect the pleurodesis to stop the collection of fluid or al「
f「 om 「eturning in about 7 out of 1Ocases (70%). If it does come 
back, you may need to have further drainage and we may be 
able to attempt an。ther t「eatment with pleurodesis. If a second 
pleurodesis treatment is needed, the success rate is often lower. 
If this happens you「 doctors will discuss this with you. 

蝴恤1劃聊聊 

When fluid or air ca l lee臼 i n the pleural space, it usually causes 
breathlessness. Pleurodesis p「events fluid o「 air from accumulating, 
and so improves b「eathing . 

Most people undergo pleurodesis without any major problems. 
However, like all medical treatments, it does have some 「isks: 

0 Some people experience chest pain after pleurodesis 
treatment. We will give you painkillers before the procedure to 
reduce this. If you do experience any pain after the p「ocedure, 
you can be given more painkillers. 

• 	Some people experience a fever (high temperature) du「ing the 
first day or two after the procedure. This is usually controlled 
with paracetamol and is short-lived. 

0 Sometimes pleurodesis can cause breathlessness due to 
inflammation in the lung itself . This usually settles down over 
a few days with oxygen treatment, although very, very ra「e ly 
(about 1 in 1,000 people) itζan be serious or even fatal . 

0 All treatments that require a tube being inserted into the chest 
carry some risk of causing infection related to the tube itself. 
This happens in about 1 in 100 people. If this does happen, 
it usually settles with antibiotic treatment, although this may 
lead to a longer stay in hospital. 
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If you have a large collection of fluid, the following options are 
available. You「 doctors will discuss these with you: 

• 	Fluid can be taken out of your chest using a needle. The 
amount we can remove in this way is limited to a「ound 1 
l it「e (many people have a collection of 3-4 litres) because 
complications such as pain or breathlessness a 「e more likely 
if we rapidly take more flu id off in one procedu「e. The fluid 
is also highly likely to 「eturn again. This treatment has the 
advantage that you can go home and do not need to have a 
chest drain, but the major disadvantage is that the fluid is likely 
to come back and you will need further treatment 

• A small f lexible tube (cal led an indwelling pleural catheter) 
can be placed in your chest, which you can go home with 
and learn how to drain at home. This can work well but does 
potentially mean that the drain will need to remain in your 
chest permanently, if the f luid continues to be produced. If you 
would like to know more about this procedu悶， please speak 
to your doctors. 
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If you have any questions or concerns, please let us know. 

If you are an inpatient, please speak to the docto「sand nurses on your 

ward. 


If you are an outpatient (not ζurrently staying in hospital), please 

contact 


τheatre Direct Admissions (Level 1, John Radcliffe Hospital) 

Tel: 01865 221 050 or 01865 221 055 

(Monday to Friday, 8.00am to 4.00pm) 


Outside these hours please phone the hospital switchboard : 

Tel: 01865 741 166 

Ask for either the On-Call Respiratory doctor or the ζhest Ward. 


If you have a speιific requirement, need an interpreter, 

a document in Easy Read, another language, large print, 

Braille or aud io version, please cal l 01865 221 473 

or email PALSJR@ouh.nhs.uk 


Author; Dr John Wrightson, Consultant lri Respiratory Medicine 
October 2015 
Review: October 2018 
Oxford University Hospitals NHS Foundation Trust 
Oxford OX3 9DU 
www.ouh.nhs.uk/inforrnat1on 
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