General Surgeon, Dr B

A Report by the

Health and Disability Commissioner

Case 0/HDCO0O7867

Health and Disability Commissioner
Te Toihau Hauora, Hauatanga






Opinion 07HDCO07867

Complaint and investigation

On 9 May 2007, the Health and Disability Commissiof(HDC) received a complaint
from Ms A about the services provided by Dr B. Tiedowing issue has been
investigated:

* The adequacy of information and appropriatenessané Dr B provided to Ms A
from April 2004 to 20 February 2007.

The parties involved in this case are:

Ms A Consumer

Dr B Provider /general surgeon

Ms C Nurse

DrD Anaesthetist

Dr E General practitioner

Dr F Plastic and reconstructive surgeon
Dr G Plastic and reconstructive surgeon
DrH Plastic and reconstructive surgeon

Independent expert advice was obtained from Dr @daflasson, plastic and
reconstructive surgeon (see Appendix A).

Relevant information

Ms A
In October 2004, Ms A (then aged 52) underwent @gnsurgery performed by Dr B
at a surgical centre (the Centre), with satisfgctesults.

DrB

Dr B holds registration with the Medical Council Bew Zealand in a vocational
scope of practice in general surgery. He is a iaetibthe Royal Australasian College
of Surgeons. Dr B has more than 30 years’ expegiasa surgeon. He established the
Centre as a facility for day-stay cosmetic surgditye Centre includes consulting
rooms, an operating theatre, and a recovery roamB. Ibas practised cosmetic surgery
exclusively at the Centre since it opened.

Dr B spent six months training in plastic surgewyidg his surgical training in New
Zealand, and two weeks training in liposuction teghe overseas. He has attended
several conferences of the American Society oftel&urgeons (including sessions
on abdominoplasty and liposuction), and has pemdodrmmany successful
abdominoplasty and liposuction procedures.
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Although Dr B describes himself as a “specialissretic surgeon” in promotional
brochures for the Centre, he is not registeredimvitie vocational scope of plastic and
reconstructive surgery, and his competence in cbosrpeocedures has never been
independently assessed by the Royal Australasidiegeoof Surgeons. Since May
2005, Dr B has worked in a collegial relationshipthwDr F, a plastic and
reconstructive surgeon.

Liposuction surgery

Dr B briefly discussed liposuction and abdominoflasirgery with Ms A in 2004,
after he had performed cosmetic surgery on her.di$wission was very brief, and Dr
B intended only to provide general information attbwe procedures.

In April 2005, Ms A contacted the Centre to enquilmut liposuction surgery. She
spoke to the Centre’s practice nurse, Ms C, whkéda@ consultation with Dr B for
27 May. On 11 April, Ms C wrote to Ms A, who livas another region, to confirm
her consultation on 27 May and a proposed surgae/ af 23 June. She also provided
a brochure and information sheet on liposuction, iaformation about the cost of the
procedure, payment methods, accommodation arrangeraed postoperative care.
This information did not specify any of the risksolved in liposuction surgery.

Ms A was originally booked to see Dr B on 27 Mawt lbhis appointment was
postponed (Ms A cannot recall why). On 31 May, Matfended her first preoperative
consultation with Dr B to discuss treatment foressskin and fat over her abdomen
and excess fat over her hips. Although Dr B didnesbrd Ms A’s Body Mass Index
in the Centreal notes, it was 36.4 (obésBy.B conducted a physical examination of
Ms A’s abdomen and hips, and advised her that ¢isé tesults would be achieved by
undergoing liposuction of her hips and upper abdoprior to abdominoplastyHe
did not discuss medical or psychological factansparticular Ms A’s weight, nor did
he contact Ms A’s GP.

Dr B showed Ms A “before and after” photographs ather patients who had
undergone tummy tuck, liposuction, and both. He gdsesented pictures of some
patients who had had liposuction prior to planneédoainoplasty, but for whom
liposuction proved sufficient. Dr B advised Ms Aatlshe should not expect this, but
presented it as a possible “pleasant surprise’B Bxplained both procedures to her,
including the incisions used for abdominoplasty,d adiscussed postoperative
dressings, swelling, scarring, pain and the pdgyilif altered skin sensation.

Dr B believes that he told Ms A some of the risksl &ide effects associated with
liposuction and abdominoplasty, and that he speifi discussed the possibility of

! Dr D recorded Ms A’s weight as 118kg in the anaetit admission questionnaire (31 May 2005), and
Dr H recorded her height as 180cm (3 May 2007)sTdgives a BMI of 36.4. A BMI over 30 is
regarded as obese.

2 Dr B uses “tummy tuck” and “abdominoplasty” inteamgeably to describe the procedure he
performed on Ms A. The procedure is referred ttahslominoplasty” throughout this report.
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ripples and divots from liposuction, and the rigkperi- and postoperative bleeding
and infection from abdominoplasty.

At the end of the consultation, Dr B obtained werttconsent from Ms A for the
liposuction operation, and booked her for surgdry.80am on 23 June 2005. The
consent form listed some of the risks involvedpos$uction surgery:

“Liposuction may cause bruising, lumpiness, dimglisagging of the skin,
scarring, numbness, minor depressions and persweidling of the lower legs
— such effects are usually temporary but can benaeent. Additionally,
there are risks associated with any operation aagsthesia, including blood
loss, deep vein thrombosis and chest infections.”

Dr B also photographed Ms A’'s abdomen and hipsyideal her with a pathology

request form for blood tests, and prescribed asaoaf antibiotics to be taken before
surgery. Ms C measured Ms A for a supportive birtddbe worn after surgery, and
provided Ms A with a written postoperative informoat sheet that provided brief

information about what to expect after liposuctisargery in terms of bleeding,

swelling, bruising, pain, dressings, and generdbrmation about postoperative

activity and eating. Ms A was advised that, after abdominoplasty, she would need
to wear the binder for three days, without removiinfpr any reason, then continue
wearing the binder for three weeks, removing iydaltake a shower.

On 23 June 2005, Ms A returned to the Centre teergaliposuction surgery. There
is no record of any preoperative discussion betwde® and Dr B directly before the
surgery, but Ms A recalls that Dr B advised thatbeld only remove a maximum of
five litres of fat, because any more would be damge in a day-stay centre. Ms A
said that Dr B reassured her that five litres “wblle enough”. Ms A was
anaesthetised by Dr D. Dr B removed 1770 ml offfain her upper abdomen and
hips. The start and finish times for the surgesy @t recorded in the Centreal notes.
Ms A was discharged at 4pm, and was reported o b@nimal pain with no nausea
or bleeding.

Ms A returned home the next day, and her genegdtitioner, Dr E, removed her
stitches on 30 June 2005.

On 4 August, Ms A attended her six-week postopezatippointment with Dr B. He
took photographs of her abdomen and hips, and rnb&gdalthough her wounds were
settling and there had been “some reduction innaely Ms A had a large skin excess
in her lower abdomen, and still required an abdomigsty.

Abdominoplasty surgery

On 19 January 2006, Ms A contacted Ms C to arrdog@bdominoplasty surgery,

and she was booked in for surgery on 30 March. Mm§&ted Ms A a promotional

brochure about abdominoplasty surgery, and a letiefirming the surgery date and
the cost of the procedure, and outlining paymenthoas. Ms C also enclosed a
prescription for antibiotics and a pathology reqdesn for blood tests.
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On 30 March, Ms A arrived at the Centre, and Dr Befty went over the

abdominoplasty procedure and postoperative carb wir. The purpose of this
discussion was to review the information presentieding the 31 May 2005
consultation. Ms A and Dr B then signed the congemh and Dr B performed the
abdominoplasty. Ms A was anaesthetised by Dr D. §the and finish times for the
surgery were not recorded in the Centreal note®3 bited the binder around Ms A’s
abdomen after performing the operation.

Ms A was discharged at 3pm, after approximately foaurs’ recovery, having been
told to telephone Ms C or Dr B if she had conceMs.A spent the night at a local
motel. At approximately 8pm, Ms A experienced aellérom her umbilical wourid
and telephoned Ms C, who promptly attended hehatniotel. Ms C applied more
dressings, but did not think that the bleed wasi@ant, and Ms A was not overly
concerned. Ms C telephoned Dr B to check that rehvagpy with her management of
Ms A’s bleed, and maintained contact with Ms A tigbout the night. Ms C saw Ms
A at approximately 7:30am, on her way to the Ceraral confirmed that Ms A was
happy to wait until 10am to see Dr B for her fipsistoperative assessment.

At 10am, Dr B assessed Ms A. He removed her biaddrdressing, and did not note
any fresh bleeding. He re-sutured the umbilical mebthat had bled overnight. Dr B
redressed the abdominoplasty wound and reapplestittder.

Ms A returned to her home to recover. Her GP, Drelyoved her sutures on 8 April
2006. Ms A contacted Ms C on 10 April 2006 and regab that her wounds were
healing well. She was to see Dr B for her secorstgperative assessment on 4 May
2006, although she was told to telephone earlighéf had concerns.

Postoperative care and follow-up surgery

On 20 April, Ms A telephoned Ms C because shetfelt her abdomen was swollen
and bloated, especially when she took the bindeMx C told Ms A to keep wearing
the binder and to telephone her again if she wasaroed.

On 4 May, Ms A attended her second postoperatigesasnent with Dr B. He
documented in the Centreal notes that the wound heading “excellently” and,
although Ms A’s lower abdomen was swollen, he cawdtl feel any free fluid, and
believed that the problem would resolve. Dr B aedisiDC that “she clearly had
developed a haematoma”. However, Ms A states tha Ddid not tell me exactly
what it was”. Dr B told Ms A to continue wearingetiinder, and that he would see
her for her third, and final, postoperative assesgrm four months’ time.

Ms A continued to wear the binder as instructed, thhe swelling in her lower
abdomen did not resolve. Ms A recalls that sheptedaed Ms C on 21 or 22 May to

% The umbilical wound is created when the surgedoceges the umbilicus to a more natural position
following abdominoplasty.
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complain about the abdominal swelling and was tbht it was caused by a “blood
clot”.

On 26 May, Ms A consulted her GP about the swellige immediately diagnosed a
large haematoma in Ms A’s lower abdomen and coedialbts C and told her that she
thought the haematoma was enlarging, rather thdcheg. Dr E stated:

“I was somewhat horrified at the state of the haema that was evident, and
rang [Dr B’s] nurse myself. She was reluctant tonoat to anything, but |
absolutely insisted, during the phone call, tha¢ thituation was most
unsatisfactory and that [Dr B] was obliged to d&ls [A] as soon as possible,
to attend to the haematoma.”

Later that day, Dr E referred Ms A for an ultrasdua confirm that the swelling was a
haematoma. Ms C contacted Ms A to advise her thratEDwas organising an
ultrasound, and booked an appointment with Dr B duine 2006.

On 29 May, Ms A had an abdominal ultrasound andrépert was received by the
Centre that afternoon. Ms C telephoned Ms A to iconher appointment on 6 June,
and booked her in for surgery on 7 June (Dr B keliethat further surgery would be
necessary).

On 6 June, Dr B assessed Ms A. He found her to hadaege haematoma from her
umbilicus to her pubic area. Dr B consulted Dr fovadvised that the haematoma
could be aspirated by liposuctiddr B recommended liposuction of the haematoma
to Ms A, but cautioned her that the lump would dstappear altogether, and open
surgery might be required. Ms A consented to thegyesy, and Dr B took blood
samples and photographs, and prescribed an antibiot

On 7 June, Dr B performed the liposuction procedaraspirate Ms A’s abdominal
haematoma. She was again anaesthetised by Dr Dstatieand finish times for the
surgery were not recorded in the Centreal notesAMgas discharged at 1pm and
provided with a “Lipo Post-Op Care” form, which askd her to take pain relief as
required, and to wear her binder continuously foe¢ days, then for a further three
weeks removing it only for showers. Following areuantful night, Ms A returned
home to recover. Ms C documented “to talk to hett weeek” in Ms A’s clinical
notes on 7 June, but no further discussion tookepla

On 6 July, Ms A consulted Dr E because fluid hagiragollected in her abdomen. Dr
E advised Ms A that she would have to consult xBut it, and recorded that Ms A
was “really despondent” about her ongoing problems.

“ Dr F stated that the use of “liposuction techngjue aspirate haematomas is standard practice.
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Ms A returned to Dr B on 24 July with a recurren¢¢he haematoma. He advised her
to undergo open surgery to excise the haematomaletety, and booked her for
surgery on 11 August.

On 3 August, Ms A sought a second opinion from DraGlastic and reconstructive
surgeon. Dr G wrote to Dr B on 4 August, notingttha (Dr B) was planning to
surgically remove the haematoma. Dr G advised‘th#é situation is best treated by
opening the seroma/haematoma, obliteration of thiésvand multiple quilting sutures
with a drain being left in for some days to ensuwdurther collection develops”.

Dr B performed the excision surgery on 11 August &r D provided anaesthesia.
The start and finish times were not recorded. Bidtes that he did not receive Dr G’s
letter until after the surgery, and that he “didtpr much as [Dr G] suggested ... other
than the quilting sutures”. Dr B inserted a drdint it was removed by Ms C the next
day so that Ms A could return homelthough Ms C advised Ms A to leave her
abdominal binder in place for at least three dBs A left it in place for a week. Ms
A was not provided with any other postoperativeinfation, and Dr B did not send
Dr E any report on the surgery.

Ms A telephoned Ms C on 12 and 14 August and regdathat there was no pain or
oozing from her wounds, and no fluid build-up i leever abdomen.

On 22 August, Ms A contacted Ms C to report tha Bad removed the binder, and
had no problems with swelling or recurrence of hla@matoma. However, two days
later Ms A contacted Dr B to report that she hacblection of fluid in her lower
abdomen. Dr B arranged for her to return on 28 Auga have the fluid aspirated
with a liposuction cannula. Although Dr B reportibat he removed 900 ml of fluid,
there is no record of any discussion about theesyrgnd no signed consent form. Dr
B advised HDC that he “expected the fluid remowahiiow the internal raw surfaces
to appose each other and become adherent, thtsratitig the space”.

Ms A telephoned Dr B on 8 September to report abdahswelling. He reassured her
that some swelling was to be expected as she healddt would most likely resolve
if she continued to wear the abdominal binder.

On 22 September, Ms A contacted Ms C because ldenan was very swollen, and
she thought it would require draining. Ms C madeppointment for Ms A to see Dr
B on 26 September. Although Dr B did not recordiagdosis, he unsuccessfully
attempted to aspirate fluid from Ms A’s abdomerq agferred her for an ultrasound
to confirm recurrence of the haematoma. Dr B advists A that the haematoma
would likely resolve over time.

® | note that Dr G had recommended to Dr B (in biter of 4 August) that a drain be “left in place
some days”.
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An ultrasound scan on 29 September confirmed amatihaematoma, which did not
resolve over the next three weeks. On 16 OctobeB Elephoned Ms A, who said
that she wanted to have the haematoma excisedwastunable to afford the
anaesthetic fees. Dr B telephoned Ms A on 18 Octaeinel agreed to cover the
anaesthetic fees. Ms A was booked for the excisiogery on 9 November. There is
no record of Dr B examining Ms A before booking thergery, or discussing
treatment options with her.

On 9 November, Ms A returned to the Centre andeslga consent form directly
before the surgery. Dr D again provided anaesthBsi8 excised the haematoma and
inserted a suction drain to remove fluid from tihéterated space.

Ms A stayed overnight and returned home on 10 Ndeznfollowing a postoperative

assessment by Dr B. Later that day, Dr B documetiiatt Ms A had pierced the

drainage tube with a safety pin, causing a leakl@s&lof suction. Dr B noted: “Check
tomorrow — if minimal drainage, remove drain.” Hovee, Dr B advised HDC that

he did not know that the drain had been piercedB [@did not attempt to remedy Ms

A’s punctured drain and she was attended by thealisursing service on 11 and 13
November. On 13 November, the district nurse tedaepld Dr B, and he advised her to
remove Ms A’s drain because it was no longer dngjiiuid.

Ms A contacted Ms C on 27 November because shecaaserned about swelling.
Ms C assured her that some swelling was to be ¢xgdollowing surgery. The
swelling resolved over the next few months.

Dissatisfaction and complaint

Although Ms A did not suffer a recurrence of theefmatoma, she was dissatisfied
with the results of her abdominoplasty. At her |asstoperative appointment with Dr
B on 20 February 2007, Ms A expressed her dissatish to Dr B. He told her to
wait for at least six months before further surg&y B did not accept responsibility
for her complications or unsatisfactory resultsjohhe believes he dealt with in an
“accepted orthodox way”.

Ms A sent Dr B a letter of complaint on 21 MarctheScomplained that Dr B was
slow to respond to her complications and was arth@teher for seeking a second
opinion from Dr G. Ms A sought a refund to covee ttost of all her surgery and
related expenses. Ms A stated:

“You made me feel like an inconvenience, and a g#in.. This has been a
harrowing journey for me.”

Dr B responded on 23 March. He stated that he lesgponded promptly and
appropriately to Ms A’s complications, and was maonoyed at her for seeking a
second opinion. Dr B stated that the loose skiM$nA’s lower abdomen was normal,
and not related to the haematomas. He apologisgdytu felt | treated you like a
‘whinger” and explained that “it was the probleinsas frustrated with, not you”.
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Ms A found Dr B’s explanations unacceptable and glamed to HDC on 7 May
2007.

Subsequent events

ACC

On 13 July 2007, ACC accepted Ms A’s claim that slae suffered a treatment
injury. ACC accepted the claim, citing independenpert advice from Dr Sally
Langley, a plastic and reconstructive surgeon. &rdley advised:

“[Ms A’s] large weight is a contributing factor toer complications. Ideally
[Dr B] should have advised weight loss first. Thisraot mention of screening
for bleeding tendencies. ... Some measures come been taken early on to
decrease the risk of this occurring namely: insarof 2 probably large bore
suction or dependent drains; hospitalisation fes rge abdominoplasty in a
patient who is obese, quilting of the deep surfaicthe fat to the fasclaand
muscle.”

Medical Council of New Zealand

On 12 June 2007, HDC notified the Medical Coundil New Zealand of the
investigation of Ms A’s complaint against Dr B. September 2007, Dr B agreed to a
voluntary undertaking not to perform any abdomiagpl procedures until the
outcome of this investigation is reported to theu@sl. In November 2007, Dr B
advised the Council that Dr F was willing to supsevany abdominoplasty procedures
he wished to perform. Dr F clarified that Dr B waubnly be allowed to perform
abdominoplasty procedures that were supervisecapptbved by him, both in terms
of preoperative (including assessment/selection)l gnostoperative care. This
arrangement was accepted by the Council.

Dr F

Dr F continues to support Dr B in a collegial relaship, although he has withdrawn
his support for Dr B performing advanced procedur@xluding complex
abdominoplasty.

In relation to Ms A’s surgery, Dr F stated:

“The choice of procedure for this patient coulddogicised from the beginning,
in fact | believe that this is the root cause @& tlutcome [Ms A] has. A two-stage
procedure [such as Dr B performed] at an outpabemlay case basis, is unlikely
to treat the complex issues of appearance of [M$ tink ...”

DrB
Dr B has made a number of changes to his pragctitight of this case, and following
discussion with Dr F. He now includes quilting setiand the use of drains as part of

® Scarpa’s fascia is a strong connective tissubdridwer abdominal wall.
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his decision-making, and routinely sutures Scarf@sgia, to reduce tension on the
skin and scar.

Dr B has reviewed the type of surgery he perforars] has voluntarily ceased
performing abdominoplasty surgery. If he resumedoabnoplasty surgery in the
future, he does not intend ever again to perforaoabnoplasty surgery on patients
with a BMI greater than 30. Dr B stated that he lbemome more vigilant in screening
patients, and has developed a lower threshold dérning patients to specialist
practitioners.

Response to Provisional Opinion

The majority of the parties’ comments on my promisl opinion have been
incorporated into the previous section. Remainmmments are outlined below:

Ms A

Ms A believes that some procedures and telephon&cis were not recorded in her
notes. Ms A recalls that she underwent an additiasiration procedure between 28
August and 26 September 2006, and that many tehepballs to Ms C were not
recorded.

DrB

Dr B noted that he has practised cosmetic surgaryover 10 years without any
serious complaint about his surgery (prior to Ms Aase) and attributes the lack of
complaints “in large part to [being] a very caredld caring practitioner”.

Dr B does not accept that Ms A was not a suitalbledate for liposuction, and
provided anecdotal reports of satisfactory resbhshad achieved for other obese
patients. He also disputes the conclusion that Mga& not a suitable candidate for
abdominoplasty, and that bariatric and/or apromagt@rocedures may have been
more beneficial for her.

Dr B maintains that he used appropriate haemostaid surgical techniques in
treating Ms A:

“The late development of the haematoma tells againdeing caused by
inadequate haemostasis ... | feel very strongly thatuse of diathermy alone
does not imply a substandard surgical technique.
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[It is] Dr Glasson’s view that | had ‘a lack of appiation’ of the principle of
dead space minimization. That is absolutely inatrrdn appreciation of this
principle is precisely why | use a binder.”

Dr B does not accept that the remedial aspiratimh excisions were not carried out
with reasonable care and skill.

Although Dr B accepts that his discussions with Mswere not adequately
documented, and that his written records were mhoanoappropriate standard, he
believes that Ms A was provided with adequate mfation to give informed consent
for the liposuction and abdominoplasty surgery, suosequent procedures.

Code of Health and Disability Services Consumers’ ights

The following Rights in the Code of Health and Ditity Services Consumers’
Rights are applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

(1) Every consumer has the right to have services geavivith reasonable care and
skill.

(2) Every consumer has the right to have services geavihat comply with legal,
professional, ethical, and other relevant standards

(4) Every consumer has the right to have services gemviin a manner that
minimises the potential harm to, and optimises thmlity of life of, that
consumer.

(5) Every consumer has the right to co-operation amprayiders to ensure quality
and continuity of services.

RIGHT 6
Right to be Fully Informed

(1) Every consumer has the right to the informationt thaeasonable consumer, in
that consumer’s circumstances, would expect toivecencluding —
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(b) An explanation of the options available, includiag assessment of the
expected risks, side effects, benefits, and cbsigah option; ...

RIGHT 7

Right to Make an Informed Choice and Give Inforr@emsent

(1) Services may be provided to a consumer only ifecbasumer makes an informed
choice and gives informed consent, except whereeaagtment, or the common
law, or any other provision of this Code providéiseswise.

Other relevant standards

The Medical Council of New Zealand’s publicati@ood medical practice, A guide
for doctors(2004) states:

1. Patients are entitled to good standards of rakdiare. The domains of
competence that follow are medical care, commuioicatcollaboration,
management, scholarship and professionalism.

Medical care

Good clinical care

2. Good clinical care must include:

an adequate assessment of the patient’s condiased on the history
and clinical signs and an appropriate examination

providing or arranging investigations or treatmehen necessary
taking suitable and prompt action when necessary

referring the patient to another practitioner, wiredicated.

3. In providing care you must:

recognise and work within the limits of your congete:

know what you do not know or cannot do capably.

be willing to consult colleagues.

keep clear, accurate and contemporaneous patienitdeethat report
the relevant clinical findings, the decisions matie,information given
to patients and any drugs and other treatment ipipesic

keep colleagues well informed when sharing the chpatients.
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Opinion: Breach — Dr B

Introduction

The Medical Council of New Zealand does not recegntosmetic surgery as a
discrete vocational branch. The nearest equivalenplastic and reconstructive
surgery, which is a subspecialty of surgery recegphiby the Royal Australasian
College of Surgeons. In case 00HDC10159 (25 Maf®dBp | discussed the lack of
guidelines for cosmetic surgery in New Zealand.ti#dt time, the Medical Council

recommended that all invasive cosmetic surgeryquaores (such as liposuction) be
undertaken by a vocationally registered plastic amcbnstructive surgeon. As a
consequence, | recommended that any practitiongiorpgng invasive cosmetic

surgical procedures should explain to patients:

1. that the Medical Council recommends that the promedbe undertaken by a
plastic and reconstructive surgeon,;

2. the extent of their registration; and

3. their relevant qualifications and experience peniog invasive cosmetic
procedures.

In October 2007, after Dr B had operated on Msh&, Medical Council published a
Statement on Cosmetic Procedures, which statedatisairgical cosmetic procedure
may be performed:

“by a doctor registered in a relevant vocationaipgcof practice, who has the
necessary training, expertise and experience d.wdrose competence in the
procedure has been independently assessed”.

However, the Council goes on to state:

“A doctor who is not registered in an appropriateational scope of practice

may also perform a [surgical cosmetic] proceduteeifor she is in a collegial

relationship with a doctor registered in the appaip vocational scope and
that colleague is satisfied that the doctor’s tregris appropriate and he or she
is competent to perform the procedure.”

Although Dr B is a general surgeon practising cdgmauirgery, in his promotional
brochure, he advises patients he incorporatedipkstgery as part of his training

| do not believe that the general public can beeetgal to understand the distinction
between a general surgeon practising cosmetic isurgend a plastic and
reconstructive surgeon practising cosmetic plasiigery, particularly given the lack
of clear guidelines at the time Ms A sought treatm&he natural implication from
his advertising is that Dr B specialises in cosmstirgery, including liposuction and
abdominoplasty, and that he has the appropriatifiqagons to do so.
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Expert advice

While a doctor with a general surgery scope of figaamay be able to perform the
procedures undertaken by Dr B, the degree of akil care expected when doing so is
the same as if the procedure were performed by @odawith a plastic and
reconstructive surgery scope of practice. Accoilging sought advice from Dr
Glasson, a plastic and reconstructive surgeon whexperienced in liposuction and
abdominoplasty.

Standard of care

Preoperative assessment — liposuction and abdonaisiyp

When assessing Ms A’s suitability for cosmetic abdwal surgery it was important to

take into account that she was obese, with sigmfiexcess fat over her abdomen,
hips, lower back and upper buttocks. At the preaipex consultation on 31 May

2005, Dr B advised Ms A that best results couldastieved if she underwent

liposuction of the upper abdomen and hips befor@dréormed an abdominoplasty.

Dr B also advised Ms A that he occasionally fouhdt tiposuction alone produced

satisfactory results and, while she could not ekfes, it might happen.

Dr Glasson advised that the use of liposuction B1Ak case was “fruitless”, and an
abdominoplasty was not a suitable procedure for Mer A’s obesity significantly

reduced the benefits of cosmetic body shaping syrgend Dr B could not have
reasonably expected good results from the propssegery. Dr Glasson advised:
“The limitations of liposuction and abdominoplasty obese patients is common
knowledge in Plastic Surgery ... [Dr B] should héween aware of [this].”

The New Zealand Association of Plastic, Reconstracnd Aesthetic Surgeons
advises that “individuals are poor candidates ifmoduction if they weigh over 15kg
above their medically defined ideal body weightls A was 37 kilograms over her
maximum healthy weight of 81 kilograrfis.

Dr Glasson advised that Ms A should have been nméor of more suitable
alternatives, and encouraged to lose weight. Ds<ala stated:

“Patients with high BMI should be advised about timportance of weight
loss for health and to maximise the benefits ofswy. Patients with high BMI
should also be advised about weight loss surgeayiafoic surgery), which
may be more beneficial to them.”

Dr Glasson believed that, at the most, Dr B cou&lehoffered to perform an
apronectomy, where the redundant lower abdominkisroemoved. An apronectomy

" “Liposuction — a guide for patients” — a pamphpetblished by Mi-tech publishing and distributed
by the New Zealand Association of Plastic, Recawsitre and Aesthetic Surgeons to its members.

8 A 180cm woman who weighs 81kg has a BMI of 25.ealthy BMI is 18.5 to 25.
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would have assisted Ms A to exercise, and is agwativith fewer complications than
abdominoplasty.

Dr B does not accept that Ms A was not a suitabledlate for liposuction and
abdominoplasty surgery, noting that he has perfdrmgosuction and/or
abdominoplasty on many large patients, with acddptaesults. Nevertheless, |
consider that recommending liposuction and abdopiasty to Ms A, and
anticipating reasonable benefit from the proceduseswed poor judgement on Dr
B’s part, and that Ms A was not a good candidatdiposuction and abdominoplasty.

Operative technique — abdominoplasty

When performing the abdominoplasty, Dr B shouldehtaken Ms A’s obesity into
account, particularly with a view to controllingelelding (haemostasis). Dr B’s
operation record states that he maintained “haexsisswith diathermy®, but Dr
Glasson advised that thimay have been insufficient to control the bleeding. He
stated:

“Haemostasis usually requires a combination ofhdiahy and ligation or the

tying off of blood vessels. ... There are usuatiyne large vessels to control
during the ... operation, and these require ligata ensure control. In obese
patients, these perforator vessels may be larger tlormal, with greater need
for ligation technique.”

In addition to the exclusive use of diathermy, Ddi not perform other aspects of
the surgery with adequate skill. In particular,die not use quilting sutures to limit
the dead space created by removal of skin and diatuse drains to remove
accumulating fluid, or suture the superficial fasciDr G had specifically

recommended to Dr B that he use “multiple quiltsugures with a drain being left in
place for some days to ensure no further collead@relops”.

Dr Glasson noted that the use of quilting sutures @ drain are especially important
in obese patients. Although Dr B used a binder étp hminimise dead space, Dr
Glasson did not consider this sufficient. He ad¥ise

“[A]ln important principle of surgery is the prevem of dead space, where
collections can occur. To close an abdominoplagiyout quilting sutures and
drains shows a lack of appreciation of that prilecip

Dr B maintains that he used appropriate haemossait surgical techniques when
operating on Ms A and that her haematoma was trdiwttble to technical failure.

It is not possible to determine exactly when therhatoma was formed, or what
caused it. However, | am left with the overall imgsion that Dr B’'s operative

° Diathermy involves cauterising and sealing bloedsels to stop bleeding.
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technique in performing the abdominoplasty surgemy Ms A did not minimise
potential harm to her, and increased the likelihobgostoperative complications.

Postoperative management

During the night after the abdominoplasty surgéng A suffered a postoperative
bleed, which was appropriately managed by Dr B &sl C. However, Ms A
subsequently developed a haematoma in her lowesnadxa, and this complication
was poorly managed by Dr B.

Five weeks after the abdominoplasty, Ms A attenalgmbstoperative appointment at
which Dr B recorded significant swelling in her lemabdomen without free fluid, and
recommended that she continue wearing the binder.stheduled a follow-up
appointment in four months’ time. Dr B advised HD@at “[Ms A] clearly had
developed a haematoma ... | explained how a haemaat® caused and the reason |
expected it to resorb...”. However, Dr B did notk@any reference to a haematoma in
the Centreal notes, and Ms A complained that he fidit tell me exactly what it was”.

Dr Glasson advised that Dr B should have referresl Mfor an ultrasound to
investigate the swelling, regardless of whetherdemgnised it to be a haematoma,
and appropriate treatment should have been commenmoeediately. Dr B’s plan to
continue with the binder and review in four monthishe was “inadequate”. Dr
Glasson stated:

“In my opinion, postoperative complications werd meell managed. ... The
key error occurred at the visit five weeks afted@mninoplasty. ... If [Dr B]
had recognised the problem, and intervened atsthge, the haematoma may
well have been successfully managed. He did not[sisdA] had recurrent
problems requiring multiple procedures.”

Dr B failed to investigate Ms A’s abdominal swetjior provide appropriate treatment
for the haematoma. Even if Dr B genuinely beliewkdt the haematoma would
resolve on its own, four months was far too longadollow-up appointment to assess
the effectiveness of his treatment plan.

Although Dr B did consult Dr F on how best to maa&fs A’'s haematoma, he did so
at nine weeks postoperatively, and only after Ms &P had arranged for an
ultrasound and telephoned Dr B to insist that leeMg A to reassess the haematoma.

Dr B went on to perform two aspirations and two isln surgeries on Ms A’s
recurrent haematoma between June and November Z866e procedures were also
performed without adequate care and skill. Dr Bldawt reasonably have expected
aspiration alone to treat a large chronic haematdfeadid not use quilting sutures to
close the cavity after each excision, and his disedrain was very brief. Dr Glasson
advised:

“Aspiration of a chronic haematoma is unlikely tmnk, and the excision
omitted good control of dead space.”
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| conclude that Dr B failed to appropriately mandg A’'s recurrent haematoma. His
failure to provide adequate and timely treatment owly contributed to Ms A’s
unsatisfactory end result, but also led to her tgmiag unnecessary anaesthesia and
surgery, which carried additional risks becauskearfweight.

Conclusion
In my opinion Dr B was ill advised to perform lipaion or abdominoplasty surgery
on Ms A. There were problems with his operativehtégue for the abdominoplasty,
and he did not manage Ms A’s postoperative comipdica appropriately. As noted by
Dr Glasson:

“[Dr B] did not provide an appropriate standardcafe that could be expected
of a doctor who is a registered General Surgeon prhotices exclusively in
Cosmetic Surgery ... | consider the failure to mbet standard of care was
major.”

In these circumstances, Dr B breached Rights 4(2),and 4(4) of the Code.

Information

Under Right 6(1)(b) of the Code, every consumerthagight to the information that

a reasonable consumer, in that person’s circumssangould expect to receive,

including an explanation of the options availabiel @ssociated risks and benefits.
Right 7(1) provides that services may be provided tonsumer only if that consumer
makes an informed choice and gives informed consent

Preoperative information — liposuction and abdonpiasty

Ms A and Dr B briefly discussed liposuction and améhoplasty surgery in October
2004, when Ms A underwent cosmetic surgery. Ms 1@ ker information sheets and
brochures about liposuction in April 2005, and seirhilar information about
abdominoplasty surgery in January 2006. The inftionasheets provided only
general information about pre- and postoperativieoagiments and costs, and the
brochures were promotional, rather than informatiione of the information
discussed risks or limitations of the surgery.

Dr B first met with Ms A to discuss liposuction aatidominoplasty surgery on 31
May 2005. Dr B’s notes from that consultation dd record detailed information
about the possible risks and postoperative contmita associated with liposuction
and abdominoplasty surgery. Although the consemh ffor liposuction, signed that
day, contains information on general risks assediatith liposuction, it does not
mention any limitations or possible disappointmerth the end result. The consent
form for abdominoplasty surgery, signed 30 MarcB&Gstates only that “the nature
of the operation has been explained to me along thé expected results and possible
unexpected effects”.

Dr B stated that he provided Ms A with a generadadiption of liposuction and
abdominoplasty surgery during the consultation &nM&ay 2005, and information
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about known risks and complications of the procesdluThere is no indication that Dr
B provided information specific to Ms A’s charagstics, in particular that her

obesity would significantly limit the cosmetic rdtsaf liposuction and tummy tuck,

increase the risks involved in surgery, and makentwe vulnerable to postoperative
complications. Nor did Dr B tell Ms A (as he latmvised HDC) that “the results of
the procedure are somewhat inconsistent”.

Dr B also failed to discuss other surgical and sorgical options for improving the
appearance of Ms A’s hips and abdomen. Dr B shioale offered advice on diet and
exercise, and discussed the benefits of weight Idesiatric) surgery and/or
apronectomy. Instead, he limited the discussednea options to the proposed
surgery.

Preoperative information — remedial aspiration aacision

On 6 June 2006, Dr B met Ms A for a preoperativesodtation before aspirating the
haematoma. Although Dr B did document a discussioih Ms A about the
possibility that she might require open surgergxoise the haematoma if liposuction
aspiration was ineffective, there is no record af aliscussion about risks and
complications associated with the surgery. The eohform, which was signed by Ms
A and Dr B on 6 June, was a standard consent famligosuction, rather than
aspiration, and did not contain appropriate infdrareabout the nature of the surgery,
risks and alternatives.

On 11 August 2006, Dr B excised Ms A’s abdominarhatoma. He did not record
any preoperative consultation, although Ms A didnsia consent form for the
operation in the morning. The consent form stdt€ee nature of the operation has
been explained to me along with the expected esaid possible unexpected
effects.” However, there is no record that Ms A wagvided with this information,
and she does not recall such a discussion.

Ms A suffered another collection of fluid, which svarained on 28 August 2006.
Although Dr B recorded that 900ml of fluid was e from Ms A’s abdomen, he
did not document any discussion about the proceaiutigat he obtained consent from
Ms A.

On 26 September 2006 Dr B unsuccessfully attemjatebtain further fluid from Ms
A’s abdomen. Again, there is no record of any discan with Ms A, or evidence that
he obtained her consent for the procedure.

The haematoma did not resolve over the next thessksy and on 9 November 2006,
Dr B performed another excision. Ms A signed a eah$orm on the morning of the
surgery, but it merely stated that “[tjhe naturelw# operation has been explained to
me along with the expected results and possiblepewed effects”. The Centreal
notes do not document any preoperative discussbmden Ms A and Dr B when she
could have been provided with this information, asitte does not recall such a
discussion.
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Overall, 1 am not convinced that Dr B adequatelylaxed the nature of the
aspiration and excision surgeries to Ms A, or dised the risks and possible side
effects associated with both.

Conclusion

In his response to my provisional opinion, Dr B gqued that he did not clearly
document his preoperative discussions with Ms At advised that he spends
“considerable time with patients to clarify whatkising proposed, how it is done,
what results can be expected, and what are pdteetative effects or problems with
the proposed management”. However, Ms A does ruallrany detailed discussion
prior to the liposuction and abdominoplasty surgerythe remedial aspiration and
excision procedures. In relation to Dr B’s clairhepte the comment of Baragwanath
J in Patient A v Health Board ¥ that it is through the medical record that doctors
have the power to produce definitive proof of aipaftar matter.

In the absence of any documentation to support’®cRims, | remain of the opinion
that Dr B did not provide Ms A with adequate infatmon to make an informed
choice or give informed consent for the liposuctama abdominoplasty surgery or the
remedial aspiration and excision procedures, aaddbred Rights 6(1) and 7(1) of the
Code.

Documentation

Ms C’s entries in the Centreal notes are thorougl descriptive, and clearly
document her interactions with Ms A. In contrast,BEXs clinical notes are very brief
and do not contain sufficient detail to justify hections or substantiate his
retrospective account.

Dr B advised HDC that he discussed Ms A’s propodgmbsuction and
abdominoplasty surgery in detail at the 31 May 20&&nsultation, yet his
contemporaneous notes do not reflect this. Dr Baudhentation for the preoperative
consultation consist of a single-sided sheet extitfLiposuction Preoperative
Consultation” with a diagram marked “V large XS #dit areas”, indicating the upper
and lower abdomen, hips, lower back and upper tkgtoand a list of matters to be
discussed’ Another page is headed “pre-op” and includes & ‘eonsent, bloods,
photos, corset, prescript[ion]: doxycycline”.

While Dr B placed a tick next to each item in thstsl to indicate that he covered them
during the consultation, he failed to record thawalcdiscussion he had with Ms A,
and did not document any discussion specificalyualbhe abdominoplasty surgery.

In his response to my provisional opinion, Dr Bietia

9 patient A v Health Board ¥High Court Blenheim CIV-2003-406-14, 15 March 200

! The matters listed were: Time off; Mobility; Paiysaesthesia; Swelling; Bruising; Scars; Waves;
Adhesive Dressing; Supportive Garments; Dimple#.G/
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“l accept that my notes need to be more detailedngure that my records
support the assertion that patients do have allnfoemation they require to
make an informed [choice]. | now do this by recogdin more detail what |
discuss.”

Dr B advised HDC that at the five-week postoperm@ppointment of 4 May 2006
“IMs A] had clearly developed a haematoma”, andt tha provided her with a
thorough explanation of her condition and his psegub treatment plan. However,
neither the diagnosis nor his discussion with M&as recorded in the Centreal notes.

Dr B failed to record other important details in M& clinical notes. He did not

document that she was obese with a body mass wfd&&.4, and did not record start
or stop times for any of the operations, or thegllerof time spent in postoperative
recovery before discharge. Dr B also did not ph@tplg Ms A’s abdomen at the final
consultation on 20 February 2007.

In summary, Dr B did not keep clear, accurate andeamporaneous patient records of
the standard expected of a registered doctor, esatbed Right 4(2) of the Code.

Care co-ordination

Right 4(5) of the Code states that every consurasrthe right to cooperation among
providers to ensure quality and continuity of seegi In practice, this means that
patient care should be well coordinated betweenigeos.

After the first consultation, on 31 May 2005, DisBould have made contact with Ms
A’s GP, Dr E, to check the information Ms A had yided about her past health,
medications, attempts at weight loss, and whetheret were any physical or
psychological contraindications to the proposeddigction and abdominoplasty.

Although Dr E removed Ms A’s sutures following thkposuction and
abdominoplasty, and became very involved in mampgimer postoperative
complications following the abdominoplasty, Dr Bddnot write to her after each
surgery, or update her on his management of Mge€srrent haematoma.

Dr B did not write to Dr E until 15 June 2087.

A surgeon should always report to a patient's GPaog surgery performed and
necessary follow-up. As noted by Dr Glasson, “Comitation is important,
especially when difficulties may be anticipatedhnéin obese patient.” The fact that
Ms A and her GP were in one city, whereas Dr B wasnother, made timely
reporting by Dr B all the more important.

In this case, Dr B did not communicate with Dr Eettsure quality and continuity of
care for Ms A, and accordingly breached Right 4f&he Code.

2 pr B was notified of this investigation by leti@ated 12 June 2007.
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Non-referral to Director of Proceedings

The significant shortcomings in the care and infation Dr B provided to Ms A,
leading to findings that he breached the Code,gs#te¢e consideration of whether he
should be referred to the Director of Proceedings possible disciplinary
proceedings.

On balance, | have decided not to refer Dr B toDivector of Proceedings. | have
taken into account that Ms A’s primary concernasgublic safety, and that Dr B has
voluntarily restricted his practice to cease periiog abdominoplasty surgery. In my
view, the public interest will be best served bydimoy Dr B accountable for breaching
the Code, and referring him to the Medical Courmil New Zealand with a

recommendation that his competence be reviewedamonymised version of this
report will be placed on the HDC website, and ayamgming Dr B will be sent to the
Royal Australasian College of Surgeons. Little maeveuld be achieved by the
additional step of disciplinary proceedings.

Recommendation

I recommend that Dr B comply with the Medical Coilinaf New Zealand’s
“Statement on cosmetic procedures” (October 200%)d future practice.

Follow-up actions

» Dr B will be referred to the Medical Council of Nexrealand in accordance with
section 45(2)(b) of the Health and Disability Coraginer Act 1994, with a
recommendation that the Council consider whethrevgw of Dr B’s competence
is warranted.

* A copy of this report will be sent to the Medicab@cil of New Zealand, to Dr F
and the Royal Australasian College of Surgeons.

* A copy of this report, with details identifying thparties removed, except for the
name of my expert advisor, will be placed on thealte and Disability
Commissioner website, www.hdc.org, fiar educational purposes.
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Appendix A

Independent advice to Commissioner
The following expert advice was obtained from DwdaGlasson:

“I have been asked to provide an opinion to the @@sioner on case number
07/07867. | have read and agree to follow the Cauiminer's guidelines for
Independent Advisors.

My gqualifications:
MB ChB Otago 1978, and FRACS (Plastic) 1987.

| have practised as a registered specialist Pl&strgeon in Wellington since
1988. | worked as a part time consultant at theligbn Regional Plastic
Surgery Unit from 1988-2005. | have had a privatciice since 1988, and
have been in full time private practice since 2Q0%ave a broad experience in
Plastic and Reconstructive Surgery, and am veryliEanwith many cosmetic
procedures including liposuction and abdominoplaskjy Continuing
Professional Development Program in Plastic andR&cuctive Surgery with
the RACS is current.

My referral instructions from the Commissioner are:

Purpose
To provide independent surgical advice to assestGbhmmissioner to form an
opinion on whether [Dr B] provided an appropridinslard of care to [Ms A].

Complaint
The following issue is subject to investigation:

* The adequacy of information and appropriatenessacd [Dr B] provided
to [Ms A] from April 2005 to 20 February 2007.

Expert Advice Required

To advise the Commissioner whether, in your probess opinion the care
provided to [Ms A] from April 2005 to 20 Februar@@7, by [Dr B] was of an
appropriate standard. In particular:

1. Please comment generally on the standard of caseded to [Ms A] by
[Dr B] from April 2005 to 20 February 2007.

2. What standards apply in this case? Were thoseatasdomplied with?

If not covered above, please comment on the foligwi
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3. Did [Dr B] provide [Ms A] with adequate informatioto make an
informed decision to undergo liposuction and abdmpiasty? If not, what
information should have been provided?

4. Did [Dr B] provide [Ms A] with appropriate treatmefor her condition?

5. Did [Dr B] perform the liposuction, abdominoplastgnd remedial
procedures with adequate care and skill?

6. Did [Dr B] appropriately manage [Ms A’s] postopevatcomplications? If
not, what should have been done?

7. Are there any aspects of the care provided to [M&A[Dr B] that you
consider warrant additional comment?

If, in answering any of the above questions, yolielse that [Dr B] did not
provide an appropriate standard of care, pleaseated the severity of his
departure from that standard.

To assist you on this last point, | note that s@axjgerts approach the question
by considering whether the provider's peers woulklwthe conduct with
mild, moderate, or severe disapproval.

Sources of information: supplied by the Commissione

Supporting Information

» Letters of complaint from [Ms A], dated 21 March0Z0and 7 May 2007.

* Information from [Dr B].

e Information from [Dr H].

e Information from [Dr G].

* Information from [Dr E]J.

» Copy of [Ms A’s] clinical notes from [the Centrapim 11 April 2005 to
20 February 2007 (including typed transcript)

Also: Liposuction A guide for patients Published by the Australian Society
of Plastic Surgeons, and NZ Association of PlaStiogeons.

Factual summary:
Assembled from Commissioner’'s summary, AND suppgrinformation.

In April 2005, [Ms A] made enquiries about having liposuction [dite
Centre]. The practice nurse, [Ms C], booked a clason with cosmetic
surgeon [Dr B] for 27 May, and posted an informatgheet to [Ms A], who
lives in [another city], on 11 April.

COMMENT: the information consists of promotional brochuabsut ‘[The
Centre]” and ‘Liposuction’, which provide only iuctory information. The
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third document ‘Information for Liposuction Patishtstates that initial and

preoperative consultations will be required. Tharflo item advised the date of
the first consultation, and confirmed the booking lfposuction surgery, with

details of costs.

[Ms A] was booked for liposuction prior to the tionsultation with [Dr B].
1% Consultation:

31/5/05 [Ms A] attended her consultation with [Dr B] &1 May to discuss
treatment for excess skin and fat over her abdoamehexcess fat over her
hips. [Dr B] advised [Ms A] that best results woube@ achieved if she
underwent liposuction of her hips and upper abdopran to abdominoplasty.

[Dr B] provided [Ms A] with verbal and written infmation about liposuction
and abdominoplasty, and obtained written consemt tfee liposuction
procedure. He also took blood samples, photogragit prescribed a course
of antibiotics to be taken before the surgery. [®smeasured [Ms A] for a
supportive corset to be worn after the liposuctargery.

COMMENT : The contemporaneous note provided by [Dr B] ofs th
consultation, is a single sheet with a diagram sk large XS fat all areas’
indicating the upper and lower abdomen, hip radisd lower back, upper
buttock. There is a ticked list of matters to b&cdssed. On another page is the
following: ‘Consent bloods photos corset prescoptidoxycycline’. This
appears to be the extent of the notes taken aintiee

There is no record of [Ms A’s] weight or BMI.

There is an anaesthetic admission questionnaireerufidr D’s] name
(anaesthetist). This was presumably filled out ba tay of surgery. The
patient’s weight is recorded as 118kg.

[Dr H’s] record, when [Ms A] was seen for secondnign in May 2007, gives
a height of 180cm. Therefore the BMI is 36.4 atetiof surgery. A BMI of

over 30 indicates obesity. Some define morbid apes BMI >35, others use
>40.

[Dr B] makes no record of her obesity in his corpenaneous notes.

In the CONSENT FOR LIPOSUCTION signed by [Ms A] afidr B] on
31/5/05, section 1 states that liposuction is nweatment for general obesity.
This is true. Liposuction is not done to removeesscfat from all over the
body.

Elsewhere the consent states liposuction is ‘a smé&anreducing localised fat
deposits that are difficult or impossible to remdwe diet and/or exercise’.
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However, obesity severely limits the value of liposon even for the
treatment of localised fat deposits, and that pisinbt stated.

Obesity of this degree may also cause difficultiesth anaesthetic
management.

There are therefore 2 issues with appropriate piagiglection
1) safety: proceeding with surgery in a day case un
2) value of liposuction in an obese patient.

[Dr B’s] account to the HDC of this consultation #s retrospective one
describing his recollection. He advised [Ms A] abdiposuction, or
abdominoplasty, or both. He showed results in sqmagents who had
liposuction who were told initially they might reigei abdominoplasty as well,
but in whom liposuction proved sufficient. He asdddgMs A] that she should
not expect this, but it was presented as a posgilglasant surprise’.

In my opinion, given her obesity, and the pre opesaappearance the use of
liposuction as planned was fruitless.

There may have been a case for so called ‘largemwlliposuction’, but that
procedure requires inpatient monitoring and hasifsgnt risks.

In my opinion, liposuction was not indicated hemjen as a planned
preliminary to abdominoplasty.

[Ms A] would have been better advised to invesgadadriatric (weight loss)
surgery, such as gastric banding.

At the most, an apronectomy where the redundanéi@ldominal roll alone
is excised could have been done, followed by a htéagss programme.

23/6/05:[Ms A] went ahead with [Dr B’s] recommendationsdaon 23 June,
underwentiposuction of her upper abdomen and hips at [the €ntre].

Aspirated volumes were: Abdomen 1700ml, right h#09left hip 600.
TOTAL 3250 ml.

COMMENT: in his report to HDC [Dr B] gives more detail albaine
technique.

He explains that despite ‘a significant reductiorall areas treated’ the result
was disappointing and that he has found that ‘dkier100’s of liposuction
cases that | have done, that the results of theedoe are somewhat
inconsistent’.
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This account of his experience was not recordeldeasy given to [Ms A] in
thepre operative consultation.

4/8/05: follow up. [Dr B] records ‘Still has large excesslower abdomen —
will probably need a tummy tuck'’.

In January 2006 [Ms A] contacted [the Centre] and booked the
abdominoplasty and preoperative consultation forMg0ch. On 19 January
2006, [Ms C] posted an information sheet, antibigbrescription, and a
pathology request form to [Ms A].

COMMENT: the written information was a promotional brochanel general
instructions regarding the surgery. This can notcbesidered sufficient for
informed consent.

30 March, 2006 [Dr B] again discussed the procedure and postbercare

with [Ms A] and obtained written consent. [Ms A’blood test results were
also reviewed, and [Dr B] confirmed that she hakemathe prescribed
antibiotic.

COMMENT : there is no written note regarding the pre opuwhsion. There is
a signed consent.

In his report to the HDC [Dr B] gives a detaileccagnt of the advice he gave
regarding abdominoplasty presumably at the consuitan May 2005. Some

technical points about quilting sutures and draires included which may be
for explanation to the HDC, rather than to the grdtiat the time. Some of the
detail is wrong.

For example, he advises that some surgeons whdrases remove them at 3—
4 days, if not earlier. However, it is common pieetto leave drains until a
volume of less than 30mls/24hrs is collected, &eth remove the drain. While
it may then be possible to remove the drain aeesal days, drains may be
required for 10 days or more.

30/3/06 [Ms A] underwent arabdominoplasty later that morning. [Dr B]
fitted her with a binder/corset after performing tbperation, and she was
discharged after approximately four hours recovatthough she experienced
a bleed from the umbilical wound that night, thisswepaired by [Dr B] 081
March. [Ms A] then returned [home] to recover.

COMMENT : [Dr B’s] operation record describes his methodl.nGte is the
use of ‘haemostasis with diathermy’. Often there large perforator vessels
that require more definite treatment than diathetmyensure bleeding is
controlled. In obese patients these vessels cdarger than normal, and the
use of ligation with Ligaclips is common practidéiis may be relevant to the
later problems with haematoma. Also, the sutureendtused is of light
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calibre, and indicates that the superficial fassigtem (Scarpa’s fascia) was
not repaired as a separate layer — a manoeuvregicpksrgeons would
consider routine. No quilting sutures or drainsevased.

[Dr B] saw [Ms A] the following morning as she hadme bleeding overnight.
[Ms C] had attended to her at the motel and reabtde event thoroughly. She
arranged for [Ms A] to be seen by [Dr B] in the miog.

At the examination on 31/3/06 [Dr B] noted the blieg had occurred at the
margin of the umbilicus and an extra suture wasqulaHe did not record any
abdominal swelling which might indicate that a haesma was present
beneath the abdominal skin flap.

20/4/06: 3 weeks post abdominoplastyfMs A] contacted [Ms C] and
complained of swelling and bloating.

At her 5-week postoperative consultation, [Dr Bfetba haematoma in her
lower abdomen. [Dr B] believed that the haematonwauld/ re-absorb and
advised [Ms A] to continue wearing the binder/carse

COMMENT: 4/5/06 5 WEEK POST OP VISIT:

[Dr B] recorded ‘Swelling ++ in lower abdomen — doeot ballotte i.e. not
free fluid. Continue binder See 4/12 (4 months)'.

In his report to HDC he states ‘she clearly hadettgped a haematoma. |
expected this would resorb, with consequent rednaif swelling. | explained
how a haematoma is caused and the reason | expetdaédsorb ...’

[Ms A] states in her letter to [Dr B] that he didtriell her ‘what it was’.

Question: Did [Dr B] identify the problem? There is no comigoraneous
record that he did diagnose it.

He did note that the swelling did not ballotte. Whrderence can be drawn
from that? A seroma, which is a collection of watiuid under the skin, does
ballotte i.e. shift like a puddle under the skin.nhAematoma, which is still
semi solid, does not. However he makes no writtenclusion from the

absence of this sign. If he recognised the swellisga haematoma, he
presumably would have written the diagnosis innoites.

If uncertain why did he not investigate with ulwasd?
Is it reasonable to expect this unidentified ‘swngjl++ to go away?

If he did diagnose a large haematoma at 5 weeles afirgery, then it is
wishful thinking to predict it will resorb withoumtervention.
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It seems the complication was not recognised, mesiigation was done, an
overly optimistic prognosis was given to the pdtieand no treatment was
offered other than to keep using the binder.

On 26 May, [Ms A’s] GP, [Dr E], rang [Dr B] expressing comoeover [Ms
A’s] haematoma, which she felt was enlarging. Atrasiound confirmed a
large organising haematoma.

COMMENT: [Dr E’s] record describes ‘very large firm swetjinbelow
umbilicus, obviously haematoma. Most of lower abidoinvolved’. She
arranged an ultrasound and contacted the nurdbdatentre], who arranged
for [Ms A] to be seen by [Dr B] on 6/6/06, with gery booked for the next
day.

[Dr E] notes in her letter to HDC of 15/6/07 th&r[B’s] nurse ‘... was
reluctant to commit to anything, but | absolutelgisted ... that the situation
was most unsatisfactory, and that [Dr B] was adVisesee [Ms A] as soon as
possible, to attend to the haematoma'’.

Ultrasound 29/5/06: ‘organised haematoma ... 12cmdepth, ... 27cm
transversely'.

On 7 June [Dr B] aspirated fluid from the haematoma, but by 24 June, i
had recurred.

COMMENT: [Dr B] recorded a large haematoma, and he hadusksd
management with [Dr F], Plastic Surgeon at [a mlblHospital. He
recommended aspiration using liposuction technigamg that an open
procedure may be necessary.

7/6/06 Surgery: aspiration of 2900 mis of haematomalO weeks after
abdominoplasty

COMMENT: this procedure is at best optimistic. Chronic haemas form a
wall of scar tissue around them, and simple aspiras unlikely to solve the
problem. Re-accumulation of fluid within the sac likely unless the
haematoma wall is excised, and the dead spaceraibdd.

24/7/06 [Dr B’s] notes: ‘the space has filled again’.

3/8/06 : [Ms A] consulted [Dr G], Plastic Surgeon for a sed opinion. He
noted a large haematoma. He agreed to write toBPwith management
advice. He wrote on 4/8/07 with technical pointsoramending obliteration of
the wall, use of quilting sutures and drains.

On 11 August 2006 (2" procedure for haematoma) [Dr Bixcised the
haematomafrom the lower abdominal wall and inserted a dr&00 ml of
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fluid was evacuated, and the haematoma sharplegaes$ from the muscle
wall. The drain remained in situ for 24 hours.

COMMENT: No quilting sutures were used to obliterate depdcs, as
recommended by [Dr G].

[Dr B] states he did not receive this letter befloeeoperated on 11/8/06. But ‘I
did pretty much what he suggested in any eventerothan the quilting
sutures’.

He omitted this important technique to close thaddgpace.

The nurse removed the drain the following day. Tikisery soon given the
circumstances. In my opinion the drain should hbgen left in place until
measuring less than 30ml/24 hrs.

[Ms A] was advised to continue using her binder3atays.

On 24 August [Ms A] contacted [the Centre] to report fluid ner abdomen,
and this was aspirated @8 August (39 procedure for haematoma).

COMMENT: 900 ml of fluid was removed with liposuction cafeu

[Ms A] contacted [Dr B] orB September to report that she and her GP were
concerned that fluid was building up again, an@2rSeptembey [Ms A] told
[the Centre] that her abdomen required drainingnagand an appointment
was made foR6 September

[Dr B] unsuccessfully attempted to aspirate fluid 26 September (4th
procedure for haematoma).

COMMENT: [Dr B] arranged an ultrasound and advised ‘... ileetpass for
resolution’.

29/9/06 Ultrasound : 11.9 x 6.1 x 12.5 cm collection . cugent haematoma

COMMENT: given the result which indicates a significantlecion, why
did [Dr B] do nothing?

9/11/06 (5th procedure for haematoma). [Dr @{cised the haematom#&om
the abdominal wall. A drain was left in situ uritB November.

COMMENT: the drain was removed at 4 days, even though 20baad been
drained that day.

[Ms A] did not suffer a re-occurrence of her haemna, but was dissatisfied
with the results of her abdominoplasty.
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20/2/07 [Ms A] had final consultation with [Dr B].
COMMENT: No photos of the final result are included.

3/5/2007:[Ms A] saw [Dr H], Plastic Surgeon [in Ms A’s rami], for an
opinion. He concludes the abdominoplasty was inaaie) and states that
revisional surgery is likely, though at 108kg ‘.. esis still a little too heavy to
benefit from further surgery.’

Her weight at surgery was 117 kg and height 180 BMI was 36. [Dr H]
recorded her weight at 108 kg.

17/6/07 [Dr B’s] first written communication with [Ms AlsGP [Dr E].
6: SPECIFIC QUESTIONS: EXPERT ADVICE REQUIRED
Question 2 will be answered first.

2) What standards apply in this case? Were those standis complied
with?

» [Dr B] is a registered specialist surgeon in Geh8tagery and a Fellow
of the Royal Australasian College of Surgeons.

* He now practices Cosmetic Surgery.

» Cosmetic Surgery is usually considered to be insttepe of practice of
Plastic and Reconstructive Surgery.

* In his promotional brochure, [Dr B] advises patgeiite incorporated
plastic surgery as part of his training. The imgiion to patients is that he
is qualified to do Plastic Surgery.

Therefore, the standards that should apply to [Dr Bs] practice should be
not less than those expected of a registered spdisaPlastic Surgeon.

1) Please comment generally on the standard of capgovided to [Ms A]
by [Dr B] from April 2005 to 20 February 2007.

In my opinion, standards of care expected of asteged specialist plastic
surgeon were not met in respect of:

a. patient assessment and treatment planning,
b. patient information,

c. informing patient of alternatives,
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d. record keeping,

e. technique of abdominoplasty surgery,

f. postoperative management,

g. recognition, investigation and management of tleeific complication,
h. communication with the General Practitioner.

la. Patient assessment and treatment planning

When [Ms A] consulted [Dr B] she had a BMI of 36(4eight 118kg
according to anaesthetic record, height 180cm dougprto [Dr H]). A BMI
over 30 indicates obesity. Body contouring surgemuch more difficult to do
in obese patients, and the results much less aettisy than in those of normal
or ‘overweight’ BMI. In his contemporaneous notf3tr B] has no record of
[Ms A’s] weight, height or BMI, and there is no ced of his specifically
advising her of the limitations of this surgery patients of her body build.
There is no record of his advising about potentinhesthetic difficulties
related to obesity.

[Dr B] proposed sequential surgery, with liposuetifirst. There was an
inference given that the result of liposuction rbaysufficient and that [Ms A]
may not require abdominoplasty. This shows pooessssent skills for 2
reasons.

Firstly, liposuction in the obese makes very litliference unless very large
volumes are aspirated e.g. 10 litres or more. Laxgjame liposuction is a

major procedure, with significant risks, performeian inpatient and requires
intensive patient monitoring. Presumably [Dr B] diot intend to do this.

Secondly, the result of liposuction is partly degemt on the ability of the skin
to retract and to mould to the reduced fat volureedath. In obese patients,
skin shrinkage is often poor, especially in the dowabdomen where the skin
has been very stretched. This is the case for [Ma#\is evident in her pre op
photos. Therefore, even if a lot of fat is remowsdliposuction, a redundant
roll of skin and fat will remain. Abdominoplasty Wstill be necessary.

1b. Patient information

The brochure sent prior to the first consultatioaswromotional rather than
informative. It is advertising. The Consent formeddist ‘risks’, but omits
mentioning limitations and possible disappointmaith the result.

Enclosed is an information pamphlet on Liposuctmmovided by the NZ
Association of Plastic Surgeons. Under the seaiohimitations: ‘Individuals
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are poor candidates for liposuction if they weigbrenthan 15 kgs above their
medically defined ideal body weight’.

1c. Informing patient of alternatives

Patients with high BMI should be advised aboutithportance of weight loss
for health and to maximise the benefits of surg&atients with high BMI

should also be advised about weight loss surgenyafioic surgery), which may
be more beneficial to them.

In my opinion, for a patient like [Ms A], it mighbe helpful to offer an
‘apronectomy’ only. This operation removes the rethnt roll from the lower
abdomen, and can relieve symptoms, and improvelsijiene and the ability
to exercise. The surgery involves no undermininthefabdominal tissues, and
minimises dead space, avoiding some of the comitaof abdominoplasty.
There is no record that this was offered by [Dr B].

1d. Record keeping

[Dr B’s] contemporaneous records are very brief dachot provide evidence
of an adequate consultation prior to surgery, oinguthe follow up period.

le. Technique of abdominoplasty

In my opinion, the technique used by [Dr B] was paspecially considering
[Ms A’s] obesity. Haemostasis (stopping bleedingdually requires a
combination of diathermy (electrocautery by heatling) and ligation or the
tying off of blood vessels. [Dr B’s] operation redcstates he used diathermy
only. There are usually some large vessels to abdtrring the undermining
part of the operation, and these require ligatioremnsure control. In obese
patients, these perforator vessels may be largerribrmal, with a greater need
for ligation technique.

Abdominoplasty creates a large dead space beneathndermined skin/fat
flap. Dead space should be minimised as fluid teadsollect in it. Also, the
skin fat flap can move over the muscle wall bendatiearing), delaying the
sticking together of these separated layers. Suggese quilting stitches to
tack down the skin/fat flap to the muscle wall,idsa and sometimes pressure
garments, to limit the dead space and shearinginAgaobese patients with
heavy tissues, these manoeuvres are even moretanpofDr B] does not
routinely use these methods and relies on a biorlgr

Closure: there is no mention of the suturing of shperficial fascia (Scarpa’s
fascia, a strong connective tissue layer). This aisroutine step in
abdominoplasty.

1f. Postoperative management
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This is more difficult when patients live some diste from the practice, and
mandates close communication with the GP (se€[lhB’s] nurse kept good
progress notes, and seemed attentive, attendingnthel to see [Ms A] at
night. [Dr B] resutured the umbilical wound on Day following
abdominoplasty which was effective. However the agg@ment of the
haematoma complication was poor.

1g. Recognition, investigation and management of ¢hhaematoma

At the 5 week consultation on 4/5/06, [Dr B] reamddthe swelling, but
proposed no provisional diagnosis, and ordered mwestigation such as
ultrasound. Ultrasound is a quick, easy, and radti cheap investigation
which would have diagnosed either a seroma or htmnza Appropriate
intervention could then have been planned withteebehance of resolution.
When seromas and haematomas are of long duratierallaof scar tissue
forms around them and they become more difficulttreat with simple
measures such as drainage, and are more likedgtore surgery.

[Dr B] advised [Ms A] to continue with a binder atalreturn for review in 4
months. This is an inadequate treatment for whatldseribed at the time as
‘swelling++’, and for an event he later reportedsie clearly had developed a
haematoma’.

10 weeks after abdominoplasty, on 7/6/06 [Dr Bliaged 2900mis of fluid
from the haematoma. By then, the haematoma had firesent for at least 7
weeks. [Dr B] had liaised with [Dr F], a Plasticr§eon, who had endorsed
this technique. In my opinion this was a very ot technique to use. Re
accumulation of fluid within the cavity was probaband did occur.

On 11/8/06, [Ms A] had surgery when the haematonas wxcised and
drained. No quilting sutures were used to close dinéty. The drain was
removed at 24 hrs, which is early. Fluid accumuaaeain.

On 24/8/06 [Ms A] had a"3procedure for haematoma, when 900 ml of fluid
was aspirated with liposuction equipment. Fluidumcalated again.

On 26/9/06 [Ms A] had a®procedure when an attempt to aspirate fluid was
not successful. An Ultrasound confirmed a recurcatiiection. No treatment
was recommended. Why not?

On 9/11/06, 6 months after the abdominoplasty, (idiad a %' procedure
when the haematoma was again excised by [Dr B]. Sahegery was
successful.

[Dr B] did seek advice from a Plastic Surgeon omger to the first aspiration,
and denies receiving written advice from [Dr G]t@hed by [Ms A]) before
operating in August 2006. [Dr B] advised [Ms A] th#e had not had this
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complication before and did not know what to dahit was the case, [Dr B]
could have referred her to a Plastic Surgeon araathged an ACC claim.

1h. Communication with the General Practitioner

From the information provided, [Dr B’s] first wréth communication with the
GP was 17/6/07. There was no letter to Dr E after first consultation.
Communication is important, especially when diffies may be anticipated
with an obese patient. The GP letter is an oppdyttm check on the patient’s
past health, medications, attempts at weight lasd, whether there are any
contraindications to the surgery — either medicgdgychological. There were
no letters after the liposuction or the abdominsglanor letters to advise
about progress with management and ongoing problems

3. Did [Dr B] provide [Ms A] with adequate information to make an
informed decision to undergo liposuction and abdommoplasty? If not,
what information should have been provided?

See l1a and 1b above.

* His contemporaneous records do not show evidenceaddquate
information being provided. In particular he shoulldve explained the
limited role of liposuction and abdominoplasty ibege patients, and the
higher rate of complications.

* He could have suggested an apronectomy only to venttte redundant
lower abdominal roll, which can be appreciatedh®se patients.

* He could have referred her to a bariatric surgemmah opinion about
weight loss surgery. Cosmetic surgery followingidiaic surgery will give
a better outcome to the patient.

* An example of the quality of written informationathcan be provided to
patients is enclosed.

4. Did [Dr B] provide [Ms A] with appropriate treat ment for her
condition?

Not in my opinion.

5. Did [Dr B] perform the liposuction, abdominoplagy, and remedial
procedures with adequate care and skill?

| can not comment on the technique of liposuctiamfthe records provided.
It is the appropriateness of the liposuction, rathan the technique, that is
questionable. The pre and post op photos show ralrdifferences.
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I do not consider the abdominoplasty was performét adequate skill, as
explained above.

Techniques to stop bleeding may have been inseiffici

» Control of dead space is a basic surgical princiglemmon techniques
include the use of quilting sutures, drains, anesgure garments. [Dr B]
relied on a binder only.

* The method of closure did not include repair of rfBas Fascia which
should be routine practice.

The remedial procedures:
» Aspiration alone of a chronic collection is optitigsat best.

* The haematoma excision omitted the use of quikimigires and the drain
use was very brief.

6. Did [Dr B] appropriately manage [Ms A’s] postopeative
complications? If not, what should have been done?

In my opinion, postoperative complications were well managed. The key
error occurred at the visit 5 weeks after abdomexy, on 4/5/06.

« [Dr B] did not assess the swelling sufficientlytla¢ 5 week visit.
» He did not investigate with ultrasound.

* He advised [Ms A] to continue with the binder pmasioly hoping the
swelling would resolve. This was poor advice.

[Ms A] had complained of swelling 3 weeks after atmihoplasty. So, by 5

weeks, the haematoma had been present for at 2easteks, but almost
certainly longer allowing time for it to accumulaté [Dr B] had recognised

the problem, and intervened at this stage, the hsmna may well have been
successfully managed.

He did not and [Ms A] had recurrent problems reiggimultiple procedures.

Subsequent procedures were not well managed. Aspiraf a chronic
haematoma is unlikely to work, and the excisionttedigood control of dead
space.

See 1g above.

7. Are there any aspects of the care provided to [MA] by [Dr B] that
you consider warrant additional comment?
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| consider the major points have been covered.

| do have an additional concern about [Dr B’s] gigiinto his practice of
Cosmetic Surgery. | believe this lack of insightyni@ve influenced his care
of [Ms A].

For example:
7a. [Dr B] states:

‘But | do not accept that this complication occdrigecause of the techniques
used or not used during her care, nor did it re@sira consequence of
inappropriate treatment when the diagnosis of héamawas made’.

| believe that therare definite technical deficiencies which may haveseal
the haematoma, such as the use of cautery onlizgemostasis rather than
Ligaclips for large blood vessels. The omissiomuoilting sutures may have
allowed the shearing of the tissue layers causiegding. Dead space was not
controlled leaving a space for a collection to form

The recurrence of the collection is due to tecHniediciencies. The use of
suction evacuation and pressure was very optimfistitreatment of a chronic
haematoma. Recurrence was likely using that tecieniq

He alludes to his training in the principles ofgeny. However, an important
principle of surgery is the prevention of dead spaghere collections may
occur. To close an abdominoplasty without quiltsagures and drains shows a
lack of appreciation of that principle.

7b. [Dr B] states:

‘It was accepted generally ... that performing lipcigan in the upper
abdomen is contra-indicated at the same time asnaibdplasty, as it can give
rise to problems with vascularity of the skin flagghis is not true.

Plastic surgeonswill commonly use liposuction as an adjunct to
abdominoplasty at the same time, when it can ingtbe results significantly.
Information is presented in the Plastic Surgesréiture and at conferences on
the safe use of liposuction, and the modificatidosthe abdominoplasty
technique to preserve adequate circulation.

7c. [Dr B] explains that he advised [Ms A] about lipcion and
abdominoplasty and how occasionally abdominoplasty not been required
because the result of the liposuction was surgigigood. | do not consider
that point can be made to a patient of [Ms A’s]ghaVly opinion is supported
by inspection of the before and after photos predjdwhere there is no
apparent change in the lower abdominal roll.

11 September 2008 H>0< 35

Names have been removed to protect privacy. Ig@mdifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Health and Disability Commissioner

7d. [Dr B] states that he expected the haematomasitrlvg and that this was
the course he had always taken, and that suctat@gyris described by other
surgeons.

| can not accept that conservative management28068®ml| haematoma can
reasonably be expected to succeed.

7e [Dr B] comments on his training. He had six mantkexperience
presumably as a Registrar in Plastic Surgery apyhlic] Hospital. [His
FRACS was in General Surgery and he later speethlis General Surgery.]

He does not mention any specific training, felloigshr assessment by his
peers in this area of practice. He alludes to k@egence only. Presumably
then, he is self taught.

7f. In 20 years of General Surgery before cosmetigesyr he did ‘a lot more
technically challenging procedures than these (etisrsurgery)’.

He gives Paediatric and Neonatal surgery as examplese were procedures
for which hedid have specialty training.

He states that cosmetic operations are not so itadtlyndemanding, and the
assumption drawn from this is that specialty tragnis not required. | disagree,
and find his view naive.

The practice of any surgical specialty does dem&ndwledge of, and
expertise in the performance of the operations, &wtn more important is the
training in the correct assessment of the patiantstheir problems, and the
formation of a treatment plan selected from the umeihoptions. There is also
expertise required to anticipate and deal with darapons. A formal training
programme will cover all these aspects.

Practising a surgical specialty is not just leagrtmow to do an operation, and |
think this may be the situation in which [Dr B] dis himself.

A well performed cosmetic surgery operation is tecally demanding.
Attention to good technique will minimise compligats and optimise results.
Failure to follow meticulous technique may resualtcomplications and poor
outcomes, as in this case.

79. re Changes to practice, [Dr B] states ‘Since Au@@6, | now routinely
suture Scarpa’s fascia'.

It is good that he now does that, but it is congdean essential part of layered
wound closure for Plastic Surgeons. Registrarsnlélis working in public
hospitals doing abdominal closure in TRAM flap srggfor example.
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7h. re Changes to practice: [Dr B] states that he hewl include (quilting
and drains) as part of my decision making'.

It is unusual for these techniques not to be in lastg surgeon’s
armamentarium. His failure to use them is an exaroplthe lack of adequate
training and a lack of technical sophistication.

7i. ‘based on this experience ... | will probably in faéure refuse to operate
on someone of [Ms A’s] size. This point has beemfoeced at recent
conferences’.

The limitations of liposuction and abdominoplasty obese patients is
common knowledge in Plastic Surgery, and is nagcamt opinion. This view
has been presented at meetings for a long timg@xn&] should have been
aware of it.

7. [Dr B] found himself with a complication that hadlittle experience

of, and that he had difficulty managing. From higes and delaying tactics, it
appears he was uncertain how to proceed. He caved feferred [Ms A] to a

Plastic Surgeon.

FINAL COMMENT

| believe [Dr B] did not provide an appropriaterstard of care that could be
expected of a doctor who is a registered Generayjgdn who practices
exclusively in Cosmetic Surgery.

There were errors at the following levels:
* Assessment and treatment planning
» Patient information

* Informing patient of alternatives

» Standard of record keeping

» Assessment of possible safety issues treating esegatient in a day case
unit

» Technique of abdominoplasty

* Recognition of the complication (haematoma)

Failure to investigate the haematoma

Management of the haematoma
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* Awareness of technical options
* Communication with the GP
» Failure to refer or seek further advice when thaglication recurred.

In view of the sequence of errors and the resuliistress and poor outcome for
[Ms A], | consider the failure to meet the standafdare was major.

(2) [Ms A’s] management has been poor and would ineardisapproval of peers. |
believe this disapproval would be between modeaatk severe. It is difficult to
qualify this without knowing the consequences ef ginading.”

Additional Expert Advice

Dr Glasson provided the following additional adyvideaving reviewed [Dr B’s]
response to my provisional opinion:

“Please comment on [Dr B’s] concerns regarding:

A. Your opinion that liposuction in [Ms A’s] case wasfruitless’, and she was
not a suitable candidate for liposuction

[Ms A] had a BMI of 36.4. A BMI of over 30 is obesed some define >35 as
morbidly obese. It is an indicator that there wagegy thick fat layer over the
abdominal wall, confirmed by [Dr B’s] examinatiorote (‘v large xs fat all
areas’). So, [Ms A] was a large woman, seeking @gnsurgery, to look better.

Patients are poor candidates for liposuction if/tiweigh more than 15 kg above
their ideal body weight (NZAPRAS guide for patient¥he technique is most
effective for patients at or near their ideal badight.

Liposuction in the obese, where fat layers are vRigk, has a marginal effect,
unless very large volumes are aspirated (e.g. i@slior more). Such

‘megalipoplasties’ are major operations requiri@)Itype post op care. This was
not [Dr B’s] intention.

He had also implied that preliminary liposuctiongii obviate abdominoplasty as
an unexpected surprise. Such an outcome for [Msa] very unlikely.

The liposuction surgery aspirated 1770 ml fromdbdomen, a moderate volume.
My question is: what was he hoping to achieve Wgbsuction in such a patient?
Taking in to account [Dr B’s] stated experiencecdnsider recommending

liposuction, and anticipating reasonable benedinfit, showed poor judgement.
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Was liposuction ‘fruitless’ i.e. being without rewd& [Dr B] himself described the
result as disappointing. He wrote that ‘the resoftshe procedure (liposuction)
are somewhat inconsistent’. Abdominoplasty wasrstijuired.

In my opinion, a disappointing result was predit#aland unlikely to be of any
real benefit in this patient. The achieved resuip®rts that view.

| stand by my opinion that she was not a suitabledate for liposuction, and
that the operation achieved little, if any, benefit

B. Your comments that [Dr B’s] haemostatic technige may have been
insufficient in [Ms A’s] case

There are perforator vessels passing from the mdager of the abdominal wall
to the overlying fat layer, which are divided dgrirthe undermining in

abdominoplasty. They need to be controlled so lledding does not occur from
the cut ends. These vessels vary in size and naanie controlled with diathermy
(electrocautery; heat sealing). Some of these iess@ be large, particularly in
obese patients and will be more surely controlléth & ligature e.g. tied off with

suture, or more commonly, clipped with a crushdbigaclip. [Dr B] used only

cautery.

In this case, the overlying skin and fat layer wask and heavy. Quilting sutures
were not used to adhere the skin—fat layer to thdominal muscle layer
underneath. This may have resulted in a shearifegtefwith the skin—fat layer
sliding over the muscle wall. The shearing of thiEgers may have abraded a
vessel end, setting off bleeding, and the haematommaed. This is speculation,
but it is a possible explanation for how and whg tteRematoma occurred. This
may not have occurred if the larger perforator glsskad been ligated.

For all abdominoplasties, | have Ligaclips avagaldnd would have anticipated
using them in such a case, to provide more ceytaith the control of the larger
perforators. Therefore, his haemostasis technigd¥ kave been insufficient.

An alternative explanation is that the haematoragedd forming within hours of
the surgery. There was bleeding on the night ofjeayr and the nurse attended
[Ms A]. [Dr B] placed sutures in the umbilical wadithe following morning. He
did not record whether there was any sign of haematbeing present or absent.
However, in a large patient, a small haematoma tmgh be obvious initially.
Formation of a haematoma early after surgery indgdhat the haemostatic
technique may have been insufficient.

Therefore, whether the haematoma began soon aftgery, or in a delayed
fashion, more effective haemostatic technique naasetavoided its occurrence.

C. Your advice that quilting sutures should be usedoutinely in abdominoplasty
surgery.

Quilting sutures are placed between the abdomiral muscle layer and the
overlying skin and fat which have been separatennfreach other by the
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abdominoplasty. The sutures allow for more congbtiistribution of tension, and
advancement of the upper abdominal flap infericaly it is redraped during
closure. Importantly, the sutures prevent sheavinthe layers, allowing them to
adhere to each other. They reduce the dead spadtnd the space available for
seromas or haematomas to form. Plastic surgeonsusdohis technique report a
reduction in their seroma rates, and more rapidifgaThat is certainly my
experience.

It is a well established technique, used in othmerations also e.g. TRAM flap
abdominal closure in breast reconstruction surgemy, in Latissimus dorsi flap
donor site closure on the back.

References:

Baroudi R, Ferreira C, Contouring the hip and abelomClinics in Plastic
Surgery, vol 23, no 4, Oct 1996, p 551-573.

Pollock H and Pollock T, Progressive tension siuagtechnique to reduce local
complications in abdominoplasty. Plast Reconstg3i5: 2583, 2000.

Mladick R. Progressive tension sutures to reducemptications of
abdominoplasty. Plast Reconstr Surg 107: 619, 2001.

Also comment on [Dr B’s] comments:

D.

‘(The) results of my surgery are consistent withpublished literature, and
what | did was a reasonable line of treatment’

a. Regarding [Dr B’s] results, | cannot commenthwiit an audit of [Dr B’s]
patients.

It should be said that results published in thexditure are not necessarily all good.
The purpose of the publication may be to demorestnggh or low complication
rates, and good or bad cosmetic results. The mesgagost publications in this
field is to show how a variation in technique mayprove results and reduce
complications. The articles will describe limitatgof techniques in the authors’
experience. Baroudi’s description of quilting sewin 1996 is a good example of
a technical innovation which reduced complicatiohabdominoplasty,

b. Was his treatment of [Ms A] ‘a reasonable lifiéreatment’?

| maintain my reservations about assessment aatittemt planning of [Ms A].
There was not discussion about alternatives sutlaatric (weight loss) surgery.
A fully informed patient might elect liposuction dabdominoplasty, aware of the
compromised results which can be achieved in opasents. However | consider
that liposuction as a preliminary to abdominopla@iyth the suggestion that
liposuction alone may suffice) was overly optimisin a patient of this body
shape.

In my report | explained that an apronectomy whietmoves only the redundant
roll from the lower abdomen, and avoids extensiveéeumining, may have been a
more prudent approach as dead space is minimizidhealing less complicated.
With a BMI of 36.4, bariatric surgery was still h@obable best option.
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E. | do not accept that the haematoma was caused daise of my operative
technique the delay before the haematoma developéglls against this

How long was the ‘delay before the haematoma deeel® When did it actually
occur?

The date of surgery was 30/03106.

There was bleeding from the umbilical wound thathihiand [Dr B] resutured the
umbilical wound the following day. This bleedingutd have been from the skin
edges of the umbilical wound, or perhaps from sa®eper bleeding under the
abdominoplasty skin—fat flap escaping through timbitical wound. Possibly, this

presaged future events. There may have been a Bastiatoma developing then
that was not clinically obvious, particularly in ahese patient.

On 20/4/06 [Ms A] noted her abdomen was swollen aadtacted [Ms C]. |
suspect she had a large haematoma at that stagejt dmad been slowly
accumulating from shortly after surgery. Perhapsvessel was bleeding
intermittently. A vessel can bleed, a clot themferand the bleeding stops, then it
may begin again if there is traction or movementhef tissues which disturbs the
clot. The shearing of the layers could cause thisappen.

On 4/5/06 [Dr B] noted the lower abdomen was swplénd believed the problem
would resolve. He advised HDC that a haematomadeaeloped. He cannot be
sure when it developed, but obviously it had depetbsometime prior to 4/5/06. |
suggest it may well have been there by 20/4/06, had possibly been
accumulating from very soon after the operation.

Therefore he cannot say that ‘delay’ before therteiema developed indicates his
technique was not at fault. He can only really tafkthe delay before it was
detected. It is possible the haematoma was acctimpl&rom the day after
surgery. This results from an imperfect technique.

What is known is that a haematoma did develop betwke date of surgery, and
the date of detection. It is possible it startedcat@umulate very soon after the
operation. Most haematomas after operations dowitrin hours of surgery, and
are caused by bleeding vessels. Imperfect haenmstab cautery and ligation
can cause vessels to bleed after operations, hadraatoma may result.

It is difficult to give any explanation other theethnical failure for the occurrence
of haematoma. There can be underlying clotting rdise which make post
operative bleeding complications more likely, bogere is no record of a history
suggesting this.

All operations have a haematoma rate. They do panat all surgeons experience
them. When a haematoma occurs in one of my ownschsdways consider
technical failure as the cause.

Haematomas require recognition (clinical +/ ulttast) and intervention.

F. There are a number of articles in the literature whch do not support the
assertion that obesity creates greater intra-operate risk
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This is true e.g. Davies K E et al, Obesity and cizse surgery, Anaesthesia, 2001
Nov; 56(11): 1112.

But there are others that do e.g. Lahiri A et alfikopometric Measurements and
their value in predicting complications following@duction mammaplasty and
abdominoplasty. Annals of Plastic Surgery. 56(38 80, March 2006.

Surgeons and anaesthetists do anticipate probleemhste more likely to occur in
obese patients. | note that Dr Langley's commeata€C (‘hospitalization for
this large abdominoplasty in a patient who is ob€geand [Dr F’s] indicate this.

Obesity makes anaesthesia and surgery more diffaoal is a risk factor for this
sort of surgery in the following ways, e.g.:

» Anaesthesia — intubation and maintenance of airwamtilation, extubation
and airway management in recovery;

= Technical — thick heavy tissues, harder to manigulaore shearing of
tissues

= Complications —

* more seromas, infections, wound breakdowns, faiises; skin necrosis,
delayed healing

= Cosmetic result more difficult to achieve.”

42

H)'c 11 September 2008

Names have been removed to protect privacy. Ig@miifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Opinion 07HDCO07867

Appendix B

MEDICAL COUNCIL

OF NEW ZEALAND

OCTOBER07

WWW.IMCNZ.0rg.nz

Statement on cosmetic procedures

Purpose of this statement

01 This statement outlines the standards
expected of doctors who perform cosmetic
procedures’, The statement may be used by
the Health Practitioner’s Disciplinary Tribunal,
the Council and the Health and Disability
Commissioner as a standard by which your
conduct is measured.

Potential for conflicts

02 Providing a cosmetic procedure does not
improve a patient’s physical health and safety
and it is often difficult to determine whether
the treatment is in the patient's best interests.

03 Take great care to ensure that patients who
undergo a cosmetic procedure receive
the appropriate information, give their
fully informed consent and are free from
exploitation,

04 The clinical relationship between a doctor
performing a cosmetic procedure and a
patient may also be complicated by the
consumer’s heightened expectations of the
results that can be achieved and the provider's
opportunities for commercial advantage.

You should recognise these conflicts and
have a duty not to allow them to cloud your
professional judgement.

0

o

Do not abuse your patient’s trust. The
investigations or treatment you provide or
arrange must be made on the assessment
you and the patient make of their needs and
priorities, and on your clinical judgement
about the likely effectiveness of the treatment
options,

Definition
06 Council has defined “cosmetic procedures”
as follows:

‘Operations and other procedures that
revise or change the appearance, colour,
texture, structure or position of normal
bodily features with the sole intention
of improving the patient’s appearance
or self esteem.™

Expectation of training, skill and expertise

07 Good medical practice outlines the duties and
responsibilities of a doctor registered with the
Medical Council. This states that “In providing
care you must recognise and wark within the
limits of your competence.*®

08 Treatment should therefore only be provided
if you have the appropriate training, expertise
and experience in the particular cosmetic
procedure being performed to deal with
all routine aspects of care and any likely
complications,

09 You are responsible for ensuring that you
have the necessary training, expertise and
experience to perform a particular cosmetic
procedure with reasonable care and skill*,

The categorisation system

10 Cosmetic procedures vary in the level of risk
and complexity associated with them. To
assist it in setting standards the Council has
classified different procedures in accordance
with the types of providers involved, the type
of facility in which they are performed and the
level of risk to the consumer:

Patients are advised that this
statsment only addresses the
standard of care expected of
docters. If you seek care from
a health practitioner who is

not a doctor then you should
obtain agvice from the relevant
professional body,

The statement dogs not

cover procedures which
improve a patient's physical
health and safety other than
by improving their appearance
and self-esteem.

Page 3. Good medical
practice. Medical Council of
New Zealand. October 2004.

If you do not comply with

this requirement you may

be subject to a competence
review by the Councll if there
is reason to believe that your
competence may be dcficiont.
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Category 1

W Asurgical procedure that involves
cutting beneath the skin, such as breast
augmentation, breast reduction,
rhinoplasty, surgical face lifts, liposuction
and otoplasty.

m  Most commonly performed in a day
procedure centre or hospital, with an
anaesthetist present.

m  May be performed by a doctor registered
in a relevant surgical scope of practice?;
who has the necessary training, expertise
and experience in the procedure being
performed; and whose competence in
the procedure has been independently
assessed®,

m Category 1 procedures which involve
cutting the skin and into subcutaneous
fat may also be performed by a
dermatologist who has satisfied
the requirements of the New Zealand
Dermatological Society’s advanced
dermatologic surgical training programme;
who has the necessary training, expertise
and experience in the procedure being
performed; and whose competence in
the procedures has been independently
assessed®,

Category 2

® A non-surgical procedure (afthough in
some cases it may involve piercing the
skin), such as non-surgical varicose vein
treatment, ultrasound guided
sclerotherapy, endovenous laser ablation
for vein removal, laser skin treatments, use
of GO, lasers to cut the skin, mole
removal for purposes of appearance,
laser hair removal, dermabrasion, chemical
peels, injections, microsclerotherapy and
hair replacement therapy.

m  Most commonly performed in day
procedure centres or doctors’ clinics with
or without an anaesthetist.

u May be performed by a doctor registered
in general practice or relevant alternative
vocational scope of practice”; who has the
necessary training, expertise and
experience in the procedure being
performed; and whose competence
in the procedure has been independently
assessed®.

Advertising and promotion
11 Advertising and promotional material should
not foster unrealistic expectations.

12 False and misleading advertising is
unacceptable. Do not claim a falsely high
success rate or overstate your gualifications.

13 Patients can find medical titles misleading.
To minimise confusion you should avoid
using titles such as “specialist” which refer to
an area of expertise unless you are registered
with the Council in an appropriate vocational
SCope.

Obtaining consent

14 Because performing elective procedures
may involve a conflict of interest, obtaining
the patient's informed consent is particularly
important. The informed consent process
should start at the initial consultation and
should involve a two way communication
process which results in the patient feeling
confident that they have enough information
to agree to the procedure.

15 Selection of patients for category 1 cosmetic
procedures must start with an effective
assessment of the patient’s motivation for
seeking treatment. Steps should also be
taken 1o ensure that the patient has realistic
expectations and that any preconceived ideas
based on advertising and media sources have
been ascertained and addressed.

16 There should be an opportunity for a patient
to be referred for psychological evaluation
if you have concerns about their motivation.
Such doubts might arise, for example, if you
suspect the patient has a body dysmorphic
disorder or a personality disorder.

5 Forthis purpose, the doctor
must hold a relevant post-
graduate surgical qualification
recognised by the Council
as allowing registration
within a relevant vocational
scope. A doctor who is not
registarad in an appropriate
vocational scope of practice
may also perform a category
1 procedure if he or she is in
a collegial relationship with
adoctor registered in the
appropriate vecational scope
and that colleague is satisfied
that the dector’s training is
appropriate and he or she
is competent to perform the
procedure.

o

Independent assessment
may oceur through a branch
advisory body training
programme or through a
cradentialing process.

A doctor who is not registered
inan appropriate vocational
scope of practice may

also perform a category 2
procedure if he or she is in

a collegial relationship with

a doctor registered in the
appropriate vocational scope
and that calleague is satisfied
that the doctor's training is
appropriate and he or she

is compelent to perform the
procedure.
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Onsite counselling services are not necessarily B Details of who they can contact if the
required, but you should know how to access doctor is not available,

such services. This requirement is especially m  The usual range of post-operative
relevant when category 1 procedures are symptoms.

being provided. m Where to go if the patient experiences

unusual pain or symptoms.

N Appropriate instructions for medicaticn
and self care,

u Details of the dates for follow up visits.

17 A patient’s informed written consent should
be obtained at a pre-procedure consultation
within a reasonable time period before the
day of the procedure and consent must

be reconfirmed on the day the procedure Providing care

occurs, Obtaining informed consent is the 22 The operating doctar is responsible for al

responsibility of the doctor treating the patient. aspects of preoperative, operative and

18 There should be a period of reflection of seven post operative care. Delegation of care must

days between any initial consultation and be appropriate and arranged in advance of

the performance of a category 1 cosmetic any pracedure.

procedure. 23 Carry out all surgical procedures in facilities

19 At the time of the initial consultation for a where there are adequate and appropriate

category 1 procedure, provide patients with backup services available 1o address any

written information in lay language which foreseeable operative complications.

ncludes: 24 You should keep the patient’s general

¥ Realistic information about what is practitioner informed of all category 1
involved with the procedure. procedures, with the patient's permission.

" The range of possible outcomes 25 Provide appropriate follow up. At a minimum
(including worst case scenarios). follow up for a category 1 procedure requires

B The risks associated with the procedure. that you be available personally for at least
Recovery times and requirements. two weeks post procedure, or to have a

m Other options for addressing the clinical formal arrangement with another suitably
problem. qualified practitioner who has full access to
The patient's rights as a consumer. the patient’s history.

® How to make a complaint if something
Audit and review

goes wrong.
m Infarmation about your quelifications and 26 If you perform cosmetic procedures you

experience. must participate in clinical audit or reporﬁng

20 Where specific and recognised ethical on a number of clinical indicators. Ideally this

standards for obtaining informed consent exist should oceur annually and should cortribute
{such as the Harry Benjamin guidelines in the towards the mandatory requirsments for
treatment of gender dysphoria), you should continuing professional development and
follow these. recertification, Where this will not count

towards continuing professional development
and recertification (for example where
the procedures do not form part of your
vocational scope) then you should be in a
W How to contact the doctor if collegial relationship with another doctor and
complications arise, audit and review should take place as part of
that relationship.

21 Following any category 1 procedure, provide
patients with written information in lay
language which telis them:
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Related Council statements and resources

® Information and consent (April 2002).
B egislative requirements about patient
rights and consent (October 2005).

W Responsibilities in any relationships
between doctors and health related
commercial organisations
(December 2003).

9 October 2007

This statement is scheduled for review by
October 2010. Legisiative changes may
make the statement obsolete before this
review date.
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