
  

 
 
 

香港牙醫管理委員會 
The Dental Council of Hong Kong 

 
Disciplinary Inquiry under s.18 of DRO 

 
 
 
Defendant: Dr KWAN Ping-chuen (Reg. No. D01444) 
    
Date of hearing:  10 April 2017, 24 April 2017 and 19 June 2017  
 
Present at the hearing 
 
Council Members: Dr LEE Kin-man (Chairman) 
 Prof. CHEUNG Shun-pan, Gary 
 Dr LAM Tak-chiu, Wiley JP 
 Dr LEUNG Sai-man, Sigmund, BBS, JP  
 
Legal Adviser: Mr Stanley NG 
 
Legal representatives for the Defendant: Mr. Edward FAN instructed by Messrs. Howse 

Williams Bowers, Solicitors  
 
Legal Officers representing the Secretary:  Mr. Mark CHAN, Senior Government Counsel 
         Ms. Vienne LUK, Senior Government Counsel 
 
 
 
The Charge 
 
1. The charge as amended against the Defendant, Dr KWAN Ping Chuen, is as follows:-   

 
“That you, being a registered dentist, in the period from about May to July 2014, 
disregarded your professional responsibility to adequately treat and care for your 
patient Ms. BAE Jung-hee (‘the Patient’), or otherwise neglected your 
professional duties to the Patient in that you devised an improper and ineffective 
treatment plan for the Patient’s mandible; and that in relation to the facts alleged 
you have been guilty of unprofessional conduct.” 
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Facts of the case 
 
2. Ms. BAE Jung-hee (“the Complainant”) first visited the Defendant on 16 May 2014 about 

complaints of her existing crowns at quadrant 2. 
 

3. Upon examination, the Defendant informed the Complainant that tooth 27 with a single crown 
was over-erupted as there was no opposing tooth (missing 37).  The Defendant’s treatment 
plan to the Patient was to replace the crowns on 25, 26 and 27; placing dental implant at 37 so 
as to prevent further over-eruption of 27.  The Defendant had done a CT scan, and the 
Defendant said the bone at 37 was enough for a placement of a dental implant.   
 

4. On 23 May 2014, when performing the dental implant surgery, the Defendant noticed that the 
bone ridge at 37 was too narrow.  The Defendant then placed the dental implant at a site 
more posterior to the planned 37 site.  There was no x-ray taken on that day. 
 

5. On 24 May 2014 and 27 May 2014, the Defendant took post-operative x-ray. 
 

6. On 6 June 2014, the Defendant performed crown preparation of 25, 26 and 27.  
 

7. On 12 June 2014, the Defendant cemented the final crowns for 25, 26 and 27.  Immediately 
after cementation, the Complainant noticed there was a crack at 26.  The Defendant told the 
Complainant that the crack was there on purpose as it would be easier if the crown needed to 
be removed in the future. 
 

8. Subsequently, the crown 26 broke off.  On 18 June 2014, the Complainant went back to the 
Defendant to re-do the crown 26.  The crown was completed on 27 June 2014.  The 
Defendant told the Complainant that the reason for the broken 26 crown was due to the small 
size of the opposing 36 crown with a metal occlusion and the strong occlusal force.   
 

9. On 3 July 2014, the Defendant recommended the Complainant to go back to Dr. LEE 
Dae-hyun, her previous dentist, to re-make the existing implant-crowns of 35 and 36 with a 
bigger crown size.  
 

10. The Complainant then refused to go back to the Defendant for further treatment. 
 
 
Burden and Standard of Proof 
 
11. The Council bears in mind that the burden of proof is always on the Legal Officer and the 

Defendant does not have to prove his innocence.  The Council also bears 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. 
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Unprofessional Conduct 
 
12. According to section 18(2) of the Dentists Registration Ordinance, Cap. 156 (“DRO”), 

“unprofessional conduct” means an act or omission of a registered dentist which would be 
reasonably regarded as disgraceful or dishonourable by registered dentists of good repute and 
competency. 
 
 

Findings of Council 
 
13. One of the purposes of the original treatment plan offered by the Defendant to the 

Complainant was to place an implant at 37 to prevent over-eruption of 27.  The original 
treatment plan as so devised was not improper and ineffective. 
 

14. It was only intra-operatively on 23 May 2014 when the Defendant noticed that the bone ridge 
was too narrow, and so he modified his treatment plan by placing the implant at a position 
more posterior than originally planned.   

 
15. The Defendant’s modified treatment plan had not been communicated to the Complainant at 

any time prior to or during the surgery, or at any time immediately thereafter. Any 
modification of treatment plan is a shared decision between the dentist and the patient, and the 
patient’s informed consent ought to be obtained.  Having failed to seek the Complainant’s 
informed consent in respect of the modified treatment plan, the Council has no hesitation that 
the modified treatment plan was improper. 
 

16. Effectiveness of treatment plan is to fulfill original intended purpose(s).  In this particular 
case, the treatment has not been completed, and so the outcome was not visible. Therefore, 
there is inconclusive evidence to show that the modified treatment plan is ineffective.  Even 
the prosecution expert agreed with the defence’s suggestion that the modified treatment plan 
could work although sub-optimal.         
 

17. The Council is not satisfied that the prosecution has proved that the modified treatment plan 
was both improper and ineffective. 

 
18. The Council therefore finds the Defendant not guilty of the charge.  The Defendant is 

herewith acquitted of the charge. 
 
 
Other Observations 
 
19. The Council agrees with the defence expert that any implant placement should have thorough 

prosthodontic and surgical assessment in order to determine the exact location of the implant 
fixture. In this case, we notice that despite there was a pre-operative CT scan, the actual 
implant recipient site was at a much less desirable position, and that caused the subsequent 
modification of the treatment plan which involved some extra steps to remedy the situation.  
This should have been noted pre-operatively from the CT scan by the Defendant.  
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20. There was a modification of the treatment plan intra-operatively and the Complainant was not 

informed of the changes immediately after the surgery.  Consequently, we do not believe this 
modified treatment plan was understood and agreed by the Complainant.  The Council would 
wish to emphasize to the Defendant that there must be timely communication with the 
Complainant in all circumstances. 
 

21. The Council would wish to comment on the expert witnesses on both sides.  The 
Prosecution’s expert opinion as given in his report was not specific to the charge.  As to the 
Defence’s expert, the Council finds his evidence evasive in some respects and his evidence 
given was at times not impartial.    
 

22. This is an unfortunate incident to the Complainant.  The Defendant has a professional duty to 
communicate with Dr LEE Dae-hyun, the Complainant’s previous dentist.  It is highly 
undesirable for the Defendant just simply to ask the Complainant to go back to her previous 
dentist for re-making 35 and 36. 

 
 
 

 
Dr LEE Kin-man 

Chairman 
The Dental Council of Hong Kong 


