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Introduction 

 

1 The Respondent, Dr Yong Thiam Look Peter (“Dr Yong”) is a general practitioner who 

was practising at the AcuMed Medical Group of Clinics at the material time when the 

subject matter of this complaint arose. On 16 August 2012, Dr Yong had performed a 

trigger finger release procedure on the Complainant at the consultation table in his 

clinic. Arising out of this complaint by his patient, three charges were eventually 

proceeded against him before the Disciplinary Tribunal by the Singapore Medical 

Council (“SMC”). Two of the charges were professional misconduct charges involving 

his failure to obtain the required informed consent for the procedure he performed and 

to keep proper medical records in respect of the treatment on the Complainant. The 

third charge related to him performing the procedure on the Complainant at his 

consultation table instead of a procedure room or operating theatre. He pleaded guilty 

to all three charges and the Disciplinary Tribunal had ordered that Dr Yong: 

 

(a) be suspended for a period of 6 months;  

(b) be fined  $10,000;  

(c) be censured,  

(d) give a written undertaking to the SMC that he will not engage in the conduct 

complained or any similar conduct, and  

(e) pay the cost and expenses of and incidental to these proceedings, including the 

costs of the solicitors to the SMC.  

 



We now set out our reasons below. 

 

Proceedings before the Disciplinary Tribunal 

 

2 At the Disciplinary Tribunal (“the Tribunal”) Inquiry hearing on 1 February 2016, Dr Yong 

pleaded guilty to the following Amended Charges: 

 

“1STCHARGE 

 

That you, Dr YONG THIAM LOOK PETER are charged that you, on or 

about 16 August 2012, whilst practising as a medical practitioner at the 

AcuMed Medical Group of Clinics at Block 64 Yung Kuang Road #01-107 

Singapore 610064 (“Clinic”), performed a trigger finger release 

(“Procedure”) on the left middle finger of one patient (“the Patient”) at 

the Clinic, without having obtained the required consent from the Patient 

for the Procedure, in breach of Guideline 4.2.2 of the Singapore Medical 

Council’s Ethical Code and Ethical Guidelines (“ECEG”), to wit:- 

 

Particulars 

 

You failed to explain to the Patient adequately, prior to the Procedure:- 

 

(a) the nature of the Procedure; and/or 

(b) the benefits, risks and possible consequences of the Procedure, 

including but not limited to complications such as bleeding, infection 

and nerve damage, 

 

and your aforesaid conduct amounts to such serious negligence that it 

objectively portrays an abuse of the privileges which accompany 

registration as a medical practitioner, 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). 

 

2ND CHARGE 

 

That you, Dr YONG THIAM LOOK PETER are charged that you, between 

16 and 31 August 2012, whilst practising as a medical practitioner at the 

Clinic, failed to keep clear and accurate medical records in respect of the 

treatment of and performance of the Procedure on the Patient, in breach 

of Guideline 4.1.2 of the ECEG, to wit:-  

 

Particulars 

 

You failed to keep clear and accurate medical records of:- 

 



(a) what you had advised and explained to the Patient, if any such 

advice and/or explanation had been given; 

(b) the Patient’s response to the advice and/or explanation you gave to 

him, if any; and/or 

(c) the history, your physical findings and assessment of the Patient, 

 

and your aforesaid conduct amounts to such serious negligence that it 

objectively portrays an abuse of the privileges which accompany 

registration as a medical practitioner, 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). 

 

3RD CHARGE 

 

That you, Dr YONG THIAM LOOK PETER are charged that you, on or 

about 16 August 2012, whilst practising as a medical practitioner at the 

Clinic, failed to provide appropriate care to your Patient in your 

performance of the Procedure on the Patient at the Clinic, to wit, you 

performed the procedure at the consultation table in your clinic, when such 

a procedure should properly have been undertaken in a procedure room 

or operating theatre and that in relation to the facts alleged you have failed 

to provide professional services of the quality which is reasonable to 

expect of you under Section 53(1)(e) of the Medical Registration Act (Cap. 

174).” 

 

3 Dr Yong also admitted to the Agreed Statement of Facts tendered by the Counsel for 

the SMC. Dr Yong acknowledged that he knew and understood that under the SMC’s 

Ethical Code and Ethical Guidelines (“ECEG”), he was obliged and/or required to inter 

alia: 

 

“(a) 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 (per Guideline. 4.2.2 of 

the ECEG); 

(b) keep clear, accurate and legible medical records of his patients with 

sufficient details documented (per Guideline 4.1.2 of the ECEG); 

and 

(c) provide appropriate care and professional services of the quality 

which is reasonable to expect of him.” 

 

4 On or about 25 June 2013, the SMC received a complaint (“Complaint”) from the 

Patient, one of Dr Yong’s patients. 

 

5 The Patient raised the following issues in his Complaint: 

 



(a) Dr Yong had conducted a surgery on the Patient to release the Patient’s 

trigger finger on his left hand (“the Procedure”) without informing the 

Patient adequately about his condition, his options for treatment, including 

the benefits, risks and possible consequences of the Procedure before 

performing the said Procedure on the Patient; and 

 

(b) Dr Yong had operated on him without ensuring that he had the proper 

assistance and facilities to do so. 

 

6 Following Dr Yong’s explanation to the Complaints Committee, the matter was referred 

to this Tribunal to consider the charges aforementioned. The relevant paragraphs of 

the Agreed Statement of Facts relating to the charges were as follows: 

 

“Facts Relating to the Charges 

 

9. On or about 24 June 2011 and 24 October 2011, the Patient 

experienced pain from his left middle trigger finger and attended at 

AcuMed Group of Clinics at Block 64 Yung Kuang Road #01-

107/111 Singapore 610064 (the “Clinic”). The Patient was given 

hydrocortisone injections on both visits. 

 

10. On 16 August 2012, the Patient experienced pain from his left 

middle trigger finger, and consulted Dr Yong at the Clinic. Dr Yong 

examined the Patient and diagnosed him with a trigger finger. 

 

11. During the consultation, Dr Yong advised the Patient to undergo a 

trigger finger release, i.e. the Procedure, in the Clinic. Relying on Dr 

Yong’s advice, the Patient agreed to undergo the Procedure in the 

Clinic. 

 

12. During the consultation, Dr Yong failed to adequately explain to the 

Patient the nature of the Procedure, the benefits, risks and possible 

consequences of the Procedure, including but not limited to 

complications such as bleeding, infection and nerve damage. 

 

13. Dr Yong proceeded to prepare for the surgery (i.e. the Procedure) 

at the consultation table in his Clinic. 

 

14. Dr Yong then administered local anaesthesia. A clinic assistant, Ms 

DW (who is not a nurse), assisted Dr Yong in the course of the 

Procedure. 

 

15. After the Procedure, Dr Yong recorded in his medical notes that he 

had prescribed the Patient 40 tablets of cephalexin 250 mg 4 times 

a day, and 40 tablets of cloxacillin 250 mg 4 times a day. He was 



given medical leave from 16 to 22 August 2012, and was supposed 

to be reviewed on 21 August 2012. 

 

16. Between 19 August 2012 and 31 August 2012, the Patient visited 

Dr Yong for follow-up treatment and to clean his wounds on not less 

than 3 occasions. 

 

17. Dr Yong did not keep clear and accurate medical records in respect 

of what he had advised and explained to the Patient, the Patient’s 

response to the advice and/or explanation, and the history, physical 

findings and assessment of the Patient. 

 

18. On or about 6 September 2012, the Patient sought a second 

medical opinion from Associate Professor PW1 and Dr PW2, both 

senior consultants at the Department of Hand Surgery at the 

Singapore General Hospital (“SGH”). 

 

19. It was recorded in the Patient’s SGH medical notes that he was 

diagnosed with “an infected wound left palm over the 3rd MC as well 

as decreased sensation radial side left middle finger” and 

“numbness over radial aspect left middle finger and poorly healing 

wound post trigger finger surgery’. 

 

20. Between September 2012 and June 2013, the Patient had to 

undergo medical treatment and consultations at SGH approximately 

8 times.” 

 

7 Dr Yong admitted that he had acted in breach of his obligations under the ECEG and 

failed to provide professional services of the quality which is reasonable to expect of 

him and hence guilty of professional misconduct under Section 53(1)(d) and Section 

53(1)(e) of the Medical Registration Act (“MRA”) respectively. 

 

 

Issues for clarification 

 

8 We heard the address on sentence by Counsel for the SMC as well as the mitigation 

plea by Dr Yong’s Counsel. Thereafter, we had sought clarification from Counsel on 

the following issues before we reserved our decision to consider the appropriate 

sentence in this case. The issues on which we sought assistance from Counsel for 

purposes of assessing the appropriate sentence were: 

 

(a) whether there were any statutory provisions similar to Section 53(1)(e) of the 

MRA in other jurisdictions, and if so, how a breach of the said provision was 

evaluated for the purpose of sentence;  

(b) the applicable standard required of a doctor in: (i) obtaining informed consent; 

and (ii) keeping medical records and notes; 



(c) whether the imposition of a global sentence on Dr Yong offended the principle 

that sentences should be determined individually according to the respective 

charges; 

(d) the effect of Dr Yong’s antecedents on the sentence that ought to be imposed on 

him; and 

(e) the implication of Dr Yong’s record and prospects on the sentence that ought to 

be imposed on him. 

 

 

Mitigation and response to submission on sentence 

 

9 Dr Yong’s Counsel submitted a mitigation plea that included a detailed submission on 

the appropriate sentence. He also presented further submissions on the issues that the 

Tribunal had asked for assistance from both Counsel. We carefully considered all the 

submissions and would deal with some of the pertinent matters raised by both Counsel 

in our decision. 

 

10 Dr Yong’s Counsel submitted that Dr Yong had been a dedicated and caring doctor 

throughout his treatment of the complainant and that he had done his best to treat the 

Complainant. He highlighted that Dr Yong did not commit the offence for any financial 

gain and that “his predominant intention was to provide clinical care for the patient”. He 

asked that the Tribunal show grace and mercy towards Dr Yong. He also placed 

emphasis on the fact that Dr Yong had given an early indication of his desire to admit 

to the charges from as early as 25 August 2015. 

 

11 As regards to sentence, Dr Yong’s Counsel took pains to set out his arguments that a 

fine alone without a suspension would be adequate to reflect Dr Yong’s culpability. He 

made reference to the case of Dr Gan Kan Seng Eric (11 February 2015) and the 

observation of the Disciplinary Committee therein that “most sentencing precedents 

concerning the lack of informed consent deem a fine without suspension as 

appropriate” to argue that suspension was only appropriate in egregious cases such as 

the forgery of a patient’s consent or the deliberate suppression of key information from 

a patient.  

 

12 He also made reference to the case of Dr Lim Chong Hee (4 May 2012) where the 

doctor had been convicted on a charge of failure to keep proper medical records when 

he failed to record his discussion with his patient of a possible lobectomy in obtaining 

his consent. A fine was imposed without any suspension.  

 

13 In respect of the Section 53(1)(e) of the MRA charge of failing to provide appropriate 

care to the complainant in the manner in which he performed the Procedure and 

thereby failing to ensure that he provided a professional service of the quality which 

was reasonably expected of Dr Yong, his Counsel urged us to consider only an 

imposition of a fine on the grounds that the Procedure was “known to be relatively 

simple” and that “preparations were undertaken by Dr Yong prior to the Procedure”. 

Counsel submitted that Dr Yong “had first ensured that the lighting for the procedure 



was bright. He also used sterile drapes to cover the operation field and put on a sterile 

gown and gloves”. He further submitted that “Dr Yong also used Chlorhexidine 

antiseptic for cleaning. He ensured that proper instrumentation was used for the 

Procedure”. 

 

14 However, we found this explanation rather a feeble attempt to down play the 

importance of using a procedure room or an operating theatre. In this connection, we 

noted that Dr PE’s expert opinion in paragraph 6 of his report was accepted by Dr Yong 

without any challenge. He had stated: 

 

“While the surgery is not a major one, the principle of asepsis, proper 

lighting and equipment still holds. This is very important, as the surgery 

involves deep tissues, where visualization and infection is a major issue. 

It should be done in a proper procedure room or operating theatre. It is 

not acceptable to do it on a consultation table. It neither provides for 

adequate lighting or asepsis to do the procedure correctly. This increases 

the risk of both infection and surgical injury to surrounding normal 

anatomical structures.” 

 

 

Submissions on sentence 

 

15 Counsel for the SMC submitted that the appropriate sentence in this case should be: 

 

(a) A period of suspension between 4 to 6 months;  

(b) A fine of not less than $10,000; and  

(c) The usual order in relation to the imposition of censure; undertaking and payment 

of the SMC’s fees and expenses, 

 

whereas Counsel for Dr Yong urged us to impose a fine and censure with the usual 

undertaking and orders as to costs. 

 

16 The main issue of contention between SMC and Dr Yong was whether the 

circumstances were sufficiently serious to warrant a suspension. 

 

17 In respect of the Section 53(1)(d) charges, Counsel for the SMC referred us inter alia 

to the following cases as precedents: Dr Gan Keng Seng Eric [11 February 2015], Dr 

Looi Kok Poh [5 November 2014], Dr Lim Chong Hee [4 May 2012], Dr Koh Gim Hwee 

[13 June 2011], Dr Eu Kong Weng [2011] 2 SLR 1089, Dr Amaldass s/o Naraya Dass 

[20 May 2014]. 

 

18 Counsel for the SMC represented the sentences in the above cases graphically as 

follows to illustrate the sentencing spectrum in respect of conduct that breached 

Section 53(1)(d) of the MRA: 

 



 
 

19 While we accepted Dr Yong’s Counsel’s submission “that this is not a case in which Dr 

Yong had wholly and completely failed to keep medical records,” it was clear to us from 

Dr Yong’s case notes that little advice, if any, had been given to the Complainant before 

the procedure was performed. The case notes records: 

 

“16 Aug 2012 

Discuss with patient 

Pathology – Swollen tendon sheath causing 

the tendon constriction 

He had 2x hydrocortisone injection 24 Jun 2011 

 

16 Aug 2012 24 Oct 2011 

(09 07am) 

Advise the tendon sheath function 

to release the trigger finger 

- Consider refer to hand surgeon 

or by me under LA” 

 

[as transcribed by Dr Yong] 

 

20 All that Dr Yong appeared to have done was to advise Mr Yong to undergo the 

Procedure. In this context, we found the redacted expert report dated 25 March 2015 

by Dr PE, Head and Senior Consultant, Hospital A, to be useful in highlighting not only 



the poor records maintained by Dr Yong, but also his failure to adhere to a minimum 

standard to obtain proper informed consent for the procedure. 

 

21 Guideline 4.2.2 of the ECEG states that: 

 

“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 

alternatives available to him. If the patient is a minor, or of 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.” 

 

22 The Court in Eu Kong Weng v. Singapore Medical Council [2011] 2 SLR 1089 at [5] 

and [7], had endorsed the view of the Disciplinary Committee that “a doctor must 

explain to the patient all the options (of which he has knowledge) and risks involved 

before treating the patient”. As observed by Dr PE, “no other options were discussed, 

for example, a third steroid injection nor other conservative measures. Although he 

states in his report to the SMC, I could not find a proper documentation of the risks, 

benefits, nor alternatives in the notes.” There was not the slightest indication that Dr 

Yong’s conduct came even close to meet the minimum requirement of the above 

standards of informed consent. 

 

23 Dr PE further noted, “I must add that the legibility of the entries is generally very poor.” 

 

 

 
 

24 Having looked at the entries made by Dr Yong, we are fully in agreement with the views 

of Dr PE that Dr Yong failed to adhere to the minimum standards that were expected 

of him in the keeping of medical records as set out under Guideline 4.1.2 of the ECEG, 

which states: 



 

“4.1.2 Medical records 

 

Medical records kept by doctors shall be clear, accurate, legible and shall 

be made at the time that a consultation takes place, or not long afterwards. 

Medical records shall be of sufficient detail so that any other doctor 

reading them would be able to take over the management of a case. All 

clinical details, investigation results, discussion of treatment options, 

informed consents and treatment by drugs or procedures should be 

documented.” 

 

25 Proper medical records that contain sufficient details are critical, given that he practices 

in a group practice with several other doctors and compliance with the ECEG would be 

imperative “so that any other doctor reading [the notes] would be able to take over the 

management of a case”. 

 

26 We also considered 2 other aspects that Counsel for the SMC pointed out to us 

regarding Dr Yong’s notes as observed by Dr PE: 

 

(a) Dr Yong “had diagnosed a neurapraxia on multiple occasions, even though there 

was no documentation of a proper clinical or other assessment”. 

(b) Dr Yong’s entries suggested that “the wound was healing as expected”; this was 

inconsistent with “his decision to prescribe on those same occasions to the 

patient multiple courses of antibiotics”. 

 

27  We accepted the submission of Counsel for the SMC that the lack of proper and clear 

recording causes concern over the basis upon which Dr Yong made his diagnosis and 

recommended treatment. Medical notes which merely record a doctor’s conclusions, 

but do not record the basis will not provide sufficient clarity to anyone else involved in 

managing the patient. 

 

28 We note that the Introduction section of the ECEG stresses the importance of 

maintaining the highest level of professionalism and ethical conduct. The ECEG “are 

intended as a guide to all practitioners as to what SMC regards as the minimum 

standards required of all practitioners in the discharge of their professional duties and 

responsibilities in the context of practice in Singapore”. That the ECEG sets such a 

standard was affirmed by the Court of 3 Judges in Low Cze Hong v. Singapore Medical 

Council [2008] 3 SLR(R) 612 at [36]. Dr Yong whilst admitting that, at all material times, 

he was fully aware of the standards set out in the ECEG acted with irresponsible 

disregard to the same. 

 

29 In assessing the extent of culpability and the appropriate sentence, we also paid careful 

attention to Dr Yong’s previous conviction by a Disciplinary Committee in 2004 for inter 

alia failing to record or document sufficient details of the patients’ diagnosis, symptoms 

and/or condition, to be an aggravating factor. For reasons we shall deal with below, it 

was not only a repeat of the breach that occurred in 2004, but a further aggravating 



feature as Dr Yong had breached his undertaking given to the SMC not to repeat similar 

conduct. 

 

 

Breach of Section 53(1)(e) of the MRA 

 

30 The third charge that Dr Yong pleaded guilty to was a breach of Section 53(1)(e) of the 

MRA. It appeared that there had not been any proceeding against a medical practitioner 

for a breach of this section previously.  

 

31 Section 53(1)(e) of the MRA provides: 

 

“Findings of Disciplinary Tribunal 

53. — (1) Where a registered medical practitioner is found by a Disciplinary 

Tribunal — 

…  

(e) to have failed to provide professional services of the quality which 

is reasonable to expect of him, 

 

the Disciplinary Tribunal may exercise one or more of the powers referred 

to in subsection (2).” 

32  We were ably assisted by both Counsel on the ambit and scope of this section which 

is a sui generis provision which was inserted into the MRA in 2010. Such a statutory 

provision is not found in similar legislation in other Commonwealth jurisdictions which 

adopt a similar medical regulatory regime. The applicable legislation in respect of 

disciplinary proceedings against doctors in Australia, Canada, Hong Kong, New 

Zealand and the United Kingdom do not contain a similar provision. 

 

33 Counsel for the SMC submitted that notwithstanding the absence of directly analogous 

statutory provisions, Australian case law may nonetheless be useful and relevant in the 

interpretation of Section 53(1)(e) of the MRA. In particular, it was submitted that most 

of the Australian states adopt similar definitions for the terms “professional misconduct”, 

“unprofessional conduct” and “unsatisfactory professional performance” used in their 

legislation. These terms, in turn, refer to the standard that may be reasonably expected 

of a registered health practitioner, though not in the specific area of “professional 

services” (see Section 5, Health Professional Regulation National Law Act 2009 

(Queensland) (adopted by South Australia, Tasmania and Victoria)). 

 

34 A review of the Australian legislation and case law dealing with the same (Medical 

Board of Australia v. Roberts [2014] WASAT 76 at [195], Medical Board of Queensland 

v. Whittaker [2010] QCAT 312 at [22] show that this is a reference to the medical 

practitioner having fallen below the standard: 

 

(a) that would apply to a doctor of equivalent training and experience; and/or 

(b) to be reasonably expected of him by the public and his professional peers. 

 



35 We agreed with the submissions that although Section 53(1)(e) of our MRA refers  to 

“professional services of the quality which is reasonable to expect”, the standard 

applicable to “a doctor of equivalent training and experience” and/or what the public or 

the doctor’s peers expect of him, provides a useful starting point in determining whether 

a doctor has breached Section 53(1)(e). 

 

36 In our view, Section 53(1)(e) of the MRA requires us to consider what should be the 

standard which is objectively and reasonably to be expected of a doctor of Dr Yong’s 

training and experience. (Whittaker at [21]). 

 

37 In response to our query, Counsel for the SMC very usefully traced Dr Yong’s previous 

medical experience throughout his career. This consisted inter alia of the following: 

 

(a) Blue Mountains District ANZAC Memorial Hospital (New South Wales, Australia), 

which purports to have between 50 to 90 beds and 584 staff; 

(b) Hospital Miri (Sarawak, Malaysia), which purports to have 345 beds; 

(c) Launceston General Hospital (Tasmania, Australia), which purports to have 300 

beds and treats over 24,000 inpatients and over 225,000 outpatients annually; 

(d) Mount Isa Base Hospital (Queensland, Australia), which is a large regional 

hospital with an emergency department, as its Director of Surgery; 

(e) Rossendale General Hospital (Lancashire, United Kingdom), which was no 

longer in operation; 

(f) Salford Royal NHS Foundation Trust (Salford, United Kingdom), which purports 

to have approximately 728 beds; and 

(g) Singapore General Hospital (Singapore), which is the largest hospital in 

Singapore catering to over 1 million patients annually with a 10,000-strong 

workforce, as the Registrar of the Department of General Surgery. 

 

38 Given Dr Yong’s experience of more than 3 decades, he should have been well 

acquainted with the necessity of asepsis and lighting during the performance of the 

Procedure, which the SMC’s expert Dr PE noted, involved deep tissue where infection 

was a major issue and should not be performed at the consultation table (see P1 at pp. 

4). 

 

39 In the present case, it should have been elementary for a surgeon of Dr Yong’s 

experience to have ensured that the surgical procedure was performed at a place 

where asepsis and adequate lighting can be observed. In fact, Dr PE noted in his expert 

report that it was “highly unusual” that the Procedure was done at the consultation table 

ignoring the requirement that the “principles of asepsis, proper lighting and equipment 

… [are] very important” (see P1 at pp. 2 and 4). 

 

40 We found that given his training and experience Dr Yong had, in carrying out the 

Procedure at the consultation table, clearly failed to provide professional services of 

the quality which was reasonable to expect of him, whether by the public or his 

professional peers and is breach of Section 53(1)(e) of the MRA. 

 



 

Dr Yong’s antecedents 

 

41 Counsel for Dr Yong urged the Tribunal to follow the sentencing norm in the cases of 

Dr Eric Gan, Dr Lim Chong Hee and Dr Koh Gim Hwee and distinguished the cases of 

Dr Amaldass s/o Narayana Dass and Dr Eu Kong Weng by making specific reference 

to the nature of the Procedure carried out in each of these cases and the resultant 

effect it had on the patients. 

 

42 Whilst we agreed that past cases provided useful guide for us to determine the 

sentence in the present case, it nevertheless behoved on us to examine carefully the 

particular facts in the present case and decide what the sanction should be on Dr Yong. 

In this respect, unlike any of the cases cited, Dr Yong has had issues regarding the 

professional standards in his medical practice. Two of his previous episodes showed 

that the current breach was not a first offence or an isolated event.  

 

43 The Tribunal’s attention was drawn to Dr Yong’s two antecedents, one during his 

practice in Australia and the other in Singapore. We would briefly deal with each of 

these.   

 

 

The Decision of the Medical Tribunal of New South Wales  

 

44 Sometime during 1994 and 1995, when Dr Yong had been in practice in Australia, 

various complaints had been made against him for unsatisfactory professional conduct. 

These complaints ended up in the Medical Tribunal of New South Wales hearing 3 sets 

of complaints with about 19 heads of particulars against Dr Yong for unsatisfactory 

professional conduct. In a lengthy 75 page grounds of decision delivered by the Medical 

Tribunal, most of the particulars of two of the complaints were dismissed. However, the 

Medical Tribunal found that 5 of the particulars in the complaints amounted to 

unsatisfactory professional conduct. In particular, it was noted that the Medical Tribunal 

did find that Dr Yong’s asepsis and infection control while preparing for and during the 

procedure which was the subject matter of the complaint, to be unsatisfactory. 

 

45 The Medical Tribunal had then gone to some extent to carefully evaluate Dr Yong’s 

personal circumstances prior to 1994, and appeared to have taken into account some 

adversities suffered by Dr Yong during his career and the material period when the 

complaints arose (see pages 66 to 74 of the decision of the Medical Tribunal). Between 

the period when the facts relating to the complaints arose and the hearing at the 

Medical Tribunal, it also appeared that Dr Yong had taken steps to deal with his 

personal issues that might have contributed towards the complaints of unsatisfactory 

professional conduct. 

 

46 While in the light of all the circumstances, the Medical Tribunal did not find that the 

complaints warranted de-registration or suspension for unprofessional conduct, it 

nevertheless made the following observations: 



 

“Nonetheless they do show certain characteristics in the respondent’s 

practice of medicine which indicate that some conditions should be placed 

upon his registration and in this regard the Tribunal gives emphasis to its 

duty to protect the public and not to punish the respondent.” 

 

47 The Medical Tribunal ordered that: 

 

“the respondent’s registration be subject to the following conditions, 

namely: 

 

a. That he not be employed in an Accident and Emergency 

Department of a Hospital other than under supervision 

b. That he work no more than twelve hours in any one period of twenty 

four hours.” 

 

 

SMC Disciplinary Inquiry in April 2004 

 

48 Dr Yong was initially charged with 12 counts of professional misconduct and after trial 

found guilty on 9 of them. These charges related to him failing to exercise due care in 

the management of his patients for whom he had inappropriately prescribed hypnotic 

medication (largely Erimin and also Alprazolam and Dormicum). The particulars in the 

charge clarified that he had failed to record or document any or sufficient details of the 

patients’ diagnosis, symptoms or condition such as to enable the proper assessment 

and treatment of the patient’s medical condition. The Disciplinary Committee in 

admonishing Dr Yong further observed at [10] of its decision, 

 

“The importance of contemporaneous notes in the consultation process 

must be emphasised for another reason. It was not just to help you but 

because yours was a group practice, the necessity of transmitting clear 

information for both yourself and others in the management of patients, 

particularly when it involves a highly addictive drug, must be stressed by 

us. Even your own expert found little justification for your abysmal record 

keeping.” 

 

49 The Disciplinary Committee suspended Dr Yong for 6 months, with a fine of $5,000, 

censure and also obtained an undertaking from him that he would not engage in the 

conduct complained or any similar conduct. 

 

50 It was significant to note that in our present case, Dr Yong repeated what he was 

specifically cautioned against i.e. failure to maintain proper records. Having given an 

expressed undertaking to guard against such a conduct, he had paid scant regard to 

his undertaking which was a matter we need to consider seriously.  

 

 



Sentence 

 

51 We noted that the powers referred to under Section 53(2) of the MRA set out the 

maximum sanctions that can be imposed on a medical practitioner in any given hearing 

of the Disciplinary Tribunal regardless of the number of charges that the medical 

practitioner was convicted of. That the power is unlike criminal proceedings where 

individual sentences are imposed for distinct offences is clear from the decision of the 

Court of 3 judges in Chia Yang Pong v Singapore Medical Council [2004] 3 SLR (R) 

151 at [14], where the Court stated: 

 

“14  The SMC pointed out that if the Disciplinary Committee is only entitled 

to impose a fine of $10,000 regardless of the number of charges 

faced by a medical practitioner, a person who faces one charge at 

an inquiry will be subject to the same limit as a person who faces 

100 charges. Surely, the simple answer to this argument is that 

where the offences are serious enough, the errant medical 

practitioner can be struck off the Register of Medical Practitioners. 

If the SMC’s approach is accepted, its disciplinary committees will 

have an unrestricted power to fine a medical practitioner any 

amount so long as they do not impose a fine of more than $10,000 

in respect of each charge. This cannot be right as the power to 

impose a fine was intended to be an intermediate penalty to address 

the wide gap between a mere censure and a removal of a medical 

practitioner’s name from the Register of Medical Practitioners. In our 

view, the wording of s 45(2)(d) of the Medical Registration Act leads 

to the inescapable conclusion that a fine imposed on a medical 

practitioner after an inquiry by a disciplinary committee of the SMC 

should not exceed $10,000. As such, the fine imposed on Dr Chia 

was reduced to $10,000.” 

 

52 We agree with Counsel for the SMC that a global sentence against a respondent doctor 

was permitted under the MRA as the orders that the Tribunal can make pursuant to 

Section 53(2) represented the maximum sentence which can be imposed on an errant 

medical practitioner at any one inquiry, regardless of the number of charges against 

him. 

 

53 Counsel for Dr Yong had submitted that we should consider the fact that in this case, 

the Procedure performed by Dr Yong was not as invasive as in the cases cited by 

Counsel for the SMC and we should therefore somehow treat the breach here lightly 

as compared to the cases where suspension had been imposed.   

 

54 We were unable to agree that the assessment of the appropriate sanction in this case 

should rely on any one factor such as the invasive nature of the Procedure alone, or 

the discomfort or pain suffered by the Patient. In our view, the correct approach would 

be to consider the entire circumstances that led to the complaint which resulted in the 

charges preferred and the facts which have been admitted to by the Respondent.  



 

55 We accepted the expert report of Dr PE which in our opinion correctly highlighted the 

unprofessional conduct of Dr Yong in acting in clear breach of the requirements under 

Guidelines 4.2.2 and 4.1.2 of the ECEG. A further aggravating feature of this case was 

Dr Yong’s failure to maintain proper medical records which was in essence a reckless 

disregard of his earlier undertaking to the SMC not to repeat such conduct. Even though 

the earlier conviction in 2004 was for inappropriate prescription of hypnotic drugs, it 

was an integral part of the charge and finding that Dr Yong had failed to maintain proper 

record of his prescription as well as treatment advice given to the patients. The 

substance of the conduct complained of herein was strikingly similar and we cannot 

condone such a blatant breach of a solemn and serious undertaking to the SMC. The 

Tribunal was of the view that a clear and unequivocal message must be sent that such 

breaches would attract a strong sanction. We also noted that none of the precedent 

cases cited to us had this additional element of a breach of such an undertaking to the 

SMC.   

 

 

Whether a suspension is appropriate 

56 In determining whether a suspension ought to be imposed, we also considered whether 

Dr Yong was in fact a repeat offender for the type of conduct complained of in addition 

to his breaches under the ECEG. As stated earlier, Dr Yong had been disciplined in 

2004 in Singapore and also had his practice restricted in Australia. Additionally, his 

conduct was also a clear breach of his undertaking to the SMC. We were therefore of 

the view that a suspension was warranted in this case. 

 

 

Sentence imposed 

 

57 Taking into account the nature of the complaint together with Dr Yong’s conduct and 

the need to impose a sanction which was not only sufficiently deterrent but also 

proportionate in all the circumstances of this case, this Tribunal ordered that Dr Yong: 

 

(a) be suspended from practice for a period of 6 months; 

(b) pay a penalty of $10,000; 

(c) be censured; 

(d) give a written undertaking to the SMC that he will not engage in the conduct 

complained of or any similar conduct; and 

(e) pay the costs and expenses of and incidental to these proceedings including the 

costs of the solicitor to the SMC. 

 

 

Publication of Decision 

 

58 We order that the Grounds of Decision be published with the necessary redaction of 

identities and personal particulars of persons involved. 

 



59 The hearing is hereby concluded. 

 

 

Dated this 9th day of May 2016. 


