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Purpose 

 This paper presents medical experts’ opinions on the hypothesis 
raised by the Superintendent of Siu Lam Psychiatric Centre (SLPC) during the 
joint panel meeting on 5 March 2003 in relation to the death of an inmate in 
SLPC in November 2001, and sets out the Administration’s response and 
proposed way forward in respect of the case. 

 

Hypothesis 

2. At the joint panel meeting of the Panel on Security and Panel on 
Health Services held on 5 March 2003 the Superintendent of SLPC, based on 
his own research into medical literature and the evidence adduced in the death 
inquest, put forward a hypothesis which might explain the high chlorpromazine 
level found in the blood of the deceased and some unusual needle marks found 
during autopsy.  To recap briefly, the Superintendent hypothesised that the 
deceased, being a chronic diabetic patient, might have suffered from 
uncontrolled diabetes which could lead to cellular breakdown of adipose tissue 
(lipolysis) and the release of a large amount of chlorpromazine originally stored 
there. 

 

Medical Experts’ Opinions 

3. We have invited three independent medical experts - Professor 
Karen S L LAM, Chair Professor in Medicine and Chief of Endocrinology of 
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the University of Hong Kong; Dr Bernard M Y CHEUNG, Associate Professor 
in Clinical Pharmacology, University of Hong Kong; and Professor Kenneth 
K C LEE, Professor and Head, Division of Pharmacy Practice, Chinese 
University of Hong Kong - to look into the hypothesis and to examine the 
medical issues which may be relevant to the death of the deceased.  Their 
opinions are at Annexes A, B and C respectively. 

4. The gist of the expert opinions is set out below – 

Professor Karen S L LAM 

¾ The deceased had a long history of diabetes mellitus (since 
childhood). 

¾ The deceased did suffer from symptoms of severe hyperglycaemia 
(i.e. high blood glucose) and diabetic ketoacidosis (DKA) (an 
acute condition of uncontrolled diabetes requiring emergency 
treatment) during the few days prior to his death. 

¾ Undiagnosed and untreated, those severe metabolic disturbances 
could lead to a fatal outcome. 

¾ The deceased’s post-mortem blood glucose level of 45.7 mmo1/L 
was higher than the mean level of 43.1 mmo1/L among 24 cases of 
death in diabetic coma reported by Gormsen et al (Forensic Sci Int 
1985), all of whom had levels exceeding 19.44 mmo1/L, in 
contrast to low or undetectable post-mortem blood glucose levels 
in the controls who did not die of diabetic coma. 

¾ Diabetic ketotic coma was a probable cause of death of the 
deceased. 

¾ Markedly increased lipolysis or breakdown of fat occurring in 
DKA can theoretically lead to the release of drugs such as 
chlorpromazine previously cumulated in the fat issue.  However, 
it is not possible to determine how and when such high tissue 
stores of chlorpromazine had built up in the deceased. 

¾ The contribution of other probable causes, such as chlorpromazine 
toxicity cannot be excluded. 
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Dr. Bernard M Y CHEUNG 

¾ Chlorpromazine is fat soluble. 

¾ It is theoretically conceivable that lipolysis might have released a 
large amount of chlorpromazine and elevated the blood level of 
chlorpromazine in the blood, and might have contributed to the 
death of the deceased.   

¾ Lipolysis and post-mortem redistribution could have markedly 
increased the level of chlorpromazine in the post-mortem blood. 

¾ The three needle marks on the right shoulder and the associated 
bruises could be the result of attempted cannulation of the right 
cephalic vein.  The three puncture sites overlie the course of the 
right cephalic vein.  It is not the commonest site used for venous 
access, but can be used if more peripheral veins in the forearm or 
elbow are not accessible. 

Professor Kenneth K C LEE 

¾ The individual effects of chlorpromazine and methadone (as orally 
taken by the deceased according to the records during and 
immediately before his custody before death) should have had 
minimal contribution to the death of the deceased, as neither of the 
drugs had been taken in high enough doses to cause death. 

¾ In order to cause a plasma chlorpromazine concentration of 9.7   
μg/ml in the post-mortem blood, it is retrospectively calculated 
that, for example, some 1126 ampoules of the drug (50mg each) 
might need to be administered in a single dose 14 hours prior to the 
death, which was highly unlikely and physiologically impossible. 

¾ The possibilities which caused the high plasma chlorpromazine 
concentration in the post-mortem blood could be – 

z Lipolysis as hypothesised, but this could only remain 
theoretical and the probability of occurrence should best be 
supported by experimental evidence. 

z A haemo-concentration effect arising from the loss of fluid 
due to uncontrolled diabetes leading to a shrink in blood 
volume. 
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z The occurrence of a post-mortem redistribution of drug from 
storage tissue where the concentration was high to areas of 
lower concentration e.g. blood. 

z A combined effect of any of the above. 

5. In view of the above, we have also invited Dr. MONG Hoi-keung1, 
Consultant Forensic Pathologist in-charge of the Forensic Pathology Service of 
the Department of Health to review the original autopsy findings2 and the 
original analysis of the body fluid samples of the deceased.  His expert opinion 
is summarised as follows – 

¾ With reference to the definition (and requirement) of the 
International Statistical Classification of Diseases by the World 
Health Organisation, it is in order to label the adverse effects of 
chlorpromazine, methadone and ethyl alcohol as Cause I (as the 
condition directly leading to death), and the condition of diabetes 
mellitus as Cause II (as a significant contributing cause to the 
death, but not related to Cause I), in the autopsy report.  Any 
change to the present medical causes of death as depicted in the 
autopsy report is not required. 

¾ As regards the high level of chlorpromazine in the blood, Dr 
MONG is prepared to accept the theoretical release due to lipolysis, 
other than an extrinsic source such as injection or ingestion. 

¾ On the concentration of methadone, haemo-concentration due to 
dehydration as a result of DKA is noted. Dr MONG is prepared to 
accept that post-mortem production of ethyl alcohol might have 
been the sole reason for its presence found only in the blood (but 
not in the vitreous humour or urine). 

¾ The needle marks found on the deceased were produced by 
big-gauge needles and were likely to be the result of failed 
attempts in inserting an intravenous line for infusion of fluid.  The 
oozing of blood during autopsy is not inconsistent with failed 
resuscitation at Tuen Mun Hospital shortly before death (not more 
than an hour or two).  

                                                 
1 Dr MONG is on the Special Registry of the Hong Kong Medical Council in Forensic Pathology, and holds the 
professional qualifications of MBBS(HK), DMJ(CLIN)(LAS), DMJ(PATH)(LAS), FHKCPath and 
FHKAM(Pathology). 
2 The original autopsy showed that the cause of death was “Adverse effects of chlorpromazine, methadone and 
ethyl alcohol, with “Diabetes mellitus” listed under the category of “Other significant condition contributing to 
the death but not related to the disease or condition causing it”. 



- 5 - 
 

 

The Administration’s Observations and Response 

6. As explained in paragraphs 15 to 18 of our previous Security Panel 
paper (CB(2)1323/02-03(01)), the deceased was subject to CCTV monitoring 
throughout his stay in the cell of SLPC and the local CCTV system had 
maintained about 17 hours of continuous, un-tampered videotape of activities in 
the cell leading up to the incident of discovery and rescue and shortly going 
beyond the incident.  No irregularities have been detected from the 
examination of the videotape.  The Police can confirm that of the 17 hours 
covered by the video footage, about 14 was the time immediately before the 
incident of discovery and rescue.  Besides, according to the statements of the 
ambulancemen responsible, no needle marks at the shoulders of the deceased 
had been detected or recorded during the transfer of the deceased from SLPC to 
Tuen Mun Hospital for resuscitation and rescue.  This fact was confirmed by 
one of the officers concerned under oath at the death inquest.  (That said, the 
medical officer responsible for resuscitation of the deceased at Tuen Mun 
Hospital also stated in the death inquest that he had only undertaken 
intravenous injection at the left inner elbow. Thus, there is no concrete evidence 
to suggest who might have inflicted the needle marks on the deceased.) 

7. All three medical experts who gave their opinion have accepted 
that it is theoretically possible that lipolysis had contributed to the high level of 
chlorpromazine in the blood of the deceased.  While we have no information 
how and when such high tissue stores of chlorpromazine could have built up in 
the deceased, there is past medication record and anecdotal evidence during his 
previous custody in CSD institutions to suggest that he had had knowledge of, 
and possible dependence on, chlorpromazine for one reason or another.  While 
staying in Hei Ling Chau Drug Addiction Treatment Centre (HLTC) in 
mid-December 1999, the deceased had been prescribed and administered with 
chlorpromazine continuously for 19 days.  On one occasion on 15.12.1999, the 
prisoner received an ampoule of chlorpromazine (50mg/2ml) as prescribed to 
soothe his withdrawal syndrome.  On 29.12.1999 the prisoner himself 
requested the Medical Officer of HLTC to increase the dose of chlorpromazine, 
claiming that the drug could cure his insomnia. 

8.  In view of all the above (paras. 4 – 7)  and the medical experts’ 
opinion, it appears that diabetic ketotic coma is a probable cause of death, 
although the degree of probability is difficult is establish retrospectively.  
Expert’s opinion also considered that it was highly unlikely and physiologically 
impossible for the high concentration of chlorpromazine in the post-mortem 
blood to be caused by external injection. 
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9. We have carefully considered whether we should apply to the 
Court of First Instance for another death inquest into the incident pursuant to 
s.20(1) of the Coroners Ordinance3, or to appoint a body to inquire into the 
incident pursuant to s.2(1) of the Commissions of Inquiry Ordinance4.  We 
have decided against doing so on grounds of legal, medical and policy 
considerations, which include the following –  

¾ Although there is arguably discovery of new evidence that may 
shed more light on the death of the deceased and although the 
hypothesis put forward is supported theoretically by expert 
evidence, conclusive evidence of the cause of the death and the 
actual occurrence of the lipolysis before death is still lacking. 

¾ As things stand, the medical causes of death as recorded in the 
autopsy report appear to remain valid. The condition of diabetes 
mellitus was regarded as a significant contributing cause to the 
death in the autopsy report (cf. Dr. Mong’s first point). 

¾ Notwithstanding the new evidence, in any application for a new 
inquest, we need to satisfy the Court of First Instance that it is 
necessary or desirable that another inquest should be held.  In this 
case, it is questionable if the new expert evidence might have made 
a material difference to the verdict recorded at the previous inquest, 
namely, that of “Open Verdict”.  If the verdict is likely to be the 
same, the Court would not be satisfied that a new inquest is 
necessary. 

¾ The death of the deceased has already been the subject of 
investigation by the Police and a Death Inquest by the Coroner’s 
Court.  It has also been subject to deliberations in CSD’s own 
Board of Inquiry and a special Task Group with two independent 
non-official Justices of the Peace as members to identify systemic 

                                                 
3 “(1) Where the Court of First Instance, upon the application in open court of a properly interested person or 
the Secretary for Justice, is satisfied -  

(a) that a coroner has failed to hold an inquest which ought to be held; 
(b) where an inquest has been held by a coroner, that by reason of fraud, rejection of evidence, 
irregularity of proceedings (including a failure to comply with section 14(3)), insufficiency of 
inquiry, or otherwise, it is necessary or desirable that another inquest should be held; or 
(c) where an inquest has been held by a coroner, that by reason of the discovery of new facts or 
evidence it is necessary or desirable that another inquest should be held, 

the Court of First Instance may order an inquest to be held into the death of a person and, where an inquest has 
been already held, may quash the findings of the coroner or jury at that inquest already held.” 
 
4 “(1) The Chief Executive in Council may appoint one or more Commissioners (hereinafter referred to as a 
Commission) to inquire into the conduct or management of any public body, the conduct of any public officer or 
into any matter whatsoever which is, in his opinion, of public importance.” 
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weaknesses and improvement measures required.  Thorough 
discussions have been held at the Panel of Security and Panel of 
Health Services, and further detailed comments by independent 
medical experts have been obtained.  Although worthy of 
thorough scrutiny, it appears that little is to be further gained from 
a new death inquest or inquiry into the incident that may better 
serve the public interest.  

¾ As for the deceased’s family, a new death inquest or inquiry may 
reopen wounds that may have started to heal, and unduly prolong 
their grief. 

 

Way Forward 

10. The Administration reaffirms its commitment to providing the best 
possible services to inmates for their safe custody and effective rehabilitation.  
The CSD will continue to implement the improvement measures it has 
identified and report the progress to the Security Panel as promised at the Panel 
meeting in January 2003.  The CSD will also consider other practical options 
that could further improve the custodial and medical service arrangements for 
inmates. 

 
 
Security Bureau 
July 2003 
 
 




























































































