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DR ANG PENG TIAM 

 
1 The Respondent in these disciplinary proceedings is Dr Ang Peng Tiam (“Dr Ang” or 

the “Respondent”). Dr Ang is a Senior Consultant Medical Oncologist in private 

practice at Parkway Cancer Centre (“PCC” or the “Clinic”) at Mount Elizabeth 

Medical Centre. PCC is presently his principal place of practice. He joined PCC in 

November 2006 when 4 private oncology practices merged to form this firm under the 

name of Parkway Cancer Centre.  
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2 Dr Ang has been in private practice at Mount Elizabeth Medical Centre since April 

1997. Prior to that, Dr Ang was the founding Head of the Department of Medical 

Oncology at the Singapore General Hospital (“SGH”) from 1990 to 1997. He is also 

accredited to practice at Gleneagles Hospital, East Shore Hospital and Mount Alvernia 

Hospital. After leaving SGH in 1997, he was appointed a Visiting Consultant at the 

National Cancer Centre Singapore (“NCCS”), a position he held until 2005.  

 

3 According to Dr Ang, he has seen about 16,000 registered new patients over the past 

18 years, and the large majority – well over 90% – are cancer patients or those suspected 

of having cancer. In his estimate, about 10% to 15% of those patients suffered from 

lung cancer.  

 

UNDISPUTED FACTS 

 
4 The following facts are not in dispute and they are derived mainly from a statement of 

facts agreed to by the Parties (“Agreed Statement of Facts”). 

 

5 The patient concerned was one Madam P (NRIC No SXXXXXXXX), and at the 

material time, she was 55 years old. 

 

6 Mdm P had frequent coughs and occasional some blood in her sputum. She was first 

seen by a general practitioner, who referred her to Hospital A in or around January 

2010. Investigations there revealed that Mdm P had a cavitating lesion in the upper lobe 

of the right lung with small satellite pulmonary nodules, and sputum cytology which 

yielded atypical cells suspicious of adenocarcinoma. 
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7 On 30 March 2010, Mdm P together with her family first consulted Dr Ang at the Clinic. 

Dr Ang ordered that Mdm P undergo 3 different tests: blood tests, an MRI of the brain 

and a PET-CT scan.  

 

8 Mdm P underwent the PET-CT scan on 31 March 2010 (the “March PET-CT Scan”). 

Thereafter, on the same day, 31 March 2010, Mdm P and her family attended a 

consultation with Dr Ang. Dr Ang explained to Mdm P and her family the results of the 

tests that had been ordered. The MRI did not show any metastatic disease in the brain, 

and the March PET-CT Scan showed, inter alia, “a large FDG avid mass in the upper 

lobe of the right lung with central areas of photopenic lucencies (necrosis). This large 

mass measures up to 8 x 5.8 cm and demonstrates SUVmax 12.9. A few small satellite 

nodules are seen.” 

 

9 Dr Ang explained that Mdm P would need to undergo a biopsy in order to confirm 

whether the mass was cancerous. Mdm P was admitted to Hospital B and underwent a 

biopsy on the same day, namely: 31 March 2010. However, Dr Ang did not order that 

Mdm P undergo an epidermal growth factor receptor (“EGFR”) analysis to determine 

Mdm P’s EGFR mutation status. 

 

10 On 1 April 2010, Mdm P and her family attended a consultation with Dr Ang. Dr Ang 

explained to Mdm P and her family that the biopsy confirmed that the mass was 

cancerous and he diagnosed it as adenocarcinoma. 
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11 During the consultation, Dr Ang informed Mdm P and her family in Mandarin that in 

his view there was at least a “70% chance” that the disease would respond to treatment 

and achieve control with chemotherapy and/or targeted therapy (the “Statement”).  

 

12 Dr Ang informed Mdm P that the Statement was premised on the following 4 factors: 

a. Mdm P was of the Chinese race;  

b. Mdm P was a female; 

c. Mdm P was a “never-smoker”, and 

d. Mdm P had adenocarcinoma. 

 

13 Dr Ang wrote down these 4 factors on a memo for Mdm P’s family. On the memo 

below the 4 factors Dr Ang also wrote “70%” and drew a circle over it, and below that 

he drew a circle and an arrow pointing to a smaller circle. By that Dr Ang intended to 

indicate the shrinking of the cancer. Mdm P’s husband, Mr PW1, who was present at 

the consultation, did a 1 minute recording of a portion of Dr Ang’s explanation. A copy 

of a transcript of the recording in Mandarin together with an English translation of the 

transcript was produced. The recording was not disputed; nor was the content of the 

recording. The English translation reads as follows: 

“Thirdly, we like that she does not smoke. Never had she smoked before, it is not even 

saying that she had smoked but stopped. Never having smoked before, this is what we 

term as never smoker. Fourthly, we like this cell called “Adenocarcinoma”. These four 

you have. As such, we will start your treatment today. We… calculate… difficult to say 

but I feel that there is at least a 70% chance that the tumour will shrink. We should let 

it shrink before we do other… 70% is a very high percentage. If you want to go to the 

casino, no one will let you in, right? You have 70% chance, there is a high chance that 
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it will lose to you. So I suggest that I will start your treatment today. We will use this 

medicine. I think that your hair should not fall that much.” 

 

14 Dr Ang recommended that Mdm P undergo chemotherapy together with an alternate 

day dosage of Iressa at 250mg per dose. Mdm P agreed to Dr Ang’s recommended 

treatment. 

 

15 In the period from April 2010 to June 2010, Mdm P underwent the first round of 

chemotherapy using gemcitabine and cisplatin together with an alternate day dosage of 

Iressa at 250mg per dose. 

 

16 On 2 June 2010, Mdm P underwent a PET-CT scan. On 3 June 2010, Mdm P attended 

a consultation with Dr Ang. Dr Ang informed Mdm P and her family that the first round 

of chemotherapy did not seem to have worked well. The findings showed that there was 

slight shrinkage in the tumour and the small satellite nodules had disappeared. 

However, there were new small foci of FDG uptake at the head of pancreas, right kidney 

and also in the T10 vertebral body (as seen on the PET-CT scan). 

 

17 Dr Ang recommended that Mdm P undergo a second round of chemotherapy using 

taxotere and cisplatin together with an alternate day dosage of Iressa at 250mg per dose. 

Mdm P agreed to Dr Ang’s recommended treatment. 

 

18 In the period from June to August 2010, Mdm P underwent the second round of 

chemotherapy using taxotere and cisplatin together with an alternate day dosage of 

Iressa at 250mg per dose. 
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19 On 5 August 2010, Mdm P underwent a third PET-CT Scan. On 6 August 2010, Mdm 

P and her family attended a consultation with Dr Ang. At this consultation, Dr Ang 

informed Mdm P and her family that the cancer had progressed and had spread to other 

parts of Mdm P’s body. 

 

20 Dr Ang advised Mdm P to take a break from chemotherapy to allow her body to 

recuperate from the side-effects of chemotherapy. 

 

21 After discussion with Mdm P and her family, Dr Ang recommended treating her with 

intravenous Zometa and Tarceva instead. Mdm P and her family agreed to Dr Ang’s 

recommendation and Mdm P began the recommended treatment on or around the same 

day. 

 

22 On 26 August 2010, Mdm P consulted Dr Ang and complained of giddiness. Dr Ang 

informed her that she required a blood transfusion. Dr Ang made the necessary 

arrangements and Mdm P was admitted to Hospital B on 27 August 2010 to undergo 

the blood transfusion. Mdm P was discharged that same day. 

 

23 On 3 September 2010, Mdm P visited the Clinic and complained of numbness in her 

right hand and leg. Dr Ang was on leave, and Mdm P was attended to by Dr F1, a 

specialist in medical oncology. 
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24 Mdm P was admitted to Hospital B on 3 September 2010. Dr F1 ordered an MRI of the 

brain for Mdm P, which she underwent on the same day. Thereafter, Dr F1 explained 

to Mdm P that the MRI scan showed that the cancer had spread to the brain. 

 

25 On 5 September 2010, Dr F2, a specialist in radiation oncology, reviewed Mdm P and 

recommended that she undergo radiotherapy. That same day, Dr Ang saw Mdm P and 

similarly recommended that she undergo radiotherapy. 

 

26 Mdm P commenced the first dose of radiotherapy on 6 September 2010, and was 

discharged from the hospital on 9 September 2010. 

 

27 On 22 September 2010, Mdm P saw Dr Ang on an unscheduled visit as there was blood 

in her urine. Dr Ang made a provisional diagnosis of urinary tract infection. Mdm P 

was managed as an outpatient and Dr Ang prescribed, inter alia, oral ciprofloxacin 

500mg to Mdm P. 

 

28 On 26 September 2010, Mdm P was brought to the Hospital B Accident & Emergency 

department and was admitted to the hospital, as her condition had severely deteriorated. 

 

29 On 27 September 2010, Mdm P underwent a CT scan and was reviewed by Dr Ang. 

The CT scan showed a marked progression of the cancer in Mdm P’s lungs, liver and 

pancreas. 
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30 Dr Ang informed Mdm P and her family that Mdm P’s treatment with intravenous 

Zometa and Tarceva had not worked, and referred her to Dr F3, a specialist in palliative 

medicine. 

 

31 On 28 September 2010, Dr F3 saw Mdm P and discussed palliative care options with 

her and her family. The family initially insisted on a full code in event of a 

cardiopulmonary collapse but after days of counselling, they agreed to “no code” (i.e. 

no active resuscitation in event of collapse) on 1 October 2010. 

 

32 On 2 October 2010, Mdm P passed away.  

 

COMPLAINT TO SMC 

 
33 On 15 December 2010, Mdm P’s daughters, Ms PW2 and Ms PW3, jointly lodged a 

complaint (the “Complaint”) to the Singapore Medical Council (the “SMC”) in respect 

of Dr Ang’s treatment of Mdm P. In the Complaint, they requested SMC “to investigate 

the diagnostic and treatment process by Dr Ang” and “to ascertain whether there is any 

possible misinterpretation, miscalculated optimism by Dr Ang”. Pursuant to the 

provisions of the Medical Registration Act (the “Act”) the Complaint was referred to 

the Chairman of the Complaints Panel who appointed a Complaints Committee (the 

“CC”) to inquire into the Complaint. The CC in accordance with section 42(4)(c) of the 

Act, directed an investigation to be carried out by an investigator and a report be made 

to it under section 48 of the Act.  

 

34 The investigation was carried out and a report on the findings of the investigation was 

submitted to the CC for its deliberation. After deliberation of the investigation report 
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and recommendation of the investigator under section 48 of the Act, and upon due 

inquiry into the complaint or information report and other matters, the CC on or about 

2 May 2012, determined under section 49(2) of the Act that a formal inquiry was 

necessary and ordered that an inquiry be held by a disciplinary tribunal.  

 

35 Pursuant to the order of the CC, the SMC appointed a disciplinary tribunal consisting 

of Mr Thean Lip Ping (“Mr Thean”) as Chairman, Professor Sonny Wang Yee Tang, 

Dr Tay Eng Hseon and Dr Lee Onn Kei Angel as Members. However, on 18 January 

2014 Dr Lee Onn Kei Angel recused herself on the ground of potential conflict of 

interest. On 25 March 2014, Mr Thean resigned as the Chairman on account of ill-heath. 

However, later Mr Thean recovered from illness. On 11 March 2015, the SMC revoked 

the appointment of the then tribunal. On 3 April 2015, the SMC appointed a new 

disciplinary tribunal (the “DT”) consisting of Mr Thean as the Chairman, and 

A/Professor Anette Sundfor Jacobsen, Professor Sonny Wang Yee Tang, and 

A/Professor Kenneth Mak Seck Wai, as Members. Thus, the DT was duly constituted 

on 3 April 2015. 

 

NOTICE OF INQUIRY 

 
36 Pursuant to Regulation 27 of the Medical Registration Regulations 2010, a Notice of 

Inquiry (“NOI”) was issued by the solicitors for the SMC, WongPartnership LLP, on 

22 April 2015, which sets out 4 charges (the “Charges”) against Dr Ang. The 4 Charges 

(with the supporting particulars) are as follows: 

 
“1. That you, DR ANG PENG TIAM, a registered medical practitioner under the 

Medical Registration Act (Cap.174), are charged that whilst practising at 
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Parkway Cancer Centre (“PCC”), you did on 1 April 2010 make a false 

representation to your patient, one Mdm P (NRIC No. SXXXXXXXX) (“the 

Patient”), who was suffering from lung cancer, that there was a “70% chance” 

of the disease responding to treatment and achieving control with 

chemotherapy and/or targeted therapy.  

 

       Particulars 

 
(a) On 1 April 2010, the Patient attended a consultation with you at PCC 

(“the Consultation”). 

(b) In the course of the Consultation, you informed the Patient that there 

was a”70% chance” of the disease responding to treatment and 

achieving control with chemotherapy and/or targeted therapy (“the 

Statement”). 

(c) You informed the Patient that the Statement was premised on the 

following 4 factors:- 

(i) That the Patient was of the Chinese race; 

(ii) That the Patient was female; 

(iii) That the Patient was a “never-smoker”; and 

(iv) That the Patient had adenocarcinoma. 

(d) The Statement was false as a 70% disease control rate is only achievable 

in patients who have epidermal growth factor receptor (“EGFR”) 

mutation. 

(e) You failed to carry out any EGFR analysis to ascertain the Patient’s 

EGFR mutation status. 
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and that in relation to the facts alleged, you have been guilty of professional misconduct 

under section 53(1)(d) of the Medical Registration Act (Cap. 174) ( 2004  Ed.).” 

 

“2. That you, DR ANG PENG TIAM, a registered medical practitioner under the 

Medical Registration Act (Cap.174), are charged that whilst practising at 

Parkway Cancer Centre (“PCC”), on or about 1 April 2010, you failed to offer 

your patient, one Mdm P (NRIC No. SXXXXXXXX) (“the Patient”), who was 

suffering from cT3 N0 M0 (stage IIB) lung cancer, the treatment option of 

surgery. 

 

       Particulars 

 
(a) On 1 April 2010, the Patient attended a consultation with you at PCC 

(“the Consultation”). 

(b) You failed to inform the Patient of an alternative treatment option of 

surgery; 

(c) Surgery is a viable treatment option that ought to have been presented 

to the Patient. 

 

 and that in relation to the facts alleged, you have been guilty of professional misconduct 

under section 53(1)(d) of the Medical Registration Act (Cap.174) (2004  Ed.).” 

 

“3. That you, DR ANG PENG TIAM, a registered medical practitioner under the 

Medical Registration Act (Cap.174), are charged that whilst practising at 

Parkway Cancer Centre (“PCC”), you did in the period between on or about 

April 2010 to October 2010, recommend to and carry out on your patient, one 
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Mdm P (NRIC No. SXXXXXXXX) (“the Patient”), who was suffering from lung 

cancer, an inappropriate treatment, namely, alternate-day dosing of Iressa 

(250mg) in combination with chemotherapy using gemcitabine and cisplatin. 

 

       Particulars 

 
(a)  On 1 April 2010, the Patient attended a consultation with you at PCC 

(“the Consultation”). 

(b) You failed to carry out any epidermal growth factor receptor (“EGFR”) 

analysis to ascertain the Patient’s EGFR mutation status. 

(c) The treatment with Iressa (250mg) in combination with chemotherapy 

using gemcitabine and cisplatin is not appropriate for patients who have 

no EGFR mutation. 

(d) Even in patients who have EGFR mutation, it is standard practice to 

start treatment with Iressa (250mg) on a daily basis, and not an 

alternate-day basis. 

(e) Upon your recommendation, the Patient was given alternate-day dosing 

of Iressa (250mg) in combination with chemotherapy using gemcitabine 

and cisplatin.  

 and that in relation to the facts alleged, you have been guilty of professional misconduct 

under section 53(1)(d) of the Medical Registration Act (Cap.174) (2004  Ed.).” 

 

“4. That you, DR ANG PENG TIAM, a registered medical practitioner under the 

Medical Registration Act (Cap.174), are charged that whilst practising at 

Parkway Cancer Centre (“PCC”), you did in the period between on or about 

April 2010 to October 2010, recommend to and carry out on your patient, one 
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Mdm P (NRIC No. SXXXXXXXX) (“the Patient”), who was suffering from lung 

cancer, treatment with Tarceva after treatment with Iressa had failed, when you 

knew or ought to have known that it was not, given the circumstances, a 

generally accepted method of treatment by the medical profession. 

 

       Particulars 

 
(a)  On 1 April 2010, the Patient attended a consultation with you at PCC 

(“the Consultation”). 

(b) You failed to carry out any epidermal growth factor receptor (“EGFR”) 

analysis to ascertain the Patient’s EGFR mutation status. 

(c) Upon your recommendation, the Patient was given alternate-day dosing 

of Iressa (250mg) in combination with chemotherapy using gemcitabine 

and cisplatin.  

(d) After the first round of chemotherapy, a PET-CT scan was done on the 

Patient on 2 June 2010. 

(e) You informed the Patient and her family that the first round of 

chemotherapy did not work well and recommended a second round of 

chemotherapy with taxotere and cisplatin. 

(f) After the second round of chemotherapy, a PET-CT scan was done on 

the Patient on 5 August 2010. 

(g) You informed the Patient and her family that the Patient had not 

responded to the second round of chemotherapy, and recommended 

treating the Patient with intravenous Zometa and Tarceva. 

(h) A CT scan was done on the Patient on 27 September 2010, showing 

marked progression of the cancer in the lungs, liver and pancreas. 
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(i) You informed the Patient and her family that the treatment with 

intravenous Zometa and Tarceva had not worked. 

(j) The Patient passed away shortly after on 2 October 2010. 

(k) It is not a generally accepted method of treatment by the medical 

profession to treat a patient with Tarceva where the patient has not 

responded to prior treatment with Iressa. 

 and that in relation to the facts alleged, you have been guilty of professional misconduct 

under Section 53(1)(d) of the Medical Registration Act (Cap.174) (2004  Ed.).” 

 

PRE-INQUIRY CONFERENCE 

 
37 Pursuant to Regulation 29(1) of the Medical Registration Regulations 2010, the DT 

held a pre-inquiry conference (“PIC”) on 26 May 2015, at which directions were given 

for the hearing of the inquiry to be held. It was there directed that the hearing be held 

in two tranches: the first tranche to be held from 30 November 2015 to 4 December 

2015, and the second tranche to be held from 15 to 23 February 2016. 

 

FIRST TRANCHE OF HEARING 

 
 Preliminary Application by Dr Ang 
 
38 The hearing commenced on 30 November 2015. At the commencement of the hearing, 

the counsel for Dr Ang made a preliminary application (“Preliminary Application”) 

to the Tribunal for the following orders: 

(1) an order for the SMC to disclose to Dr Ang, the basis on which the CC decided 

to refer the Complaint for a formal inquiry by the DT under section 49(2)(b) of 

the Act; and 
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(2) further and/or in the alternative, an order that all the 4 Charges against Dr Ang 

be dismissed on the grounds that: 

(a) there was no reasonable basis for the CC to have referred the Complaint 

for a formal inquiry by the DT under section 49(2)(b) of the Act; and/or 

(b) there was an unjustified and unreasonable delay in serving Dr Ang with 

the NOI. 

 

39 The grounds for the application for the first order are briefly as follows: 

(a) The CC, after it was constituted, sought an independent expert opinion 

from Dr DE1. Dr DE1 was at that time the Senior Consultant Medical 

Oncologist at Institution A. 

(b) On 16 December 2011, Dr DE1 provided a report which concluded that 

Mdm P received reasonable treatment under Dr Ang and that the overall 

management of Mdm P’s lung cancer was appropriate. 

(c) Notwithstanding that Dr DE1’s report was entirely supportive of Dr 

Ang’s management, the CC nonetheless decided to order that a formal 

inquiry be held by a disciplinary tribunal (“CC’s Decision”). To date, 

no reason has been provided and no documents have been disclosed by 

the SMC to support the CC’s Decision, given the conclusions reached 

by Dr DE1, who, it was submitted, was the CC’s own expert. It is not 

clear on what ground or on what material, the CC reasonably exercised 

its discretion to do so. 

(d) On 2 May 2012, the SMC informed Dr Ang of the CC’s Decision to 

refer the Complaint to the DT for a formal inquiry. The CC’s Decision 
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is the basis on which the DT has been conferred jurisdiction to hear and 

decide at the inquiry. 

(e) On 18 July 2013 (1 year and 2 months after the CC’s Decision), the SMC 

obtained a report from Dr PE1, Consultant Medical Oncologist in private 

practice at Hospital C. 

(f) On 11 April 2014 (1 year and 11 months after the CC’s Decision), the 

SMC instructed Dr PE2, Consultant Thoracic Surgeon at  Hospital D in 

the United Kingdom, to provide an expert opinion on Dr Ang’s 

management of Mdm P. 

(g) On 28 May 2014 (2 years and 27 days after the CC’s Decision), the SMC 

obtained a report from Dr PE2. 

(h) On 22 April 2015 (2 years and 11 months after the CC’s Decision, and 

almost 2 years after the SMC had obtained Dr PE1’s report), the SMC 

served the NOI on Dr Ang specifying the 4 Charges of professional 

misconduct. 

(i) On 21 September 2015, less than 3 weeks before parties were due to 

exchange witness statements and about 2 months before the inquiry 

before the DT was due to commence, the SMC then disclosed Dr DE1’s 

report to Dr Ang. 

(j) On 25 September 2015, Dr Ang’s solicitors, Allen & Gledhill LLP, 

wrote to WongPartnership LLP to request for, inter alia, any other 

expert opinions and/or other documents, apart from those already 

provided, which were considered and/or relied on by the CC. On 2 

October 2015, WongPartnership LLP replied saying that Dr Ang is not 

entitled to any other document, as all documents considered by the CC 
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in the course of its deliberations, including any expert opinions, are 

confidential in nature. 

(k) On 11 November 2015, Dr Ang’s solicitors, Allen & Gledhill LLP, 

wrote to WongPartnership LLP stating that Dr DE1’s report and the 

written statements that have been filed on behalf of the SMC provide no 

basis or explanation for the CC’s Decision. Accordingly, Dr Ang is 

entitled to disclosure of any other expert opinion(s) and/or document(s) 

and/or information (if any) forming the basis of the CC’s Decision. 

(l) On 19 November 2015, WongPartnership LLP replied to Allen & 

Gledhill LLP saying that the CC had deliberated on all the information 

that was laid before it before deciding to refer the Complaint to the DT, 

and reiterated that all information and documents obtained in the course 

of the investigation or inquiry by the CC are strictly confidential. They 

also reiterated their reliance on the expert reports of Dr PE1 and Dr PE2. 

No other expert opinions and/or documents and/or information forming 

the basis of the CC’s Decision were disclosed. 

 

40 Counsel for Dr Ang submitted that the CC is an administrative tribunal and does not 

possess unfettered discretion, and in this case, in particular, it exercises tremendous 

power over a professional career and should not exercise such grave responsibilities in 

a light-hearted and slipshod manner. Counsel relied on Chng Suan Tze v Minister for 

Home Affairs and Others [1988] 2 SLR (R) 525; and Tan Boon Chee David v Medical 

Council of Singapore [1979-1980] SLR 523.  
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41 Counsel submitted that the CC is the first stage of the disciplinary process and is 

intended to act as a “sieve”. If the CC is unanimously of the opinion that a complaint is 

frivolous, vexatious, misconceived or lacking in substance, the CC may dismiss the 

complaint without conducting an investigation: see section 42(4)(a) and (b) of the Act. 

In any other case, the CC will direct an investigation to be carried out and for an 

investigation report to be submitted to the CC for its deliberation: see section 42(4)(c) 

and 48(1) of the Act. 

 

42 Counsel further submitted that it is trite law that no tribunal like the CC can act 

arbitrarily. He relies on cases involving the disciplinary process for the legal profession 

under the Legal Profession Act, and cited the cases of Whitehouse Holdings Pte Ltd v 

The Law Society of Singapore [1994] 2 SLR (R) 485 and Carolyn Tan Beng Hui v The 

Law Society of Singapore [1999] SGHC 23, where the Court held that the role of the 

Inquiry Committee is merely to investigate the complaint and consider, inter alia, 

whether there is “a prima facie case for a formal investigation”. Counsel submitted that 

the roles of the Inquiry Committee for the legal profession and the CC are similar in 

that both bodies conduct the preliminary investigation before formal inquiries are heard 

by the Disciplinary Committee and the DT respectively. It was submitted that the 

threshold for an Inquiry Committee to recommend a case for formal investigation by 

the Disciplinary Committee is that a prima facie case has been found by the Inquiry 

Committee. It was submitted that the same threshold, i.e. that of a prima facie case 

should apply to the CC in its decision to refer a complaint to the DT. 

 

43 Reverting to the case at hand, counsel submitted that at the time the CC decided for an 

inquiry to be held by a disciplinary tribunal, it had only Dr DE1’s report and on reading 
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the report there was no prima facie case for the CC to direct that a formal inquiry be 

held by a disciplinary tribunal. It is therefore clear that in referring the Complaint to a 

disciplinary tribunal the CC wholly departed from the views of its own chosen expert, 

and the SMC has refused to disclose what other material the CC had considered as its 

basis for directing the matter to be investigated by a disciplinary tribunal. 

 

44 The grounds for the second order are that there has been an unjustified and unreasonable 

delay in serving the NOI on Dr Ang. In total, there has been a delay of 4.5 years. This 

is a flagrant disregard of Dr Ang’s rights and a sign of bad faith. The charges were 

framed almost 2 years after the Prosecution had obtained Dr PE1’s opinion and almost 

4.5 years after the Complaint was made. This, it was submitted, is an inordinate and 

inexplicable delay and this delay had caused substantial unfairness and prejudice to Dr 

Ang. 

 

45 Counsel relies on the case of Low Cze Hong v Singapore Medical Council [2008] 3 

SLR(R) 612, where there was a lapse of 3 years between the time the complaint and the 

time the notice of inquiry was served, and counsel for SMC took one year to review the 

file and liaise with the various witnesses. There the High Court was very critical of the 

delay and observed: 

“any unjustified delay will not only unnecessarily prolong the anxiety of the doctor 

being investigated, but may also be detrimental to the witnesses’ recollection of 

relevant events.” 

 

46 Counsel also cited the case of Lim Mey Lee Susan v Singapore Medical Council [2012] 

1 SLR 701 where the Court of Appeal observed at [40] that: 
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“If an untimely appointment of a Disciplinary Committee has the potential to cause 

injustice to the registered medical practitioner whose conduct is being inquired into, it 

would be a material factor which the Disciplinary Committee has to take into account 

in determining whether the disciplinary charges against the registered medical 

practitioner have been proved.” 

 

47 Counsel made two further points. First, the delay in this case is not only significant and 

contumelious, it also smacks of bad faith. There was a long delay, and when the CC 

decided to refer the matter to the DT, there was simply no basis on which it could be 

said that there was prima facie evidence of Dr Ang’s professional misconduct. The 

expert opinions on which the SMC relies were obtained well after the CC had decided 

to refer the matter to the DT. Counsel suggested bad faith on the part of SMC. Second, 

during the period of about 5 years Dr Ang has suffered and continues to suffer much 

anxiety and distress and has been subject to considerable inconvenience and 

embarrassment.  

 

48 Lastly, counsel relied on the case of Official Assignee of the Estate of Chen Chih Hsiung 

George, a bankrupt v Chi Man Kwong Peter [1995] 3 SLR(R) 847 where the High 

Court dismissed the action for negligence for want of prosecution on the ground of 

inordinate and inexcusable delay on the part of the plaintiff. 

 

Prosecution’s Submissions on the Preliminary Application 

49 The Prosecution’s submissions may be summarized as follows. The DT is not the 

proper forum to hear the Preliminary Application given the nature of the orders sought. 

The subject matter of the Preliminary Application does not relate to the merits of the 4 

Charges before the DT but to events that transpired before another committee prior to 
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the issue of the NOI. It was submitted that the DT is not the proper forum to hear the 

application and determine the orders sought. The Preliminary Application should have 

been made by way of judicial review to the High Court.  

 

50 The application for disclosure of the CC’s basis is not simply an application for 

disclosure of documents; it is much more far reaching than that. The order sought is 

phrased in such a wide manner that it would capture all documents considered by the 

CC, and all documents recording the CC’s deliberation and manner in which the CC 

reached its decision to refer the matter for a formal inquiry. On the basis of the 

allegations raised in the Preliminary Application, it was submitted that Dr Ang was 

questioning the manner in which the CC had come to its decision. This was a challenge 

to the validity of the CC’s decision. It was submitted that the DT is not the proper body 

to review the CC’s decision and such review can only be carried out by the Court. The 

Act provides for the CC and the DT separate and distinct roles and functions. 

 

51 In any event, the CC had before it not only Dr DE1’s Report; it had before it the medical 

records of Dr Ang and other documents. 

 

52 The Prosecution says that it does not have any other expert’s report other than what has 

been disclosed. However, insofar as any document which was considered by the CC, 

the Prosecution was not, and is not, in a position to know, as what was before the CC 

is confidential. Proceedings before the CC are confidential. In this respect, the 

Prosecution relied on section 48(3) of the Act. Therefore, Dr Ang is not entitled to any 

document or material considered by the CC. The Prosecution submitted that apart from 

Dr DE1’s expert report, the CC must have information and other material, such as the 
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medical records of Dr Ang it had considered in making its decision to refer this matter 

to a disciplinary tribunal for an inquiry to be held.  

 

Tribunal’s Decision on the Preliminary Application 

53 The Tribunal, after hearing both the counsel for Dr Ang and the Prosecution, dismissed 

the application. The Tribunal’s grounds are briefly as follows. After the CC was 

constituted under the Act, it functioned independently of the SMC. SMC would not 

know what expert’s report or documents or materials the CC had considered. The CC 

in the discharge of its functions is not subject to the control or direction of the SMC. 

The SMC certainly has no jurisdiction over the CC and it cannot order the CC to 

produce document or material the CC had considered in its deliberation. 

 

54 It is important to bear in mind the provisions of section 48(3) of the Act, which provides 

as follows: 

“(3) No person shall disclose the contents of the investigation report or any 

information contained in any document which was obtained in the course of any 

investigation or inquiry commenced under this Part to any other person, including 

medical practitioner, except where – 

(a) the Complaints Committee in its absolute discretion thinks otherwise; 

or  

. . . . . . .” 

55 In this respect, section 48(5) of the Act is also significant. It provides: 

“(5) The registered medical practitioner concerned shall not have the right to be 

heard by the Complaints Committee, whether in person or by counsel, unless the 

Complaints Committee in its absolute discretion otherwise allows.” 
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56 The CC and the DT are separately constituted under different provisions of the Act, and 

each functions independently of the other. The DT has no jurisdiction over the CC and 

has no power or jurisdiction to order the CC directly, or indirectly through the SMC, to 

produce any document or material which the CC had considered in its deliberation. 

 

57 The Tribunal did not agree with the contention by counsel for Dr Ang that the CC did 

not have a prima facie case for referring the Complaint to a formal inquiry. It is true 

that Dr DE1’s opinion is clearly supportive of Dr Ang. But the CC consisted of Dr C1, 

a Hematologist and Medical Oncologist, as the chairman of the CC, Dr C2, a Family 

Medicine Physician, and A/Professor C3 of University A. Before the CC there were the 

Complaint, Dr Ang’s Explanation (“Explanation”) to the CC, Dr Ang’s medical 

records, and the report of the investigator, Mr C4. It is also likely that the investigator 

had obtained Mdm P’s medical records and that they were before the CC. Obviously, 

on the question of treatment and management of Mdm P, the CC formed a view 

different from that given by Dr DE1 in his report. All these the CC must have seen and 

considered before it made its decision to refer the Complaint to a disciplinary tribunal 

for formal inquiry. 

 

58 Turning to the dismissal of the charges on the ground of unreasonable and unjustified 

delay, the Tribunal agrees that the Prosecution had taken a long time to issue the NOI 

but that by itself is not a sufficient ground for dismissing the charges. Again, the 

Tribunal does not think it has the power or jurisdiction to do so. That having said, the 

Tribunal is of the opinion that a long and inexplicable delay is a great mitigating factor 

which the Tribunal may rely on in appropriate circumstances and is also an important 

factor to be considered later on the question of costs.  
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59 The Tribunal now turns to the hearing of the Charges against Dr Ang. There are 4 

Charges brought against Dr Ang, and each of these will now be considered and decided 

separately as shown below. 

 

60 In Ang Pek San Lawrence v Singapore Medical Council 1 [2015] 1 SLR 436 the High 

Court held at [38] to [40] that there are two limbs of professional misconduct as laid 

down in Low Cze Hong v Singapore Medical Council [2008] 3 SLR (R) 612 at [37] 

namely: (i) “where there is an intentional, deliberate departure from standards 

observed or approved by members of the profession of good repute and competency”; 

and (ii) “where there has been such serious negligence that it objectively portrays an 

abuse of the privileges which accompany registration as a medical practitioner”. The 

Court said at [40]: 

 “40 Under each limb of Low Cze Hong, there are discrete elements that have to be 

proved by the respondent [Prosecution]. Undoubtedly, these set out high thresholds 

that have to be crossed before a conviction can be sustained. …… In our judgment, 

those prosecuting disciplinary proceedings against medical practitioners should 

assist future Disciplinary Committees by (a) specifying in the charge the precise 

allegation that is being made against the medical practitioner concerned; and (b) 

specifically setting out or indicating which limb of Low Cze Hong is being invoked, 

so that there is clarity as to the case that the medical practitioner must meet as well 

as the issues and the relevant evidence that the Disciplinary Committee should 

consider.” 

 

61 In this case, though the Charges do not specify specifically which limb of Low Cze 

Hong is being invoked, the Prosecution at the commencement made clear that it was 
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proceeding on the basis of the first limb of professional misconduct on all the 4 Charges. 

At [72] of its Opening Statement, it states: 

“72. The Prosecution’s case on all 4 charges is under the first limb of Low Cze 

Hong i.e. an intentional, deliberate departure from standards observed or approved 

by members of the profession of good repute and competency, in respect of all 4 

charges.” 

 

Prosecution’s Case on the First Charge 

62 It is not in dispute that, on 1 April 2010, Mdm P and her family went to consult Dr Ang, 

and that Dr Ang explained to them that the biopsy confirmed that the mass in the upper 

lope of the right lung was cancerous and he diagnosed it as adenocarcinoma. It is also 

not disputed that during the consultation Dr Ang made the Statement to Mdm P and her 

family in Mandarin, namely: that in his view there was at least a 70% chance of the 

disease responding to treatment and achieving control with chemotherapy and/or 

targeted therapy. Dr Ang made the Statement on the basis of the 4 factors, namely: 

(i) Mdm P was of the Chinese race; 

(ii) Mdm P was female; 

(iii) Mdm P was a “never-smoker”; and  

(iv) Mdm P had adenocarcinoma. 

 

63 Dr Ang provided a memo to the family on which he wrote the 4 factors and below the 

4 factors he wrote 70% and encircled it, and below that he “drew a big tumour that 

became small (indicating response)”. In paragraph 17 of his Explanation, Dr Ang said: 

 “17 As she was Oriental, female, never smoker with adenocarcinoma of the lung, 

she fell into the category of people who have been reported to have a good 

response to treatment and I conveyed a 70% chance of the disease responding 
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to treatment and achieving control. I refer to the copy of the drawing, which 

the family provided of our initial discussion, you will be able to see that I drew 

a big tumour that became small (indicating response). This was similarly 

recorded in my entry of 1 April 2010 in her medical records – “70% chance of 

control. ……” 

 

64 Lastly, it is not disputed that Mr PW1, Mdm P’s husband, who was also present at the 

consultation, recorded that Dr Ang said “We… calculate… difficult to say but I feel that 

there is at least a 70% chance that the tumour will shrink. We should let it shrink before we do 

other… 70% is a very high percentage. If you want to go to the casino, no one will let you in, 

right? You have 70% chance, there is a high chance that it will lose to you. . . .” 

 

65 The Prosecution also points out that when Dr Ang explained the “70% chance” he was 

talking about the shrinking the tumour. In his evidence in cross-examination, Dr Ang 

agreed that he equated shrinking with control. 

 

66 The Prosecution points out that the wording used in the First Charge must be looked at 

in the context of Dr Ang’s Explanation. Paragraph (b) of the First Charge is directly 

based on Dr Ang’s Explanation, which states that he conveyed to the Patient a “70 

chance of the disease responding to treatment and achieving control”: see paragraph 17 of 

the Explanation. 

 

67 The Prosecution submits that both Dr Ang and Dr DE1, in giving evidence, agree that 

there is no literature to support the use of the 4 characteristics to evaluate response to 

chemotherapy, and that the 4 characteristics are only relevant when a tyrosine kinase 

inhibitors (“TKI”) drug is used. This, it is pointed out, accords with Dr Tony Mok’s 
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study (September 2009) where patients with the 4 characteristics were treated with TKI, 

and those with EGFR mutation positive had a 71.2% response. It appears that based on 

Dr Mok’s study, the responses for EGFR positive and negative are 71.2% and 1.1% 

respectively. This, it is submitted, is the “underlying logic for a patient’s mutation 

status to be determined when the test is available”. 

 

68 The Prosecution’s submissions on EGFR mutation testing are as follows. As of March 

2010, the standard of care required a physician to do an EGFR mutation test to 

determine a patient’s mutation status before prescription of a TKI drug is justified. Dr 

Mok’s study has been incorporated into and forms the basis of the recommended 

treatment modalities in both National Comprehensive Cancer Network 2009 (“NCCN 

2009”) and the American Society of Clinical Oncology 2009 (“ASCO 2009”), and by 

the end of 2009 it was the standard. The applicable guidelines at the material time 

stipulate that the use of TKIs is for patients who are EGFR mutation positive (NCCN 

2009 and ASCO 2009). Dr PE1, a Consultant Medical Oncologist and Hematologist, 

opined that the mutation status of a patient is a “very important predictive and 

prognostic factor in treating lung cancer used since 2009”. The Prosecution relies on 

the fact that this opinion of Dr PE1 is not disputed. 

 

69 The Prosecution submits that as of March 2010, the standard of care requires a 

physician to do an EGFR mutation test to determine a patient’s EGFR mutation status 

before prescription of a TKI drug is justified, and relies on the fact that the following 

experts and practitioners confirmed that they have been doing EGFR mutation testing 

prior to March 2010, namely: 

(a) Dr PE1 began sending specimens for EGFR testing in 2008; 
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(b) Dr DE1 began EGFR testing for therapy in 2008; 

(c) Dr DE2 began EGFR testing as a clinician when it became a routine practice in 

Hospital F in 2010; 

(d) Dr DE3 (a respiratory physician) began EGFR testing before recommending 

the use of TKIs in his practice as a respiratory physician in 2010. 

Dr Ang himself was using EGFR testing in March 2010. 

 

70 Finally, it is submitted by the Prosecution that an EGFR mutation test is the only way 

to determine definitely the EGFR mutation status of a patient. Therefore, it is imperative 

that EGFR testing is done before prescribing a TKI drug (e.g. Iressa) Indeed, paragraphs 

4.1.1.1 and 4.1.1.5 of the Ethical Code require doctors to carry out timely investigations 

as part of the clinical evaluation for their patients. This is neither optional nor 

discretionary. If the test that can definitively determine mutation status is available, it 

should be undertaken prior to prescription. Notwithstanding that, Dr Ang did not order 

the EGFR test for Mdm P. In particular, Dr Ang agrees that as of March 2010 there is 

a need to do an EGFR mutation testing to determine a patient’s EGFR mutation status 

for the purpose of prescribing TKIs (and in this case, Iressa). 

 

71 The case for the Prosecution is that the Statement is false because the 70% chance of 

response and achieving control in the disease is only achievable where Mdm P’s EGFR 

mutation status was positive. But Mdm P’s EGFR status was unknown. It is submitted 

that in the absence of a positive EGFR, Dr Ang had no basis for making that Statement. 

 

The Respondent’s Case on the First Charge 
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72 Counsel for Dr Ang submits that in order to succeed on the First Charge, the Prosecution 

must cumulatively prove that: (1) quoting a 70% disease control rate (“DCR”) was 

false; (2) in the context of treatment with chemotherapy and/or targeted therapy. The 

Prosecution also has to show Dr Ang’s state of mind, in particular, that he knew that 

there was no basis for quoting a 70% DCR with chemotherapy and/or targeted therapy. 

 

73 Counsel also submits that the charge is framed as 70% DCR and that the falsity of the 

Statement must be assessed with reference to objective data and on the response / 

control rate, and Dr Ang’s subjective state of mind. The real question is whether Dr 

Ang had basis to believe that the 70% DCR was reasonable. It is submitted that the 70% 

DCR must be construed in relation to chemotherapy and/or targeted therapy. 

 

74 Counsel relies on medical literature (consisting of a series of articles) and the evidence 

of Dr DE1 and Dr DE2 who agreed on the DCR of 70% with chemotherapy alone. Dr 

DE1 noted that the DCRs in the articles that Dr Ang relied on were usually in excess of 

60%, usually around 70% and sometimes beyond 70% and that it would be reasonable 

for Dr Ang to quote a 70% DCR in Mdm P’s case. Dr DE2 testified that DCRs in the 

articles would be relevant in the sense of expecting the kind of response or disease 

control and that quoting a 70% DCR was appropriate. Counsel submits that given that 

the First Charge concerns the alleged falsity of a 70% DCR with chemotherapy and/or 

targeted therapy, it has to fail completely for the reasons set out above as Dr Ang has 

plainly established that he had every basis for believing and quoting a 70% DCR with 

chemotherapy. 
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75 Counsel challenges the prevalence of EGFR mutation tests. He submits that between 

2008 and 2012 that area of practice was evolving in relation to the linkage between 

selected patients and response to TKI.  

 

76 In closing, counsel submits that the Prosecution has failed to show that a requirement 

to perform EGFR analysis was mandatory at a particular time. In this regard, Dr Ang 

testified that he started using EGFR analysis in March 2010 for patients who fell outside 

the selected patient population but it would not be routine for him to offer EGFR 

analysis in a patient who had the 4 phenotypes, like Mdm P. Dr DE2 testified that when 

NCCS started reflex testing for EGFR it was not practiced widely. Dr DE1 confirmed 

that the practical way to select patients for treatment in the period leading up to 2010 

was to rely just on phenotypes and not to do EGFR analysis. 

 

Tribunal’s Decision on the First Charge 

77 There is no dispute that during the consultation on 1 April 2010 Dr Ang made the 

Statement to Mdm P and her family in Mandarin, namely: that in his view there was at 

least a 70% chance of the disease responding to the treatment and achieving control 

with chemotherapy and/or targeted therapy. Dr Ang made the Statement on the basis of 

the 4 factors: 

(i) Mdm P was of the Chinese race; 

(ii) Mdm P was female; 

(iii) Mdm P was a “never-smoker”; and  

(iv) Mdm P had adenocarcinoma. 
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78 There is also no dispute on the surrounding circumstances in which Dr Ang made the 

Statement. Dr Ang provided a memo to the family on which he wrote the 4 factors, and 

below the 4 factors he wrote 70% and encircled it, and below that he “drew a big tumour 

that became small (indicating response)”. This was confirmed by his Explanation at 

paragraph 17 where Dr Ang said: 

 “17 As she was Oriental, female, never smoker with adenocarcinoma of the lung, 

she fell into the category of people who have been reported to have a good 

response to treatment and I conveyed a 70% chance of the disease responding 

to treatment and achieving control. I refer to the copy of the drawing, which 

the family provided of our initial discussion, you will be able to see that I drew 

a big tumour that became small (indicating response). This was similarly 

recorded in my entry of 1 April 2010 in her medical records – “70% chance of 

control. ……” 

 

79 Lastly, the husband of Mdm P, Mr PW1, did a recording of part of the conversation and 

a transcript of the recording (in Mandarin) and an English translation were produced. It 

was recorded that Dr Ang said: “We… calculate… difficult to say but I feel that there is 

at least a 70% chance that the tumour will shrink. We should let it shrink before we do 

other… 70% is a very high percentage. If you want to go to the casino, no one will let 

you in, right? You have 70% chance, there is a high chance that it will lose to you. . . “ 

 

80 Counsel for Dr Ang did not object to the recording and the Tribunal finds no reason for 

disallowing the recording and not accepting the contents of the recording. In fact, at 

certain point in his submissions on the Second Charge, counsel for Dr Ang relies on the 

words (in Mandarin): “do other”.  
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81 The next question is the meaning of the Statement. It has to be appreciated that the 

Statement was made to Mdm P and her family and not to professional colleagues of Dr 

Ang. Its meaning must be determined objectively bearing in mind the audience to which 

the Statement was made, and the surrounding circumstances in which it was made. In 

other words, the meaning the Statement is that conveyed to a reasonable lay person in 

those circumstances. In the opinion of the Tribunal, a reasonable lay person in the 

position of Mdm P and her family at that time would understand the Statement to mean 

that there is at least 70% chance that the cancer would shrink and be brought under 

control. This meaning seems to the Tribunal quite clear from the illustration given by 

Dr Ang in the two circles he drew – one large with an arrow pointing to the other small 

– indicating the shrinkage of the cancer, and shown to Mdm P and her family, and Dr 

Ang’s use of the analogy of “70% chance” at a “casino”. 

 

82 Counsel for Dr Ang stressed that the word “control” as indicated or understood in the 

certain medical literature as meaning “disease control rate” (“DCR”). However, that 

meaning in the opinion of the Tribunal is irrelevant and is not the meaning intended 

when Dr Ang made the Statement to Mdm P and her family. In this respect, the experts’ 

evidence on which Dr Ang’s counsel relies, namely, the evidence of Dr DE1 and Dr 

DE2, that it is reasonable for Dr Ang to quote 70% DCR in Mdm P’s case, is not 

relevant (see [22(3)] of the Respondent’s Closing Submission). From what Dr Ang said 

in his Explanation and admitted in his evidence given in cross-examination, it seems to 

the Tribunal quite clear that Dr Ang used the two expressions: (i) “70% chance of the 

disease responding to treatment” and (ii) “achieving control”, interchangeably. He 

cryptically admitted in his evidence in cross-examination that “shrinkage” and 

“control” means the same thing: 



 33

 
“Q I have not asked the question yet. When you put in your notes “control”, as 

you say, that equated with to what you explained to the patient, which is 

shrinkage; agree or disagree? 

A I don’t understand. 

Q No, you told the patient shrinkage? 

A “Su xiao”. 

Q And then you put in your notes “control”. My position to you – you agree or 

disagree – you meant the same thing? 

A Yes.” 

 

83 The next question is whether the Statement was false. It is the Prosecution’s case that 

the Statement was false because 70% chance of shrinkage of the tumour and control is 

only achievable where a patient has had the EGFR mutation testing and the EGFR 

mutation test result is positive. It is not disputed that Dr Ang did not order that Mdm P 

undergo an EGFR mutation test to determine her EGFR mutation status. Therefore, 

Mdm P’s EGFR mutation status was unknown, and it is contended that Dr Ang had no 

reasonable basis for making that statement. The Tribunal agrees. 

 

84 As the subsequent events unfolded, Mdm P did not respond to the treatment. In the 

period from April to June 2010, Mdm P underwent the first round of chemotherapy 

using gemcitabine and cisplatin together with an alternate day dosage of Iressa per dose. 

On 2 June 2010, Mdm P underwent a PET-CT scan. On 3 June 2010, Mdm P attended 

a consultation with Dr Ang. Dr Ang informed Mdm P and her family that the first round 

of chemotherapy did not seem to have worked well. Although the PET-CT scan showed 

that there was a slight shrinkage in the tumor and that the small satellite nodules had 
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disappeared, there were new small foci of EDG uptake at the head of the pancreas, right 

kidney and also in the T10 vertebral body.  

 

85 Following that consultation, on Dr Ang’s recommendation, Mdm P underwent a second 

round of chemotherapy using taxotere and cisplatin together with an alternate day 

dosage of Iressa at 250 per dose. On 5 August 2010, Mdm P underwent a PET-CT scan. 

On 6 August 2010, Mdm P and her family attended a consultation with Dr Ang. At this 

consultation, Dr Ang informed Mdm P and her family that the cancer had progressed 

and had spread to other parts of Mdm P’s body. 

 

86 The next question is whether Dr Ang had any basis for making the Statement and 

making it so optimistically and confidently to Mdm P and her family, and using the 

analogy of 70% chance in a “casino”. According to Ms PW3, Mdm P’s elder daughter, 

Dr Ang was very “confident and optimistic” that he would be able to treat Mdm P. 

 

87 In 2009, there was a study entitled “Gefitinib or Carboplatin-Paclitaxel in Pulmonary 

Adenocarcinoma” carried out by Dr Tony Mok and his associates which was published 

in The New England Journal of Medicine on 3 September 2009. That became a 

landmark paper on, among other things, the use, efficacy and benefits of EGFR 

analysis. At p 954, the paper states: 

 
“. . . . The overall benefit was driven primarily by the subgroup of patients with EGFR 

mutations; in this subgroup, patients treated with gefitinib, as compared with those 

treated with carboplatin-paclitaxel, had a remarkably high objective response rate 

(71.2%) and prolonged progression – free survival (hazard ratio for progression or 

death, 0.48; 95% CI, 0.36 to 0.64; P<0.001). In the subgroup of patients without EGFR 
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mutations, the objective response rate with gefitinib was 1.1%, and progression-free 

survival favored chemotherapy (hazard ratio with gefitinib, 2.85; 95% CI, 2.05 to 3.98; 

P<0.001). ……” 

 

At pp 955–956, the paper continues: 

“ Our findings suggest that, whenever possible, EGFR-mutation status should be 

determined before the initial treatment of pulmonary adenocarcinoma. Ethnic origin, 

smoking status, and histologic findings help to identify patients who have a high 

likelihood of having an EGFR mutation; in this study, 59.7% of the tumors in a 

clinically selected population had EGFR mutations, as compared with 12.1% and 

14.8% in the unselected populations in the ISEL and Iressa in NSCLC Trial Evaluation 

Response and Survival versus Taxotere (INTEREST; NCT00076388) studies, 

respectively. 

  …… 

  In summary, this study shows that first-line therapy with gefitinib as compared 

with carboplatin-paclitaxel prolongs progression-free survival, increases the objective 

response rate, and improves quality of life among clinically selected patients with non-

small-cell lung cancer. The presence of an EGFR mutation was a robust predictor of 

improved progression-free survival with gefitinib, as compared with carboplatin-

paclitaxel, and of the benefit of gefitinib with respect to the objective response rate, 

indicating that patients in whom an EGFR mutation has been identified will benefit 

most from first-line therapy with gefitinib.” 

 

88 Dr PE1, Consultant Medical Oncologist and Hematologist at  Institution B in Hospital 

C and Hospital E, in his report dated 18 July said: 

 “24 From the certified transcript of the Patient’s consult with Dr Ang on 1 April 

2010 …, Dr Ang’s statement that there was a “70%” chance that the tumour 
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will shrink: is fair PROVIDED the Patient’s epidermal growth factor receptor 

(EGFR) mutation status showed mutation in exon 18, 19 or 21. 

 25 For lung cancer patients who are East-Asian by ethnicity, with 

adenocarcinoma, female and never-smokers, they have more than 50% chance 

of having mutation of the EGFR gene. Mutation of the EGFR gene is a very 

important predictive and prognostic factor used in treating advanced lung 

cancer used since 2009. 

 26 Patients with mutation in one of the exons 18, 19 and 21 of the EGFR gene 

have a higher chance of responding to tyrosine kinase inhibitors (TKI) such as 

gefitinib (Iressa) and erlotinib (Tarceva) as well as systemic cytotoxic 

chemotherapy, compared to lung cancer patients with no EGFR mutation. 

 27 It appears that in this case, there was no molecular biomarker done on the lung 

tumour tissue taken from the Patient on 31 March 2010. In this era of 

personalized cancer therapy for lung cancer, the treating oncologist should 

have requested for epidermal growth factor receptor (EGFR) mutation study, 

as this test was widely available at that time. 

 28 …… 

 29 It is curious that while a tissue sample was obtained from the Patient on 31 

March 2010 (whereby a diagnosis of adenocarcinoma was made), no EGFR 

mutation test was requested and/or carried out. The EGFR mutation test would 

be the accepted standard of care at that time in 2010 and at present.” 

 

89 Dr PE2, Consultant Thoracic Surgeon of  Hospital D in England, is also of the view 

that the 70% figure is not accurate, in the absence of an EGFR mutation test. Dr PE2 

states that: 
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 “2.4.3 I am unable to ascertain if Dr Ang had requested EGFR mutation status for 

[the Patient] either as part of the initial workup or subsequently prior to 

commencing Tarceva or Iressa, if so this could be an important omission. 

 2.4.4 …… 

 2.4.5 In the certified transcript of the audio recording of the consultation, Dr Ang 

states that there is “as least a 70% chance that the tumour will shrink.” In my 

opinion this is only accurate if the EGFR status of [the Patient] was known 

(and positive for a drug sensitizing mutation) at the time of the consultation in 

March 2010.” 

 

90 On Dr PE1’s evidence or report, counsel for Dr Ang submits, inter alia, the following 

at paragraph 21(3)(b) of the Respondent’s Skeletal Closing Submissions: 

“(3) third, the 70% DCR must be construed in relation to chemotherapy and/or 

targeted therapy. 

(a) …… 

(b) On this score, the Prosecution has led no evidence to show that a 70% 

DCR to chemotherapy (alone) was false. Dr TYO was asked to give an 

opinion in 2013. In this opinion, he dealt with TKIs and EGFR and how 

that might affect the DCR (which we will address below). Tellingly, 

however, he did not deal with DCR for chemotherapy alone. …… Dr 

TYO’s opinion thus fails to address the issue in the 1st Charge of whether 

a 70% DCR with chemotherapy (without TKIs) is false.” 

 

91 The Prosecution submits, and the Tribunal agrees, that this submission is wrong. Dr 

PE1’s evidence is that the average response rate for the chemotherapy regimen for the 

drugs used for a patient like Mdm P is “somewhere in the region of 40% to 50% but 

very rarely you go up to 70 – odd%”, and that the older chemotherapy drugs used in the 
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early – 1990s papers quoted by Dr Ang “never stood the test of time to come out to be 

the standard of care to today’s practice”. The relevant part of Dr PE1’s evidence given 

in his cross-examination is as follows: 

 “A-PROF WANG :  Thank you. 

  There is one more question. There was a quote somewhere from some of 

the papers which you mentioned – –…… that chemotherapy resulted in 77 per 

cent or something – was it 77 percent, or more than 70 per cent, I think, 

response? 

 …… 

 …… 

 A-PROF WANG : Okay, but will Dr Tan know, have a response? 

A. Okay. Perhaps – – it’s very hard to talk about response, whether it’s stage IIB or 

in the stage IV, because response is still more or less the same as long as you 

measure by the RECIST criteria. So in most of the publication that came out in the 

mid-2000 onwards, the response rate average, using cisplatin and gemcitabine, is 

somewhere in the region of 40 per cent to 50 per cent. At most, you push, there are 

some that go up to 55 percent, but very rarely you go up to 70-odd percent. …… 

 So sometimes in institution and different period, the response may be a 

little bit different, evaluation may be a little bit different and may sometimes give a 

little bit inflated numbers. Because some of the drugs that were – – that give you 

70-odd per cent really never bear out, even in the subsequent years that that 

combination of chemo, if you produce such a high response, never stood the test of 

time to come out to be the stand of care in today’s practice. 

 A-PROF WANG : Would you have the papers to substantiate your percentages? 

A. I think I can find you the – – offhand – – 

 A-PROF WANG : Yes, but not immediately? Thank you. 
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92 In any case, counsel for Dr Ang is wrong in treating the Statement as if it were made in 

a technical sense by Dr Ang to mean “70%” DCR. As the Tribunal has held at [79] 

above, the Statement has to be construed in an objective sense as made to a reasonable 

lay person in the position of Mdm P and her family members. 

 

93 Dr Ang agreed that there is no medical literature to support the use of the 4 factors or 

characteristics to evaluate response to chemotherapy, and the Prosecution submits that 

the 4 characteristics are only relevant when TKI is used. According to the Prosecution, 

Dr Tony Mok’s study (September 2009) states that where patients with the 4 

characteristics were treated with TKI such as Iressa, those with EGFR mutation positive 

had a 72.2% response. Based on Dr Tony Mok’s study, the response for EGFR positive 

and negative is 71.2% and 1.1% respectively. The Tribunal accepts this submission. 

 

94 The fact remains that Dr Ang did not order an EGFR mutation testing to be carried out 

for Mdm P. At that time, the EGFR mutation testing was available, although it was not 

a mandatory procedure. Dr Ang admitted that he had ordered that testing before. The 

Tribunal finds it curious as to why Dr Ang did not order an EGFR testing to be carried 

out, especially when tissue sample was obtained on 31 March 2010 for a biopsy (whereby 

a diagnosis of adenocarcinoma was made), but no EGFR mutation test was requested 

and/or carried out. 

 

95 A great deal of discussion was directed on the question whether the EGFR testing was 

at the time a standard requirement in the practice of oncology. However, Dr Ang clearly 

could have ordered the EGFR mutation test. As the Prosecution has pointed out (as 

stated in [67] above), several experts and practitioners testified that they had been doing 
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EGFR mutation testing prior to or as of March 2010 and that Dr Ang himself was 

already using EGFR testing in March 2010. Dr DE2, in his report / opinion given on 28 

April 2015, (at p 40) said that EGFR analysis was made routine in Institution F / 

Hospital F campus in 2010, and that hence this test was available in March 2010 when 

Mdm P was diagnosed.  

 

96 Turning to the case at hand, on 31 March 2010, when Dr Ang ordered a biopsy to be 

taken, and after seeing the report he could have ordered an EGFR mutation testing. But 

he did not. 

 

97 The relevant point is whether, without the results of an EFGR testing, Dr Ang had any 

reasonable basis for making the Statement. In the opinion of the Tribunal, without the 

EGFR mutation testing results, Dr Ang had no reasonable basis for making such an 

optimistic Statement to Mdm P and her family. In fact, he was so confident in his 

assessment of Mdm P’s treatment that he used the analogy of 70% chance at the 

“casino” in his assessment to Mdm P and her family. According to Ms PW3, Mdm P’s 

older daughter, Dr Ang was very “confident and optimistic” that he would be able to 

treat Mdm P. The Tribunal finds that the Statement in the context and circumstances in 

which Dr Ang made it was a misrepresentation to Mdm P and her family. In the 

circumstances in which he made it (including the manner he made it), by that Statement 

he held out false hope to Mdm P and her family. 

 

98 Finally, the question is whether for the reasons given above, Dr Ang was guilty of a 

professional misconduct. In the opinion of the Tribunal, there was an intentional 

departure from the standards in his making the Statement. He breached Guidelines 
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4.1.1.1 and 4.1.1.5 of the Singapore Ethical Code and Ethical Guidelines (“Ethical 

Code”), which provides as follows: 

“4.1.1.1  Adequate clinical evaluation of patients 

A doctor is expected to have a sense of responsibility for his patients and to provide 

medical care only after an adequate assessment of a patient’s condition through good 

history taking and appropriate clinical examination. 

If treatment is suggested or offered to a patient without such personal evaluation, the 

doctor must satisfy himself that he has sufficient information available and that the 

patient’s best interest is being served. Such information could be transmitted by voice, 

electronic or other means by a referring doctor. . . . .” 

 

“4.1.1.5  Duty of care 

A doctor shall provide competent, compassionate and appropriate care to his patient. 

This includes making necessary and timely visits, arranging appropriate and timely 

investigations and ensuring that results of tests are communicated to the patient and 

the most appropriate management is expeditiously provided. 

……” 

 
99 In Low Cze Hong v Singapore Medical Council [2008] 3 SLR (R) 612 the High Court 

said at [37]: 

“…… The SMC Ethical Code therefore serves a crucial role in providing an ethical 

“compass” to guide doctors on what the acceptable standards are from which a 

departure may constitute professional misconduct. In summary, we accept Kirby P’s 

suggestion in Pillai ([32] supra) that professional misconduct can be made out in at 

least two situations: first, where there is an intentional, deliberate departure from 

standards observed or approved by members of the profession of good repute and 

competency; and second, where there has been such serious negligence that it 
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objectively portrays an abuse of the privileges which accompany registration as a 

medical practitioner……” 

 

100 It is helpful also to refer to the case of Lim Mey Lee Susan v Singapore Medical Council 

[2013] 3 SLR 900, where, among other things, the medical practitioner falsely 

represented the fees of third party doctors by marking up the fees in her bills made out 

to her patient. The High Court at [133] to [134] upheld the decision of the Disciplinary 

Committee that the false representation is professional misconduct in that it was an 

intentional departure from the standards observed or approved by members of the 

medical profession of good repute and competency relating to charging of services.  

 

101 For the reasons given above, the Tribunal finds that the Prosecution has proved beyond 

reasonable doubt that Dr Ang in making the false Statement in the circumstances and 

context in which he made it is guilty of an intentional and deliberate departure from the 

applicable standards: the standards prescribed by Guidelines 4.1.1.1 and 4.1.1.5 of the 

Ethical Code relating to treatment of patients. Accordingly, the Tribunal finds that Dr 

Ang is guilty of professional misconduct under section 53(1)(d) of the Act. 

 

Prosecution’s Case on the Second Charge 

102 The Prosecution’s case is that, on or about 1 April 2010, Dr Ang failed to offer Mdm 

P, who was suffering from cT3 N0 M0 (stage IIB) lung cancer, the treatment option of 

surgery, and that surgery was a viable treatment option that ought to have been 

presented to Mdm P. 
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103 At the consultation on 1 April 2010, Dr Ang informed Mdm P and her family that the 

needle biopsy had confirmed that the mass in the upper lobe of the right lung was 

cancerous. Dr Ang recommended that Mdm P undergo chemotherapy together with an 

alternate day dosage of Iressa at 250mg per dose. It is the Prosecution’s case that Dr 

Ang did not offer to or inform Mdm P and her family of the treatment option of surgery 

and that surgery was a viable option. It is submitted that the option of surgery did not 

arise at all in the course of the consultation on 1 April 2010, whether in the context of 

a first-line treatment, neo-adjuvant chemotherapy or otherwise. The Prosecution relies 

on the following evidence. 

 

104 Mdm P’s daughters, Ms PW3 and Ms PW2, who were both present at the consultation 

on 1 April 2010, confirmed that Dr Ang did not inform them of or discuss with them 

any other treatment option, and that his only recommendation was that Mdm P undergo 

chemotherapy together with an alternate day dosage of Iressa at 250mg per dose. In 

their evidence in cross-examination both Ms PW3 and PW2were very clear and firm 

that Dr Ang never mentioned surgery as an option. 

 

105 The Prosecution also relies on the fact that in Dr Ang’s case notes no mention was made 

by him of surgery. In his Explanation, Dr Ang said that he did not offer surgery to Mdm 

P, though he considered that surgery might be a subsequent option, if she responded 

well to the chemotherapy. He said that he did not offer this to Mdm P at the time of 

diagnosis as the primary aim then was to downsize the primary tumour and it was 

premature at that stage to sensibly advise if surgery would be recommended in future. 
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106 The Prosecution submits that surgery was at that time a viable option that ought to have 

been presented to Mdm P. It is undisputed that surgery per se is viable. Dr DE4 and Dr 

DE5 (both experts called by Dr Ang) agree with Dr PE2 that Mdm P’s tumour is 

resectable. Fitness was not of concern. The surgeons also agree that they would perform 

a lobectomy regardless of the size of the tumour and the number of satellite nodules (2-

3 or 4-5) did not change the extent of surgery to be undertaken. The Prosecution relies 

on Dr PE2’s opinion that a lobectomy is a standard procedure, whether the tumour was 

abutting the pleura or even was invading the chest wall and considers that a “body of 

reasonable medical practitioners would consider surgery as a viable primary treatment 

option” and in fact “most lung cancer specialists would consider (and many patients 

accept) surgery as a first line treatment for cT3 N0 M0 lung cancer”. It is submitted 

that the applicable guidelines at the material time – NCCN 2009 (which Dr Ang accepts 

that he uses) – provide that upfront surgery is the recommended treatment for stage IIB 

lung cancer. 

 

Respondent’s Case on the Second Charge 

107 Counsel for Dr Ang submits that the key issue is whether upfront surgery should be 

offered to Mdm P and that in this case the sheer weight of the expert evidence 

overwhelmingly rules out upfront surgery as an option for Mdm P. In particular, counsel 

relies on the expert evidence of Dr DE4 and Dr DE5. They are of the view that upfront 

surgery was not an option, let alone a viable option for Mdm P. Dr DE4 testified that 

while surgery is an option to consider for Stage IIB patients, it was not a preferred 

treatment in Mdm P’s case. Dr DE5’s opinion is that given the large size of the tumour, 

the rib invasion, the parietal involvement and satellite nodules, Mdm P was “definitely 

not the 20%” but “the 80%”. To him it is clear that Mdm P was a bad candidate for 



 45

surgery as there were “so many negative things: T3, size and then the SUV is so high, 

and then tumour necrosis factor is another bad thing.” Counsel also relies on the 

evidence of Dr DE6, a respiratory physician. He testified that with such a large tumour 

as Mdm P had and so many bad prognostic factors, surgery would be out of the question 

as there was a high chance of micro-metastases and relapse after surgery. 

 

108 Lastly on the question of whether a surgical referral was required and should have been 

made, Dr PE2’s evidence was that Mdm P should have been referred to a thoracic 

surgeon. However, the Respondent’s experts, Dr DE4 and Dr DE5, were unanimous 

that there was no need for Dr Ang to do so.  

 

Tribunal’s Decision on the Second Charge 

109 The 2nd Charge is that, on or about 1 April 2010, Dr Ang failed to offer Mdm P (who 

was suffering from cT3 N0 M0, stage IIB lung cancer) the treatment option of surgery 

and that surgery was a viable treatment option that ought to have been presented to 

Mdm P. On this charge, one of the key issues is whether Dr Ang offered or mentioned 

the treatment of surgery to Mdm P and her family at the consultation on 1 April 2010. 

This is a question of fact. The Prosecution’s case is that Dr Ang never offered the option 

of surgery to Mdm P even though surgery was a viable treatment option (at that time) 

that ought to have been presented to Mdm P. On this issue, the following evidence is 

relevant. 

 

110 In the Complaint to the SMC, Mdm P’s daughters, Ms PW2 and Ms PW3, said that Dr 

Ang did not inform them or discuss any other treatment option, and that his 

recommendation was that Mdm P should undergo chemotherapy. He did not suggest 
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surgery. Both of them said that Dr Ang seemed to be so confident about the successful 

treatment of Mdm P. In giving evidence before the Tribunal, both of them, were quite 

firm and categorical that Dr Ang never mentioned surgery at the consultation. Ms 

PW3’s evidence on this point in cross-examination was as follows: 

“Q. My instructions are that you would have understood it because this discussion 

comes at the tail end of the consultation, after Dr Ang had explained the findings 

and told you that there could be the possibility of surgery, but it’s not what he 

would recommend at this stage. Do you agree? 

A.  I don’t think surgery was mentioned to us. 

…… 

Q. Yes, surgery was not offered to you as an option, but it was told to you that that 

would be something that would be considered. Correct? 

A. I don’t think so. 

…… 

Q. Fair enough. I’m just putting to you that, in the context of this discussion, in the 

context of you having understood and been able to raise questions quite freely, I 

think, the words “[Chinese spoken] bie de” would refer to considering other 

options after the tumour has shrunk and those other options would include the 

surgery that was discussed earlier but not offered to you or your mother. Do you 

agree? 

A. No.” 

 

 
111 Ms PW2’s evidence on this point in cross-examination was as follows:  

“A-PROF MAK: I see. In your actual letter, when you referred in your paragraph 2 that 

he did not suggest surgery but instead only chemotherapy, does that mean 

surgery was never mentioned or was surgery only mentioned but not 

recommended? 
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A. Surgery was never mentioned. 

A-PROF MAK: It was never mentioned. I see. Thank you.” 

 

112 The Tribunal finds that it is significant that there is no mention in Dr Ang’s case notes 

of surgery as an option offered to Mdm P and her family or mentioned to Mdm P and 

her family in the discussion on the treatment. In his Explanation, Dr Ang said: 

“48 While I did not offer surgery to the patient, I did consider that surgery might 

by an option subsequently if she responded well to chemotherapy. I did not offer 

this to the patient at the time of diagnosis as the primary aim then was to 

downsize the primary tumour and it was premature at that stage to sensibly 

advise if surgery would be recommended in future.” 

 

113 In his witness statement, Dr Ang said: 

“70. The option of upfront surgery was not offered to Mdm P on 1 April 2010 as I 

had considered her prognostic factors and assessed that the risk of systemic 

failure with surgery was high. In this connection, I had considered, amongst 

other things: 

(1) the large size (8cm) of the primary tumour;. . . .  

(2) the high SUVmax value of the primary tumour, …… 

(3) the presence of at least three satellite nodules, which suggested that the 

risk of distant micro-metastases is high. …… 

(4) pre-operative chemotherapy confers a 13% reduction in the relative 

risk of death as compared with surgery alone. ……” 

 

114 Dr Ang in his evidence before the Tribunal said he did not offer surgery as an option 

but he did mention it. At one stage, he said that he mentioned it to dismiss it. His 

evidence, among other things, is as follows: 
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“CHAIRMAN: Dr Ang, I remember the daughter came forward and gave testimony 

and she said you never mentioned surgery. 

A. I disagree. I don’t know why they said that but I disagree. Either it was something 

that I said they didn’t hear, but it’s not possible because to me it was very -- 

because we are talking about size, you know, how big it was, occupying the whole 

upper zone, how it was important to shrink it and then consider doing other -- so 

I don’t understand why they took that stance because it really surprise me when 

they took -- 

PROF WANG:  Your mention of surgery, you did mention the surgery? 

A. Yes. 

PROF WANG:  But mentioned to dismiss it? 

A. Yes. 

PROF WANG:  You did not mention it as an option.  

A. No, I did not offer surgery. In other words, if someone ask me -- 

PROF WANG:  No, no, I’m not saying that you -- there are many options. The 

patient can just have palliative and nothing to be done, chemotherapy alone, 

thyroxine kinase in various combinations, whatever doses, and so on; and 

surgery, and chemotherapy and surgery. So options doesn’t mean that you are 

going -- what I mean is, you have to guide -- did you guide the patient into 

refusing -- into saying that surgery is not an option? 

A. I did not guide. I mean, I don’t understand your question, in the sense that I did 

not offer them surgery. 

PROF WANG:  No, you may not offer them surgery, but the -- 

A. Yes, yes. To answer that, yes, I guided them, I raised the issues why I thought 

surgery was not a good option. So in that sense I guided them away from surgery. 

PROF WANG:  Right.” 
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115 In cross-examination by counsel, Dr Ang said as follow: 

“MS HO: It would be tab 6, page 163. So 2PBD, tab 6, page 163. Paragraph 48, 

you volunteered this statement in your explanation, Dr Ang. 

A. Yes. 

Q. It’s not my words, it’s yours. What did you mean then when you said, “I did not 

offer surgery to the patient”? 

A. In other words, I did not tell the patient, you see, surgery is an option. That means 

I did not offer. I did not say “surgery is an option”, but I did cover and explain 

why I said that it was resectable, but surgery was not a good idea. 

Q. So putting it yet another way, so there is no miscommunication, you guided the 

patient and the family away from surgery; you agree or disagree? 

A. Yes, I agree. 

Q. Thank you. This was done with the knowledge that NCCN stipulates surgery to 

be the preferred option? 

A. Yes. Can I qualify? 

Q. Of course. 

A. Thank you. In the NCCN Guidelines, under T3N0M0, they provided three 

options. They were very clear in that the first option is “Surgery (preferred)” 

and then it made provision for chemoradiation and chemotherapy. 

  Yes, I was aware that surgery would be considered as a preferred option in 

some patients with T3N0. But T3N0, being a very heterogenous group, it is 

important for the clinician to decide when it is appropriate to deploy the 

preferred option of surgery and when we should use chemoradiation and when 

we should use upfront chemotherapy or pre-operative chemotherapy. 

Q.  And the surgical option which was not offered was based on your own evaluation 

without a surgical consult? 

A. That is correct. 
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Q. And at no point in time throughout the course of this patient’s treatment from 

April to-- I think she passed in October --there was no surgical consult?” 

A. There was no surgical consult.” 

 

116 On a review of the evidence overall, the Tribunal is satisfied that Ms PW2 and Ms PW3 

were telling the truth when they both said that Dr Ang never mentioned surgery at the 

consultation on 1 April 2010. The Tribunal finds that Dr Ang at the consultation never 

presented to Mdm P and her family the treatment option of surgery. In fact, he never 

raised the treatment option of surgery or discussed it with Mdm P and her family at the 

consultation on 1 April 2010 or at any stage of his treatment of her. 

 

117 The next question is whether, as of that date, i.e. 1 April 2010, surgery was a viable 

treatment option. On this point, the Prosecution relies on the opinion of Dr PE2. 

According to his medical report, Dr PE2 was given Mdm P’s clinical notes, PET-SCAN 

of 31 March 2010, radiology reports, blood test results, pathology reports, the 

Complaint by Ms PW2 and Ms PW3 and the Explanation from Dr Ang. Dr PE2 in his 

report dated 28 May 2014 said that Mdm P was suffering from cT3 N0 M0 (stage IIB) 

lung cancer, and his opinion is that surgery should have been presented to Mdm P. He 

explained as follows in his report: 

“. . . .  

2.1.4 Having reviewed the pathology, staging reports from the Parkway Cancer 

Centre and selected PET-CT images of the [the Patient] at the time of initial 

consultation 31 March 2010, I note the clinical as cT3 (nodules in the same lobe) N0 

M0 according to UICC 7 (the staging system proposals were published in 2007 and 

the IASLC, and UICC seventh revisions published in 2009 and the seventh revision of 

the AJCC published in 2010). 



 51

…… 

2.1.6 Patients with cT3 N0 M0 (stage IIB) disease, are considered to have early 

stage disease and treatment options include surgery, radiotherapy, chemotherapy and 

best supportive care. 

…… 

2.4.2 I believe a body of reasonable medical practitioners would consider surgery 

as a viable primary treatment option and would have (at least) offered the opportunity 

for [the Patient] to discuss or meet with a thoracic surgeon. 

…… 

4.6 In my opinion, most lung cancer specialists would consider (and many patients 

accept) surgery as first line treatment for cT3 N0 M0 lung cancer.” 

 

118 In this respect, the applicable guidelines at the material time – NCCN 2009 Guidelines 

(which Dr Ang accepts that he uses) – provide that upfront surgery is the preferred 

initial treatment option for stage IIB lung cancer. Mdm P’s cancer was at that time (i.e. 

1 April 2010) stage IIB cancer. According to NCCN 2009, even if a patient, like Mdm 

P, had chest wall invasion, she would fall within stage IIB and the preferred treatment 

plan would still be upfront surgery followed by adjuvant chemotherapy / 

chemoradiation. Thus, the consensus of an international group of experts states 

unequivocally that the preferred initial treatment is surgery. It should be noted that the 

NCCN 2009 Guidelines expressly recognize the heterogeneity of stage of IIB tumours 

(such as whether there are satellite nodules or chest wall invasion) and recommend 

different treatment options for each sub-class of stage IIB tumours. But Mdm P would 

fall within Stage IIB (separate pulmonary nodules in the same lobe) and the stated 

treatment plan would be upfront surgery followed (if appropriate) by adjuvant 

chemotherapy / concurrent chemoradiation.  
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119 Further, the NCCN 2009 prescribes surgery even in cases that are more serious than 

Mdm P’s, such as where there was chest wall invasion and lymph node involvement 

(T3 invasion, No-1) where the cancer would have spread and more extensive surgery 

would have required, and surgery would still be the preferred option. In this respect, the 

NCCN 2009 Guidelines also recommend that any determination of resectability should 

be performed by a thoracic surgeon and that thoracic surgical oncology consultation 

should be part of the evaluation of any patient being considered for curative local 

therapy. 

 

120 Dr DE4, a Consultant Cardiothoracic & Vascular Surgeon at Institution C, was called 

by Dr Ang. He was given the following: 

(1) Dr Ang’s case notes between 30 March 2010 and 22 September 2010; 

(2) PET-CT scan reports dated 31 March 2010, 2 June 2010, 5 August 2010 and 

27 September 2010; 

(3) MRI scan reports dated 30 March 2010 and 3 September 2010, and  

(4) Histopathology and cytoplathology reports dated 1 April 2010 

 

121 He also had access to the PET-CT scans done on 31 March 2010, 2 June 2010, 5 August 

2010, and 27 September 2010 which he reviewed at the Radiology Department of 

Hospital B together with the Radiologist who reported the PET-CT scan dated 31 March 

2010. 

 

122 Having considered all these PET-CT scans, Dr Sim gave his report dated 31 May 2012 

and he is of a different opinion. The relevant part of his opinion is as follows: 



 53

 “Thoracic Surgical Opinion 
 

Madam P had adenocarcinoma of the right lung Stage IIB or IIIA (depending on 

whether one of the satellite nodules was in a different lobe). Surgery may be offered 

for patients with Stage IIB and IIIA Non Small Cell Lung Carcinoma (NSCLC). 

However it is well recognized that for most patients with Stage IIB or IIIA NSCLC 

surgery will not be curative as less than a third of Stage IIB patients survive for five 

years and less than a fifth of those with Stage IIIA survive for five years. It is well 

accepted that chemotherapy is recommended for patients with Stage IIB and IIIA even 

after complete surgical resection as micro metastatic disease is almost certainly 

present at time of diagnosis. As important as offering  a patient the best chance for 

cure and long term survival, it is also of paramount importance to spare the patient 

a non-curative thoracotomy and its inherent risk.” 

 

123 Dr DE4 subsequently confirmed his opinion in a subsequent report dated 22 October 

2015 (given for the purpose of these proceedings). 

 

124 Dr Ang also called Dr DE5, the Head and Senior Consultant at Institution D. He gave 

evidence as Dr Ang’s expert. He was given copies of the following: 

(1) Dr Ang’s case notes between 30 March 2010 to 22 September 2010; 

(2) PET-CT scan reports dated 31 March 2010, 2 June 2010, 5 August 2010, and 27 

September 2010; 

(3) MRI scan reports dated 30 March 2010 and 3 September 2010; and 

(4) Histopathology and cytopathology reports dated 1 April 2010. 

He also had access to the PET-CT scans done on 31 March 2010. 

 

125 He was subsequently given, among other things, the following:  
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(1) Laboratory reports dated 30 March 2010; 

(2) Radiological and laboratory reports from Hospital A, i.e.: 

(a) CT liver scan report dated 22 January 2010; 

(b) CT thorax scan reports dated 29 January 2010 and 26 March 2010; 

(c) Chest x-ray reports dated 18 February 2010, 24 February 2010, and 24 

March 2010; 

(d) Pathology and laboratory results between 3 February 2010 and 27 March 

2010; 

(3) Report dated 18 July 2013 by Dr PE1, Consultant Medical Oncologist and 

Hematologist with  Institution E and  Institution B in  Hospital C; 

(4) Report dated 28 May 2014 by Mr PE2, Consultant Thoracic Surgeon at  Hospital 

D in the United Kingdom; and 

(5) Report dated 16 December 2011 by Dr DE1, Senior Consultant Medical 

Oncologist at Institution A. 

 

126 Dr DE5 gave his opinion in his witness statement dated 21 October 2015, and the 

relevant part of his opinion is as follows: 

 “…… 

(4) In Mdm P’s case, it was difficult to classify her into any accurate stage as there 

were too many other poor prognostic factors like multiple satellite nodules, tumour 

size greater than 5cm, PET SUVmax greater than 5, tumour abutting the pleura 

(T3) and tumour necrosis. 

 
(5) Surgery was not a viable primary option before chemotherapy as Mdm P had poor 

prognostic factors like multiple satellite nodules, tumor size greater than 5cm (8cm 

in her case), PET SUVmax value greater than 5 (12.9 in her case), tumour abutting 
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the Pleura and tumour necrosis. Mdm P was at high risk of systemic relapse given 

(a) the satellite nodules indicative of intrapulmonary metastatic disease; (b) high 

PET SUVmax uptake of 12.9; and (c) tumour necrosis. …… 

 

(6) It was not necessary for patient like Mdm P to have been referred to a 

cardiothoracic surgeon. 

 
(7) Even if surgery was considered upfront in Mdm P’s case, she would require 

extensive surgery due to the very large tumour with possible invasion of the 

parietal pleura. Such an extensive surgery would be associated with high 

morbidity risks and possible incomplete resection which has no survival benefit. 

In such situations, most surgeons would prefer upfront chemotherapy to 

downstage to size of the tumour for subsequent possible lesser resections with 

lower morbidity risks.” 

 

127 Dr Ang also relies on the evidence of Dr DE6, a Consultant Respiratory Physician in 

private practice. The relevant part of his opinion is as follows: 

“14 A summary of my conclusions is set out below: 

 . . . .  

(4) Regardless of whether Mdm P was classified as having Stage IIB or 

Stage IIIB lung cancer, she had very advanced lung cancer. With such 

advanced disease at presentation, there was a very high likelihood of 

systemic micro-metastases and eventual systemic failure. 

 
(5) If I were the physician attending to Mdm P, I would prefer her to a 

medical oncologist for consideration of upfront chemotherapy because 

surgery would not be in her best interest. Surgery, whilst technically 

possible, would not have helped to address the systemic disease. 
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Surgery and/or radiotherapy should only be considered if she 

responded to the upfront chemotherapy. 

 
15. Based on the history, clinical, and radiological findings, most Respiratory 

Physicians would refer Mdm P to an Oncologist rather than a Thoracic 

Surgeon. This was subsequently borne out by the fact that Mdm P developed 

metastatic spread within 4 months despite chemotherapy…….” 

 

128 The Tribunal is of the opinion that the material date for considering and determining 

whether surgery was a viable option or an option that should have been offered or at 

least mentioned to Mdm P and her family was 1 April 2010 or thereabouts. In that 

respect, Dr PE2’s opinion is more relevant and helpful. He said at [2.1.4] of his opinion 

that:  

 “Having reviewed the pathology, staging reports from the Parkway Cancer 

Centre and selected PET-CT images of Madam P at the time on initial 

consultation 31 march 2010, I note the clinical as cT3 (nodules in the same lobe) 

N0 M0 according to UICC 7 (the staging system proposals were published in 

2007 and the IASLC and UICC seventh revisions published in 2009 and the 

seventh revision of the AJCC published in 2010).” 

 

129 It did not appear from his medical report that Dr PE2 saw or read the PET-CT scans 

taken in June, August and September 2010 as were seen by Dr DE6, Dr DE4 and Dr 

DE5. In the view of the Tribunal, Dr PE2’s opinion is more reflective of Mdm P’s 

conditions as at that date, i.e. 1 April 2010 or thereabouts. The medical opinions of Dr 

DE6, Dr DE4 and Dr DE5, relate to Mdm P’s conditions “after the event”, i.e. after 1 

April 2010. The three of them were given, and they read, the PET-CT scans and reports 
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in June, August and September, and by that time (i.e. 27 September 2010, which was 

the date of PET-CT scan in September 2010), Mdm P’s cancer had progressed 

significantly and had spread to other parts of Mdm P’s body. On 2 October 2010 she 

passed away. For this reason, the Tribunal prefers the opinion of Dr PE2 to those of Dr 

DE6, Dr DE4 and Dr DE5. In the opinion of Dr PE2, surgery was a viable option, and 

the option of surgery should have been offered or presented to Mdm P on 1 April 2010 

so that she would have had an opportunity of a surgery consultation with a thoracic 

surgeon if she wished. The Tribunal accepts Dr PE2’s opinion that the treatment of 

surgery was a viable option that should have been offered to Mdm P or at least presented 

to her to consider. 

 

130 The Prosecution brought to the Tribunal’s attention that the CT Thorax scans were not 

annotated in Dr Ang’s case notes and nothing had been produced to date indicating that 

Dr Ang had at that time (i.e. 1 April 2010) in his possession the Hospital A CT Thorax 

scans (which were provided to Dr Ang by the Prosecution in September 2015). The 

medical records that Dr Ang had at that time did not show that he had the scans. What 

Dr Ang had as of 1 April 2010 were the PET-CT scan 31 March 2010, blood test results, 

MRI of the brain and the biopsy results. The Tribunal is of the opinion that on the basis 

of those documents and the NCCN 2009 Guidelines (of which Dr Ang was aware, or 

should have been aware), Dr Ang should have offered the treatment of surgery, if not 

as an upfront option, then as an alternative option to chemotherapy, or at least should 

have presented it to Mdm P (and her family). But he did none of these. 

 

131 For the reasons given above, the Tribunal finds that Dr Ang did not offer or even present 

the option of surgery to Mdm P and her family either as an upfront option or an 
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alternative option at the consultation on 1 April 2010. On the basis of Dr PE2’s opinion, 

the Tribunal finds that surgery was at that time a viable option that Dr Ang ought to 

have offered or presented it to Mdm P (and her family) so that she could have sought a 

consultation with a thoracic surgeon if she wished. It is Mdm P’s right to be apprised 

of all the relevant information and viable options including the option of surgery.  

 

132 In this connection, Guideline 4.2.2 of the Ethical Code sets out a doctor’s responsibility 

with respect to informed consent and the need to ensure that a patient is adequately 

informed about his options for treatment, including any alternative treatment available 

to a patient. Guideline 4.2.2 of the Ethical Code provides: 

“4.2.2 Informed Consent 

It is a doctor’s responsibility to ensure that a patient under his care is 

adequately informed about his medical condition and options for treatment so 

that he is able to participate in decisions about his treatment. If a procedure 

needs to be performed, the patient shall be made aware of the benefits, risks and 

possible complications of the procedure and any alternative available to him. If 

the patient is a minor, or diminished ability to give consent this information 

shall be explained to his parent, guardian or person responsible for him for the 

purpose of his consent on behalf of the patient.” 

 

133 Further, Guideline 4.2.4.1 of the Ethical Code provides: 

“4.2.4.1 Right to Information 

A doctor shall provide adequate information to a patient so that he can make informed 

choices about his further medical management. A doctor shall provide information to 

the best of his ability, communicate clearly and in a language that is understood by the 

patient. 
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. . . . .” 

 

134 Clearly Dr Ang breached Guidelines 4.2.2 and 4.2.4.1 of the Ethical Code, and the 

Tribunal finds that there was an intentional and deliberate departure from the applicable 

standards on the part of Dr Ang: the standards prescribed by Guidelines 4.2.2 and 

4.2.4.1 of the Ethical Code relating to treatment of patients. Accordingly, the Tribunal 

finds that the Prosecution has proved beyond reasonable doubt that Dr Ang is guilty of 

professional misconduct under section 53(1)(d) of the Act. 

 

Prosecution’s Case on the Third Charge 

135 The Prosecution’s case is that there are two aspects in the treatment by Dr Ang which 

are inappropriate. First, it is the Prosecution’s case that the treatment with Iressa in 

combination with chemotherapy using gemcitabine and cisplatin is not appropriate to 

Mdm P who had no EGFR mutation analysis. Second, it is the Prosecution’s case that 

even in patients who have been EGFR mutation tested, it is not appropriate to prescribe 

an alternate day dosage of Iressa (250mg), because the standard practice is to start 

treatment with Iressa (250mg) on daily basis. 

 

136 On the first aspect, the Prosecution relies on Dr PE1’s evidence. In his report Dr PE1 

said: 

“29 …The EGFR mutation test would be the accepted standard of care at that 

time in 2010 and at present. 

…… 

31. In addition, it is my view that it was and is currently not appropriate to 

combine cytotoxic therapy with EGFR-TKI in patients with no EGFR 

mutation, as the drugs may interact and produce adverse outcomes. Treating 
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such patients simultaneously with cytotoxic therapy and TKE was not within 

the acceptable standard of care at that time in 2010 and at present. Past 

clinical trials have demonstrated the futility of this treatment approach. 

 
32. EGFR mutation analysis should first be carried out before commencing 

treatment as a patient’s EGFR mutation status will help the treating 

oncologist decide on the appropriate therapy – either chemotherapy alone if 

there was no EGFR mutation or EGFR-TKI if there was EGFR mutation. 

 
33. As mentioned above, lung cancer patients with EGFR mutation have a higher 

chance of responding to tyrosine kinase inhibitors (TKI) such as gefitinib 

(Iressa) and erlotinib (Tarceva) as well as systemic cytotoxic chemotherapy, 

compared to lung cancer patients with no EGFR mutation. If there is EGFR 

mutation in the cancer cells, oral molecular targeted EGFR-TKI such as 

gefitinib (Iressa) and erlotinib (Tarceva) can destroy cancer cells. 

 
35. The rationale behind such personalized therapy is to tailor the treatment 

according to the features of the cancer and the individual patient’s 

characteristics. This personalized cancer treatment enables patients to 

benefit from tailored drug therapy and prevents them from suffering the side 

effects of some of the less effective drugs that were previously being used. In 

particular, lung cancer patients who are East-Asian by ethnicity, with EGFR 

mutation and never-smokers can be treated with gefitinib (Iressa) without 

cytotoxic chemotherapy. 

 
36. It is well-reported that patients with no EGFR mutation have worse outcomes 

when they are given EGFR-TKI……” 
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137 It is submitted that Dr PE1’s view is well supported by medical literature which shows 

that regardless of whether a patient was tested for an EGFR mutation, Iressa in 

combination with chemotherapy using gemcitabine and cisplatin is not appropriate. 

Particularly, this is so for a patient with advanced lung cancer.  

 

138 On the second aspect, even in patients who have EGFR mutation, it is not appropriate 

to prescribe an alternate day dosage of Iressa (250mg) because the standard practice is 

to start treatment with Iressa (250mg) on a daily basis. 

 

139 Again, the Prosecution relies on Dr PE1’s report, where Dr PE1 said as follows:  

“36 It is well-reported that patients with no EGFR mutation have worse outcomes 

when they are given EGFR-TKI. Also, when EGFR-TKI is indicated, it is standard 

practice to always start with full dose (such as gefitinib (Iressa) 250mg once a day or 

erlotinib (Tarceva) 150mg once a day). Dose reduction is appropriate only when the 

patient experiences side effects.” 

 

Respondent’s Case on the Third Charge 

140 The Respondent’s counsel submits that this charge involve a judgment call on the part 

of Dr Ang in managing the patient, Mdm P. Clearly Dr Ang’s intention is to get the 

disease under control, and he exercised his judgment to moderate the dose of the TKI 

which was given concurrently with chemotherapy. In his witness statement, Dr Ang 

explained the alternate day dosage of Iressa as follows: 

“86 There are publications that report no significant toxicity associated with 

chemotherapy plus Iressa. However, there was also a Japanese study that 

reported the need to dose reduce Iressa in up to 50% of the patients in that 

study. Keeping in mind that Mdm P could be headed for surgery after the three 
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cycles of treatment, I made a clinical decision to dose attenuate to minimise 

toxicity and what I believe at the time to be in Mdm P’s best interests.” 

 

141 It is submitted that there was medical literature to suggest that a dose reduction did not 

affect drug efficacy. Dr Ang also relies on the following part of the report of Dr DE1 

(given in December 2011), where Dr DE1 said: 

“There is no concern about the non-daily dosing of Iressa. It is common for Iressa to 

be given on an every other day basis and for patients who have sensitive disease, even 

giving it once a week has been reported to lead to adequate results for patients who 

have side effects from the drug.” 

 

142 It is further submitted that there is no suggestion or evidence that Dr Ang recklessly 

prescribed a reduced dosage of Iressa for an ulterior motive or that he tried to profit 

from such treatment. To follow blindly the normal prescription of Iressa according to 

Prescription Information – which would be the easiest – would ignore his duty to treat 

the patient properly by exercising his clinical judgment. It is clear that Dr Ang’s 

motivation is to help and do the best for Mdm P. 

 

Tribunal’s Decision on the Third Charge 

143 The Tribunal agrees with the submission of counsel for Dr Ang that a dose attenuation 

may be done to take into account the particular patient’s condition. It further agrees that 

this principle is accepted by Dr PE1, Dr DE1 and Dr DE2. In particular, it is pointed 

out that Dr DE1 would sometimes start patients with an Iressa reduced dosage, and Dr 

DE2 said that he routinely prescribes less than the recommended dose of Aftinib 

(another TKI in the same class of drugs as Iressa and Tarceva). 
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144 The Tribunal finds that the medical evidence in support of this charge is far from clear. 

On the one hand, there is the evidence of Dr PE1 whose evidence has been quoted 

extensively above, and on the other, there is evidence of Dr DE1 and Dr DE2, who both 

supported Dr Ang’s treatment of Mdm P with reduced dosage of Iressa (250mg). It 

seems to the Tribunal that this charge turns on the clinical decision of Dr Ang. It may 

be that on the basis of Dr PE1’s evidence, Dr Ang was wrong in prescribing a reduced 

dosage to Mdm P in the absence of EGFR mutation analysis, but that by itself was an 

exercise of his clinical decision and does not amount to professional misconduct. 

Accordingly, the Tribunal is of the opinion, and so finds, that the third charge has not 

been proved and is dismissed. 

 

Prosecution’s Case on the Fourth Charge 

145 It is not disputed that Dr Ang recommended to Mdm P and Mdm P did undergo a 

treatment with Tarceva after the treatment with Iressa failed. It is the Prosecution’s case 

that it is not a generally accepted method of treatment to treat a patient with Tarceva 

where the patient has not responded to prior treatment with Iressa. The Prosecution 

relies on Dr PE1’s report where he states: 

“37 In general, patients who have not responded well to gefitinib (Iressa) do not 

respond well to erlotinib (Tarceva).” 

 

146 In fact, Dr Ang himself admits that he was aware of this. In his Explanation, he said: 

 
“59. I am aware that patients who do not respond to Iressa generally will not 

respond to Tarceva. However, there are patients who do respond to Tarceva despite 

failure in responding to Iressa. From the beginning till the very end, it was the wishes 

of the patient and family to do “everything possible” to help the patient get better.” 
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147 The Prosecution relies on Guideline 4.1.4 of the Ethical Code which prohibits a doctor 

from treating patients using method that are “not generally accepted by the profession”, 

and submits that what Dr Ang did was not generally accepted by the profession. For all 

these reasons, it is submitted that Dr Ang was guilty of professional misconduct. 

 

Respondent’s Case on the Fourth Charge 

148 Counsel for Dr Ang submits that the relevant circumstances of the case must be looked 

at. At that time, the PET-CT scan taken in August 2010 showed the progression of the 

disease. Dr Ang at the consultation advised against further chemotherapy as Mdm P 

had suffered from taxotere-cisplatin chemotherapy. But despite being well aware with 

the low probability of response with Tarceva, Mdm P’s family wanted “everything 

possible” to be done and would not agree to supportive care. This position was borne 

out by Ms PW3’s recollection of the family’s instructions for everything possible to be 

done to resuscitate Mdm P prior to 1 October 2010. 

 

149 Counsel refers to medical literature which appears to show the effectiveness of Tarceva 

in small number of patients. 

 

Tribunal’s Decision on the Fourth Charge 

150 The Tribunal accepts Dr Ang’s statement given in his Explanation. At that particular 

time, the position was not at all hopeful and he was doing all he could for Mdm P hoping 

that drug Tarceva would work.  Unfortunately it did not. In the circumstances it cannot 

be said that there was an intentional or deliberate departure from the standards observed 

or approved by members of the profession of good repute and competency and amounts 
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to a professional misconduct on the part of Dr Ang. Accordingly, the Tribunal finds 

that the Fourth Charge has not been proved and is dismissed. 

 

Summary of Tribunal’s Decisions on the 4 Charges 

151 The Tribunal finds that the Prosecution has proved beyond reasonable doubt the first 2 

Charges and accordingly finds and determines that Dr Ang is guilty of professional 

misconduct under section 53(1)(d) of the Act. As for the 3rd and 4th Charges, the 

Tribunal finds that the Prosecution has failed to prove those Charges beyond reasonable 

doubt which are hereby dismissed.  

 

152 The Tribunal now invites parties to submit on the questions of appropriate sentence to 

be imposed and costs of these proceedings. 

 
______________________    ______________________  
Chairman      Member    
Thean Lip Ping      A/Prof Anette Sundfor Jacobsen  
  
 
______________________    ______________________ 
Member       Member 
Prof Sonny Wang Yee Tang    A/Prof Kenneth Mak Seck Wai 
 
Dated this 12th day of July 2016. 
 
 
 
 
Afternote: On 12 July 2016, the Tribunal gave its oral decision on sentence and costs as 
follows: 
(a) Dr Ang be fined in the sum of S$25,000 for both charges;  
(b) Dr Ang be censured;  
(c) Dr Ang gives a written undertaking to the SMC that he will abstain from the conduct 

complained of or similar conduct; and 
(d) Dr Ang pays 60% of the costs and expenses of SMC in these proceedings and the 

decision of the Tribunal, including the decision on sentencing, be published. 


